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ABSTRACT 

The Institute of Medicine (IOM) and the World Health Organization (WHO) 

recommended a shift in delivering health services from compartmentalized to team-based care 

(IOM, 2003; WHO, 2010).  Based on their advice the Interprofessional Educational 

Collaborative (IPEC) formulated four interprofessional (IP) competencies to guide the creation 

of curricular activities necessary for the education of future healthcare workers (IPEC, 2016).  

This research study explored the journey of nine nurses who worked in IP healthcare 

teams.  I wanted to understand the effectiveness of their IP education on real-world work 

experiences.  A qualitative, multiple-case design revealed their educational preparation and 

understanding of IP team interactions.  Analyzing their descriptions of IP team dynamics and 

their knowledge of IPEC competencies yielded three themes that illuminated the meaning of 

their experiences: Nurses who lacked educational preparation about IPEC competencies tended 

to function in a silo; Positive and negative peer interactions impacted their IP collaboration with 

other healthcare workers; and Inclusion within systems of shared governance enhanced 

teamwork skills.  Nurses with direct programmatic, pre-employment experiences in the 

application of IPEC competencies were more successful than those who had only been instructed 

about those standards.  This was particularly significant when comparing the training of BSN as 

opposed to ADN nurses. 

Based on these results, I argue that nursing educational programs need to provide 

multiple IP opportunities that weave IPEC competencies throughout the curriculum.  
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Accreditation standards between the ADN and BSN programs are not the same and special 

attention to IP educational activities in the ADN curriculum needs further investigation.  
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CHAPTER ONE: INTRODUCTION  

The healthcare system in the United States (US) has evolved into a maze of complex 

structures involving providers of various backgrounds and disciplines who often have blurred 

lines of responsibility and authority.  The preparation of individuals seeking professional careers 

in healthcare is, therefore, a curricular challenge.  Educators must not only provide instruction in 

materials that are core to their discipline but knowledge necessary for work with adjunct 

professions.  Specialized skills must be attained ensuring competence in cooperative teamwork 

to deliver high quality, safe, and efficient care.  

Naturally, attention focuses on meeting accreditation standards.  Despite increasingly 

demanding standards and all-encompassing curricula, health outcomes in the US remain weak 

compared to other countries (Institute of Medicine [IOM], 2001).  Institutions have struggled to 

establish instructional programs that produce professionals who are able to provide team-based, 

patient-centered care.  Data reveal an increasing volume of negative patient outcomes and 

adverse medical events (IOM, 2001).   

In response, the IOM (2003) began advocating for a change of educational structures to 

incorporate team-based learning with patient care.  However, without any explanation of what 

constituted team-based instruction or implementation many schools struggled to fully understand 

the concept of interprofessional (IP) collaboration.  It was not until 2010 that the World Health 

Organization (WHO) defined interprofessional education (IPE) to be "when students from two or 

more professions learn about, from, and with each other to enable effective collaboration and 

improve health outcomes" (WHO, 2010). 
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One year before this formal definition, the Interprofessional Education Collaborative 

(IPEC) was established among six national associations of healthcare professions (Appendix A) 

to "help prepare future health professionals for enhanced team-based care of patients and to 

improve population health outcomes" (IPEC, 2016, p. 1).  They developed four Interprofessional 

Educational Collaborative competencies that are relevant to the pre and post-licensure and 

credentialing of healthcare professionals (IPEC, 2016, p. 8).  The primary competencies are:   

Work with individuals of other professionals to maintain a climate of mutual 
respect and shared values;   

Use the knowledge of one’s role and those of other professions to appropriately 
assess and address the health care needs of patients and to promote and advance the 
health of populations;  

Communicate with patients, families, communities, and professionals in health 
and other fields in a responsive and reasonable manner that supports a team approach to 
the promotion and maintenance of health and the prevention and treatment of disease;   
And apply relationship-building values and the principles of team dynamics to perform 
effectively in different roles to plan, deliver, and evaluate patient/population-centered 
care and population health programs and policies that are safe, timely, efficient, effective, 
and equitable (p. 10).   
 

Together the standards demand trust, effective communication strategies, common aims, diffuse 

power relations, and an organizational structure as crucial components of a collaborative 

healthcare environment (Thannhauser, Russell-Mayhew, & Scott, 2010). 

These competencies were explicitly designed to guide professional and institutional 

curricula development, thereby promoting the development of foundational IP collaborative 

experiences.  First formulated in 2011, these competencies were revised and re-published in 

2016 (IPEC, 2016).  Although they remained the same the IPEC Committee added annotations to 

each standard to provide clarity for healthcare providers and educational institutions.  The 

standards have been cited in over 500 peer-reviewed and related articles and translated into 

several languages (IPEC, 2016, p. 2).   Many profession specific organizations, such as the 

American Association of Colleges of Nursing (AACN), incorporated the IPEC competencies into 
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their educational expectations.  For example, the Quality and Safety Education of Nurses 

(QSEN) facilitates the inclusion of team-based healthcare into program curricula (Cronenwett et 

al., 2009).   

To date, hundreds of schools have implemented courses utilizing IPEC competencies as 

foundational objectives, incorporating groups of pre-professional students at various intervals 

within the didactic and clinical phases of the curricula.  Many of these programs have published 

their results, indicating positive learning experiences and the actualization of targeted behaviors 

(Zhang, Thompson, & Miller, 2011).   

In 2014 these encouraging results led to the formation of the Health Professions 

Accreditors Collaborative (HPAC) composed of the six IPEC-sponsoring associations (IPEC, 

2016, p. 6).  This group now promotes the inclusion of the IPEC core competencies within the 

accreditation standards of all healthcare educational programs.  The specific IP accreditation 

standards for healthcare professions involved in this study are in Appendix B and contains a 

sample of other healthcare professions who have also included IP activities into their standards.  

To illustrate a collaborative environment IPEC developed an Interprofessional 

Collaboration Competency Domain (IPEC, 2016, p. 9) (Figure I).  These four competencies are 

the core actions that establish IP communication and collaboration.  The goal is to ensure that 

healthcare is patient and family-centered within the communities and populations they serve.  As 

healthcare providers (pre and post-licensure) continue to utilize these competencies in health care 

systems within our communities, the practice model will foster further integration, cooperation, 

and collaboration, which will ultimately improve patient outcomes and reduce adverse medical 

events.   
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FIGURE 1 

Interprofessional Collaboration Competency Domains 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

          

 
 (IPEC, 2016, p. 9) 
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Review of the Research 

A review of research on this topic illustrates that IP teams generate quality decision 

making, lead to problem resolution, improve efficiency, and enhance the quality of care.  

However, there is much disagreement about how to accomplish the task of building a capable 

team and educating healthcare professionals to work within that team.  Leadership, 

communication, and establishing trust are vital ingredients to the establishment of effective team 

dynamics, yet healthcare providers still struggle to determine their roles and responsibilities 

within the team.  There is also a lack of follow-up studies identifying whether graduate 

healthcare professionals attain a working knowledge of IPEC competencies, which is the purpose 

of this study. 

Each profession has a role, responsibility, and particular competencies which produce a 

basis of compartmentalized or siloed care (Billings & Halstead, 2012, p. 120).  Siloed education 

has created a complex educational and healthcare system with overlapping knowledge and 

responsibilities.  The IOM and the WHO continue to be proponents of a paradigm shift, not only 

in healthcare but in the education of those healthcare professionals, to require the utilization of 

healthcare teams to manage all patient care activities (IOM, 2003; WHO, 2010).   

Healthcare institutions have initiated numerous studies in response.  The research has 

demonstrated that when there were effective teams, patient outcomes were improved, patient and 

family satisfaction increased, and consumers had greater confidence in the healthcare system.  

Equally important is that employees experienced "role clarity, shared goals, relationships and 

increased job satisfaction" (Kipnis, Rhodes, Burchill, & Datner, 2013, p. 731).  These findings 

indicate that curricula of healthcare educators must prepare students for IP practice and that they 
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teach the core competencies that address values/ethics, role and responsibilities, communication, 

and teamwork (Sportsman, 2013, p. 6). 

The implementation of IPE experiences into curricula of pre-licensure programs for 

healthcare professionals is challenging.  Analysis of profession-specific data indicates many 

contributing causes such as;  an already saturated curricula, lack of administrative support, 

difficulty in faculty agreement on IPE content, faculty resistance to IPE, and a lack of comfort 

with teaching across professions (Tashiro, Byrne, Kitchen, Vogel, & Bianco, 2011, p. 64). In 

response, researchers have recommended “faculty break out of their professional silos" to 

facilitate a broader worldview  (Hall, 2005, p. 190).   

Multiple authors have suggested that programs identify representative faculty from 

participating professions who will collaborate on IPE experiences that embrace important aspects 

of each profession (Baldwin & Baldwin, 2007; Boet, Bould, Burn, & Reeves, 2014; Bronstein, 

2003; Dyer, 2003; Failla & Macauley, 2014; Hall, 2005; Kahaleh, Danielson, Franson, Nuffer, & 

Umland, 2015; McComb & Simpson, 2014; Thannhauser et al., 2010).  Others call upon the 

expertise of faculty from each participating profession to develop challenging clinical scenarios 

for IPE experiences that bridge gaps between higher education and professional practice.  

Simulation allows students to make mistakes in a safe environment thereby guiding an 

understanding of roles and responsibilities of each profession, to witness in-action assessments 

aiding in developing critical thinking skills and team building (Boet et al., 2014; Hall, 2005; 

Janss, Rispens, Segers, & Jehn, 2012). 

Although educators agree that students need instruction on IP competencies there is a 

variety of views on the depth and breadth of those experiences.  Some faculty propose 

experiences where students are immersed in a single encounter, while others require courses over 
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several semesters; thus, allowing time to cultivate an IP atmosphere and enable application of 

new knowledge into practice.  While these encounters demonstrate various degrees of IPE 

experiences and show that a problem-based strategy (an unfolding case) is the preferred method, 

many programs have a one and done approach.  Although this approach may meet accreditation 

standards it does not integrate IPEC competencies throughout the curriculum.  Programs have 

also neglected to inquire if graduates have incorporates those competencies into their 

professional practice (Bays et al., 2014; Brock et al., 2013; Head et al., 2015; Imafuku, Kataoka, 

Mayahara, Suzuki, & Saiki, 2014; King, Conrad, & Ahmed, 2013; L'Ecuyer, Pole, & Leander, 

2015; Rooney, Hopwood, Boud, & Kelly, 2015; Solomon & Salfi, 2011; Vari et al., 2013; West, 

Holmes, Zidek, & Edwards, 2013).  

Adhering to traditional educational strategies and clinical practice can block the spread of 

knowledge (Eggertson, 2013).  In some work-places new healthcare providers who are eager to 

put the latest evidence-based research into practice; thus they “are quickly deflated when they 

begin work to discover the workplace culture ignores their desire to transfer knowledge and 

rejects their attempt at change” (Eggertson, 2013, p. 23).  As healthcare educators we must 

implement changes in healthcare education that create a workforce in step with new goals that 

target system transformation.  Educational programs that teach the four IPEC competencies 

enhance a greater understanding of cultural differences between healthcare professions.  

Differences in “discourse, ways of thinking, perceptions of what constitutes good practice, issues 

of identity, loss of identity as professional roles change, differences in knowledge-base and what 

is permissible as ‘evidence’ in evidence-based practice” (Paylor, Meyer, & Humphries, 2007, p. 

157) are just a few of these issues.  An understanding of such differences can assist healthcare 

students to gain insight into other professions and promote a more flexible professional 
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workforce, enhancing collaboration.  Building this foundational knowledge through academic 

curricula may also facilitate informal learning through professional socialization within their 

healthcare setting, thus bridging the gap.    

Developing Interprofessional Expertise 

Since this study will be assessing the integration of the IPEC competencies within actual 

healthcare settings the “Five-Stage Model of Adult Skill Acquisition” by Dreyfus (2004) will be 

utilized as the conceptual framework.  Dreyfus (2004) identifies that as adult learners gain 

insight and increase their skill acquisition within a set profession, they advance through five 

levels of professional development until they achieve expert status.  Although this model was 

initially applied to airplane pilots, chess players, automobile drivers, and adult learners of a 

second language, nursing, and other healthcare professions have adapted it to describe levels of 

skill acquisition (Benner, 2004). 

Benner (2004) argued that as a clinician works within a healthcare environment, the 

embedded practical knowledge mixes with lived clinical experiences.  Over time the healthcare 

clinician processes data differently, resulting in a competent healthcare provider (Benner, 2004, 

p. 188).  This competency facilitates IP collaboration and cooperation among various healthcare 

specialists.   

As the team continues to work together, the embedded knowledge of IPEC competencies 

promotes patient-centered encounters.  As the group matures, roles are more muted, and 

communication and sharing of ideas increases resulting in a group that can function at a higher 

level.  Because this takes years to develop, "action must begin now, so we have a workforce in 

step with new goals that target system transformation" (Eggertson, 2013, p. 23), thus narrowing 

the gap between knowledge, theory acquisition, and clinical practice. 
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An Interprofessional Healthcare Course 

One example of an IPE instructional program was developed in 2014. I was part of a 

team of healthcare faculty from pharmacy, social work, optometry, and physician assistant 

teaching in three different universities in the Mid-South area of the US.  Nursing was invited to 

participate; unfortnuately, even though faculty verbalized interest, the dates and times of sessions 

did not align with nursing students’ schedule.  

Based on the first set of the IPEC competencies published in 2013 (IPEC, 2016), and 

profession specific accreditation standards that stipulated the inclusion of IP education in all 

healthcare programs an immersive, three phase Interprofessional Healthcare Course (IHC) was 

developed (Accreditation Council for Education in Nutrition and Dietetics, 2017; Accreditation 

Council of Pharmacy Education, 2016; AACN, 2008; Commission on Dental Accreditation, 

2018; Accreditation Review Commission on Education for the Physician Assistant, 2017).  At 

the outset, the core group of instructors from participating programs identified a lack of 

published instruments to assess the effectiveness of IPE programs in meeting core competencies; 

nor were developmentally appropriate benchmarks established for curricular planning or 

assessment of IPE outcomes.  

The first session introduced senior level students to the four IPEC competencies.  The 

second session involved a simulation experience which allowed students to communicate, 

cooperate, and collaborate.  The third phase focused on debriefing, thus helping students put it all 

together.  Since this was the first version of the IHC only a small group of students (two students 

from each discipline) was recruited by faculty.   

Although the IP experience was a single course design and was developed before the 

IPEC Collaboration Competency Domain expectations were published (IPEC, 2016, p. 9) it 
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embraced the essence of IP collaboration.  Given that students reported positive evaluations on 

the practice-based integration of IPEC competencies within real-life scenarios, faculty were 

reasonably confident that student providers would realize the productive use of IP skills in 

healthcare settings.  An in-depth discussion of the IHC is presented in chapter two.  

Statement of the Problem 

Research on IPE is vital to assess the effectiveness of graduates interacting in IP teams.  

Further research on current IP teams in healthcare settings may generate insight into strategies 

that facilitate student and graduate success as active team collaborators in their professional 

careers.  The lack of literature on IPE program success after graduation is problematic.  To date 

there is no published research on the exploration associated explicitly with the success of 

transferring the knowledge gained via IPE. 

For this reason, the focus of my study was to assess the IPE preparation of nurses from 

three different practice perspectives and varied levels of proficiency who were currently working 

in healthcare settings.  Reflecting on those lived experiences, healthcare professional educators 

can benefit from this research by understanding the phenomenon of team dynamics in actual 

work situations and can improve the development of IPE concepts in healthcare provider 

curriculum. 

Research Questions 

To this end, the following research questions were used to explore the phenomenon: 

1.  How do nurses at various levels of educational preparation and proficiency engage in 

IP team practice?  

2.  What are this particular group of nurse’s understandings of IP team characteristics? 
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Methodology 

To answer these research questions required an understanding of participants lived 

experiences.  A qualitative methodology facilitated this process.  In particular, the multi-case 

intrinsic focused procedure outlined by Yin (2018) was used (Figure 2).  Each participant was 

considered a case, exploring their interactions within IP teams in actual workplace settings and 

their knowledge of the components of the IPEC competencies; effective communication, 

collaboration, understanding of the various roles and responsibilities of members of the 

healthcare team, and mutual respect.  Each report was analyzed, terms identified, and 

conclusions drawn across cases.  

FIGURE 2 

Multiple-Case Study Procedure (Yin, 2018, p. 58) 

 

The inquiry started with participants being asked to reflect on their IP experiences in the 

field.  This was followed by an inquiry of how they attained their ability to function as an 

effective team member or if they feel they were ill prepared for these team interactions.  The goal 
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was to discover the healthcare culture within their current work environments as well as their 

knowledge of IP standards and its influence on their practice.  

Since there were nurses from multiple educational programs and various levels of 

proficiency involved in this research each narrative was individually analyzed as a single case, 

then re-examined together.  Utilizing a multi-case design allowed me to identify commonalities 

and variations in and between each one.  The analysis determined participants’ knowledge of IP 

competencies and their ability to apply those into practice.  A case study approach is particularly 

helpful in not only identifying if various healthcare environments are embracing the change of 

traditional structures but also whether these nurses were able to bridge the gap between theory 

and practice.  

The Dreyfus model of skill acquisition (Dreyfus, 2004) is the conceptual framework 

guiding the study, its organization, and data analysis.  Qualitative research provides a lens to 

view the case and a means to analyze data (Creswell, 2013).  The Dreyfus model of skill 

acquisition (Dreyfus, 2004) provides a lens for assessing the implementation of IP team skills by 

graduates of the IHC.  As Benner (2004) claims, this model “of skill acquisition has illuminated 

ongoing research on skill acquisition and articulation of knowledge” (Benner, 2004, p. 188).   

Employing descriptive qualitative analysis provides free answers to questions that supply 

information concerning an educational intervention (Creswell, 2013, p.98).  I employed open-

ended questions with each interviewee.  This method allowed probing of issues concerning the 

clinical application, comprehension of IPEC competencies through team interactions, and 

proficiency level of each practitioner.  Participants could provide other resources (e.g., patient 

chart documents) utilized by teams that enhance IP implementation. 
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 The case study approach was ideally situated to allow evaluation of interventions and the 

applicability to real-world work situations.  Through analyses of these multiple cases I gathered 

data concerning elements of the IP team interactions and was able to describe how these nurses 

worked in interdisciplinary teams.  These lived experiences illustrated participants’ journeys and 

provided analyses of their instruction; thus, determining if foundational knowledge enabled team 

dynamics in their healthcare arena.   

The sampling size in healthcare research studies can be quite variable, ranging from a 

single participant to several thousand (Marshall & Rossman, 2016, p.108).  The sample for my 

study was limited because my focus was only on one profession and was intended to establish 

foundational knowledge.  Utilizing the multi-case analysis approach, a single set of cross-case 

conclusions can reveal differences, deficiencies, variations, and commonalities between and 

among participants (Marshall & Rossman, 2016, p. 115).  Once a participant’s phone number 

was obtained (Appendix C) I called to provide an introduction, outlined the general study, time 

commitment, explained the purpose of data collection, and described anticipated risks. 

Field notes documented reflections on each interview process (Marshall & Rossman, 

2016).  These reflections can be simple or complex and assisted in analysis of interview data.  

Emotions, passions, and biases are valuable elements that add a ‘personality' to the interview and 

may affect data (Marshall & Rossman, 2016).  For example, if the interviewee stated that the 

team works "fine" their tone or inflection of their voice was recorded in field notes to reflect a 

different interpretation, and to allow for further inquiry to seek clarification.    

I provided a gift cards of $50.00 each to participating nurses for volunteering to 

participate.  Informed consent was obtained from each person (Appendix C).  Assuring 

anonymity was essential, and the consent covered an array of ethical challenges.   
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While anticipating some divisive reactions, it was necessary to prepare for negative, even 

hostile responses.  Group dynamics can shift at any time.  The interviewee must feel safe and 

know that their answers will be handled ethically to avoid harm.  After interviews and 

transcription of data, participants reviewed transcriptions of their segment and were asked to 

clarify any issues. No follow up interviews were needed. 

Once all data were collected reflections of experiences and stages of skill acquisition of 

nurses was attempted.  A single interpretation was not enough.  To fully grasp the meaning of 

these data, categories or “structures of experience” provided a sense of order and gave shape to 

the analysis (Saldana, 2013, p. 10).  Using this form of coding a researcher “assigns a 

summative, salient, essence-capturing attribute for a portion of the language-based data" 

(Saldana, 2013, p. 3).   

Coding required reviewing then re-reviewing data to identify categories and then sub-

categories.  This method allowed for cross-case analysis, comparing data from multiple 

interviewees.  Since the questions are specific to IP interactions and the educational preparation 

of nurses for team interactions, common categories were similar and provided a means to 

identify links between data cases.  Themes or outcomes were then determined.  Saldana (2013, p. 

175) notes that themes are an "extended phrase or sentence that identifies what a unit of data is 

about and what it means".  They provided the basis for conclusions which answered the research 

questions directing this study. 

Significance of the Study 

This study was in response to numerous scholarly articles that identified a deficiency of 

follow-up research on graduate healthcare providers actively interacting in IP teams on their 

hospital units.  It may inform and transform the development of IP intervention programs and 
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serve as a checkpoint of the effectiveness of bridging the gap between IPE and practice. While 

the most important outcomes to the success of these interventions are improved patient care and 

a reduction in adverse events, assessing the effectiveness of various nurses’ abilities to facilitate 

team-based care, according to the IPEC competencies, provides foundational information to 

educational programs and accreditors concerning the implementation of IPEC standards. 

Organization 

Data on post-graduate nurses and their IP team experiences were collected.  Through 

verbalization of their lived experiences during IP team interactions, insights into their IP 

educational interventions were gained.  Healthcare professional educators can benefit from this 

research by understanding the phenomenon of team dynamics in actual work situations and can 

improve the development of IP concepts in healthcare provider curriculum. 

This dissertation was organized into five chapters.  The present section provided an 

introduction, a statement of the problem, the purpose, significance of the study, research 

questions, limitations, operational definitions, and a conclusion.  The second chapter contains a 

review of current literature about IPE strategies and related studies.  Dreyfus’s model of adult 

skill acquisition is discussed.  This conceptual framework provides the lens that linked 

participants’ perspective of IPEC competencies to their work practice.  Chapter three explains 

the method of a case study used to analyze qualitative data.  Specific coding strategies are 

outlined and themes are discussed and interpreted. The fourth chapter presents study findings.  

The fifth chapter identifies study implications and offers suggestions for programmatic 

development and future research.    
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CHAPTER TWO: LITERATURE REVIEW 

The WHO (2010) describes IPE as “when students from two or more professions learn 

about, from, and with each other to enable effective collaboration and improve health outcomes”.  

Baldwin & Baldwin (2007), Hall (2005) and Failla & Macauley (2014) further defined IPE as a 

team within a healthcare institutional framework.  Facilitating IPE student team interaction can 

be accomplished through a variety of strategies, including simulated team activities.  This 

“allows the learners to practice skills in a safe, realistic environment by using a manikin, model, 

or scenario in place of actual patients to strengthen their knowledge” (Severson, Maxson, 

Wrobleski, & Dozois, 2014, p. 298).  The simulated student encounters also include a debriefing 

session, that occurs either immediately or soon after the event for “learners to reflect on actions, 

discuss areas for improvement and incorporate new information with previous knowledge” 

(Cheng, Morse, Rudolph, Arab, Runnacles, & Eppich, 2016, p. 32).    

Healthcare education programs have been searching for ways to make IP education a 

reality as hospitals and clinics already have similar accreditation standards that require all 

providers to work cooperatively, communicate effectively, and collaborate.  Unfortunately, 

processes to successfully comply remain unclear.  Therefore, to gain insight into current 

methodologies that educational institutions utilize to teach interprofessional practice in 

healthcare a literature review was conducted using CINAHL, Medline, and Pro-Quest databases.   

The organization of this chapter centers on a review of articles obtained from the above-

referenced databases.  The first section describes the basic principles of the IPEC movement and 

provides an understanding of how that movement was developed.  A discussion about team 
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development by Tuckman (1965) and Wheelen (2005) comprises the second section and 

provides insight into how individuals in teams can achieve efficient and effective IP 

collaboration.  The third section discusses the novice-to-expert theory posited by the Dreyfus 

model of skill acquisition and provides a lens for assessing the implementation of IP team skills 

in study participants (Dreyfus, 2004).  Benner (2004) attested that this model “of skill acquisition 

has illuminated ongoing research on skills and articulation of knowledge” (Benner, 2004, p. 

188).  The application of this model to my study assists with the determination of the 

professional developmental level of each participant. The fourth section discusses IPE 

instructional programs.  Those programs illustrate a sampling of various pedagogical strategies 

that healthcare educational institutions have implemented.  Included in this discussion is the 

length of the class, adjunct profession involvement, and faculty issues.  The fifth section contains 

a description of an IP team healthcare course.  The program goals, tools, case design, and 

evaluation illustrate how faculty integrated an interprofessionalism simulation utilizing IPEC 

competencies. The sixth section addresses the relevance gap effect. This gap is key to my 

research problem.  Instructional programs influence practice.  However, although the IP team 

concept has been introduced in the healthcare arena, instructional institutions have not 

determined if graduates can apply team skills into the work setting.  I conclude with a discussion 

of how these various topics have guided the development of my research questions.   

IPEC Movement 

Each health profession has roles, responsibilities, and competencies which can overlap.  

While many providers understand these commonalities, they often function in a silo leading to 

compartmentalization of patient care (Billings & Halstead, 2012, p. 120).  Based on reports from 

the IOM (2001, 2003) and the WHO (2010), siloed practitioners place patients at increased risk 
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for medical errors.  Silos lead to duplication of resources and decreased patient satisfaction with 

the healthcare system.   

The WHO (2010) recommends a change in the delivery of care.  They suggest that all 

healthcare professionals work together in IP teams with the common goals of improving patient 

outcomes, effectively and efficiently utilizing resources, and promoting safety.  The IOM (2003) 

report also proposed that healthcare education include collaboration with other healthcare 

professions to enhance the implementation of patient-centered care (Failla & Macauley, 2014).  

However, the report lacked details on how or what was essential for healthcare providers to 

know or do to initiate this process.  

In 2009, representatives from nursing, medicine, pharmacy, dental and the Joint 

Commission on Accreditation established the IPEC (Failla & Macauley, 2014, p. 574-575) to 

discuss how healthcare providers can implement team-based care.  The IPEC (2015) introduced 

four core competency domains which forge a culture of IP partnerships, thereby, creating 

essential content for all health profession curricula.  Each standard is linked to behavior-based 

objectives that learners should demonstrate.  These include areas of values and ethics, roles and 

responsibilities, communication, and teamwork (Sportsman, 2013, p.6).  While the IPEC (2016) 

report lists these competencies, it does not explain how the competencies should be taught.  

However, those standards clearly recommend the development of learning experiences that 

enhance the operational implementation of a competent healthcare team. 

Since the introduction of IPEC competencies, The Joint Commission (TJC) (a nonprofit 

health care accreditation organization of hospitals and clinics) included guidelines for IP 

interactions within their accreditation standards (TJC, n.d.).  With these new guidelines in place, 

hospitals demonstrated improved patient outcomes, there was a reduction in medical errors, and 
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employees experienced "role clarity, shared goals, relationships, and increased job satisfaction" 

(Kipnis et al., 2013, p. 731).   

Attitudes of healthcare professionals concerning “power, status, and voice between team 

members affected interprofessional collaboration” (Hart, 2015, p. 354).  A small study (N= 28) 

conducted by Severson and colleagues (2014) involved nurses and surgeons.  They argued that 

leadership, closed-loop communication, clearly defined roles, and mutual respect facilitated team 

dynamics.  Healthcare providers’ work environments are implementing team care and it is 

imperative that educational institutions incorporate IPE instruction. 

The IOM (2003) identified that communication errors were the leading cause of severe 

and unexpected patient injuries.  This finding was the impetus for the development of the 2009 

U.S. National Patient Safety Goals (Lomas & White, 2014, p. 60).  Those goals required 

healthcare teams to function with a high level of efficiency and possess knowledge in 

communication strategies, collaboration, leadership, group dynamics, and decision-making skills 

(Weiss, Tilin, & Morgan, 2014, p. xxv).   

Other healthcare organizations also initiated the development of standards to aid their 

profession as they transition from siloed to team care.  The International Nursing Association for 

Clinical Simulation and Learning (INACSL) developed succinct simulation standards for nursing 

and other healthcare organizations (INACSL Standards Committee, 2016).  These standards 

were written to guide nursing educators create robust learning activities related to IP.  Since 

many accreditation agencies view INASCL as a champion within this arena, these new standards 

are vital components when healthcare educational institutions develop IP experiences (INACSL 

Standards Committee, 2016).   

The INACSL standards are: 
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1. Conduct Sim-IPE based on a conceptual framework 

2. Utilize best practices in design and development of Sim-IPE 

3. Recognize and address potential barriers to Sim-IPE 

4. Include appropriate evaluation plan (INACSL Standards Committee, 2016). 

These criteria address the integration of simulation when teaching IP competencies and promote 

pedagogical-based, patient-centered teamwork.  Since these standards were first published, the 

Society for Simulation in Healthcare (SSH), a multinational, multidisciplinary simulation 

organization, has created IP educational workgroups that assisted healthcare teaching institutions 

with their educational strategies when developing IPE programs (SSH, n.d.).   

Organizations from various healthcare domains have contributed whitepapers (WHO, 

2010), symposiums (Wilhaus et al., 2013) and reports (INASCL, 2016; TJC, 2007) which further 

describe the lack of coordinated care for patients and how the development of an IP collaborative 

team promotes “active participation of each discipline further enhancing the patient and family-

centered goals and values” (Sportsman, 2013, p. 3).  Sportsman (2013, p. 6) argued that for IP 

education to work within an educational institution there must be “support, a sense of equal 

status among participants, the groups must be of equal distribution, classes must be conducted in 

a non-threatening cooperative atmosphere, and it should be based on a learning theory including 

a range of teaching-learning strategies”.   

Meleis (2016), reported that mental health agencies recommend that all healthcare 

educational programs need to change from their “old, outmoded paradigms that do not address 

the emerging needs that healthcare challenges today (Meleis, 2016, p. 107).”  Meleis (2016) also 

maintained that healthcare educators must develop mechanisms that allow students to discover 
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other professions, promote critical thinking, and facilitate teamwork and leadership while 

fostering evidence-based practice.  

A behavioral health study used the term "integration" instead of IP.  It defined integration 

as the process of having a number of healthcare practices or components work together (National 

Council for Community Behavioral Healthcare [NCCBH], 2013).  Although they identified five 

levels of integrated services within the behavioral health domain their categories represented a 

means by which healthcare institutions could evaluate IP collaborative efforts.  They found that 

higher levels of collaboration reflected efficient and effective communication between healthcare 

providers.  As healthcare teams developed there was an increase in identifying comprehensive 

patient care needs and a blurring of professional boundaries (NCCBH, 2013).   

The Center for Integrated Health Solutions (Heath, Wise & Reynolds, 2013), another 

behavioral health organization, stressed the need for integration of multiple healthcare 

components.  They endorse the concept that various members of the healthcare team must 

effectively communicate and collaborate when treating the whole person.  Therefore, through 

these integrated interventions, a higher level of care can be actualized when dealing with patients 

and families who are experiencing behavioral healthcare issues (Heath, Wise & Reynolds, 2013).   

In summary, numerous professional healthcare organizations who established goals and 

accreditation standards, including hospitals and clinics, now expect all healthcare providers to 

utilize a team approach for patient care.  Due to these practice changes, professional healthcare 

educational institutions must integrate this instruction into their curriculum.   

Team Development 

When individual healthcare providers formulate a team, they engage in structured 

conversations.  Teams "demonstrate consistent patterns of a member, leader, and group 
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behaviors" (Weiss et al., 2014, p. 5).  The goal is to transform individual providers into a team 

with a collective voice.  Tuckman (1965) claimed that all groups move through transformational 

levels as individuals adjust to each other and develop working relationships.  He identified four 

transitional levels before the team achieved the optimal ability to function efficiently and 

effectively.  Weiss et al. (2014, p. 25) applied the stages to healthcare teams and named them 

forming, storming, norming and performing.   

During the first phase, forming, team members learn about each other, share thoughts, 

and rely on a leader in the team to guide the conversation and direction of the group.  The team 

members discuss safe, non-controversial topics and offer short stories about themselves to create 

an atmosphere of trust (Tuckman, 1965).  In healthcare, this stage allows team members to 

clarify roles and professional responsibilities of members.  In the forming stage the physician 

usually assumes the leadership role (Weiss et al., 2014).    

The second stage, storming, occurs as team members begin to react emotionally to the 

tasks identified by the group.  Members openly verbalize their displeasure about various 

suggestions made by others and start to question the leader (Tuckman, 1965).  Flight of ideas and 

stories decrease as members struggle to develop shared goals and create an atmosphere of mutual 

respect (Tuckman, 1965).  Conflicts arise when a team member strives to maintain their integrity 

and actively resists relinquishing responsibility.  However, for members to progress to a higher 

level of functioning then cooperation, collaboration, and mutual respect must occur (Weiss et al., 

2014).  In the case of healthcare teams moving beyond superficial interactions, they may 

discover many ways their professions overlap (Weiss et al., 2014). 

The third and fourth stages, norming and performing, possess attributes similar to each 

other.  Each member's role and responsibility are clearly defined, time spent in the team is 
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efficient and effective, and productivity is maximized (Tuckman, 1965).  When a team optimizes 

its ability to trust its members, the work of the group is cooperative and cohesive.  In healthcare, 

a norming group mutually respect each other’s contributions, optimizing patient care (Weiss et 

al., 2014).  Patient safety and autonomy are paramount to the discussions and become the focal 

point of all decisions, even though minor conflicts exist. 

Wheelan (2005) continued the research of Tuckman’s (1965) group stages and argued 

that while teams transition, they demonstrate five characteristics; “work, flight, dependency, 

pairing, and counter-dependency/conflict" (Wheelen, 2005, p. 25).  Depending on the stage of 

team development, these five areas are present but at varying degrees.  For example, when a 

team is storming, counter-dependency/conflict is increased, and work output is low.  When teams 

attain norming, counter-dependency/conflict decreases and work output increases (Weiss et al., 

2014).  These characteristics provide clarity to group interactions.    

Weiss and colleagues (2014) applied the principles of Wheelan and Tuckman in their 

book on how to develop an interprofessional healthcare team.  Those authors propose that as 

groups develop, they move from a cluster of “I’s” to a “we” mentality.  Utilizing Wheelan’s 

group characteristics, they developed a Team Orientation and Performance Survey.  When an IP 

team works on a project, members use this survey at designated times to identify the group’s 

developmental stage.  Members are asked to compare results, which facilitates open dialog and 

allows the team to investigate strategies to promote development (Weiss et al., 2014).   

Overall, team development takes time, mutual respect, energy, and a commitment from 

all members.  The consistency of team membership reduces conflicts and provides a continual 

atmosphere of collaboration and trust.  New members, who enter an established team, struggle to 

identify their specific roles and responsibilities.  Changes in team membership frequently happen 
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in healthcare settings.  Medical residents and other healthcare students may be assigned to a 

given unit for several weeks or months.  Other nurses and staff members may change shifts due 

to staffing issues.  Changes due to "turnover rates, reassignments, mergers, and establishing new 

leadership can cause regression and force groups to rebuild" (Wheelan & Burchill, 1999, p. 29), 

thereby altering effective team interactions.  This stress can create tensions that weaken a team’s 

structure and affect its overall productivity. 

Novice to Expert Theory 

With each stage of life people experience a new beginning, mature, and transform.  This 

maturation process is also applicable to students.  As students starts their educational journey, 

they continually gain proficiency, enabling them to graduate and enter the real world.  Profession 

based educational institutions facilitate knowledge acquisition utilizing techniques that stimulate 

critical thinking and provide the graduate the necessary concepts to competently function 

(Benner, 1984).  Graduates begin a new journey relying on previously learned content and 

experiences that can be applied to their work environments.  Through the acquisition of 

additional knowledge and experiences beginning healthcare providers can move beyond basics, 

confident in their skills.   

The concept of transitioning from a beginner to a higher level of skill acquisition was the 

impetus for the novice to expert theory developed by Dreyfus (2004) and was utilized by Benner 

(Benner, 2004) to validate how nurses’ proficiency in skills and clinical judgment advance.  

Dreyfus (2004) explained that as people learn they progress through five levels of understanding.  

Benner subsequently named them novice, advanced beginner, competent, proficient, and expert 

(Benner, 1984).  It is through the attainment of knowledge, experiences, and practice that people 

acquire higher levels of functioning.  Although each person advances at variable rates, deliberate 
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practice and experience facilitate the attainment of these advancing stages (Wallace & Boller, 

2014).    

Benner (1984) explained that a novice healthcare provider has limited knowledge, 

experiences, and adaptability.  New providers tend to strictly follow policies and procedures and 

are unable to adapt when a situation changes.  The novice has core knowledge but limited 

practical experiences in the clinical area.  While the basic concepts of skills and judgment are 

transferable to multiple conditions, novices find these transitions challenging to process (Benner, 

1984, p. 21).   

Once novice healthcare providers enter the workforce, experience and deliberate practice 

facilitates further knowledge acquisition and critical thinking skills transitioning them to an 

advanced beginner.  Over a period of time they begin to demonstrate improvement in skill 

performance and remember "aspects of a situation" (Benner, 1984, p. 22) that they can apply to 

variable conditions.  At this point, however, advanced beginners realize what they do not know.  

Advanced beginners seek educational opportunities and realizes that, while they possess 

foundational knowledge, becoming a competent provider can only be attained through practicing 

skills in a variety of situations.  Skills are retained utilizing deliberate practice and can now be 

applied to future encounters.   

With additional time and practice, advanced beginners transform into competent 

practitioners.  Benner (1984) argues that this stage occurs when providers consistently work in 

an area for two to three years, and their self-confidence is actualized.  Familiarity with staff, the 

unit, and the administration promotes comradery.  Competent providers utilize critical thinking, 

and consciously consider alternatives in emergent situations. 
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The fourth stage, proficiency of skill acquisition, occurs when providers learn from 

experience, anticipate typical events in a given situation, and modify plans in response to these 

events (Benner, 1984, p. 28).  Although unusual circumstances are still difficult to process, the 

familiarity of the daily operations enables proficient providers to react unconsciously.   

Finally, after years of experience, the practitioner becomes an expert.  These healthcare 

providers are "no longer aware of rules, and their performance becomes fluid, flexible, and 

highly proficient" (Benner, 1984, p. 34).  While clinical practice guides novices, experienced 

providers utilize analytical tools to problem solve situations and implement changes as needed.  

Not all healthcare providers reach the expert level, even if they have worked on a specific unit 

for multiple years.  Each level contains various degrees of proficiency. However, an "expert 

operates from a deep understanding of the total situation" (Benner, 1984, p. 32).   

These stages of development are essential when assessing a healthcare provider.  Benner 

(1984) also identified three generalizations that reflect changes in skill acquisition as healthcare 

providers transition from novice to expert.  The first generalization pertains to how learners 

perceive their acquisition of skills.  As a “detached observer,” they build upon prior experiences, 

yet cannot distinguish the importance of each step (Benner, 1984).  The second generalization 

involves providers’ perceptions of problems.  Through practice and experience providers can 

critically and comprehensively review issues.  Advanced learners can determine the relevance of 

each facet of a problem and focus on the most pertinent aspects.  The third generalization 

pertains to the degree of engagement providers possess.  As providers attain additional 

knowledge, experience, and skills they can effectively communicate and collaborate with other 

members of the healthcare team (Benner, 1984, p. 13).  
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These stages and generalities contributed to my research because subjects in my cases 

had varied educational backgrounds and years of experience.  Utilizing the novice to expert 

theory, the level of proficiency of participants could influence their team participation.  Their 

answers to research questions should demonstrate their team interactions and reflect their level of 

skill proficiency.      

IPE Instructional Programs 

The IPEC standards are interwoven within the accreditation standards for all healthcare 

instructional programs.  Selected examples of healthcare professions’ accreditation standards for 

nursing, social work, nutrition, optometry, pharmacy, and physician assistant are in Appendix B.  

While the profession standards require documentation of IPE, they do not address frequency, 

type, method, or teaching strategy.  This section reviews various IPE programs and identifies the 

length, depth, and structure of each IP experience.   

Hodges & Massey (2015) developed a three-semester course for nursing and pharmacy 

students.  They utilized multiple unfolding cases discussed in round table discussions.  Teams 

consisted of equal distribution of both professions, and throughout the program cases increased 

in complexity.  After each semester students completed a satisfaction survey to describe their 

experiences.  Overall, the students found the exercise helpful, but several issues were identified.  

Due to scheduling conflicts student members changed, sometimes creating an uneven 

distribution of the professions on each team.  As a result, discourse occurred between new and 

old members and the majority profession often dominated the conversations, thus reducing the 

collaborative experience (Hodges & Massey, 2015).   

Turner (2015) launched an "open school" approach where nurses, respiratory therapy, 

physical therapy, and emergency medical technicians spent one day with each profession.  
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Students documented their experiences in a journal that was reviewed by the lead instructor 

(Turner, 2015, p. 157).  Although this experience only addressed one of the IPEC competencies 

(understanding the roles and responsibilities of a healthcare profession) students reported that 

they gained greater insight than they would have from a typical class discussion.  Overall 

students rated the experience as good to excellent and commented about the benefits of this 

exposure.   

Ward et al. (2016) developed an eight-month program consisting of eight sessions with 

nursing, medicine, pharmacy, social work, and dietetics students equally divided into four 

groups.  Utilizing the strategy of an unfolding case with standardized patients, students 

"practiced team-based care in a realistic protected environment" (Ward et al., 2016, p. 35).  This 

study was important because participants were able to match schedules with five professions, 

students had varying levels of proficiency within their programs (ranging from beginning to 

advanced education) and had limited knowledge of the roles and responsibilities of other 

attendees.  The program was conducted in the evening facilitating attendance.  Students reported 

that they gained a greater understanding of each profession, but their attitudes concerning 

teamwork were mixed.  The authors concluded that although the views of students toward each 

other increased positively over time, they were unsure if the course of study would foster long-

term behavioral changes. 

Solomon & Salfi (2011) focused on teaching communication skills within a one-time, 

three-hour session.  Teams consisted of healthcare professional students from medicine, nursing, 

physiotherapy, occupational therapy, midwifery, physician assistant, and pharmacy.  Teams met 

simultaneously to evaluate the case utilizing a simulated patient.  The session included an  
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orientation, a team meeting with the simulated patient, a team meeting without the simulated 

patient to identify a plan of care, a meeting with the simulated patient to discuss the findings, and 

finally a debriefing session to discuss the outcomes of the sessions (Solomon & Salfi, 2011, p. 

616).   

Each activity was carefully timed to ensure that teams went through each session.   

During the debriefing students reported that they felt challenged by the number of different 

professions.  There was initial confusion about the roles and responsibilities since some 

participants had no prior knowledge of those professional roles and responsibilities. Although 

there was some initial discomfort communicating with other health professions participants had 

time to learn the function of each.  By overcoming this obstacle they managed to work together 

effectively.  The authors noted that utilizing a problem-based learning strategy had specific 

benefits, even though the session was shorter than other programs.  Written student evaluations 

and post-session debriefings identified a perceived increase in utilizing communication skills and 

a greater understanding of participating healthcare professional roles.   

Bays and colleagues (2014) utilized a strategy entitled "code talk", a method of delivering 

bad news to a patient.  The interactive simulation included medical and nurse practitioner 

students.  The practitioners were evenly placed in five teams and participated in eight, four-hour 

sessions over one month.  Initial meetings included educational content on the expected process.  

Each team then participated in working sessions to practice the technique and give feedback on 

interactions.  The program concluded with each team delivering bad news to a simulated patient 

followed by a debriefing discussion.  The authors conducted student evaluations after the final 

session and concluded that the student's reported increased confidence in their ability to deliver 



30 

 

bad news to patients.  However, the authors questioned whether a one-time educational session 

would result in long-term behavioral changes.   

A pilot study by King and colleagues (2013) utilized a simulation scenario in a one-time 

event to assess team collaboration.  Students from nursing, physical therapy, and medical studies 

were on each team.  The one-day program began with a class orientation session on IPE.  

Students were evenly divided into groups of three, one from each profession.  Each grouping 

participated in the same simulation with a limited debriefing session. Once the simulation was 

completed, a fifty-minute debriefing session including all students occurred.  From student 

evaluations, the researchers concluded that the experience provided an understanding of role 

perceptions, communication strategies, and teamwork.   

Mann et al. (2009), developed a "seamless care model" utilizing social cognitive, self-

efficacy, and situated learning theories.  A team of medicine, nursing, pharmacy, dental, and 

dental hygiene students engaged in a one-time problem-based learning activity.  The authors did 

not include pre-instruction on IPE since the pre-assessment indicated prior preparation in this 

area.  Therefore, this joint active learning experience focused on collaborative team 

development.  The post-experience evaluation demonstrated an overall positive experience. 

The significance of these studies illustrates that current IPE varies in course length, 

faculty commitment, curricular placement, type of experience, and number and type of 

professions involved.  Time, resources, and people, regardless of the kind of experience, is often 

a concern when developing an IPE event (INACSL Standards Committee, 2016).  Of the 

reviewed studies, the time allotted for IPE student encounters ranged from a single hour to those 

divided over several weeks or months.  Programs with longer durations had variable student 

consistency between meetings (Hodges & Massey, 2015). Programs with multiple meetings 
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accommodated numerous schedules, incorporated other educational institutions, and had evening 

or weekend sessions (Solomon & Salfi, 2011).  This led to changes in student participation 

attrition. These changes negatively impacted team functionality and resulted in experiences that 

were less than ideal.   

Knowledge retention was also identified as a concern regarding program length 

(Solomon & Salfi, 2011). Several studies concluded that one-time experiences or those 

conducted too early in the educational phase of the program could result in a knowledge deficit 

of team dynamics skills (Bays et al., 2014; King et al., 2013; Lohenry et al., 2016).  These 

recommendations suggest the need for repeated IPE experiences throughout the curriculum.    

An IPE event needs faculty from all participating professions to develop and implement a 

successful experience that meets students’ needs.  Identifying faculty champions within each 

profession is linked to faculty positive attitudes towards IPE (Curran, Sharpe, & Forristall, 

2007). When instructors report engaging experiences in positive IP collaborations they are more 

likely to obtain necessary resources and administrative support to develop IPE events (Billings & 

Halstead, 2012).  With this support and consistency of facilitators educational events will result 

in more standardized, reproducible, and robust experiences for student.  

However, when are the ideal placements of IPE experiences in professions’ curriculum?  

IPE requires that students understand roles and responsibilities of various healthcare professions.  

How can students in their first or second semester of school benefit from an IPE event if they 

lack knowledge of their own profession’s roles and responsibilities?  Educators have expressed 

mixed opinions on this issue.  Some recommend IPE training after students develop their 

professional identities and have clinical experiences (Mandy, Milton, & Mandy, 2004).  Other 

faculty feel that placing the IPE experience earlier within the curriculum, when students are more 
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open to new encounters, will reduce the likelihood that negative stereotypes about other 

professions will form. Although the learner level was only addressed in a few studies (Hodges & 

Massey, 2015; King et al., 2013) the level of learner could impact the success of the IPE event 

and this is a valid question for future research. 

The predominate formats utilized by IP programs were simulation exercises (Failla & 

Macauley, 2014; King et al., 2013; Rooney et al., 2015), shadowing (Baldwin & Baldwin, 2007; 

Cooper & Spencer-Dawe, 2006), case-based learning sessions (Bays et al., 2014; Hancock & 

Algozzine, 2017; Hodges & Massey, 2015; L’Ecuyer et al., 2015; West et al., 2013), and 

student-run clinics (Head et al., 2015; Pinto et al., 2012).  The number and complexity of 

situations were dependent on the length of the programs.  Availability of resources guided 

whether the experience was completed with or without manikins or simulated patients (Failla & 

Macauley, 2014; King et al., 2013; Rooney et al., 2015), and in roundtable format within a 

classroom (Bays et al., 2014; Hancock & Algozzine, 2017; Hodges & Massey, 2015; L’Ecuyer et 

al., 2015), or exam room settings (Head et al., 2015; Pinto et al., 2012).  Regardless of the type 

of learning session, each study reported effective outcomes.   

However, issues arose if an IPE consisted of a large cohort of students or had an uneven 

representation of professions on each team (Hodges & Massey, 2015; Solomon & Salfi, 2011; 

Ward et al., 2016).  Most studies divided students into small groups with two to three professions 

(Bays et al., 2014; Hodges & Massey, 2015; King et al., 2013), but studies that included more 

than three professions indicated that the numbers negatively impacted the educational experience 

(Mann et al., 2009; Solomon & Salfi, 2011; Ward et al., 2016).  Although having more than three 

professions in team interactions mimics real-world experiences, students reported that they felt 

confused and overwhelmed (Solomon & Salfi, 2011).  Uneven distribution of professions on a 
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team also inhibited team collaborations (Hodges & Massey, 2015).  Studies where this situation 

occurred identified that dominant members felt empowered and tended to control team 

discussions (Hodges & Massey, 2015).  These situations may initiate negative feelings, hinder 

member interactions, and reduce team building opportunities (Lindquist, Duncan, Shepstone, 

Watts & Pearce, 2005).  It is essential that programs develop engaging IPE experiences to 

minimize these events.   

Developing an IP event is not a simple process and there are multiple issues to be 

considered.  But what constitutes best practice?  With no consensus on course length, curricular 

impact, profession involvement, and faculty and administrative support a definitive plan of 

action is nebulous.  Work remains to be done to determine how students can prepare for team 

interactions in healthcare settings.  

An Interprofessional Healthcare Course 

Given the recent increased emphasis placed on all health profession schools to better 

prepare students to work in IP teams, in 2014 I was part of an IP team that designed a course 

based on current research.  We believed that by enhancing readiness for IP learning, situational 

perception, self-efficacy, and behavioral capability of students in their respective healthcare 

areas would be one answer to building IP skills.  As noted in chapter one, the Interprofessional 

Healthcare Course (IHC) was developed by a team consisting of healthcare faculty from 

programs in pharmacy, social work, optometry, nursing, and physician assistant located at three 

different universities in the Mid-South area of the US.  Students were senior level learners.   

Utilizing the IPE definition from the WHO (2010) and recommendations from 

accreditation standards from each participating healthcare profession (Accreditation Council for 

Education in Nutrition and Dietetics, 2017; Accreditation Council of Pharmacy Education, 2016; 
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AACN, 2008; Commission on Dental Accreditation, 2018; Accreditation Review Commission 

on Education for the Physician Assistant, 2017).  We wanted a course that would allow us to 

evaluate IPE gaps within our curriculum and build on what was reported in the literature.  The 

primary objective was to assess the impact of an educational intervention.  The course 

emphasized knowledge of professional roles, and collaborative team communication with the 

understanding that this readiness would promote utilizing those skills.     

After a careful review of the literature faculty met over the course of several months to 

strategize and subsequently developed the IHC program. Identified objectives for the program 

were that students would: 

1.  recognize roles of each member of the IP healthcare team (IPEC Core Competency 2);   
2.  identify overlapping responsibilities between professions related to comprehensive 
primary care of a patient (IPEC Core Competency 2); 
3.  identify unique responsibilities of each profession related to comprehensive primary 
care of a patient (IPEC Core Competency 2);   
4.  demonstrate effective communication within an IP team of health profession students 
(IPEC Core Competency 3);   
5.  provide professional feedback to all team members during simulations and discussions 
(IPEC Core Competency 1);   
6.  identify differences between single-profession and IP approaches to patient care 
(IPEC Core Competency 4);   
7.  maintain professionalism throughout simulation exercises (IPEC Core Competency 1).   
 

Expected course outcomes were to:  
 

1. demonstrate the feasibility of implementing a simulation course between multiple 
academic institutions in various geographic locations;  
2. demonstrate improved critical thinking/clinical decision making in students who 
participate in IP simulation;  
3. demonstrate the potential for improved quality of patient care with an IP team.   

To meet the objectives of enhancing student knowledge and beliefs concerning IP 

learning faculty constructed this immersive three phase IHC.  Since this was the first version of 

IHC, only a small group of students (two students from each discipline) was recruited by the 
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faculty with demonstrated competence in their respective programs and a comprehensive 

understanding of their profession.   

The first phase of the program consisted of four 50-minute classes delivered by 

representative faculty of the sponsoring professions.  During the first two sessions, faculty and 

students discussed roles, responsibilities, values, and ethics using the Talking Walls Technique 

(Parsell, Gibbs, & Bligh, 1998).  A talking wall utilizes whiteboards to facilitate student-led 

discussions on a topic.  Before each session, students were assigned to research a designated 

profession's roles, responsibilities, and stereotypes, preferably not their own.  In class, students 

listed that information under the appropriate heading on the wall.  Once completed, the wall 

facilitated student-led discussions with faculty to validate and augment data, thus meeting the 

IPEC competency of understanding roles and responsibilities of other healthcare professions 

(Figure 3).   
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FIGURE 3 

Example of Talking Wall Results 

Nurses Pharmacists Social Work Optometrist Physician 
Assistant 

ROLES 
Pt. care 

Drug admin. 
Home health 

Bedside assist. 
Pt. lifting 
Pt. info. 

Physical exams 
Consult MD 

Supervises other 
staff 

Keep on track 

ROLES 
Insurance 

Drug expert 
Order verification 

Order entry 
IV’s 

MD/RN dosing 
education 

Discharge planning 
Med Rec. 
Kinetics 
vaccines 

ROLES 
Liaison-pt. and 

family 
Advocate 

Quality of life 
Diag. mental 
health issues 

Knows 
resources 
insurance 

ROLES 
Eye experts 
Insurance 

Retail 
Write 

prescriptions 
Occ. 

Complications 
Eye screenings 

Vision corrections 
Eye surgery 

ROLES 
See pts. 

Physical exam 
Prescript auth. 

Diagnose 
Assist in OR 

Work under MD 
Order and enter 

data 
Make rounds 

STEREOTYPES 
Gross stuff 

Wears a 
stethoscope 

Female profession 
Sexy RN 

Work for MD 
Male RN-Gay 

STEREOTYPES 
Pill counter 
Pull it/bag it 

Rashes expert 
Recommend 

anything for anyone 
Overcharge for 

drugs 
Education over kill 
Older white male 
Younger females 

STEREOTYPES 
Take kids away 
Only deal with 

poor people 
Women 

Sit at desk 
Overworked 

Don’t care about 
pt. 

STEREOTYPES 
Not a real Dr. 

Only give glasses 
Take away drivers 

lic. 
Only 9-5 job 

Insurance does 
not cover 

Only write brand 
names 

Get kickback 
from brand name 

glasses 
Clean job 

STEREOTYPES 
Not as qualified 

Could not get into 
Med school 

Only assist MD 
Servants of MD 
Don’t know how 
to write scripts 

Might miss 
something 

 

 

The final two classroom sessions of phase one described and discussed team 

communication strategies.  We utilized the team elements found in the American Heart 

Association (AHA) Advanced Cardiac Life Support (ACLS) class which states that effective 

team dynamics include “closed-loop communication, clear messages, clear role and 

responsibilities, knowing one's limitations, knowledge sharing, constructive intervention, 

reevaluation and summarizing, and mutual respect" (AHA, 2011, p. ACLS5B).  The ACLS video 

section on team dynamics was also shown, illustrating practical application. 
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The second phase was comprised of a clinical experience in which members from each 

profession assessed a live simulated patient.  The case was jointly developed by participating 

faculty to ensure accuracy.  The clinical setting was modeled after an outpatient center in 

Jackson, TN which utilized an IP team approach.  The simulated patient met with each 

profession independently.  After completion of those assessments, students met in a large 

conference room, as a team, to discuss the case and develop a collaborative plan of care.  Faculty 

were not present, thus allowing students to work as a team to address patient needs.  As faculty 

we felt that if we were in the room the free flow of ideas from students could be compromised. 

The final phase of IHC was the debriefing session.  The student team presented the case 

and described the collaborative plan.  The discussion following the presentation included an 

evaluation of the team meeting, utilization of team dynamics, and the overall experience.  After 

the program, a post-assessment was administered using a modified version of the TeamSTEPPS 

tool (Agency for Healthcare Research and Quality [AHRQ], 2008).  Overall, students noted that 

the IHC educational intervention enhanced teamwork, mutual respect, communication, and IP 

cooperation and collaboration.  They also stated they had a better understanding of IPEC 

competencies, roles, and responsibilities of various healthcare professions, and that they utilized 

critical thinking when completing their treatment plan.  Based on these results, the faculty 

believed that student objectives and course outcomes were met.   

Although that experience was a single course and was developed before the development 

of the IPEC Collaboration Competency Domain (IPEC, 2016, p. 9), it embraced the essence of 

the collaboration.  Given the positive student evaluations on the practice-based integration of 

IPEC competencies within real-life scenarios faculty were reasonably confident that students 

could recognize situations which constitute an IP encounter, possess the knowledge and skills 



38 

 

necessary to communicate with other healthcare team members, and collaborate efficiently and 

effectively.   

Relevance Gap 

Based on statistics from the IOM Committee on Quality of Health Care in America 

(2001) medical errors resulted in over 98,000 deaths annually.  Since most errors occurred in 

hospitals, regulators and accreditors must support actions by healthcare institutions to initiate 

methods to reduce deaths and ensure a safe environment for patients.  With the inception of 

IPEC healthcare providers and educational institutions believed that inclusion of the IP 

competencies developed by that group would create a safer healthcare system (Failla & 

Macauley, 2014).   

However, in some workplaces new healthcare providers who are eager to put into 

practice the latest evidence-based research “are quickly deflated when they begin work to 

discover the workplace culture ignores their desire to transfer knowledge and rejects their 

attempt at change” (Eggertson, 2013, p. 23).  As healthcare educators we must implement 

changes in healthcare education that will create a workforce in step with new goals and target 

system transformation.   

Educational programs that teach IPEC competencies can foster understanding cultural 

differences between healthcare professions.  Issues such as “differences in the discourse, ways of 

thinking, perceptions of what constitutes good practice, issues of identity, loss of identity as 

professional roles change, differences in knowledge-base, and what is permissible as ‘evidence’ 

in evidence-based practice” (Paylor et al., 2007, p. 157) can assist healthcare students gain 

insight into other professions and promote a more flexible workforce, thus enhancing 

collaboration.  Building this foundational knowledge through an academic curriculum may 
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facilitate formal and informal learning through socialization within healthcare settings, thus 

bridging the relevance gap between theory and IP practice.   

Healthcare educational programs have graduated thousands of practitioners who have 

been carefully groomed and nurtured on the specifics of their own profession.  Through the 

combination of classroom and clinical experiences graduates possess the requisite knowledge 

and skills to competently care for people in an array of healthcare situations.  Although all viable 

programs must follow accreditation standards, variations exist in the pedagogical delivery of the 

content.  These variations allow educators the freedom to investigate and utilize new methods of 

teaching.  Regardless of the educational program or style graduates must the profession-specific 

board exams and become effective practitioners. 

Instructional methods are validated with profession-specific board passage rates, and 

educational institutions use similar techniques when developing IPE programs.  As demonstrated 

in the literature review, specific education methodologies for IP programs vary in length, depth, 

and adjunct profession involvement.  This variability in style reveals that there is no consistent 

way to teach IPE.  Program evaluations conducted soon after an event also yield responses that 

support curricular objectives related to team development.  

But which constitutes best practice?  Board exams may include a few concepts of IPE; 

however, does this validate proficiency?  No studies were identified that re-examined 

practitioners once they entered real-world settings to inquire if their program produced 

competent IP providers.  Without such research how do we know if graduates effectively 

implement the nuances of interprofessionalism in everyday practice?  What constitutes a 

sufficient IPE curricular experience in the long-term preparation of healthcare professionals? 

This issue of a relevance gap provides the rationale for my research study.   
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Conclusion 

Current healthcare professionals are transitioning from siloed practitioners to contributing 

members of a team, dedicated to increasing patient safety, reducing duplication of services, and 

enhancing patient satisfaction with the healthcare market.   Therefore, even with curricular and 

administrative challenges educational programs must mimic current practice to guide their 

program development.  Healthcare educators realize that the acquisition of knowledge within 

each profession, guided by accreditation standards, must include foundational courses to enable 

the students to pass board examinations and become a successful, proficient provider. 

Developing pedagogically engaging experiences that foster critical thinking, problem-

solving, and IP collaboration utilizing IPEC competencies may seem challenging given an 

already full curriculum.  These issues are significant because of multiple factors such as depth, 

length, multiple profession involvement, and constraints on scheduling.  Faculty involved in IPE 

need direction and practical examples of programs that have identified diverse factors and have 

proven useful in developing graduates for future healthcare roles.     

Throughout this chapter I reviewed the components of IPE domains.  I began with a 

discussion of the development of IPEC competencies (IPEC, 2016) and its significance.  This 

was followed by a review of team development theories, by Tuckman (1965) and Wheelen, 

Burchill and Tilin (2003), and the novice to expert theory, by Dreyfus (2004) and Benner (1984).  

Concepts of team development and dynamics, and graduates’ proficiency were included to 

illustrate how novice graduates can transition to productive team members with deliberate 

practice, experience, and mentoring.   

Current examples of how educational institutions are implementing IPE in their 

curriculums was reviewed.  Incorporating IPEC competencies, involving other healthcare 
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professions, finding faculty champions, and overcoming scheduling conflicts are just a few of the 

many obstacles encountered when developing a program.  While each program experienced 

success, determining the right combination of professional involvement, the total time of 

interactions, methodology, and the impact of those factors on team interactions is inconclusive.    

Thus, the relevance gap.  Although we know that accreditation agencies have published 

standards for hospitals and clinics to incorporate healthcare teams in the administration of patient 

care there is no current evidence to determine if educational programs provided to graduates 

from various health professions produce providers who can effectively work in teams.  
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CHAPTER THREE: METHODOLOGY 

The purpose of this research study was to assess how nurses effectively engage in 

productive IP teamwork within the hospital settings where they are employed.  As identified 

earlier the majority of recent IP research has only reported the immediate post-intervention of 

academic instruction results.  Those studies demonstrated the development of pedagogic 

programs to meet accreditation standards.  The question remains, whether these initiatives 

provide the depth and breadth of learning necessary to sustain healthcare professionals once they 

enter the real world.  This study was designed to gain insight into nurses’ abilities to engage in IP 

practice and to identify strategies that may improve college instruction.   

To this end, I saught to answer the following research questions: 

1.  How do nurses, at various levels of educational preparation and proficiency, engage in 

IP team practice?  

2.  What are this particular group of nurses’ understandings of IP team characteristics? 

In this chapter, I explain my choice of the multiple-case phenomenological research 

methodology.  The sections describe the setting, selection of participants, and multiple-case 

structure design.  This is followed by a description of how data were collected and analyzed, 

methods used to establish validity and reliability, and ethical considerations that guided the 

research process.  The concluding section contains a research positionality statement.  

Research Methodology 

Multiple methodologies can be utilized when researching IP teamwork.  For my study, I 

chose a case study design which relies on interviewing persons who are involved in specific 
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events.  This type of research provides a holistic account so the phenomenon can be understood 

as a whole.  The focus was not to control experiences, as in an experiment, but to obtain 

narratives in which subjects explore and describe their experiences.  Although this provides a 

narrow focus, the qualitative nature of the case study is used to reveal participants’ appreciation 

of the meaning and significance of events in their lives (Creswell, 2013, p.13).  The phenomenon 

of this study is the IP healthcare team.  This was explored through an analysis of each 

participant’s story about team interactions and their knowledge of IPEC competencies.   

Following Creswell’s (2013) approach I employed an “inductive form of logic, building 

the data, and establishing a conclusion” (p. 65).   This framework guided my interviews with 

participants as I investigated how IP teamwork impacted their professional practice.  Open-

ended, semi-structured qualitative questions guided the conversation in a sequence that 

facilitated exploration of their understanding of IPE and their evaluation of the team experience 

(Appendix D).  Interviews were conducted face-to-face allowing the collection of objective and 

subjective data.  Each conversation was audiotaped to facilitate transcription.  This allowed me 

to analyze the story narration and augment with field notes taken during the interview to capture 

voice inflections, body language, and facial expressions that enhanced the stories of participants.  

Case study design can be an in-depth investigation of an event through one case, or a 

focused inquiry incorporating multiple cases that illustrate experiences of numerous subjects.  

For my study, I chose a multi-case design.  Using this method I interviewed nurses with three 

different educational levels (associate degree in nursing [ADN], bachelor’s degree in nursing 

[BSN], and master’s degree in nursing [MSN]) and compared their experiences across three 

levels of clinical practice (novice, competent, expert) as defined by Benner (1984).  Themes or 

essential concepts were identified in individual transcripts and that collection of items allowed 
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me to categorize specific themes.  Once these were identified a cross-case analysis occurred.  

Although this revealed supportive or contrary evidence about IP team interactions, each 

perspective is essential.  

Yin (2018) stated that multi-case research design is a three-stage process.  The first stage 

requires researchers to identify the theory and research questions that will be utilized in the study 

and identify appropriate participants for each case.  Once the theory and questions are 

established researchers can prepare interview questions, determine the method of data collection, 

and plan analysis.  Themes or key terms identified during the interviews will be highlighted.   

During stage three the analysis turns to cross-case relationships (Yin, 2018, p. 58).  This 

final analysis employs tabulations to assist in the search for patterns, insights, and concepts to 

identify common and distinct elements across cases (Yin, 2018, p. 175).  Figure 3 illustrates the 

logical sequence of a multi-case study procedure developed by Yin (2018, p. 58).  This 

conceptualization of the process allows researchers to develop a map from design to conclusion.   

An essential aspect of that diagram (Figure 3) is the dashed-line feedback loop.  If a case 

analysis presents information that is different or has unexpected information, it is imperative that 

researchers include those data in reports.  When the loop is not utilized during the synthesis of 

the data, questions concerning a redesign of the research process may arise, leading to 

misreporting accusations.  In short, the feedback loop provides greater support for the validity of 

study conclusions. 

Based on this process, stage one of my multi-case study utilizes the theories influenced 

by Benner’s (1984) novice to expert theory and Tuckman’s (1965) theory of team development.  

The selected cases consisted of the nine nurses.  As described in Appendix D interview questions 

were used to guide conversations.   
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Setting 

To obtain data needed for my study I conducted individual open-ended interviews at a 

private office.  Privacy was of particular significance since I wanted to capture their perceptions 

and reactions about IP team interactions without outside interference.  The private office setting 

allowed uninterrupted conversations to discuss the questions and facilitate clear recordings.  This 

setting also allowed participants an environment free of distractions to explore their experiences 

with IP practice in a real-world hospital setting.   

Questions asked during interviews were constructed to illuminate participants’ 

experiences of working in IP teams and to elicit their understanding of key components (Patton, 

2002).  I explored their understanding of the IP team process.  Each participant was interviewed 

in-person for approximately 60 minutes.  Follow-up interviews could have been conducted if 

additional information was needed; however, no additional interviews were needed.  Audio-

recorded interviews were scheduled at the convenience of participants.   

Selection 

Patton (2002) suggested that purposeful sampling can be opportunistic, chained, theory-

based, or judgmental.  Opportunistic sampling applies to participants who are readily available to 

researchers to conduct on-the-spot interviews.  Chained sampling, referred to as a snowball-

network, occurs when participants nominate others to provide essential data (Patton, 2002).  

Researchers develop a string of participants for their research.  Theory-based sampling refers to 

the recruitment of participants based on their potential manifestation or representation of critical 

conceptual constructs (Patton, 2002). For my study, a judgmental or criterion specific sampling 

approach was employed to include subjects who matched the criteria.   
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Yin (2018) postulated that although multiple-case studies can be used to compare two to 

three cases, six to ten should generate enough data to validate the research and provide 

compelling results.  With that in mind I conducted interviews with nurses who were currently 

working at a U.S. Mid-South urban hospital and who had an educational level of associate 

degree, bachelor’s degree, or master’s degree.  This included participants who were at the 

novice, competent, and expert levels.   

After IRB approval, I contacted several employees at the specified hospitals to place 

participation letters on various nursing units to ask for volunteers.  Those recruiters placed the 

letter (Appendix E) with a stack of plain white envelopes to allow participants to fill in needed 

information and seal it in an envelope.  Envelopes were then placed in a larger envelope on the 

unit and these were collected by the study recruiters.  This method facilitated privacy for study 

participants since recruiters did not know who had agreed to participate.   

The information obtained by this method allowed me to make initial phone contact with 

potential participants, gain initial consent, and set up a date and time for the face-to-face 

interview.  Based on responses and selection criteria interviews were conducted with nine nurses 

who were working on a variety of nursing units.  Participants’ names, team member’s names, 

nursing program names, and hospitals were not recorded.  To ensure privacy each person was 

given a code number known only by me. 

Based on principles of phenomenological research, preparation of interview questions 

was constructed before the interviews to guide conversations, facilitate participants reflections 

about the experience, remind the researcher what data to collect, and enhance discussion (Yin, 

2018, p. 83).  Asking the right question is the key ingredient to any solid research, and utilizing 

the correct terminology reflects the importance of that inquiry.  Keyed to the research questions 



47 

 

for this study conversations are divided into two areas: (1) experience working within an IP team 

and (2) understanding of IP practice.  Appendix D contains the list of interview questions that 

guided conversations. These prompts were designed to elicit responses about participants’ 

interactions in IP teams and the understanding of IP standards.   

Data Collection 

According to Creswell (2014) four basic data collection strategies are utilized in 

qualitative research.  Understanding various processes of data collection prepares researchers to 

record, develop a structured tabulation method, and include other sources of information 

pertinent to the study.  Direct observation in the field where the phenomena occurs, is the first 

method.  Whether interviewers are fully engaged in activities or are silent observers this method 

facilitates an immersive experience.  However, caution is needed so that participants do not feel 

researchers are intrusive, or impeding verbalization of crucial information (Creswell, 2014).   

One method involves direct interviews with participants.  Direct interviewing was 

accomplished through face-to-face meetings to capture verbal and non-verbal responses.  

Individual interviews are conducive in providing historical information and allow researchers to 

control the flow of conversation (Creswell, 2014).  It is imperative that the interviewer closely 

follows what is said and not said.  Although interviews are open-ended inquiries and assume a 

conversational manner questions must be focused and informed by conceptual constructs.  This 

method of guided conversation can provide vital insights and allow the pursuit of unexpected 

leads while maintaining a neutral posture.  Even with these precautions interviewees may 

articulate responses that do not address questions, verbalize inaccuracies due to poor recall, or 

say what they perceive interviewers want to hear (Yin, 2018, p. 83).  As such data requires 

interpretation. This is only possible under the attention to the interactions of the participant.  
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Following the protocol of Yin’s second stage of individual case study interviews and 

analysis, I met with each participant to gather essential information.  Data collection began after 

approval from the Institution Review Board.  Interviews began in January 2020 and concluded in 

February 2020.  I educated each interviewee about the study at the beginning of the session.  

Participants were informed that interviews would be audiotaped, notes would be taken by the 

researcher during the interview and the interview would take approximately 60 to 90 minutes in 

length.  They were also informed that the audiotaped portion of the interview would be sent to a 

transcription company without personally identifiable information.   

All participants signed an informed consent to participate and were able to ask study 

related questions prior to the interview.  Each participant was given a copy of the consent form.    

Once consent was obtained the audio recorder was turned on and the interview ensued.   

Participants were asked the same questions (Appendix D) during the interview.  

Clarifying questions were also asked if I felt more information was needed on a topic.  Interview 

questions were divided into three sections.  The first section required participants to provide 

demographic information.  For example, what type of nursing program they attended, if nursing 

was their first or second career, how long they were a nurse and how long they worked on their 

unit.  Questions in the second section assessed IP interactions, both positive and negative, that 

interviewees had encountered on their units.  The last section consisted of a series of questions 

designed to identify if participants had received any IP training during their nursing school 

curriculum or during on-the-job training.  At the conclusion of interviews participants received a 

$50.00 gift card to thank them for their participation.   

Individual audio taped interviews were conducted in locations conducive to provide 

discrete discussions and avoid interruptions.  Scripts from audio recordings were returned to me 
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within 3-5 days at which time I contacted participants to review transcriptions for accuracy.  

Affirmation of scripts were obtained from participants and no changes were needed. Each 

transcript, ranging from 16 to 20 pages was reviewed to categorize data into a coding scheme.  

Key words and themes were identified through an inductive, iterative process of reading and 

rereading transcriptions to produce categories and subcategories.  Tables were used to facilitate 

the synthesis of data by searching for patterns, insights, and concepts.  Additional documents and 

field notes taken during interviews were also included during analysis.    

To further examine participant responses, based on the novice to expert theory informed 

by Benner (1984) and team development posited by Tuckman (1965), descriptive terms were 

used to collate interview data with stages of practitioner expertise and team development 

(Appendix F).  This information illustrated correlations between participants’ skill proficiency as 

a member of a team and assessed their understanding of the IPEC competencies in real-life 

situations. 

 After writing all case reports, a cross-case analysis was conducted to identify common 

themes, concepts, significant aspects, contrasting information, and overall team development 

levels.  Tables were employed to compile data into a workable format.  Examining data in this 

way assisted in identifying each nurse’s ability to bring foundational knowledge of IP team 

dynamics, as taught in their nursing programs, into their practice situations.  Illustrated in 

Appendix G is The Multiple-Case Procedure model for my study. 

Validity and Reliability 

According to Creswell (2014, p. 201), when conducting a qualitative study “the 

researcher checks for the accuracy of the findings by employing validity and reliability 

procedures”.  This process may draw upon multiple modalities including triangulation; member 
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checking; using rich, thick descriptions; clarifying bias; presenting negative or discrepant 

information; spending a prolonged time in the field; allowing peer debriefings; and using 

external auditors to review the entire project (Creswell, 2014, p. 201-202).  Given the parameters 

of my study the use of triangulation and member checking were employed to ensure coherence.  

Triangulation involves finding common themes from various data sources (Creswell, 

2014).  With multi-case design, each case was considered a data source.  After the completion of 

the individual case interviews and interpretation cross-case analysis illuminated the triangulation 

between various cases allowing for identification of common themes, concepts, and rival 

characteristics.   

Member checking allows participants to review the transcription of their interview to 

ensure that their answers were correctly reported (Creswell, 2014).  As stated, each participant 

reviewed their transcription for accuracy and to allow comments to be added.  Participants were 

given two weeks to complete this and all were returned within a few days with a text affirmation 

that I could use the transcript with no changes.   

Another aspect of ensuring the credibility of a qualitative research study involves 

reliability procedures which assess that the transcripts are accurate, coding descriptions are 

consistent throughout the analysis, and if there is a research team, all the members must 

coordinate their efforts to share their review and compare the results frequently (Creswell, 2014).    

Since I am the sole researcher, I depended on participants to identify any errors in the 

transcription.   

Although researchers can harbor bias related to their research questions it was a vital 

component that my field notes contain self-reflective notes.  My thoughts, views, or feelings 

about events that participants were reporting may have influenced how I interpreted the activity.  
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Notations in my field notes assisted my analysis of individual IP team experiences and reminded 

me of any biases I may have experienced during an interview.  Referring to the recordings as 

well as the actual transcriptions, assisted in the analysis.  Often, when least expected data from 

participants may contradict or negate main themes of the study.  While this may be disturbing to 

hear it is essential that researchers include all responses from participants.  Presenting conflicting 

information about a topic reinforces that the evidence is realistic, thus increasing data validity.  

Ethical Considerations 

This study focused on the human experience of a real-world context; therefore, formal 

approval was attained from the educational Institutional Review Board (IRB) as well as informed 

consent from each human subject.  A consent form outlining the study was given to each 

prospective interviewee (Appendix C).  This form outlined participants’ time commitment, the 

possibility of follow-up inquiries, and the data validation process.  After IRB approval from the 

University of Alabama (UA) participants were recruited.  Upon their attendance at the interview 

and  acceptance to participate an informed consent form was signed which outlined the purpose 

of the study; their time commitment; how their data, privacy, and confidentiality was protected; 

and what to do if they felt harmed (Appendix C).  Since this was a select group of nurses it was 

essential that their personal identities were coded and this was known only by the researcher.   

This information was securely maintained in UA Box, a storage system that is password 

protected.  It will be deleted after a year.   

Summary and Research Positionality Statement 

Through the utilization of a qualitative intrinsic phenomenological multiple-case study 

method the real-life experiences of nine nurses from three different educational levels and three 

levels of clinical practice was investigated.  Chapter four contains the analysis of each case.  This 
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allowed me to focus on specific experiences, behaviors, understanding of the IP process, and 

professional maturation of each person.  Utilizing the multiple-case design, the data was 

compared and contrasted to identify common themes, concepts, patterns, and insights.   
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CHAPTURE FOUR: RESULTS 

The purpose of this study was to describe the lived experiences of nurses from three 

educational levels and assess their understanding and engagement with IP teamwork in the 

hospital setting in which they are employed.  Interviews were conducted, and the recordings 

transcribed.  Data were coded through the lens of the four IPEC competencies (communication, 

roles/responsibilities, team collaboration, and mutual respect), the novice to expert theory 

postulated by Benner (1984), and Tuckman's (1965) team level classifications.   

Based on Yin’s multi-case design (2018) cases were initially evaluated individually, then 

compared to reveal cross-case themes.  In what follows the pertinent data for each case will be 

analyzed.  Then using the multi-case design, a cross-case analysis between the summarizations 

of individuals is presented.  These conclusions answer the research questions directing this study.  

Table 1 illustrates the demographic distribution of participants in the study.  All participants 

were females who work at hospitals located in the U.S. Mid-South region.   I provided a name 

for each case to assure anonymity for participants.  
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Table 1 

Participant Demographics 

Participant  Age Degree Experience(yrs.)  Race Specialty 
      

Amy 23 ADN 1 Caucasian ICU 
Betty 28 ADN 4 Caucasian L&D 
Catherine 30 ADN 6 Caucasian ED 
Debby 26 BSN < 1 Caucasian ED 
Erika 38 BSN 2 African American ICU 
Felecia 32 BSN 8 Caucasian L&D 
Gail 32 MSN 7 Caucasian ICU, step-down 
Heather 43 MSN 20 Caucasian ICU, step-down 
Ingrid 55 MSN 30 Caucasian Education/OB 

Note. ADN = associate degree in nursing; BSN = Bachelor’s of Science degree in nursing; MSN = 
Master’s of Science Degree in nursing; ICU = intensive care unit; ED = emergency department; L&D = 
labor and delivery; OB = obstetrics.  

 

Case Amy Analysis 

Amy was a twenty-three-year-old who recently graduated with an ADN.  She works in 

the ICU.  Our discussion began with an inquiry of her present situation, allowing her to verbalize 

team interactions in the ICU.  Amy stated that  team collaborations occurred in the ICU because 

"we can’t really do much if you aren’t working together,” and “most everyone on the floor works 

well together and jumps in to help if needed, all you have to do is ask.”  I then queried Amy to 

describe an event she encountered that demonstrated team collaboration.  She recounted a code 

situation.  She was a team member when a patient was in a dire situation that required 

resuscitation.  She stated:  

We were in a code one day, one of my patients, the doctor was telling us what to do, but 
he's also asking us what happened, trying to get us to think about what may have caused 
this, and he's very nice.  It was a good experience, and I felt I had done a good job.    
 

Although she was proud of her ability to contribute effectively with the team during this 

situation, and that collaboration and communication were essential for optimal patient care, Amy 

experienced an opposing situation.  She shared:  
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Some older staff sometimes cause tension with other staff to get their own way.  I don't 
like that some of the more experienced nurses feel they are more entitled than others.  
They will argue about what they do and don't want. This makes me feel anxious and not 
want to interact with them. 
 

These two situations were important since they illustrated a dichotomy of interactions, 

influencing how Amy would interact with other healthcare team members on her unit. 

Delving into her communication strategies with members of the healthcare team, Amy felt that 

the team "does not take my concerns seriously, and I sometimes do not fully understand what is 

wrong."   

Her gestures during this part of the discussion shifted from direct eye contact to diverting, 

speaking softly, and shifting her position in the chair, indicating this was uncomfortable for her 

to discuss.  I sensed this uneasiness and changed the discussion to inquire about her 

understanding of the roles of other healthcare providers in her unit.  To this, she stated that: 

I feel like they (the hospital) could offer more training along the lines of what some team 
members could do and how to interact with them.  I am still not completely sure what the 

pharmacy can do or not do.  So, I call the doctor.  We have so many new nurses on the 
unit, each person is still trying to figure out what is going on.  The only team interactions 
I have is when we talk outside patient room doors.  I feel I can ask questions to some of 
the staff. 
 

It was evident in this discussion that, due to her novice status on the unit, Amy could not always 

verbalize her questions to the team.  As such, these interactions limited her ability to critically 

think and feel valued as a team member.   

I then inquired as to how this level of communication with other members of the 

healthcare team has affected mutual respect or trust.  She stated that “sometimes I feel that the 

doctors don't respect what I'm saying because I haven't looked up all the information they want, 

but I think that will change the more I get used to it.” Amy’s interactions were predominately 

with physicians.  I inquired if Amy felt respected by other members of the team.  To this, she 
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replied “I feel, to a certain extent, I feel respected by the other staff, but I think the longer you 

are there, the more your opinion is trusted.  Trust, to me, equals respect.” 

We then discussed the second question of the study, which was related to her attaining 

knowledge of IPEC competencies during her nursing program.  She explained that the ADN 

program expected students to attain team interaction skills "on-the-job."  Although the program 

included patient communication strategies there was limited instruction on developing effective 

communication with other healthcare professionals.  She stated that "they can't really prepare 

you as much as you can till, you're actually on the floor."  Concerning her understanding of roles 

and responsibilities of other healthcare providers Amy stated that: 

we discussed some professions in general, so we had an idea of what some of them did.  
But I really learned more when I was precepting.  They would make us call the doctor or 
respiratory or someone else.  So, I could get experience on how to talk to them but only 
with the preceptor there. 
 

From her discussion, it was evident that the ADN program Amy attended, realized that the IPEC 

competencies were essential to mention but the program provided only limited instruction and 

expected students to gain additional training after graduation from employers. 

Throughout the interview, Amy generally maintained good eye contact and appeared 

relaxed when discussing her thoughts and feelings.  Although Amy noted that she experienced 

stressful situations she spoke in a matter-of-fact manner.  She never verbalized that the 

discussion needed to halt due to the content.  Amy came across as confident in her description of 

what she experienced and truthful in noting a lack of knowledge concerning communication 

strategies, and roles and responsibilities of various healthcare team members and of IP team 

dynamics.   

She also verbalized that the ADN program and her employer provided insufficient 

foundational knowledge areas about team function and IP expectations.  Data from her interview 
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placed her at the novice practitioner level (Appendix F) and reflects function as a siloed 

practitioner (Benner, 1984).  Her current inability to process diagnostic data prohibited 

comprehension, thus limiting her confidence within team interactions.  It is probable that once 

she feels confident performing nursing skills her ability to critically think will improve.   

Mutual respect and trust were also affected as reflected in her comments indicating 

limited assurance that she could trust co-workers nor that they respected her.  Yet, she initially 

stated that they worked well together, and that she could ask them questions.  I think the longer 

we discussed issues of respect, understanding roles, and team collaboration she began to realize 

her lack of knowledge in these areas.  Due to her inability to fully collaborate with other 

members of the healthcare team and the lack of verbalized mutual respect I think her team 

interactions reflected a foundational knowledge of a team and not of collaboration or anticipating 

the needs of other team members.  Based on my assessment, it was evident that she was in the 

forming stage of team development and a novice to an advanced beginner on the novice to expert 

scale (see Appendix F). 

Case Betty Analysis 

Nurse Betty was in her late 20s. She graduated with an ADN and worked in the same 

hospital system for four years.  During this time, she transferred to four different units.  

Functioning on different units provided various experiences and eventually she encountered a 

suitable situation, the labor and delivery unit, which made her feel "at home."   

The unit manager of the L&D unit promoted her to a charge nurse position due to her 

"leadership qualities.”   We began our discussion about the aspects of team collaboration.  She 

stated that:     

Everyone is together most of the time, making sure that everything is taken care of for the 
patient but sometimes the nurse feels like the monkey in the middle. Relaying 



58 

 

information between providers, back and forth.  Sometimes the older nurses butt heads, 
but they try to work it out to provide better outcomes for the patient. 
 

Betty appeared nervous while discussing these interactions as evidenced by her twisting and 

untwisting the lid of her water bottle as we talked.  To delve into a lived experience, I inquired 

about her communication with various healthcare providers she encountered.  She stated that: 

communication can, at times be good, but some staff have a differing opinion about a 
patient’s condition. So, they sometimes will argue with the doctors.  However, I just do 
as I am told.  Why stir up the pot if the outcome will be the same. 
 

Betty talked about what she did when she encountered a difficult communication issue between 

healthcare providers.  Betty stated “I really learned how to communicate through experience, 

trial-and-error.  I don't think anybody's ever got it all figured out.”  Betty noted that her style of 

communication and intervening when a situation got “rough” were the impetus for upper 

management’s recommendation to advance her position.  Although Betty had not started 

leadership classes, she seemed proud, but nervous about additional responsibilities.   

Next, we discussed her understanding of roles and responsibilities of various healthcare 

providers in her unit.  She explained that:  

you could tell that some physicians and nurses have a traditional view of the doctor-nurse 
relationship.  I had a situation where the doctor stated: ‘I am the doctor I have this.'  Now 
I have started cross-training with the surgical techs.  I think that while I know there are 
different healthcare workers, I really do not know what they can do.  Having to cross-
train really opened my eyes.  
 

Betty was visibly surprised by this discovery and started to question her understanding of the 

roles and responsibilities of other healthcare providers she will encounter.  She noted “I really 

think that until you walk in their shoes, you really do not know what they do.  I wish I had the 

time to do that, especially respiratory or pharmacy.” 

The last IPEC competency we discussed was mutual respect.  Betty stated “I feel that 

some staff members respect my opinion since they didn’t question me.  That makes me think we 
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are working together, and I don't have to explain myself.”  Betty went on to say that "now that I 

am a charge nurse, I do not hear as much of the bickering I had heard as a staff nurse."  The 

change in status from staff nurse to management isolated Betty even though she was only been 

on the unit under one year and had begun to create working relationships with other nurses.  

Betty explained that upper management functions only on the day shift, leaving her as the only 

supervisor on the night shift.  This revelation visibly saddened Betty.   

The pause in conversation enabled a transition to discuss her educational preparedness of 

IPEC competencies.  Betty stated she enjoyed her ADN program but identified that:   

we were only taught therapeutic communications for patients.  We did not learn anything 
about teams in school.  It does not come easy to everybody.  It’s something that you have 
to learn, and you have to turn yourself down a notch or two every now and again and 
respect the other people that you’re with. 
 
Betty has been an ADN for over four years, yet she appeared uncomfortable undertaking 

a leadership position.  She maintained eye contact and a pleasant tone throughout the interview, 

although she constantly twisted and untwisted the lid of her water bottle.  It was hard to 

determine if this was a nervous habit or that the topics were difficult to discuss.  Some of her 

comments like "do what I am told," or "don't stir up the pot" may have indicated that she was 

either intimidated by seasoned healthcare providers on the unit or is a shy person who avoids 

controversial or confrontational situations.  I perceived she felt her role was to be a peacemaker 

and thrived in a calm, organized environment; however, the L&D unit can be stressful when 

complications affect mother or baby outcomes.    

When I reviewed her comments on IPEC competencies, educational background, and 

general atmosphere of the hospital unit I determined that her level of proficiency was a 

competent/proficient nurse and her team interactions level was forming (Appendix F).  Due to 

the length of the time she has worked for the hospital system I expected her team level to be 
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between storming and norming.  However, I think her identification of the need for additional 

training and the recent change to charge nurse thrust her into a new category where she needed to 

re-identify her relationships with new healthcare providers.  In a management role Betty needed 

to know that all patients on the unit and was a central member of the team, not like before when 

she was a staff nurse who only reported on her assigned patients.  After the interview she 

indicated that the hospital was providing leadership classes to facilitate her success as a nursing 

leader. 

Case Catherine Analysis 

The discussion began by eliciting Catherine’s background information.  Catherine 

graduated from an ADN program seven years previous and has worked in the ED for the last 

four years.  We then began to discuss the first question of the study related to the elements of 

team collaboration.  She initiated the discussion with her description of team interactions by 

stating that:  

Teamwork is an open engagement between its members.  There has to be teamwork in 
healthcare.  If we don’t acknowledge that it’s a team approach, our patients suffer.  Its 
people working together, people expressing themselves, people sharing knowledge.  
People collaborating and working together and understand.  It’s like the old saying that 
the strongest chain is only as strong as its weakest link.  
 

To illustrate this description, I asked Catherine to share a real-world experience that validated 

this portrayal.  She said: 

In most emergency cases, we have multiple people available to do roles.  This is very 
important with one exception; a team leader has to be the team leader.  If you have too 
many people barking orders, they become conflicting and a little chaotic. 
 
We then discussed communication strategies.  Catherine noted that communication was 

of particular importance because: 

sometimes people are not listening, and then there is a replication of services.  There is a 
failure to do tasks that might be expected, and typically it's a poor outcome.  They fail to 
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be able to communicate face-to-face with people.  We have to be able to interact with 
each other effectively.  I think today’s communication is worse than ever.  It's a text.  It's 
a tweet.  It's an email.  The skill of face-to-face interactions has been degraded, 

unfortunately, even in healthcare.  It should be about interpersonal relationships. 

 
The discussion continued with another element of team dynamics, understanding roles 

and responsibilities of other members of the healthcare team.  Catherine stated that: 

during a code, we are really focused on how to do our roles properly.  Some people do 
not work well together.  In those situations, the outcomes are not very good.  When I was 
the rookie in the team, I was more guarded.  I was aware. When someone is new or 
transfers to your unit, you don’t know their abilities.  You can make the wrong 
assumptions that they have the same skills as you.   
 

Those comments only reflected her general feelings about the roles during a code but did not 

answer the question about knowing the responsibilities of other healthcare providers.  She went 

on to say that: 

as a nurse, I am the primary care provider.  I have to respond to the needs of my patient.  
My patient always comes first.  But I don't think that people understand our profession 
adequately.  As nurses, we are expected to work with everyone else and to know about 
what everyone else does.  There’s a huge overlap in healthcare, but we all are territorial.  
It makes me wonder if other professions really appreciate what we as nurses have to do? 
 

Upon further inquiry, she stated that: 

If people don’t have that basis of understanding or know what others do, that 
foundational experience, then there’s a distrust.  I know what I can do. But I don’t know 
what you can do.  Only other thing is that many doctors walk around with an air of deity.     
 

This comment made me wonder about her level of trust in other healthcare providers. 

I feel that poor respect for each other leads to poor communication.  You want me to 
respect you, but you don’t respect me.  I think that’s where knowing about what each 
other do and knowing the focus of what other people do and knowing the depth of what 
other people do can be very vital.   
 

Further discussion revealed her thoughts concerning trusting other healthcare team members 

when she states that: 
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I feel that if you don’t work with someone for a while, then you don't know how they'll 
work.  You assume, and you hope that they're capable, but there's some skepticism as 
well until you've actually worked with 'em for a while and see them in action.   
 

I asked if she felt that other team members valued her as a professional team member.  She 

responded that: 

it’s recognition of respecting my responsibilities as well as being responsible for yours.  
Recognize that while your task is important, so is mine.  Lack of knowledge of what 
others do and know leads to a lack of respect.  When we don’t know something about 
someone, we assume the worst, particularly if we think that they’re inferior to us. 
 
At this point in the conversation, I inquired if the curriculum from her nursing program 

facilitated her foundational knowledge of interprofessional team interactions.  Catherine stated 

that: 

I did not see this type of interprofessionalism when I was in school that we have now.  
So, no classes on this.  We learned therapeutic communication with our patient, but the 
rest they felt would be taught in our clinical experiences and on-the-job, through 
observation of others on the units.   
 

I then inquired if she had content about various roles and responsibilities of other professions 

during her ADN program.  Catherine stated that instructors only focused on nursing.  The 

expectation was that the on-the-job experiences would inform her about different professions.  

However, she stated that as time goes by her overall team interactions might improve by learning 

more about the responsibilities of various professions that impact patient care. 

Catherine spoke with confidence and maintained eye contact throughout our discussion.  

She had a pleasant vocal tone and appeared to enjoy working on her current hospital unit.  Her 

descriptions validated her as someone confident in her nursing skills, yet I detected she was 

skeptical of the abilities of other co-workers.   

Throughout the conversation, she did not give a full explanation about several 

competencies.  Perhaps this indicated that she had some knowledge about those competencies 
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but not enough to show proficiency or the level she felt I wanted to hear.  She never stated that 

she fully understood the roles and responsibilities of other healthcare providers.  Instead, she 

turned the question around indicating that other staff need to understand nurses.  It was 

interesting to note how she alluded to knowing the answer to the questions yet did not actually 

answer them.  I think that she understood her nursing role, but only marginally understood the 

scope of other professions.  Catherine acknowledged that she witnessed an overlap or duplication 

of resources since "all professions are territorial" or siloed.   

Catherine also verbalized strong concerns about communication.  She noted that the 

additional psychology classes she completed improved her ability to communicate effectively 

with other staff but never gave situations when her interactions were effective.  Her words 

concerning co-workers’ use of technology were negative, yet her tone reflected a matter-of-fact 

attitude.  This dichotomy between her words and tone caused me to wonder if she felt isolated 

and saddened that she was not able to develop IP relationships.  Since Catherine has not 

developed those relationships, does not communicate effectively, or understand the medical 

knowledge of other healthcare team members she has not actualized mutual respect. However, 

there was another element that Catherine stated after the interview.  Her unit recently hired 

several new nurses and other healthcare providers.  Unfortunately, this situation changed the 

entire analysis.  The addition of new team members may have affected the overall functionality 

of a team and thus affirms her negative verbalizations. 

As stated earlier, Catherine's ADN nursing program did not offer instruction on team 

dynamics and depended on the attainment of these skills after graduation.  Her comments 

reflected situations when team dynamics were actualized, indicating that active employment 

facilitated this knowledge and she did not express that additional training was needed.  However, 
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while I think she had a competent level of understanding of IPEC competencies, the changes in 

personnel shifted her team level from norming back to forming because she had to interact with 

newer staff (Appendix F). 

Case Debby Analysis 

Debby was a twenty-six-year-old nurse who graduated from an accelerated BSN program 

located in the mid-south region.  Although nursing courses were the substance of the instruction 

IP team interactions were included each semester.  Those courses afforded her the ability to 

interact with students from various professions in simulated patient situations.  The encounters 

provided her with the foundational knowledge of IPEC competencies.  Based on this exposure, 

she was motivated to find a job that fostered similar interprofessional experiences.  Debby stated 

that:  

in my current job, there is a lot of teamwork going on.  Not just nurses, but doctors and 
pharmacy, constantly working as a team.  I'd rather have a bunch of great minds coming 
together than just one mind and one opinion on how to do something because everyone 
has different experiences.  I think it's important to bring those experiences together.   You 
need everyone on the same page and not feeling scared to go to a trauma because they're 
afraid that a doctor or someone else is gonna be there and screaming at them. 

I have been pleasantly surprised at how well people are able to work with each 
other, especially in those situations that are high stress and everyone’s in the same room 
at the same time.  I feel there is usually a good bit of collaboration in there.  I think 
fatigue plays a big part in this.  If you have someone that is still there from the night 
before and you are just coming on sometimes it can get strained cause they are tired. 

 
We continued the discussion about team dynamics with a specific situation that she encountered.  

She recounted that:  

It was a very good situation.  Everyone was just able to do that they needed to do.  
Everyone was working together.  I just thought it was really, really cool.  No one lost 
their cool, and there was a debriefing after that.  I think that really helps.  During the 
debriefing, they are not finger-pointing.  It is only looking at the processes. 
 
Since she knew the elements of team dynamics, I moved the discussion to the question of 

communication.  Debby stated that: 
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I have seen that the teams have open communication with each other. You must be able 
to communicate effectively because if you can't do that, then a lot of things can get lost in 
the translation, or you're not gonna be able to get everything across that you want for the 
patient.  If you can communicate, you can get a lot of things done.  Everyone is pretty 
verbal.  While we communicate through our computers at different times, we are able to 
get their opinions across in talking things out with each other.  The older generation can 
be a little less willing to collaborate.  Sometimes there may be a conflict.   
 

Debby identified that initially she was apprehensive talking with physicians, but as she continued 

to work, relationships developed, allowing her opportunities to share her thoughts on a case.  She 

also saw how disruptive interactions between staff members break communication and lead to 

frustration, affecting team performance. 

Debby made an interesting observation when talking about teams.  She noted that in 

some situations people do not want to work together.  She said: 

I think that is based on personality traits and maybe the generation that they grew up in 
during their healthcare training.  I feel like it’s more interprofessional friendly these days 
than it might’ve been in the past.  I have noticed that some of the older healthcare 
providers go about a situation a little bit differently.  
 
When asked about roles and responsibilities of various team members Debby explained 

that she contributed by “presenting a lot of the facts and the history.  I think just being able to 

paint a picture of the patient for everyone else would be a good way to describe it.”   

She was able to effectively describe the roles and responsibilities of other professions she 

encountered on the unit, demonstrating a comprehension of this standard. 

Mutual respect was the final element of team dynamics that we discussed.  Debby stated 

that most of team members are:  

straight forward with each other, but if someone is a little hardheaded, some people are 
really willing to call it out and then to discuss it.  I think they appreciate when you put in 
that extra information and make sure that you're not just skimming over stuff.    Respect 
is super important.  I think you should respect everybody, even despite their opinion.   

 

These statements validate Debby understands the concept of mutual respect and its overall effect 

on team dynamics.  Debby then went on to talk about a situation when mutual respect was not 
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afforded to staff or the patient.  She noted that she was amazed about this encounter since she 

had not anticipated that a nurse would act in this manner.  She reported that: 

I definitely have some coworkers who are more quick to get upset about something or 
quick to just get really frustrated with a situation, especially if the patient is difficult or 
rude.  I know I've gotten frustrated with plenty of things, but I just try to take a deep 
breath and think about it before I react. 
 

Debby valued the essence of mutual respect and seemed genuinely upset when her coworkers 

would not work together and argued.  These negative interactions affected not only the team 

dynamics but the ability of other healthcare team members to collaborate. 

Sensing her frustration, I switched the conversation to specific nuances about her BSN 

program.  She stated that she could not remember a lot of particular simulation cases they did but 

that: 

We had a course called Interprofessional Education.   We met with other professions, 
about three to four times each term, on-campus, and had team projects that we would 
have once every few weeks.  The teams brought their knowledge sets together to 
accomplish a goal.  Teams would be five to six members.  We did a lot of simulations. 
 

I then inquired about the content related to learning roles and responsibilities of other 

professions.  She stated that: 

In this class, we watched videos on other professional's education.  They really wanted us 
to be able to work with each other.  In the simulations, we really learned what other 
professions assess and can do.  We saw some overlap. Then we were able to discuss who 
would do what. 
 

She went on to say that communication was a critical factor in team dynamics. 

Communication is nerve-racking at first, but then when we saw how we worked together, 
communication became easier.  After several simulations we were able to see the flow of 
it.  There were professors from each profession, and they would give pointers along the 
way to make things better. 
 

Debby’s descriptions of the IP course further validated her understanding of the IPEC 

competencies and understanding of team interactions.  Realizing her affinity for the program, I 

asked if there was anything she would change or alter now that she has been working with IP 



67 

 

teams in a real-world situation.  She stated “It seems that not everyone got it in school.  Some 

people just learned on the job, which is really good, but if they were put through a course every 

now and then, it would reinforce good interactions.”  I found Debby’s comments concerning the 

educational preparedness other healthcare providers interactions during a team encounter 

interesting.  It was evident that she had discussed her program with other staff members who 

then shared their lack of educational instruction.   

Debby sat comfortably in the chair across from me.  She maintained good eye contact yet 

seemed nervous.  Her nervousness was also evident in comments that she hoped she answered all 

my questions appropriately and that we covered all the questions.  She portrayed confidence as a 

nurse yet still needed reassurance from me that she was doing a great job.   

Also, even though she understood roles and responsibilities of other healthcare providers 

her comments related to her role.  This clearly displayed that her primary focus was on 

developing as a nurse and perfecting her skills.  Although she was considered a novice nurse in 

the realm of team development, she attained a competent level of understanding collaboration, 

communication, mutual respect, and various roles and responsibilities of her coworkers 

(Appendix F).  Her knowledge facilitated her ability to function as a productive team member; 

however, since she was still developing relationships on the unit, she was classified at a forming 

team level (Appendix F). 

Although Debby had witnessed personality issues between staff members, those 

discussions did not include her nor were they about her.  I believe that as she continues to 

develop professional relationships with other members of the ED team her knowledge and 

communication strategies will benefit her.  With her advanced understanding of the IPEC 

competencies I expect that as she gains confidence in her nursing role, she will quickly become a 
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proficient team member.  Her comments revealed the advantages of learning defusing 

communication strategies in her IPE classes. 

Case Erika Analysis 

Erika entered nursing school as a second career choice.  Entering the nursing profession 

in her early thirties and having a family afforded her the appearance that she had more 

experience in nursing than her actual professional years of practice.  She noted that her first 

career, in health services administration, did not meet her career aspirations.  She was a manager 

at a local pharmacy store supervising a team of over ten employees.  She explained that this 

position “required a lot of communication” and facilitated a greater understanding of team 

dynamics. 

Erika felt that nursing was a better career choice and went back to school.  She graduated 

three years prior to the interview and works in the ICU.  She noted that she found the ICU 

challenging and stimulating.  Although a patient's life can progress quickly to death, was proud 

to be a healthcare provider who recognized untoward situations rapidly and instituted corrective 

actions. 

The discussion began with her description of team interactions.  Even though she 

verbalized that the ICU consisted of a lot of teamwork, she focused on other issues by noting that 

“On my unit, there are a lot of new nurses, so that's really impacting our team because we don't 

have a lot of experienced nurses.  We have a lot of turnover.” The lack of experienced nurses not 

only as content experts but as mentors to facilitate effective team interactions, was upsetting to 

Erika.  When team members change the functionality is also disrupted, adding to an already 

stressful environment.  However, even with this situation, optimal care was being provided. 

Erika continued the discussion of teamwork by sharing that “interprofessional teamwork, to me, 
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means collectively, as a group of professionals, we're able to embody through our 

communication, through our collaboration, through our partnership, proficient and expert 

behavior and work ethic.” 

Another facet of teamwork is knowing about various roles and responsibilities of 

healthcare providers on the unit.  Erika explained that: 

I feel I am still learning my role and everyone's roles and responsibilities on the unit, 
especially respiratory therapy.  I am finding that as I work with the respiratory therapist 
and physicians that I am learning their roles.  There is a lot of overlap, which can be 
confusing.  There are some duplications in services, so you need to be able to determine 
who’s going to do what, even though we can both do it.    
 

Erika’s descriptions of the roles and responsibilities of other healthcare providers on her unit 

validates her understanding of this standard.  She went on to explain that there are multiple levels 

of communication by stating that: 

Communication requires a lot of getting to know people personally, individually to make 
sure that we're leading them in the way that they need to be.  When I was doing 
compressions on a patient, the other nurse told me to "slow down a little bit ‘cause you're 
going a little too fast, we want to stay in this range."  This was done none intimidating, 
very clear for me to understand, very short and brief to get the point across because we 
need to be quick.  We have to guide.  I think that communication was phenomenal.    
  

This description of effective communication was important to Erika.  It reinforced the value of 

teamwork and the impact of positive knowledge-sharing comments, further validating why she 

enjoyed working in the ICU.  Staff nurses collaborated in a team and with each other.  Nurses 

identified their own limitations yet fostered an atmosphere of trust and learning.  Erika 

verbalized that being in healthcare was a life-long learning process.  She recognized that for 

healthcare providers to work effectively together they must trust each other.  She explained that: 

we need to trust each other so that we are comfortable collaborating.  We need to trust 
each other so that you will partner with me and make sure I understand my limitations.  
As an experienced nurse and with the charge nurse, we make sure we make patient 
assignments that match our abilities.  I want to be able to trust the other staff members to 
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identify things that I may not understand, come to me and share their thoughts with me, 
don't let me just sink.   

 

And with trust comes respect. 

I think there needs to be a level of respect for each other’s position.  Everyone also need 
to be on the same page with priorities and clinical acuity.  Not everyone sees what we 
see, so you must be able to convey that to them in a respectful way and understanding 
that the patient who is coding will get priority over my patient, who is fine.   
 
The conversation then shifted to what she learned about team dynamics during her 

nursing program.  She recounted: 

We had a leadership course our last semester in nursing school, and within that, we had a 
tiny section on interprofessional communication.  We also had team activities in class 
that required us to work together and how you have to communicate and work together.  
The team activity was not interprofessional.  After those experiences in class, they just 
expected us to learn through on-job-training. 
 

I then inquired if there were any recommendations for her program.  She responded that: 

I think they need to do more simulations in school.  That would be better since most of 
the students tune out a lecture and don't really study the material, even though ours was 
tested.  So much of it is basic.  But if you had to do it through an actual hands-on 
experience, then more of us would remember how to do this.   
 
After the interview, Erika verbalized that she was frustrated and worried that her current 

unit may not be the right fit for her.  She never doubted her nursing ability, but the current 

managerial style on the unit caused Erika to rethink where she would like to work.  She 

maintained eye contact throughout our discussion and never demonstrated any non-verbal cues 

that suggested anxiety about the subject content.  Her hands stayed in a folded, relaxed position 

on her lap the entire time.   

Overall, I believed that Erika had a competent understanding of IPEC competencies.  

Although some of knowledge was acquired from her previous work experience her IPE 

classwork and real-world experiences facilitated a higher level of understanding.  I placed her 

team level at forming due to the recent addition of new staff (Appendix F).  The disruption of 
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team interactions caused tension within the team, leading Erika to question her career 

aspirations.  Although her BSN program included instruction on interprofessionalism, Erika 

identified that those experiences were insufficient to prepare her for real-world situations and 

that additional training was warranted.    

Case Felecia Analysis 

Nurse Felecia started her nursing program right out of high school but, due to various 

situations she dropped stopped attending with the hope that she would return later.  After several 

years in the marketing profession she got her wish.  Felecia was a thirty-two-year-old BSN 

prepared nurse who worked on the L&D unit.   

We began our discussion on the overall concept of team dynamics in the day-to-day 

operations in L&D.  She described interactions with multiple healthcare providers.  During team 

discussions, variations in treatments are suggested depending on the patient’s needs.  There have 

been situations where members of the team disagreed, and she facilitated the discussion to enable 

a collaborative agreement.  Felecia continued to describe that the L&D often needs to collaborate 

with other departments, especially the emergency room, “working with teams in other 

disciplines,” and she noted that this “can be difficult because it seems that there are multiple 

moving parts.  But everyone wants to make it right.  There has to be a level of respect for each 

other's positions”.   

We then discussed the communication strategies utilized by the team.  She noted that 

“Usually, my main communication is on the phone or face-to-face.  For most of the team 

members, the communication is good. I have learned that having respectful communication can 

make or break a situation.”  She linked communication with respect and her familiarity with 

hospital staff by stating: 
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The biggest thing is the different personalities of the different people.  What's going on 
with them that day and understanding the difference in personal and professional.  If 
someone is having a bad day. it really comes down to professional respect and knowing 
how to communicate.  Conversations are more relaxed with those I have known awhile.  
If they are newer, conversations can be a little more tense, and they seem to go more by 
the book.   While a lot of what we do is by phone, sometimes the face-to-face interactions 
are better.  You have to ask the right questions, and then we can determine what was 
exactly needed. 
 

Felecia’s descriptions of communication and respect validate her understanding of this standard. 

She then discussed the effectiveness of communication during the debriefing session after a 

cardiac arrest on the unit.  She stated “After a code situation, we do debrief.  This is the most 

effective way for us to move forward, find out what we could have done better the next time, and 

not create resentments.  Everyone wants to make it right.”  Her description reinforced the 

importance of the debriefing sessions that allow the team to discuss the situation in a safe 

environment. 

We then discussed her understanding of the roles and responsibilities of the healthcare 

providers she encountered on her unit. 

I use SBAR (Subjective, Baseline, Assessment, and Recommendations) as a guide to 
communicate any patient results.  I find that worked really well and keeps me on track.  
The more I work with the other team members, the better I understand what they can and 
can't do.  Even though I have been here a while, I still don't know who to call for certain 
things and what their responsibilities are.  That might actually be helpful if I did.  I have 
seen there is a lot of duplication of services that could be avoided.  I think there are many 
nurses who do not understand what other nurses do on other units. 
 

Her description reinforced the importance of team members understanding the roles and 

responsibilities of other health care team members.  Related to mutual respect Felecia stated “I 

feel respected by the team.  They (Dr) understand that when I ask for something, they recognize 

that something's not right with my patient and need their order to validate it.   Even pharmacy is 

always very respectful.”   
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We then discussed her nursing program’s strategy to provide instruction about the aspects 

of productive collaborations with other healthcare professions. 

We had a specific program at school where you would spend time in class with another 
profession.  We would do case studies and different scenarios.  It allowed us to work 
together.  We learned about clustering care.  It’s where you anticipate everything that you 
need to do a procedure or skills.  We got a better understanding of what their 
responsibilities would be in that situation.   
 

Her descriptions provided how her program provided the students multiple interactive IP 

activities that facilitated her understanding of team collaborations.  Felecia then identified areas 

of possible improvement as:  

I think I would add additional situations.  Some of them were only in a children's hospital 
and not on an adult unit, so we did not really get a feel for everything they could do.  
Maybe to shadow the various professions in the hospital and be hands-on with the 
patient, would be helpful.   
 
During our discussion, Felecia maintained good eye contact and maintained a free flow of 

conversation.  I sensed that Felecia was tense when discussing awkward team interactions, 

especially when the outcomes was a death of the patient.  Based on her discussion, her team 

competencies related to communication, collaboration, and mutual respect were at the expert 

level.  Her previous marketing position, coupled with the IPE imbedded in her BSN program 

gave her an added advantage when dealing with people and facilitating effective teamwork; 

however, upon her reflection she noted that other team members could use additional training.  

Since she worked on this unit for several years and did not verbalize any significant staffing 

issues, I assigned her team level is norming (Appendix F).    

Case Gail Analysis 

Gail a thirty-two-year-old MSN prepared nurse continued her education directly after her 

BSN program, knowing that she ultimately wanted to become an MSN to be an advanced 

practice nurse.  She recently completed the MSN program but had not taken the certification 
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exam.  While she has been in school and studying for the certification exam, she opted to work 

only two-to-three days per week in the float pool.  The float pool was designed to provide 

additional staffing to units that need assistance due to increased intensity of patient care or when 

a nurse called in sick.  This staffing arrangement allowed her the flexibility she desired and 

opportunities to experience different units without formally committing to one location.   

She preferred assignments in the ER, ICU, and ICU step-down because those areas were 

likely to employ her after she passes her exam.  Gail worked both shifts but predominantly nights 

which produced limited interactions with other professions.  Gail noted that “since I work a lot of 

nights, there are limited other professions.  The hospitalist is the main one I call.”  

Gail was in a unique position to observe team interactions on the units she was assigned.  In 

response to our discussion on team dynamics, she stated: 

I feel like a team should always have open communication.  It is a variety of different 
professions, but all work together.  All of these directly affect the patient.  Since I now 
have this deeper understanding, it allows me to discuss things better with other specialists 
and staff.  I learned this through trial and error.  I would say I have a pretty good 
relationship with all of the members of the various healthcare providers I encounter on 
the units. 
 

Her comments reflect a thorough understanding of communication and team interactions and her 

relationship with other healthcare providers.  She went on to describe her role within the 

healthcare team: 

Depending upon what particular team member that I call or get in touch with, my role 
varies a little bit.  My role consists of recalling and using the SBAR technique when I call 
the hospitalist or nurse practitioner.  It will be more specific to a drug-related issue versus 
when I contact a hospitalist.  The patient information I give to other team members, is 
just enough so they know what's goin’ on and what happened.  
 

We continued our discussion and narrowed it to communication issues.  She noted that: 

Communication is strained when our nurse to patient ratio is higher than it should be 
which decreases our communication.  My focus is then on getting what I need from the 
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other professions with direct communication with them.  Communication is a big thing.  
If you have it, it's great if you don't, it can be very problematic.  
 

When she worked on the night shift, Gail identified communication issues related to a lack of 

understanding of the nurse practitioner role.  She reported her frustration with team members and 

their impact on patient care by saying:  

There are times when I feel like the nurse practitioner can completely take care of 
something for that particular patient.  But a lot of times, my experience is that they will 
only give me a partial order. I don't really know how that role particularly works because 
I'm not in that role as a nurse practitioner here.  It's a little odd.  They can take care of a 
little bit, but then tell me to call a specific physician.  I don't know if its restraints on what 
nurse practitioners are allowed to prescribe or the whole functionality of that.  It's a little 
frustrating.  It's not that you're not able to communicate.  It's just you feel that they have 
limitations, and you're not too sure exactly what those are. 
 

Due to the lack of role clarity Gail called for a medical response team from the ICU to get a 

hospital intensivist physician involved.  Without a clear understanding of the scope of practice of 

the hospitalist, she felt time was wasted that could have been spent rectifying the situation.  Gail 

also worked the day shift and she noticed an abundance of additional resources which offered a 

variety of options to accomplish multiple tasks that cannot be completed on the night shift. 

The next area discussed related to mutual respect between team members.  Gail identified 

that her "focus is getting what I need from those particular professions and having direct 

communication with them."  While she understood the chain of command on the unit tensions 

mounted when the charge nurse was "standoffish" and stayed at the front desk taking care of 

paperwork.  She identified that these actions impacted her ability to respect team members.  Her 

comment further exemplified this feeling of isolation and disrespect:  

It’s an issue since I’m only one person.  Sometimes they have an attitude that you haven’t 
been doing your job.  You can sometimes definitely feel disrespected.  Sometimes it’s 
really hard to do that when you’ve got a lot goin’ on with more than one patient. 
 

I tried to get her to focus specifically on mutual respect and trust.  To this she stated: 
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I feel like some have mutual respect for each other.  I think you learn that it’s very 
important to have respect for other people with your team.  When you don’t have that, 
then it not only directly affects patient outcomes, but it directly affects your experience in 
that time that you have with caring for the patient and the assistance you can obtain. 
 

Gail’s comments reflect a thorough understanding of this standard. 

We then discussed the next question concerning her educational preparedness for team 

interactions.   

I feel my classes definitely helped as far as communication because, as a nurse, thinking 
back to my personal stuff, that you only look at the surface level of things that's going on 
with the patient.  I feel like that now, with my MS, I am paying attention to all different 
things and trying to pull those into the situation.  I have a more conscious mindset. When 
you are placed in various situations, you are forced to practice your communication skills 
and that this practice can arm you with learning the appropriate ways to communicate 
with different providers. 
 

She continued by saying the during her MSN program they discussed role and responsibilities of 

various team members. She stated, “in my master's courses, we learned a lot about other 

professions since you try to exhaust all of the resources that are within your capability before you 

reach out to another discipline for something.” 

Our discussion about her IPE then focused on content about team dynamics and mutual 

respect. 

I think my education has given me a deeper understanding and allows me to discuss 
things better with other specialists and staff.  I also feel like I have a little bit more 
direction on how to handle certain things versus somebody that may have an associate 
degree or bachelor’s degree. However, I learned teamwork through trial and error.  You 
figure out real quick if this is appropriate or if this is not appropriate. 
 

Gail’s comments validate her understanding of this standard.  I then asked about areas of 

improvement in her educational preparation.  She stated, “I think there are definite 

communication techniques and things that you learn that could’ve been intertwined way before 

then when you are workin' on your associate or bachelor's degrees.”   
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During our discussion Gail initially appeared nervous as evidenced by her fiddling with 

her purse handle.  As we continued to talk, she became more relaxed and seemed to enjoy 

discussing her team interactions.  Gail seven years of experience as a nurse and worked on the 

ICU step-down unit before starting her MSN program.  While in school she opted to join the 

float pool, thus providing flexibility.  This afforded her the opportunity to work either days or 

nights depending on her class requirements.  She noted family issues that seemed to distract her 

flow during the discussion, and these issues may have prevented her from taking her certification 

exam.   

Given her responses, I placed her as an expert level on the proficiency scale (Appendix F) 

of understanding elements of team dynamics.  Her verbalizations showed her ability to pull from 

multiple sources to provide sufficient patient data.  This allowed her to collaborate effectively 

with other members of the healthcare team.  She felt confident in her problem-solving skills and 

she could critically think in an effective manner during situations requiring higher level of 

function.  Although she verbalized some confusion about the role of the hospitalist nurse 

practitioner, this may have been an institutional related issue and not specific to the nurse 

practitioner role.  The team level was difficult to determine since she was not consistently 

working on one unit.  Although Gail experienced effective team interactions while working in 

teams on her prior unit in her current situation, I determined her to be in the forming stage of 

team development.  She was developing new relationships with team members during each shift.  

The lack of consistency in one unit validated this stage. 

Case Heather Analysis 

Heather a nurse for about twenty years was forty-three-years-old.  She started her nursing 

career as a diploma graduate and then entered a one-year bridge program to obtain her BSN 
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about ten years ago.  Five years ago, she obtained an MSN in healthcare education.  We began 

our discussion with background information about her nursing career.  She worked in a variety of 

settings which included a physician's office, staff development at a local hospital, preceptor of 

student nurses in clinical areas, and risk management.  Those all required effective 

communication skills and collaborative teamwork activities.   

At the time of our interview Heather was a staff nurse practicing on an ICU step-down 

unit.  She preferred bedside care, team collaboration with various members of the healthcare 

team, and mentoring new nurses to "give them some of the experiences that I had because those 

impacted me on how to practice nursing."  

To begin our discussion on the elements of team dynamics I asked her to describe a 

successful team interaction.  She recounted that “Codes are a great situation where you have that 

close teamwork.  You've got direct communication and feedback.  Everyone is focused. The 

communication within the group is very critical, as well as each action that the person takes.”  

This description led me to inquire about other situations when teamwork was essential.  Heather 

validated this standard by describing the implementation of shared governance on the unit. 

Our unit utilizes the shared governance model since it gives all team members permission 
to talk about situations, talk about ways of improving, identify where they are falling 
short, and then the team comes up with ideas or processes to put into action.  This 
empowers all staff to take ownership of wanting to improve their unit and improve the 
interactions between other units.  Open communication allows team members to be less 
skittish about sharing information.   
 

Communication was the next item we discussed. 

Open communication has gotten better over the years.  Communication requires 
meticulous documenting in the chart so that the social worker, case managers, and 
doctors, as well as the other nurses who care for that patient, and get critical information.  
Communicating with other nurses when I am in charge is essential.  One time there was a 
situation where I heard loud noises down the hall.  I had to separate the two staff 
members then talk with them individually and get a sense of the situation before I take 
action on what the next steps are.  I try and really assess the situation before I just jump 
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in, and you're doing it wrong, or that shouldn't have happened or get emotionally into the 
situation.  I have found this really deescalates it.  We must all be willing to compromise, 
but if not, then it is probably not a good fit for them.  
 

The situation described by Heather illustrated how negative interactions between staff members 

can affect the unit, but effective managerial styles de-escalate the situation and try to repair 

ineffective collaborations.  I included that situation since it demonstrated an effective 

communication strategy.   

Our discussion then transitioned to Heather's understanding of various roles and 

responsibilities of the team members.  She began by describing her role: 

I feel my role is giving input into the team meetings through my chart review.   I see my 
role as critical when you talk about the multidisciplinary team because we are spending 
the majority of time with the patient.  A lot of times, a patient will open up to us 
personally of needs that they might have at home that they don’t necessarily tell the 
doctor. Nurses make notes in the chart, in the team notes section, so that other team 
members can know that information and then can plan ahead to prevent readmissions to 
the hospital.  Overall, I think I have a good comprehensive understanding of each role. 
 

Although she did not describe every role, it was evident she had a working knowledge of each 

responsibility as we discussed her documentation.  Heather was a passionate nurse who cared 

deeply about the profession.   

She stated that "I don't think nurses realize how much they are truly watched by those 

non-degree jobs.”  That comment led to our discussion on mutual respect.  She began by 

describing how various team members interact: 

Depending on that person's personality and the life situation that they've had, in their 
practice can depend on whether they receive your feedback or not.  Sometimes that can 
make for a positive experience versus a negative experience.  Nurses tend to want a 
person to prove themselves. There is also a dichotomy in generational things.  This leads 
to younger staff disrespecting the older nurses.  
 

When discussing mutual respect with other professions Heather stated that: 

the hospital has developed a system where if you have a situation with a doctor and you 
don't feel right about it, you can tell a confidential source, and they will look into the 
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situation.  It has been tweaked, but there are still issues.  I feel like if we have 
communication, then we should be willing to talk before we just ruffle our feathers and 
get mad about it.  That is just one of the things that helps us continue to improve and gain 
mutual respect.  We also share this information during our shared governance meeting.  
It's not a staff meeting.  It is a time for us to have permission to talk about the situation, 
talk about ways of improving, identify where we're falling short, and then as a team, 
come up with ideas or processes to put into action. 
 
Heather also stated that she was the chair of the unit's shared governance team.  Due to 

this method of management, staff felt empowered to improve processes and team interactions 

between other units.  Communication, effective listening, and the ability to implement change 

were the critical elements in this administratively supported management model.  Members 

included housekeeping, medical assistants, social work, case management, pharmacy, nursing, 

physicians, and others as needed.   

We then discussed the IPE training which occurred during her MSN level coursework.  

She stated that: 

the program was done primarily online and helped as far as communicating with people 
outside of my unique little community.  It really opens your eyes to just hear how broad 
healthcare is and to be able to bring that information into a conversation. 
 

When queried about content related to other competencies, such as teamwork, understanding 

roles and responsibilities of other healthcare professionals, and mutual respect, Heather stated 

that none of those areas were discussed.  Although the program could have included those areas, 

she noted that those discussions could have been repetitious since on-the-job training had 

facilitated her knowledge.  She explained that during her orientation, the hospital provided 

opportunities to shadow various professions.  These experiences allowed her to gain insights into 

the nuances of each profession.  She mentored new nurses and tried to add IP experiences for 

them since she found them instrumental in learning to deal with team collaborations and 

communication. 
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Heather maintained good eye contact throughout the discussion and spoke in a relaxed, 

easy-going manner.  She appeared confident in her nursing skills and was an advocate for team 

collaboration and effective communication.  She was passionate about the shared governance 

model and was proud that managers saw her as a leader.  Therefore, based on her articulations, I 

placed her as an expert level related to team interactions and she was at the team level of 

norming (Appendix F).    

Case Ingrid Analysis 

Ingrid, age fifty-five-years-old, was a nurse for over 30 years and had a diverse mixture 

of experiences.  Nursing was her second career after working as a mortgage lender.  During her 

nursing career, she was a staff nurse, nurse manager, and at the time of the interview she was a 

nursing educator.  Throughout her years of experience, she gained insight into IPEC 

competencies.  She fostered team collaboration her students, helped them communicate 

effectively with other members, and observed interactions of the team.  Throughout her years as 

an educator she witnessed various methods of team interactions.  Even within the same hospital 

system multiple techniques were utilized when conducting team meetings.  Throughout our 

discussion she identified some of the better interactions she witnessed with each of the IPEC 

competencies.  

 The discussion began with a general overview of team collaborations at her various 

facilities.  She stated that: 

at one of the hospitals, there are team meetings on the unit with all the staff every day at 
the same time so that everyone knows when to meet.  Everybody is seen as an equal and 
has a voice. The collaboration is very open.  This allows us to share this information 
quickly to everyone and not have to make calls to each department to make changes.  
They have been doing this for the past eight years. It works really well.  Then the team 
brings the information to the patient. The whole goal of the interdisciplinary team is for 
the patient. 
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At another hospital, she witnessed a different technique.  She stated, “At one hospital I worked 

at, we called them ‘team huddles.’  These ‘huddles’ every day with the team, allows us to 

address all issues and make appropriate changes to the patient’s care.”  She went on to explain 

that:  

I have seen huddles done at other hospitals, but the team is not as inclusive of all 
disciplines.  The one hospital has been doing these unit interdisciplinary teams for over 
16 years.  I think it is important for the next generation of nurses and other disciplines to 
understand how important it is to be part of that interactive team.  Another hospital I went 
to only did monthly meeting with everyone there, but they didn’t collaborate on patient-
specific issues.   
 

Ingrid stated that at one of the hospitals where she was a staff nurse, she “was there when it was 

set up, it is great to see how it is carried forward”.   She noted that she tells students to “get 

involved with not just coming in and taking care of patients and leaving, but to get involved with 

those who are all part of patient care and the hospital”.  

Next the conversation switched to the topic of communication during team collaboration 

meetings.  Ingrid explained that:  

While we can talk about treatment methods, somethings, if there is a heated discussion, 
we often should just keep our mouth shut at the time and discuss later, when cool heads 
prevail.  What I have found is that charts only can have so much information, but there is 
so much more of what’s really happening to the patient.  The hospital that I was there 
during the setup, we decided that we could take 20 minutes out of our time and meet on 
the unit with everyone to discuss each patient.  It is quick, but we all discuss the game 
plan for each patient.  
 

She went on to say that: 

some of the newer nurses do not know what to bring up to the physicians, so they often 
seek the more experienced staff for assistance.  As we get more and more new nurses that 
have had less hands-on, the learning curve for learning how to interact with team 
members has gotten longer.  They don't realize they have a voice. 
 

Ingrid’s descriptions of team interactions validate her expert competence level on team 

collaborations and the effect of various strategies she has witnessed. 
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The next area of inquiry was related to roles and responsibilities of team members.  She 

validated her understanding of the standard by stating:   

I understand all the other roles since I teach them in a leadership course and teach where 
each has limitations.   Also, tell them where the information they need to share goes.  I've 
been around long enough that I have made it one of my goals to know what everyone's 
position is.   I tell my students that no one is higher or lower than you on this floor.  You 
are a team to work together. 
 

When discussing mutual respect, Ingrid validated her understanding by stating that:  

Because I am an older nurse, I have confidence that I can call any department and discuss 
how we can make changes for the patient.  If you are an older nurse or you have been on 
a unit for a while, and everybody knows that you're doing your job and that you know 
why you are doing it, then I think you have all the respect in the world.  I think that the 
main thing of the whole interdisciplinary team is we’re all professionals.   
 
We then discussed what she learned during her various nursing programs that related to 

team collaboration and IPEC competencies.   

In one program, we had nothing on communication strategies, only therapeutic 
communication with the patient.  In another program, we had a professional nursing role 
class.  In this class, we actually talked about interprofessional teams and our nursing 
leadership role.  Roles and responsibilities were included but only covered the basic roles 
found in a hospital setting. 
 

I inquired about what she recommended for program improvement.  She stated, “I think they 

need more discussion on interdisciplinary teams and bringing evidence-based information to the 

team.  It also needs to include what everyone's role is and how they should interact.”  

Ingrid was an experienced nurse who had experienced various strategies of team 

collaboration in multiple hospital settings.  Her insights concerning the changes she witnessed 

were thought-provoking, especially when she stated that newer nurses needed more time to 

assimilate into a team situation due to their limited hands-on experiences during school.   

She was confident and sure of herself.  She loved nursing and what she has 

accomplished.  Throughout the interview it was evident that she was trying to make a difference 
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with students and added them to team interactions when she had an opportunity.  She had a 

pleasant tone throughout our discussion and always maintained good eye contact.  Due to her 

comments and years of experience I determined that she was at the expert level related to team 

dynamics and was in the norming stage of team interactions (Appendix F). 

Cross Case Analysis 

Based on the multiple case model of Yin (2018) the final section of the results section 

identifies patterns, insights, and concepts that are common, and distinct elements across the 

cases. This analysis facilitated answering the research questions that guided this study (Yin, 

2018, p.175).  Data surrounding each question were synthesized from individual reports.  Other 

themes (peer distractions/interactions, functioning as a siloed practitioner, and alternative 

managerial methods) although not directly related to my research questions were discovered as 

they surfaced during discussions and seemed to impact participants’ abilities to function as 

collaborative team members. 

Research Question One 

Research question one explored the manner that nurses, despite educational level, 

engaged in IP practice.  It was evident that all participants participated in IP teams; however, the 

degree to which they interacted varied and this defined their team functioning level.  Based on 

team levels as described by Tuckman (1965), team interactions can be forming, storming, or 

norming.   

Employing criteria outlined in Appendix F, I used the answers provided by participants to 

assign categories (see Table 2).  Based on my assessment, despite educational level, those nurses 

were functioning at either a forming (67%) or norming (33%) stage.  The predominant 

information validating the forming designation was being new to the unit, influx of new staff, 
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working on a night shift (which lead to feelings of isolation), and working twelve hour shifts 

(which limited the consistency of team members).  Their words indicated that change 

compromised team functionality.   

Table 2   

Level of Team Engagement by Degree 

Team Level ADN BSN MSN 

Forming 
 

Norming  

Amy, Betty, Catherine Debby, Erika 
 

Felecia 

Gail 
 

Heather, Ingrid 

 
 

Related to the norming group, commonalities included working on only one shift (either 

nights or days), longevity on a unit (over three years with one group), and a lower rate of staffing 

changes (few new members).  Based on this information, it was evident that the level of team 

functioning was dependent on the length of time participants interacted with the same group of 

providers.  

Educational exposure to IP team interactions was included in this question.  Although the 

MSN level nurses also had a BSN all graduated prior to the release of the IPEC competencies in 

2016.  Thus, none had BSN curricular instruction related to IP.  The remaining discussion 

focuses on the ADN and BSN nurses who graduated after the IOM recommendations to include 

the IPEC competencies in all healthcare education.  

The ADN program graduate nurses reported that IPE instruction was not included as 

curricular content or activities.  The ADN program expected the hospital to provide on-the-job 

training about how to interact with team members effectively.  It was evident in their discussions 

that the trial-and-error method was not working and that those nurses desired structured 
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educational opportunities related to elements of team communication and collaboration which 

would enable them to be effective team members.    

Conversely, the BSN prepared nurses in this study had specific IP classes and simulation 

team experiences with other healthcare professions that were embedded in their curriculum 

(Table 3).  These positive team interactions facilitated the understanding of team functions and 

IPEC competencies allowing nurses to effectively engage in productive team interactions.  It was 

evident that IP educational experiences prompted Debby, Erika, and Felecia to seek specific 

hospital systems and units that promoted IP interactions.  Even though they witnessed weak team 

interactions, the BSN nurses knew that this would change once team members could work 

through the stages of team interaction.  

Table 3   

IPE Preparation by Degree 

IPE in Program ADN BSN MSN 

No 
 

Yes 

Amy, Betty, Catherine  
 

Debby, Erika, Felecia 

Gail, Heather, Ingrid 
 

 

 

All participants agreed that healthcare providers could use additional training related to 

team communication and collaboration strategies.  Most nurses experienced changes in team 

members which challenged team interactions and created stress for everyone on the unit.  

However, because BSN nurses had educational exposure, they understood those situations and 

were confident that these were an expected phase of teamwork development.   Without 

foundational knowledge ADN nurses struggled with team concepts and questioned their ability 

to contribute.  Therefore, based on this discussion, we must conclude that foundational 
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knowledge of IPEC competencies enhances team interactions.  This validates that curricular 

activities can bridge the gap between IP knowledge and IP practice. 

Research Question Two 

Research question two delves into participants’ understanding of IP team characteristics, 

identified as the IPEC competencies of communication, collaboration, mutual respect, and 

understanding of the roles and responsibilities of the team members. Benner's (2004) novice to 

expert criteria was used (Appendix F) to measure participants' level of understanding of those 

competencies (Table 4).  Based on data from interviews 11% were at the novice level, 44% at the 

competent level, and 44% at the expert level.  Participants with an ADN or MSN verbalized a 

lack of curricular activities related to IPEC competencies.  Those programs expected IP skills to 

be obtained on-the-job.     

Table 4   

Participant Proficiency Level of IPEC Competencies by Degree 

IPEC Competency ADN BSN MSN 

 Amy Betty Catherine Debby Erika Felecia Gail Heather Ingrid 

Roles/Responsibilities 

Collaboration 

Mutual Respect 

Communication 

N 

N 

N 

N 

C 

C 

C 

C 

C 

C 

C 

C 

C 

C 

C 

C 

C 

C 

C 

C 

E 

E 

E 

E 

E 

E 

E 

E 

E 

E 

E 

E 

E 

E 

E 

E 

Note. N=novice C=competent   E=expert 

Amy was a new graduate with limited work exposure.  As such she was the only nurse at 

the novice level.  The BSN prepared nurses, regardless of years of experience reported curricular 

content and learning activities about IPE and performed at a minimum of Benner’s (2004) 

competent level (Table 4).  Debby had IPE each semester while Erika and Felecia had some 

content and prior real-world experiences which enhanced their ability to work in teams.  
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Although Gail had some additional course work about communication techniques her program 

expected her to utilize this information within her specific work environments.  Overall, MSN 

prepared nurses had no IPE curricular training; however, they possessed years of experience in 

various nursing positions and hospital systems.  It was evident in discussions with Gail, Heather, 

and Ingrid that they gained their understanding of the competencies using a trial-and-error 

method while employed. It is of particular interest to note that proficiency with competencies 

was not related to team functioning level.   

Thus, the answer to research question two is that the type pf preparation of nurses (ADN, 

BSN, MSN) lead to at least a novice level of understanding of the four IPEC competencies.  

However, those participants with curricular content were more proficient, regardless of work 

exposure.  It appears that formal educational preparation of the IPEC competencies may help 

bridge the gap between IP knowledge and IP practice, facilitating the work environment team 

proficiency.   

Identified Themes 

During the analysis of cases three themes emerged: peer distractions/interactions, 

functioning as a siloed practitioner, and alternative managerial methods.   Although these topics 

were not directly related to the research questions, I believe they impacted participants’ abilities 

to function as collaborative IP team members. 

Peer distractions/interactions.  The theme of peer distractions/interactions was a 

negative theme that emerged because three study participants reported angry outbursts from 

other healthcare providers, which caused them to withdraw from team collaborations.  An 

example of a situation was when several more experienced nurses and doctors displayed angry 

outbursts which included yelling, cursing, and throwing things.  Although participants reported 
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that this situation did not happen very often, I could see that participants were visibly upset and 

displayed non-verbal cues such as looking down, fidgeting in the chair, and using a quieter tone.   

In response to negative peer interactions those three participants verbalized comments 

such as “did as I am told” (Amy) or "why rock the boat" (Betty).  This prompted them to isolate 

themselves from team interactions.  What made this more striking was that most participants 

reported that initially "they could ask questions" (Amy) and felt that their unit had "great 

teamwork" (Catherine).  However, after negative comments were identified participants 

rationalized with excuses like “they were tired” (Catherine), “they just worked all last night" 

(Catherine), or the long-term providers "act that way" (Betty).  Based on those comments it 

appears that adverse events created an uncomfortable atmosphere causing others to avoid 

interactions with those providers.  The impact is that this may lead to distrust, isolation, and 

dread which discourages healthcare members from interacting as an effective team. 

Functioning as a siloed practitioner.  Another theme was the issue of isolation or siloed 

care.  Betty and Catherine noted they were only there to paint a picture and describe the patient's 

current condition or be the “monkey-in-the-middle” (Betty).  Those participants reported that 

when the team approached their patient's room, they reported the current condition.  They were 

not given opportunities to ask questions or interject patient concerns.  This action by the team 

prompted participants to question their roles as collaborative IP team members.  Similar to the 

previous negative theme of peer distractions/interactions participants noted a feeling of being 

siloed, leading them to ask, “do they understand what we do” (Catherine)?  Participants realized 

that the information given to other IP team members was valuable, yet feelings of detachment 

prohibited analytical team discussions and diminished participants’ abilities to engage as 

contributing members of teams. 



90 

 

Alternative managerial methods.  Problems associated with alterations in management 

style were identified by six participants.  Within this theme I grouped several different 

managerial methods, both positive and negative, that impacted the ability of healthcare providers 

to work together.  Betty, Erika, and Gail expressed negative feelings towards management teams 

on their units.  They identified feelings of distress when dealing with several charge nurses and 

long-term physicians.  Witnessing angry outbursts either at them or at others appeared to cause a 

sense of powerlessness because upper management knew about those situations, yet Amy, Betty 

Catherine and Debby could not identify any changes in behavior.  Those feelings fostered 

isolation, validating their inability to work as a productive IP team member.     

Three participants (Debby, Felecia, and Heather) reported two managerial styles that 

reinforced positive outcomes.  Debby and Felecia identified that utilizing a debriefing or team 

review after a code situation was effective in building team collaboration and unity.  The purpose 

was to review processes that occurred, ensure optimal communication, mutual respect, team 

interactions, and review emergency protocols.  Through those discussions team members openly 

discussed situations, positives, and negatives, and identified areas that needed to be altered to 

optimize positive patient outcomes.  A counselor was also present for any team members who 

needed psychological support.  Felecia was involved with the debriefing process for a few years 

and saw positive effects.  Debby was new to this method and witnessed the positive impact it 

made by reinforcing team cohesiveness.   

One other positive managerial method was identified by Heather, who discussed the 

process of shared governance on her unit.  This approach to team care utilizes similar strategies 

to those used in debriefing but encompasses any unit problem, not just emergencies.  The shared 

governance model, as explained by Heather, required representatives from each group of 
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employees on the unit to attend periodic meetings.  During those sessions, problems were 

recognized, and the team worked together to identify precipitating factors, discuss solutions, and 

implement changes to rectify the situation.  Shared governance endorses open communication 

and affords the opportunity to understand roles and responsibilities of the members.  Everyone, 

including housekeeping, physicians, social work, nursing, dietary, and others had a voice and the 

team was empowered by hospital administration to execute changes.  Heather was impassioned 

about this process, especially since she was the leader of the group.  She noted that the 

commitment of the hospital to support this process reinforced their obligation to promote 

teamwork and capable IP team collaboration. 

Although these themes were not directly linked to IPEC competencies or levels of team 

function they were external factors that impacted participants’ commitment to engage in IP team 

activities.  Adverse situations fostered siloed and fragmented team interactions, reinforced 

feelings of isolation and discredited the ability to be contributing IP team members.  Positive 

experiences reinforced the effectiveness of IP team collaboration and indicated that each team 

member was valued.  Therefore, the identification of those other themes called to question how 

situational conditions impact implementation of team dynamics.  

Summary 

Data gathered from interviews with nine nurse participants from three different 

educational levels provided the information necessary to answer the two research questions that 

guided this study.  By using the multiple case design by Yin (2018), each nurse's responses were 

analyzed, themes were identified, and a cross-case analysis was completed. 

Based on my results, I concluded that many factors impact team dynamics.  From 

participant descriptions a team that possessed open communication, mutual respect, and worked 
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optimally together promoted better patient care.  Participants identified a duplication of services; 

however, with increased knowledge of roles and responsibilities of other healthcare providers 

replication should be minimized.   

The additional themes identified positive and negative issues that affect team levels and 

the understanding of competencies but were outside the main objective of the research questions.  

Negative peer interactions, feelings of isolation, and managerial tactics, both positive and 

negative, impacted job satisfaction and confidence, and influenced all IP providers as they 

provided patient care.   

Participants also established that through education and positive and negative real-world 

experiences they had attained at least a novice level of understanding of IPEC competencies and 

were able to function in a forming or norming team.  Although only three nurses had curricular 

content related to IP interactions the majority noted that all healthcare providers needed 

additional training to promote communication and collaboration.  Participants agreed that 

multiple educational opportunities on team interactions and IPEC competencies would enhance 

the functionality of teams.  This conclusion validates that idea that team dynamics can bridge the 

gap between IP theory and IP practice.   

Chapter five contains final analyses which allowed me to identify implications for future 

programmatic development and identify areas for further research.  Throughout this process, 

methods that supported validity, reliability, and ethical consideration were employed to ensure 

that the final product was of substantive quality.  It was my hope that participants knew the 

content of IPEC competencies and had positive IP team interactions in their work-place 

situations thereby validating that team collaboration, role clarity, communication skills, and 
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mutual respect results in a reduction of medical errors, decreases duplication of services, and 

ultimately promotes positive practitioner and patient satisfaction within the healthcare system. 
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CHAPTER FIVE: DISCUSSION, RECOMMENDATIONS, CONCLUSION 

The findings presented in Chapter 4 demonstrated that participants' understanding of 

IPEC interprofessional team competencies and team involvement was related to their educational 

preparation or post-degree experience with effective team interactions.  I will now focus on the 

implications of these findings related to the conceptual frames that guided this inquiry.  

Literature on IP healthcare compares answers to my research questions to reveal suggestions for 

policy changes and recommendations for future study.   

Previously I noted that the IOM (2003) and WHO (2010) recommended a shift in 

delivering health services from compartmentalized, or siloed, to team-based care.  Predicated on 

their advice, four competencies were developed to establish a framework that would guide 

healthcare educational programs to create curricular activities and learning experiences to teach 

those IP team competencies.  These tasks, mandated by multiple accrediting agencies, facilitate 

students’ acquisition of foundational knowledge.  

The literature review in Chapter 2 reflected numerous studies documenting various 

methods utilized in IPE curricula.  Educators have created multiple approaches to provide IP 

experiences to students.  These ranged from single lessons to sustained activities over several 

weeks, or even a few months.  In many cases, pre- and post-student evaluations measured 

instructional effectiveness of these approaches.  Although they generally illustrated a degree of 

effectiveness, researchers have not determined if those pedagogical methods provided graduates 

with sufficient foundational knowledge to become competent members of an IP healthcare team.  

This dissertation study set out to answer that question. 
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The lack of research determining the effectiveness of one long-term pedagogical 

effectiveness over another has resulted in healthcare educational programs continued 

experimentation.  Evidence supporting one or more preferred methods would be helpful in the 

development of educational strategies and this outcome is now paramount.  To fully assess the 

success of an IP pedagogical endeavors, graduates need to be empowered as contributing 

members of IP healthcare teams.  Although the sample size of this study is small, utilizing the 

multiple case study methodology described by Yin (2018), the findings from nine nurses' lived 

experiences working in IP teams and their understanding of IP key components those lived 

encounters allowed me to explore outcomes of the IP education conducted during their programs. 

As a preface to discussing each question it is important to note a finding that lies outside 

the original research parameters.  As identified in the literature review of Chapter 2 there does 

not appear to be any variances between ADN nurse education programs and BSN nurse 

education program related to the curricular aspect of accreditation standards.  However, even 

though accreditation standards do not establish differences in curricular aspects of training, these 

participants noted specific differences between the two types of training programs.  

Accreditation standards are written to establish foundational guidelines for programs to 

follow, requiring that specific elements are contained within curricula.  Accreditation standards 

do not address the frequency, type, method, or teaching strategy healthcare instructional 

programs utilize; however, they do require documentation to validate that each criteria are met.  

The term IP is included in curricular standards for both ADN and BSN programs.  A review of 

each accreditation document stipulated that programs must provide an educational experience in 

which students must at least observe IP collaborative activities.  All programs attaining 

accreditation must provide evidence of how students demonstrate each standard and must 
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validate inclusion of IP education. While the specific pedagogical IP experiences within ADN 

and BSN programs can vary, it is expected that they include academic instruction directly related 

to the four competencies.  Unfortunately, according to these participants this was not found to be 

the case. 

In my study, ADN graduates revealed that although they observed IP team collaborations 

during clinical assignments, they did not receive any formal education on IP competencies.  

Instructors also told them that once they were on the job, they would learn how to work in an IP 

team.  When the ADN nurses reported this finding, I realized that the omission of educational IP 

activities negatively impacted their ability to interact within an IP group.  Without foundational 

knowledge on effective IP communication, roles and responsibilities, and team dynamics the 

ADNs in my study felt siloed.  The absence of group pedagogical activities that introduced 

formative IP team dynamics in their ADN programs clearly affected how they interacted with 

other healthcare providers and decreased their overall job satisfaction.  Even the experienced 

ADN, who verbalized a basic understanding of the IP competencies that enabled her to interact 

with a team, identified limitations that necessitated further education.  The lack of foundational 

academic knowledge related to IP roles and team interactions diminished ADNs’ experiences 

and subsequently impacted the findings related to my research questions. 

The BSN graduates were able to recount specific IP activities that fostered the inclusion 

of IPEC competencies.  Even the novice BSN nurse stated an understanding of that healthcare 

providers' arguments were necessary for an IP team to progress to an enhanced functioning level.  

Those nurses identified that the overlapping of responsibilities between various healthcare 

professions could cause arguments as members ascertains their role. Team collaborations 

improve once members recognize their specific contributions.  BSN graduates identified that IP 
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foundational knowledge about team situations was essential.   My research questions did not 

inquire which specific nursing program or location participants attended, only their nursing 

program degree.  Future research identifying specific programs and pedagogical IP activities of 

those programs should be conducted to compare and contrast responses.  This information would 

add to the discussion and gain insights into how nurses apply these skills within real-world 

situations. 

Upon discovering this difference between participants, I expanded my background 

research of accreditation agencies affiliated with ADN and BSN programs in the mid-south 

region.  My inquiry identified that ADN programs are accredited by The Accreditation 

Commission For Education in Nursing (ACEN)(ACEN, 2020) and the BSN programs used the 

Commission on Collegiate Nursing Education (CCNE)(CCNE, 2018).  Although ADN or BSN 

programs could use the ACEN for program accreditation, the CCNE accreditation process 

specifically excludes ADN programs.  

The CCNE stipulates that nursing curricula should include planned IP activities (CCNE, 

2018).  A companion document, The Essentials of Baccalaureate Education for Professional 

Nursing Practice (AACN, 2008) delineates specific essential experiences related to IP 

communication and patient outcomes.  Although not explicitly stating IPEC standards the list 

includes competencies and other outcome-related skills that graduate nurses need to attain to 

effectively collaborate with members of an IP team (see Appendix B).   That document validates 

the CCNE emphasis on IP team collaboration, communication, mutual respect, and an 

understanding of various healthcare roles and responsibilities.  The document also does not 

stipulate which specific pedagogical activities are needed to meet this standard (AACN, 2008).  
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However, nursing programs that attain CCNE certification contain specific educational 

instruction on essential elements of IP team collaboration.   

 The ACEN also has standards and criteria for practical to advanced practice nursing 

programs.  In the ACEN Accreditaion Manual, Section III, Standard 4.6 states that "the 

curriculum and instructional process reflect educational theory, interprofessional collaboration, 

research and current standards of practice” (ACEN, 2020, p. 4).  Although this standard 

addresses the need for IP interactions it does not list actual criteria or contain information to 

guide programs on how to meet the standard.  In my opinion, this lack of guidance can 

jeopardize meeting the requirements.  As evidenced in my research, ADN nurses only gleaned 

this information through a witnessed IP team collaboration during clinical rotations.  I realize 

that ADN programs have limited time to present all necessary academic coursework needed to 

meet those standards. However, each program’s administration must recognize how our 

healthcare model has transformed into IP team-based care and should now provide supplemental 

materials during clinical rotations.  Even the implementation of educational strategies that utilize 

IP teams and foster effective communication would be beneficial.  Once ADN graduates enter 

the actual workforce I believe they are so overwhelmed caring for very acute patients that 

learning how to interact within an IP team, effectively, cannot be actualized.  This observation 

needs further investigation. 

ADN and BSN programs utilize different strategies when incorporating IP content into 

their curriculums.  The differences in accreditation guidelines between these two nursing degree 

levels demonstrate a dichotomy in IP criteria.  Further research needs to be conducted that 

addresses explicit IPE outcomes for ADN graduates.  Based on my findings when ADN 

graduates do not possess foundational knowledge of communication strategies and IP team 
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dynamics they feel overwhelmed and isolated.  If healthcare institutions recognized this 

deficiency then ADNs could receive additional instruction and mentoring to bridge the gap 

between education and practice.  This would enable nurses to engage in productive IP team 

collaborations.   

Research Question One Discussion 

Research question one asked, how do nurses, at various levels of educational preparation 

and proficiency, engage in interprofessional team practice?  The purpose of the question was 

twofold.  First, I wanted to determine the level of IP team involvement of each nurse based on 

Tuckman's (1965) group concept scale of forming, storming, and norming.  Second, I intended to 

investigate what foundational educational activities these nurses encountered during the didactic 

phase of their nursing degree programs.  

The individual interviews allowed me to ascertain how nurses learned to participate as IP 

team members within a healthcare unit that works with a collective voice.  Tuckman (1965) 

argued that groups transform over time and move through transitional stages.  He also noted that 

as team members adjust to each other's roles and understand the varied responsibilities they 

achieve a more functional working relationship.  As with any group activity an essential element 

is the consistency of team members.  Either as a new or sustained member the addition of a new 

staff to the team is challenging and stressful.  Nurses in my study worked twelve-hour shifts 

rotating between day and night.  This resulted in team changes almost every time they worked.  

From their stories, they rarely encountered the same respiratory therapists, pharmacists, or social 

workers.  Wheelen & Burchill (1999) argued that consistent team membership was necessary to 

develop professional working teams and increase collaboration.  Although they all experienced 

staff changes their evaluation of team dynamics varied.  This was consistent with Wheelen & 
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Burchill's (1999) assumption that when consistent team members worked together new members 

felt detached, resulting in reduced confidence and a siloed or an isolated situation.  An in-depth 

investigation reviewed each degree as it pertained to the first research question and identified 

areas that needed further investigation. 

Associate Degree Nurses 

  Amy, Betty, and Catherine stated they were having difficulties working within the IP 

team.  In their descriptions of team interactions, it was evident that they felt detached from team-

based care and struggled to understand how IP healthcare teams worked.  They used terms such 

as “monkey-in-the-middle” or “peace-keeper” to describe their role and witnessed conflicts 

between IP team members.  The assertiveness of various healthcare providers surprised and 

intimidated them. They failed to grasp the concept of a storming group when arguments are 

constructive debates, enabling team members to understand the role and responsibility of other 

professions and then openly discuss case complexities.  Instead, Amy and Betty retreated content 

to stay in their silos.   

As Tuckman (1965) described in the forming stage team members build an atmosphere of 

trust and, depending on the members, this can take several weeks to develop.  Based on the 

comments of Amy and Betty they failed to establish working relationships with other IP 

healthcare providers on their units.  Their statements of “doing as I am told” and “not create any 

problems” negated effective communication with the team and thus maintained their formative 

stage of team development.  Without developing relationships and trust with other group 

members the process of effective team collaborations is longer.  Patient care requires nurses to 

trust team members, synthesize data, and communicate results.  Without trust and effective 

communication safe and efficient patient care is at risk.  Hospitals realize that graduates need 
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mentoring for a designated time to facilitate their transition from student to practicing healthcare 

provider.  However, nurses from ADN programs that I interviewed lacked foundational 

knowledge of IP team skills.  If confirmed by future studies this information would allow 

hospitals to adjust their mentoring strategy to include instruction on IP team dynamics and 

communication strategies.  These activities could ease nurses’ fears and promote a trusting work 

environment.   

Catherine, the experienced ADN, verbalized positive IP team experiences which 

facilitated her understanding of how teams work and evolve.  She identified her role as the 

"peace-keeper" an arbitrator between the team members.  Her communication strategies learned 

through “trial and error" helped to synthesize data and assisted the team in reaching a valid 

conclusion.  Catherine verbalized that mutual respect between members was key to maintaining 

an effective IP work environment.  Although healthcare providers express differences in 

treatment modalities they are passionate about safe and effective patient care.  Based on her 

description, Catherine’s team interactions were at a norming stage as validated by Tuckman’s 

(1965) argument that teams in this stage are efficient, effective, and productive.  Catherine’s 

articulation of positive IP team dynamics provided her with foundational knowledge to facilitate 

her team interactions.  Although she was content with these collaborations, she verbalized a need 

for additional classwork on IP team development and communication strategies.  

The ADNs verbalized a lack of educational instruction about IP teamwork during their 

nursing programs.  This void in educational exposure and experience during their academic 

preparation affected their ability to assimilate into an IP team.  Without foundational exposure 

they failed to see or understand how teams evolve.  Instead, they reclused themselves neglecting 

to use this time to initiate productive conversations with experienced members of the groups.  
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Their nursing programs’ utilization of an on the job approach failed to provide practical IP team 

collaboration skills necessary to facilitate team interactions and group development.  They 

explained basic concepts of communication and a few roles and responsibilities of frequently 

encountered healthcare providers, but their ability to engage in team collaborations was limited.  

This study suggests that post-graduation or on the job training is insufficient.  Further research 

needs to be conducted to identify if ADN programs have recently incorporated IP teamwork or 

other group activities to address this deficit.  It would also be essential to note in future research 

if the educational approach identified by my study participants is a regional or global finding.  

Bachelor Degree Nurses      

The BSN nurses Debby, Erika, and Felecia discussed how their IP team activities in 

school facilitated an understanding of IP team interactions.  Debbie and Erika were in the 

forming stages due to their recent exposure to hospital-based IP teams and were developing 

working relationships with team members.  They realized that teams evolved over time and that 

existing members were beginning to accept them.  Although they lacked the formal knowledge 

of team functional levels that Tuckman (1965) described, they realized teams transformed.  They 

witnessed conflicts, but also collaborations similar to what they experienced when interacting in 

groups during their training programs.  They could recall their educational activities within the 

academic coursework of their programs and how team dynamics changed over time, thus 

enabling them to work more efficiently and effectively.  These instructional events facilitated 

their understanding of teams and promoted their ability to productively work in an IP team-based 

environment. 

 Felecia, the more experienced BSN, was on the same unit for over four years and 

consistently worked the night shift, thus enabling her to develop collaborative relationships with 



103 

 

the other IP team members.  Although there were occasional conflicts, she reported that the team 

was effective and efficient at enhancing patient care.  These findings validated Tuckman’s 

(1965) argument that teams in the norming stage respect each other’s contributions, thereby 

optimizing care. 

All the BSNs participated in simulation-based events with other healthcare professions to 

work through patient case scenarios.  Debby reported that her curricular activities contained an 

IP encounter each semester.  Erika and Felecia participated in a singular IP event during their 

senior leadership nursing course.  These experiences, compared with varied instructional 

activities identified within the literature, support IP proficiency.  Examples such as Hodges & 

Massey's (2015) three-semester course, Turner's (2015) one-day course, or Solomon & Salfi’s 

(2011) three-hour session display this diversity of instruction.   

Of the three, I believe that Debby, who had multiple IPE events each semester, exhibited 

a higher level of confidence during interactions with the IP team than Felecia and Erika.  Even 

with limited classroom simulations, Erika and Felecia effectively engaged in IP situations, yet 

they verbalized a need for further training.  They noted that additional simulations throughout 

their academic coursework would have solidified their understanding of IPEC competencies.  

Based on these findings and the literature in the field,  I suggest that several IP instructional 

activities be embedded throughout the curriculum of all healthcare educational programs.  The 

BSNs’ simulation-based IP educational experiences was an effective way to strengthen their 

knowledge of team collaboration (Severson, Maxson, Wrobleski, & Dozois, 2014, p. 298).   

The lived experiences of the BSNs provided insight when considering the 

implementation of IP activities within a nursing curriculum.  The The Essentials of 

Baccalaureate Education for Professional Nursing Practice listed skills such as teamwork, 
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autonomy, safety, the scope of practice, conflict management, and participatory decision making 

that were needed in IP educational experiences (AACN, 2008).  A singular event that consisted 

of all of these components would be overwhelming for students who would fail to gain sufficient 

insight into teams and IPEC competencies.   

A multiphased approach would facilitate embedding these skills into students’ knowledge 

by incorporating the Dreyfus (2004) model of skill acquisition with Tuckman’s (1965) team 

concepts.  As students begin a healthcare educational program certian essential skills must be 

introduced.  With each subsequent event observations and exchanges will occur targeting other 

competencies, interleaving (“integrates prior knowledge/concepts forward into new concepts” 

(Rohrer, 2012, p. 355) skills with each new encounter.  A culminating event incorporating an IP 

simulation with multiple skills will put this all together and connect the dots.  This strategy 

allows students to gain practical knowledge and increase skill acquisition through deliberate 

practice.   

As the teams work together they transform allowing roles to be muted, improved 

communication, and development of a cooperative working relationship, thus narrowing the gap 

between knowledge, theory acquisition, and clinical practice.  Pre and post surveys should be 

used to guide program development.  However, other evaluations need to target the impact of 

each educational strategy used to  facilitate the transitional process to practicing IP healthcare 

providers.  This future research is essential to validate IP coordinated activities and assess 

desired outcomes that multiple accreditation standards stipulate.    

Master’s Degree Nurses 

Gail, Heather, and Ingrid were the master's degree nurses.  They each had over ten years 

of experience with effective IP team functioning.  Based on their comments about IP team 
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collaboration their skills enhanced their ability to function as an integral member.  They 

embraced the concept of interprofessionalism and realized its ability to improve patient care and 

reduce duplication of services.   

Although they completed their BSN degrees before the implementation of IPE, their 

clinical experiences and MSN coursework enhanced their knowledge of IP teamwork and 

improved their communication strategies.  As they shared their IP team experiences it was 

evident that they embedded a practical understanding of IPEC competencies within their 

professional practice.  The enhanced insights and advanced skill acquisition validated Benner's 

(2004) argument of how the expert clinician processes data.  As life-long learners they identified 

that additional team building workshops and conflict management courses would enhance IP 

team development and enrich collaborative interactions.  This knowledge could assist healthcare 

educational programs to gain insights into a more practical application of IP competencies and 

team activities.  

Research Question One Summary 

Nurses who experienced curricular activities or positive IP work experiences with good 

team dynamics had a greater understanding of how groups work.  They accepted the challenges 

of team care and felt empowered to collaborate.  Of particular significance were nurses who are 

in the norming groups as they understood the effectiveness of the IP team concept, its positive 

effect on patient care, and the collaborative advantages of an IP team.  This realization validated 

the premise of Weiss and colleagues (2014) that IP healthcare teams evolve over time and that 

although there may be conflicts as members adjust to their roles and responsibilities the goal is to 

have a collaborative atmosphere.   
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If nurses and other healthcare providers are to work effectively as well functioning teams 

they must engage in multiple foundational instructional activities related to IP team dynamics 

during their formative educational programs and, whenever possible, through additional 

professional instruction at the work-place.  By utilizing simulation case-based situations with an 

IP team during training new healthcare providers will then possess the basic IP skills needed to  

enhance their IP team interactions once they enter real-world institutional work environments.  

Without these introductory activities, new graduates who do not have IP instruction, as ADN 

demonstrated by the ADN nurses responses, might be ineffective IP team members until they 

obtain years of positive work experiences and mentoring.   

The findings of my study validate that foundational knowledge of IP team dynamics, 

before actual real-world situations, can bridge the gap between IP knowledge and IP practice.  

Future research about the outcomes of various programmatic activities that incorporate IP team 

and IP concepts would assist educational institutions in determining optimal approachs.   

Research Question Two Discussion 

Utilizing the novice to expert theory developed by Dreyfus (2004) and adapted by Benner 

(2004) research question two examined participants' competency rating of IPEC competencies.  

The criteria outlined in Appendix F were used to determine the level of understanding based on 

either academic instruction or work situations.   

Associate Degree Nurses 

As previously stated, ADNs lacked foundational pedagogical knowledge of the IPEC 

competencies.  Their comments on “trial and error" or "I just do as I am told" describe their 

inability to effectively communicate with other healthcare team members.  They freely admitted 

to not understanding various roles and responsibilities of other healthcare providers on their 
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units.  One nurse even voiced frustration that other healthcare providers needed to understand 

nurses’ scope of practice, not conversely.  Mutual respect and collaboration were essential 

elements for optimal patient care, but ADN nurses often noted that trust was not mutual between 

IP team members and that this affected their ability to work in the group.   

Amy, a recent graduate, was functioning at the novice level.  She was beginning to 

understand team concepts and needed more experience to further develop these skills.  She stated 

that a nursing mentor was assisting with her skill development on the unit, but she still did not 

understand the IP team process or competencies.  Betty and Catherine, who each had several 

years of experience, also identified mentors during their on boarding process.  Even so, they had 

concerns about understanding the scope of practice of various healthcare professions, how to 

effectively communicate, developing trusting relationships, and IP teamwork.  Without this skill 

set and encouragement to participate in team interactions, I determined that they were both at the 

competent level.  Benner (1984) identified that a competent nurse could apply previously learned 

skills to current clinical situations.  

Without academically acquired knowledge, this group of nurses must depend on 

experiential learning on the job to develop this skillset of IPEC competencies.  Without sufficient 

experience they may continue to struggle with the current focus of healthcare as IP team-based.  

A lack of preparedness jeopardizes collaboration and slows the progress of the team.  The 

inclusion of IPEC competencies within curricular activities for ADN students needs further 

investigation to determine if instruction includes and promotes learning activities that help 

graduates adapt to future working conditions. 
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Bachelor Degree Nurses      

All three BSN nurses (Debby, Erika, and Felecia) identified specific pedagogical 

activities that included elements of the IPEC competencies and The Essentials of Baccalaureate 

Education for Professional Nursing Practice (AACN, 2008) (Appendix B).  I believe that it is 

through the exposure to these skills during academic and clinical situations that BSN nurses were 

better equipped to assimilate into the IP team role.  These findings validated Benner's (1984) 

argument that when skills are retained, practiced, and effectively implemented nurses attain a 

competent to expert level of function.  As the findings of this study indicated BSN nurses 

participated in IP experiences enabling them to fully comprehend each IPEC competency and 

work at a high level of proficiency in real-world work situations.  Functioning at a competent to 

expert level, these nurses applied their IP team skills and actively contributed to the collaborative 

efforts of groups.  BSN programs provide foundational knowledge of the IPEC competencies 

enabling graduates to become contributing members of IP teams.  Additional courses on conflict 

management and difficult communication strategies could add aptitudes and promote life-long 

learning. 

Master’s Degree Nurses 

The MSN nurses (Gail, Heather, and Ingrid) conveyed that they did not have initial 

degree content and that the inclusion of IPE within the BSN curricula occurred after they 

graduated.  Although IP collaborations were mentioned within MSN courses, the focus was to 

improve their communication skills to facilitate IP team collaborations, rather than a more in-

depth coverage of all IPEC competencies.  Each MSN nurse had numerous years of clinical IP 

team experience which positively impacted their ability to understand and describe IPEC 
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competencies.  Their vocal tones and non-verbal motions combined with their descriptions of 

teamwork revealed how committed they were to IP team-based care.     

Heather and Ingrid were employed in a hospital setting during their transition from siloed 

to IP team care.  During their interview they described the process their employer used to 

educate staff.  Initially, mandatory in-services were conducted on communication strategies, 

conflict resolution, the importance of collaboration, understanding various healthcare providers' 

roles, and suggestions on how to implement IP team-based care on their units.  The hospital 

administration allowed the nursing staff to structure group meetings based on unit needs.  

Administration further explained that teamwork was not just talking with everyone.  The classes 

gave them pointers on how to share information and remedy potential conflicts.  "At first, there 

were a lot of issues," recalled Ingrid, "but as we continued these meetings daily, everyone 

learned what to do and how to work together."   

Daily meetings allowed teams to practice IPEC skills as taught during in-services and 

fostered an atmosphere of trust.  Heather, working in staff development at the time, stated that 

courses were discontinued within a year once all the staff had been trained.  She explained that 

new employees were then mentored in IP team-based skills by experienced staff during 

orientation onboarding.  Heather stated that team mentoring was no longer included during the 

onboarding process because nursing accreditation standards now included IPEC competencies.    

All MSNs in my study verbalized how effective healthcare IP teams were in positively 

impacting patient care.  The MSNs understood IPEC competencies and integrated them 

throughout their work situations.  These statements validated Benner's (1984) description of the 

expert nurse as one who knows the rules without thinking, performs effectively and efficiently, 

and can describe clinical situations where their interventions made a difference.  In my study, 
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MSNs functioned at an expert level, integrating IP collaborations on a daily basis, understood 

IPEC competencies, and realized the impact of IP teamwork on patient care.  Gail, Heather, and 

Ingrid considered themselves life-long learners to promote professional development and were 

mentors of future healthcare providers. 

Research Question Two Summary  

The focus of research question two was to investigate how experience and education 

facilitated nurses’ attainment and application of IPEC competencies in real-world IP team 

situations.  Utilizing Benner's (1984) approach to analyze nurses' proficiency, participants’ 

responses were compared with IP competencies (Appendix F).  As shown in Table 4, Amy was 

at the novice level; Betty, Catherine, Debby and Erika were at the competent level; and Felecia, 

Gail, Heather, and Ingrid were experts.  The data revealed that pedagogical and work 

experiences impacted nurses’ abilities to understand and utilize IPEC competencies.   

Participants with limited curricular and ineffective IP team interactions had difficulties 

idenitifying specific attributes of IP team collaborations.  Conversely, nurses with structured 

pedagogical IP activities or advanced IP clinical experiences verbalized a high level of 

knowledge concerning IPEC competencies and were able to apply these skills in real-world 

situations.  Those expert nurses explained that hospitalized patients, in the current healthcare 

arena, required IP healthcare providers to function at a higher level of proficiency, regardless of 

years of experience.   

The current onboarding process, as explained by Amy and Debby expected the 

professional provider to know and understand IP team-based care.  The ADN nurse Amy, a 

novice when compared to Debby (a BSN degree nurse), failed to idenitify any pedagogical 

activities that provided foundational knowledge of IPEC competentices and stressed her 
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relutance to engage in IP team activities.  Betty and Catherine, the other two ADN nurses, 

functioned at a competent level but verbalized a lack of educational IP activities, an onboarding 

process that included education on IPEC competencies, or specific mentoring related to IP 

teamwork.  ADN nurses, even with equal years of expereince to BSN nurses, did not achieve the 

expert level that Benner (1984) argued should be attainable.  Without the foundational 

knowledge of IPEC competencies this status may never be actualized. 

When a healthcare provider is identified as a nurse it is the expectation that they have 

acquired the essentail competencies of the profession.  As identifed in this research, the 

accredidation standards and curricular accomplishments of ADN, BSN and MSN programs 

differ.  As such, the ADNs had practical training of the competencies, the MSNs technical 

knowledge, and  the BSNs  practical and technical preparation.  These variations in knowledge 

development validate Benner’s (1984) argument that while theory can initially guide the 

clinician, it is not inclusive to develop clinical competence.  The attainment of clinical expertise 

is a complex process of knowledge imbedded in advanced clincial experiences.  Thus, a 

combination of practical and technical training, as demonstrated in my study, can facilitate 

clinical expertise in IP team collaboration. 

However, employers of nurses expect that regardless of educational level nurses have a 

foundational understanding of effective communication and collaboration and an understanding 

of the roles and responsibilities of other healthcare providers.  Nurses, without sufficient 

pedagogical IPE depend on healthcare institutions to provide this knowledge through mentoring 

within their work environments.  Future research studies are needed to reveal additional 

curricular differences between ADN and BSN programs to determine how inclusion of IPEC 

competencies and accredidation standards can be met.  Research should also evaluate the 
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instructional effectiveness of pedagogical IP activities from the graduates' real-world work 

perspective and healthcare facilities should consider assessing nurses’ knowledge of IPEC 

competencies during onboarding.   

Study Limitations 

  Limitations for the research study on nurses’ perceptions of IP teams and their 

understanding of IPEC competencies can be related to generalizations and the researcher's 

background.  As with most qualitative phenomenology studies a small and specific population of 

participants was sampled.  For this study nine nurses were interviewed individually utilizing a 

semi-structured approach.  Nurses were graduates from associate, bachelor’s, and master's degree 

programs and worked at hospitals in the mid-South region of the US.  Findings are therefore not 

generalizable to other populations of nurses who work at teaching or non-teaching hospitals, vary 

in age different from this population or attended other nursing programs.    

  Other areas that may have been helpful included interviewing nurse administrators, other 

members of the IP healthcare team from the same units as participants, and faculty members of 

programs from which these nurses graduated.  Reviewing IP team documents from electronic 

medical records of patients who had positive or negative IP team interactions may also have been 

included.  If studies of nurses related to IP team competencies and levels of expertise are 

conducted in the future this data could result in a more robust conclusions and recommendations.  

  The other limitation of this study is my background in nursing, simulation, and 

interprofessional education.  Nurses who had an ADN or BSN degree, questioned by a nurse 

educator whose study was focused on IPE, could find being interviewed intimidating and may 

have chosen not to describe their true feelings about IP team experiences.  This limitation was 

considered when determining the sampling strategy, which included selecting nurses who 
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graduated with varied degrees and work experience.  Nonetheless, investigator bias was a 

concern when reviewing the results of this study. 

Recommendations 

 Healthcare instructional institutions must follow accreditation policies and add IPE into 

an already saturated curriculum.  These programs will encounter obstacles, such as lack of 

collaborating professions, faculty opposition, and administrative resistance but until  IPE is 

integrated alongside professions’ other essential skills graduates will continue to struggle as they 

progress from a competent to expert provider.  The information gathered from this study and the 

literature reviewed led me to identify five recommendations. 

First, all nursing degree programs need to provide foundational instruction on IPEC 

competencies.  Once more broadly institutted, studies need to compare and contrast multiple 

programs across the US to identify how and, BSN, and MSN programs implement IPE.  Further 

investigation is needed to determine if the dichotomy found in this study is a regional or more 

extensive concern.   

My second recommendation is for IPEC or other collaborative organizations to provide 

more guideance by developing additional strategies that all disciplines could emulate.  Currently, 

a limited number of programs, such as TEAMStepps have a developed curricular plan (AHRQ, 

n.d.).  Other options should be developed that promote deliberate practice and interleave IPE 

concepts throughout thier programs.  I developed a curricular template based on my research that 

integrates various conceptual and study models to serve as a pedagogical guide for IPE (Table 5).  
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Table 5 

Curricular Template 

Phase Topic Activities Theory 

1 Introduction to IPEC 
competencies 

Movie, talking walls, 
team-based introduction 

Novice, forming teams 

2 Develop each competency Games, facilitator led 
team discussions 

Novice-competent, 
storming teams 

3 Team-based case development 
of public health project 

Work in community 
learning groups 

Competent group that 
is storming to norming 

4 Clinical rotation 
implementation of IP strategies 
in real-world situations 
(instructor guided) 

Faculty led chat rooms 
to discuss positive and 
negative team 
interactions  

Competent student, 
forming group stage 
with current staff in 
clinical areas 

5 Assess curricular effectiveness Conduct 1 and 6-month 
survies to assess 
outcomes  

Competent graduate, 
forming to norming 
group development 

 

The IPE modules begin with an introductory phase which provides the background of 

IPE development and its impact on healthcare.  A combination of movies, games, and team 

activities facilitate students progress through phase two.  Specific IPEC competencies are 

defined and described to provide a foundation to facilitate future events.  Phase three promotes 

the inclusion of IP teams in various curricular activities.  Students from multiple professions are 

placed in IP teams to work through faculty developed cases.  Tabletop discussions then lead to 

simulation patient encounters.  Teams research topics, implement strategies, and present their 

findings to other teams.  Activities may be inter or intraprofessional allowing students to interact, 

share ideas, resolve conflicts, and critically think through cases.  A flipped classroom concept 

could also be incorporated to provide students with varied experiences.  Phase four occurs when 

students are heavily involved in their clinical rotations.  Games, movies, and chat rooms further 

enhance analysis and synthesis of IPEC competencies within their practice situations.  Students 

work in real-world situations observe positive and negative team collaborations.  Chat rooms 
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facilitate robust discussions where students can share experiences and faculty can offer strategies 

enabling a learning environment that is often missed with other approaches.   

The third recommendation and final phase of my curricular template assesses 

programatic effectiveness from the perspective of the graduates.  Without feedback from 

graduates healthcare training programs and care institutions will continue to provide the same 

pedagogical activities that meet accreditation standards, but may not produce desired outcomes.  

If graduates are not empowered to discuss treatment options with the IP team, collaborate, and 

understand the scope of practice of various healthcare professions patient outcomes may be 

adversly affected.   

My final recommendation is for healthcare institutions to assess the knowledge base of 

all healthcare providers related to IPEC competencies during the on-boarding process.  The 

results of these assessments could be used to structure individualized courses and tailor 

mentoring experiences.  Periodic assessments of current staff could also identify knowledge 

deficits related to specific elements of IPEC competencies.  Continuing education about conflict 

management, advanced communication strategies, and team dynamics are recommended topics 

to promote life-long learning.  Implementation of this strategy could enhance IP teamwork and 

lead to improved patient outcomes as suggested by the IOM (IOM, 2003).  

Healthcare educators strive to produce confident, contributing professionals.  We must 

implement IPE with the same passion as other essential skills.  Until educational institutions 

utilize similar strategies graduates will continue to struggle, thus jeopardizing patient safety and 

creating poor outcomes.   
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Conclusion 

Nurses in this study revealed the existence of a relevance gap between IPE instruction 

and IP practice.  If nurses and other healthcare professionls are to work effectively as functioning 

IP teams they must receive foundational instructional activities about team dynamics during their 

formative educational programs.  By utilizing simulation case-based situations with IP teams for 

training healthcare providers will possess the IP skills needed to enhance team interactions once 

they enter the real world.  As demostrated by response from the ADN nurses, without these 

introductory activities new graduates without IPE instructionmay be ineffective team members 

until they obtain years of positive IP work experiences and mentoring.    

These findings support the following research recommendations: (a) Further research is 

needed to determine if ADN and BSN degree programs incorporate adequate IPE experiences; 

(b) Targeted assessment of practicing nurses is needed to determine acquisition of IPEC 

competencies; (c) Outcome assessment of pedagogical  practices is needed to ensure effective 

IPE curricular instruction; and (d) Support for the development and utilization of continuing IPE 

programs is needed for healthcare providers to support life-long learning in dynamics of IP team-

based care. 

The results of my study validate that instruction on IP team dynamics before actual real-

world situations can help bridge the gap between IP knowledge and IP practice.  It is the 

responsibility of healthcare instructional programs and healthcare institutions who hire these 

providers to ensure that all IP team members possess working knowledge of IPEC competencies.  

With this foundation, team members will be better able to engage in collaborative discussions 

and achieve the IOM recommendation to enhance patient care (IOM, 2003).  
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Appendix A 

The Six National Healthcare Professions of IPEC 2009 

1.  American Association of Colleges of Nursing  

2.  American Association of Colleges of Osteopathic Medicine 

3.  American Association of Colleges of Pharmacy 

4.  American Dental Association 

5.  Association of American Medical Schools 

6.  Association of Schools and Programs of Public Health 

(IPEC, 2016)  
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Appendix B 

Selected Healthcare Professions Interprofessional Accreditation Standards  

 

Nursing-Baccalaureate 

Essential VI: Interprofessional Communication and Collaboration for Improving Patient 

Health Outcomes  

Rationale 

Effective communication and collaboration among health professionals are 

imperative in providing patient-centered care. All health professions 

are challenged to educate future clinicians to deliver patient-centered care as members of an 

interprofessional team, emphasizing communication, evidence-based practice, quality 

improvement approaches, and informatics (IOM, 2003a). Interprofessional education is 

defined as interactive educational activities involving two or more professions that foster 

collaboration to improve patient care (Freeth, Hammick, Koppel, & Reeves, 2002). 

Teamwork among healthcare professionals is associated with delivering high quality 

and safe patient care (Barnsteiner, Disch, Hall, Mayer, & Moore, 2007). Collaboration is 

based on the complementarities of roles and the understanding of these roles by the members of 

the healthcare teams.  

Interprofessional education enables the baccalaureate graduate to enter the workplace with 

baseline competencies and confidence for interactions and with communication skills that will 

improve practice, thus yielding better patient outcomes. Interprofessional education can occur in 

a variety of settings. An essential component for the establishment of collegial relationships is 

recognition of the unique discipline-specific practice spheres. Fundamental to 

effective interprofessional and intraprofessional collaboration is a definition of shared goals; 

Clear role expectations of members; a flexible decision making process; and the establishment of 

open communication patterns and leadership. Thus, interprofessional education optimizes 

opportunities for the development of respect and trust for other members of the healthcare team. 

The baccalaureate program prepares the graduate to:  

 1. Compare/contrast the roles and perspectives of the nursing profession with 

other care professionals on the healthcare team (i.e., the scope of discipline, education, 

and licensure requirements).  

2. Use inter and intraprofessional communication and collaborative skills to deliver evidence-

based, patient-centered care.   

3. Incorporate effective communication techniques, including negotiation and conflict resolution 

to produce positive professional working relationships. 
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4. Contribute the unique nursing perspective to interprofessional teams to optimize patient 

outcomes.  

5. Demonstrate appropriate teambuilding and collaborative strategies when working with 

interprofessional teams. 

6. Advocate for high quality and safe patient care as a member of the interprofessional team.  

Sample Content 

· interprofessional and intraprofessional communication, collaboration, and socialization, with 

consideration of principles related to communication with diverse cultures  

· teamwork/concepts of teambuilding/cooperative learning 

· professional roles, knowledge translation, role boundaries, and diverse disciplinary perspectives 

· relationship building · navigating complex systems, system facilitation  

· interdependence and resource sharing of healthcare professions  

· individual accountability/shared accountability  

· advocacy  

· ethical codes and core values of different healthcare professions  

· autonomy  

· safety  

· scopes of practice  

· conflict management, conflict resolution strategies, and negotiation  

· group dynamics  

· principles of referral process for specialized services  

· participatory decision making  

· caring 

(AACN, 2008, pg. 22-23) 

 

Optometry 

The nature of the Doctor of Optometry as a health care provider 

Doctors of Optometry are: 

• expected to utilize all resources, including ancillary personnel, intra- and inter-professional 

collaboration, co-management, and referral in securing the best possible care for their patients  
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Professional attributes:  

 

• a commitment to work as an integral member of the larger interprofessional health care team to 

improve patient care outcomes (Association of Schools and Colleges of Optometry, 2011, p. 3) 

The New Doctor of Optometry Must be Capable 

To provide the highest quality of care to their patients, Doctors of Optometry must possess 

appropriate cognitive and motor skills needed to prevent, diagnose, treat and manage clinical 

conditions that are within the scope of their professional responsibilities.  

The school or college of optometry shall ensure that before graduation, each student will have 

demonstrated:  

• the ability to recognize and initiate the coordination of patient care requiring advanced medical, 

systemic, inter-professional or specialty care 

• the ability to appropriately use all resources, including the use of ancillary personnel, intra- and 

inter-professional collaboration, co-management, and referral, in ensuring the best quality patient 

care  

(Association of Schools and Colleges of Optometry, 2011, p. 5) 

 

Pharmacy 

Standard 11: Interprofessional Education (IPE)  
The curriculum prepares all students to provide entry-level, patient-centered care in a variety of 
practice settings as a contributing member of an interprofessional team. In the aggregate, team 
exposure includes prescribers as well as other healthcare professionals.  

 

Key Elements:  
 
11.1. Interprofessional team dynamics – All students demonstrate competence in 
interprofessional team dynamics, including articulating the values and ethics that 
underpin interprofessional practice, engaging in effective interprofessional 
communication, including conflict resolution and documentation skills, and honoring 
interprofessional roles and responsibilities. Interprofessional team dynamics are 
introduced, reinforced, and practiced in the didactic and Introductory Pharmacy Practice 
Experience (IPPE) components of the curriculum, and competency is demonstrated in 
Advanced Pharmacy Practice Experience (APPE) practice settings.  
 
11.2. Interprofessional team education – To advance collaboration and quality of 
patient care, the didactic and experiential curricula include opportunities for students to 
learn about, from, and with other members of the interprofessional healthcare team. 
Through interprofessional education activities, students gain an understanding of the 
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abilities, competencies, and scope of practice of team members. Some, but not all, of 
these educational activities may be simulations.  

 

11.3. Interprofessional team practice – All students competently participate as a 
healthcare team member in providing direct patient care and engaging in shared 
therapeutic decision-making. They participate in experiential educational activities with 
prescribers/student prescribers and other student/professional healthcare team members, 
including face-to-face interactions that are designed to advance interprofessional team 
effectiveness. 

(Accreditation Council of Pharmacy Education, 2016, p. 7-8) 
 

 

Physician Assistant Accreditation Standards 

Standards Section B Introduction 

The program curriculum prepares students to provide patient-centered care and collegially work 

in physician-PA teams in an interprofessional team environment. The curriculum establishes a 

strong foundation in health information technology and evidence-based medicine and 

emphasizes the importance of remaining current with the changing nature of clinical practice 

(Accreditation Review Commission on Education for the Physician Assistant, 2017, p. 33) 

Standard Evidence Suggestions / 

Performance Indicators 

B1.08 The curriculum must include an instruction to prepare 
students to work collaboratively in interprofessional 
patient-centered teams.  
 
ANNOTATION: Such instruction includes content on the 
roles and responsibilities of various health care 
professionals, emphasizing the team approach to patient-
centered care beyond the traditional physician-PA team 
approach. It assists students in learning the principles of 
interprofessional practice and includes opportunities for 
students to apply these principles in interprofessional 
teams within the curriculum. 

Course-related materials with 
instructional objectives, learning 
outcomes, and opportunity to 
apply the interprofessional 
practice, required for all 
students.  
 
Student evaluation mechanisms 
that relate to the development, 
application, and evaluation of 
these skills.  
 
On-site interviews. 
 

(Accreditation Review Commission on Education for the Physician Assistant, 2017, p. 35) 

 

Competencies for the Physician Assistant Profession 

Interpersonal & Communications Skills  

Interpersonal and communication skills encompass the verbal, nonverbal, written, and electronic 
exchange of information. Physician assistants must demonstrate interpersonal and 
communication skills that result in effective information exchange with patients, patients’ 
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families, physicians, professional associates, and other individuals within the health care system. 
Physician assistants are expected to:  
• create and sustain a therapeutic and ethically sound relationship with patients  
• use effective communication skills to elicit and provide information  
• adapt communication style and messages to the context of the interaction  
• work effectively with physicians and other health care professionals as a member or 

leader of a health care team or other professional groups  
• demonstrate emotional resilience and stability, adaptability, flexibility, and tolerance of 

ambiguity and anxiety  
• accurately and adequately document information regarding care for medical, legal, 

quality, and financial purposes  
(American Academy of Physician Assistants, 2012, p. 2) 
 

Social Work 

 
Competency 8: Intervene with Individuals, Families, Groups, Organizations, and Communities  
Social workers understand that intervention is an ongoing component of the dynamic and 
interactive process of social work practice with, and on behalf of diverse individuals, families, 
groups, organizations, and communities. Social workers are knowledgeable about evidence-
informed interventions to achieve the goals of clients and constituencies, including individuals, 
families, groups, organizations, and communities. Social workers understand the theories of 
human behavior and the social environment, and critically evaluate and apply this knowledge to 
effectively intervene with clients and constituencies. Social workers understand methods of 
identifying, analyzing, and implementing evidence-informed interventions to achieve client and 
constituency goals. Social workers value the importance of inter-professional teamwork and 
communication in interventions, recognizing that beneficial outcomes may require 
interdisciplinary, inter-professional, and inter-organizational collaboration. Social workers: 
• critically choose and implement interventions to achieve practice goals and enhance 
capacities of clients and constituencies; 
• apply knowledge of human behavior and the social environment, person-in-environment, 
and other multidisciplinary theoretical frameworks in interventions with clients and 
constituencies; 
• use inter-professional collaboration as appropriate to achieve beneficial practice 
outcomes; 
• negotiate, mediate, and advocate with and on behalf of diverse clients and constituencies; 
and 
• facilitate effective transitions and endings that advance mutually agreed-on goals. 
(Policy, 2018)   
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Appendix C 

IRB Approval and Informed Consent 
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Appendix D 

Interview Script 

Beginning:  Thank you for meeting with me today.  I will be asking you questions about your 
team interactions on the unit.  Let’s begin on some background information.   

Beginning Questions and 
Demographics 
Name: 
Age: 
Gender: 
Race: 
 

How long have you been at your current position? How long 
have you been a nurse? 
What type of program did you graduate? 
 Is this your first job after graduation? 
Has nursing been your first career or is this a second/third 
career? 
Are you involved in interdisciplinary teams in any former 
positions? 

1.  Evaluation of IPEC 
Competencies Embedded in 
Team Interactions (Research 
Question #1) 

 1.  Describe a team interaction within your current unit?  
Who are the members of your team? 
a.  How would you describe the communication strategies 
between the various team members? 
b.  How did the team members resolve any conflicts?   
c. Describe the collaboration between the other healthcare 
professionals in this team? How would you describe your 
ability to collaborate with the team? Are there other 
healthcare providers that should be involved with these team 
interactions? 
d. Describe your role when discussing a case with the 
interdisciplinary team.  How is your professional input 
valued by the team?  
e. Were there any challenges with the team, impacting its 
function? 
f.  How would you describe your understanding of the 
roles/responsibilities of other members of your team? 
g.  How well do you think the team approach works? 
 
2.  Tell me about a team experience that did not demonstrate 
effective collaboration and/or communication. 
a.  What was the outcome of this interaction? 
b.  How would you describe the communication strategies 
during this interaction? 
c.  Is there anything you could have done to change the 
situation? 
 
3.  Overall, how do you think team interactions have: 
     a.  addressed patient safety/medical error issues 
     b.  impacted duplication of resources 
     c.  affected patient satisfaction 
     d.  affected patient outcomes 
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4.  Can you describe an experience when team interactions 
caused stress or tensions on the unit? 
    a.  How were these resolved? 
    b.  How did that make you feel? 

2.  Interprofessional Team 
Education (Research Question 
#2) 

1. How did you acquire the working knowledge to interact 
collaboratively with other professions?   
   a.  where did you learn this?   
   b.  how could it be improved? 
2. How do you feel about your ability to communicate with 
other members of the healthcare team? 
    a.  how could it be improved? 
3. What do you think is the ideal relationship between team 
members?  How should they communicate? 
4.  How would you evaluate the level of mutual respect and 
trust between the members of the team on your unit? What 
would be ideal? 
5.  What changes have you made in your team interactions 
since working on your current unit? 
     a.  where did you learn this? 
     b.  do you feel you could use additional training in this 
area?  If so what? 

Conclusion Is there anything you want to add that I may have missed in 
asking you about your team interactions? 
Thank you, I will be sending the transcripts to you as soon as 
they are completed for your review. 

Questions adapted from Weiss, Tilin & Morgan (2014) and Benner (1984).  
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Appendix E 

Permission to Contact Potential Participants 

 

A person from work or a friend has told me about a study called “Learning from 

Interprofessional Practice.”   I am interested in learning more about this study. 

I give permission for her to give Cheryl Scott, my name and phone number.  I understand if I do 

not respond to the call, no future calls or messages will be left. 

I understand that Cheryl Scott will call me to explain the study to me so that I can decide if I 

would like to be in it. If I do, she will make an appointment with me to get my official 

permission to be in the study and to interview me.   

I understand that there is no obligation on me to be in the study at this time. I am simply agreeing 

to talk with Cheryl Scott about the study. 

 I will receive a copy of this form to keep. 

 

Date___________ 

 

My name and phone number: ____________________________________ 

  ______________________________________________________ 

 

Recruiter:_____________________________  Date___________ 

 

GOOD DAYS OR TIMES OF DAY TO CALL ME ARE: 

_____________________________________________________  
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Appendix F 

Team Interactions and Novice to Expert Guide 

Team Interactions 

/Level 

Novice/Advanced 

Beginner 

Competent/Proficient Expert 

Roles and 
responsibilities 

Reliance on books, 
theory, and resources 
to conclude.  
Concentrates on 
facts.  Perceives self 
as a siloed healthcare 
provider.  Non-
flexible in role and 
responsibility.  Proud 
of their role but 
realizes they have a 
lot more to learn.  
 

Uses a combination of 
resources and few 
concrete experiences.  
Starts to view self and 
others as contributing 
members but still 
siloed. I am beginning 
to have a flexible view 
of other healthcare 
provider 
roles/responsibilities. 

Pulls from multiple 
experiences and can 
articulate how the 
process has evolved. 
Expresses deep 
understanding of 
subject matter — 
Verbalizes flexibility 
in approaching new 
situations and allows 
team members to 
share responsibilities. 

Collaboration Must look at the 
problem and all its 
parts as similar 
issues.  Linear in 
thought.  Little 
collaboration with 
others, except those 
in authority.  Uses 
some critical thinking 

Views the problem 
and the issues 
surrounding it. 
Utilizes critical 
thinking to determine 
the best course of 
action.   Collaborates 
with some members of 
the team. 

Can effectively 
collaborate and 
critically analyze a 
problem with other 
healthcare providers.  
Together they 
determine the 
effective strategy 
based on the relevant 
issues surrounding a 
problem. 

Communication 
 

Only interacts with a 
team as a detached 
observer.   

Communicates with 
several members of 
the team but limited.  

Fully engages in 
team discussions 
with all members and 
actively seeks others 
input. 

Team level   In “forming” level 
of team interactions. 

In “storming” level of 
team interactions. 

In “norming” level of 
team interactions. 

    
Adapted from team development by Tuckman (1965) and novice to expert theory by Benner (1984). 



139 

 

Appendix G 

Multiple-Case Procedure Model for Learning from Interprofessional Practice 

 

Adapted from Multiple-Case Study Procedure (Yin, 2018, p. 58) 

Define and Design

Research questions:

1.  How do nurses engage in 

interprofessional practice?

2.  What is a nurse's understanding of the 
interprofessional team process?

Qualitative Multi-Case  interviews using 
Novice to Expert & Team Development 
Theories.

Cases:  Nurses from 3 different educational 
programs and from 3 different competency 
levels

Designed data collection questions

Prepare, Collect and Analyze

1.Conduct case study interview and write 

individual case report:

a. AD nurse: N, C, E

b. BSN nurse: N, C, E

c. MSN nurse: N, C, E

2.  Write indivudal case report to:

a. Determine level of proficiency.

b. Determine level of team development.

c.  identify themes and key concepts related 
to understanding of team concepts. 

Analyze and Conclude

1.  Synthesize all data, tabulate themes 

across each case, draw cross-case 
conclusions .

2.  Determine any rival interpretations

3.  Determine  the overall significance of the 
study and identify future research 


