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“What you don’t know could fill a barn.” 

       (Bart Simpson, 2001) 
 

 One of the abiding messages from virtually every experiment conducted 

with students is that they really enjoy and appreciate the IP experience.  Many, 

many courses have been developed which demonstrate the viability of teaching 

in teams – learning in teams, and virtually all have been evaluated using a 

popularity scale which essentially underscore the statement:  “We love it, give us 

more – NOW!”. 

From an evaluative review of the course based approach to IPE as 

described in the extensive literature it is clear that there are fundamental 

questions to be answered about how best to approach a curricular methodology 

e.g. (1) how can disciplinary approaches to a  topic (e.g. palliative care) be 

melded so that the curriculum is truly something that reflects the “inter” i.e. the 

places between the disciplines, where a common understanding of component 

parts is larger than the sum of the whole? (2) how may  faculty from distinct 

disciplines be prepared to teach IPE, so that they recognize the boundaries of 

their disciplines but at the same time come to understand ways of teaching the 

binding the interstices?  (3)  how may IPE curricula be placed in a frame that 

recognizes the “inter” nature of the issue(s) being addressed? And (4) how may 
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students be moved beyond their particular disciplinary education to understand 

the roles of other disciplines in the health collaborative (i.e. what pedagogic 

methods can be used to facilitate learning with, from and about each other)1   

Paralleling these questions about the organization of IP, have come 

questions about the timing of IPE i.e. is the goal of IPE best served by pre-

licensure/pre-registration experiences, or at post-licensure registration.  Much 

has been written about the “best” time to introduce concepts of IPE ranging from 

total immersion from the beginning of professional education (see, for 

example,the work of the New Generation Project at the University of 

Southampton in Portsmouth in the U.K. URL:  www.commonlearning.net), to 

working only at the post-licensure level.  The arguments about ‘best’ time have 

some similarity to discussions about learning a second language – those who 

advocate for early immersion (i.e. from birth) and those who advocate for late 

immersion (i.e. after a first language has been acquired with complete 

competency).  In this paper we will explore these notions of  “exposure” and 

“immersion”. 

The literature on IPE also contains many discussions over many years 

about barriers to effective IPE programs.  There is broad consensus on, for 

example, the difficulties of scheduling courses, meeting discipline requirements, 

recognizing faculty for promotion and tenure, covering the costs.  Gilbert (2005) 

has examined these and other barriers that have prevented (and continue to 

prevent) the emergence of a culture of interprofessionalism within both the post-

                                                 
1
 We adopt the CAIPE  (1997, modified 2002) definition of interprofessional education (see below) 
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secondary sector and the health care industry.  Whilst efforts have been made to 

remove barriers at the surface of the system, their deep systemic roots have not 

been thoroughly explored, addressed or resolved.  The result is that the barriers 

remain in place, once a frequently successful experiment in IP is completed.  For 

example, a small and dedicated group of faculty may agree – for the purposes of 

a grant funded IPE project, to devote time to the goals of that project, with little or 

no institutional recognition for their contribution.  As a normal fact of life, 

however, such activity is unsustainable, particularly in post-secondary 

environments, where promotion and tenure, and recognition of merit, are tied to 

traditional academic measures e.g. publication, grant writing etc.  Without 

appropriate institutional recognition of the place of IPE in a health and human 

service curriculum, faculty interest wanes, the experiment loses impetus, and 

eventually folds.  It is a difficult story to gainsay :  interprofessional collaborative 

practice is one part of practice, with disciplinary rigour is its essential base. Yet 

change in practice is not possible without movement to a middle ground in which 

IPE is situated.  David Satin, in a presentation to the Association of Gerontology 

in Higher Education (1986), brilliantly summarized these issues and spoke clearly 

and definitively about their Association2: 

 “…interdisciplinary education must expect to exist in exceptional 

programs, alternatives to the model nondisciplinary and occasional 

multidisciplinary ones.  Its functions are to provide a source of learning 

and support to educators and students who are open to this approach,   

                                                 
2
 Satin (1994) defines “interdisciplinary” in very much the same language as CAIPE dfines 

“interprofessional”. 
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influence other education programs and approaches by example and 

consultation, and explore the theory and techniques of this 

approach to pedagogy and education” (Satin, 1986), (pp.66-67) 

IPE needs focal points – in theory and in research. A strong theory that will allow 

the evaluation of parameters associated with interprofessional collaboration in 

education and practice, and that involves a mix of health and human service 

professions both within the university, and with community partners. Over the 

past 50 years it has become clear that there is a tremendous need to develop a 

true basis for scholarship for IPE.  A need to examine its theoretical bases 

through a number of different academic disciplines such as sociology, 

philosophy, anthropology, economics, political science which offer theories, 

methods and data to inform this work.   

Why to illustrate how and why such ideas may be used to develop models 

based on testable hypotheses of appropriate theory (ies). To show that data from 

tested hypotheses lend credence and acceptability to IPCP. 

 
In this paper, discussion will be based on the following definitions: 

 
Interprofessional. Occasions when two or more professions learn with, 

from and about each other to improve collaboration and the quality of care. 
(Centre for the Advancement of Interprofessional Education, 1997) 
 

Interprofessional Collaborative Practice. A process through which parties 
who see different aspects of a problem can constructively explore their 
differences and search for solutions that go well beyond their own professional 
vision of what is possible.  
 

IPE needs focal points – in theory and in research. A strong theory (or 
theories), that will allow quantitative and qualitative analyses of the complex 
parameters of interprofessional collaboration as exemplified in education and 
practice.  
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IPE needs a logical and coherent research programme that engages the 
mix of health and human service professions across the education – service 
provider spectrum.  

As the community of interprofessional educators has matured over the 
past 50 years the need to develop its basis in scholarship has become 
increasingly apparent. The scholarship of IPE may find theoretical bases in a 
number of different academic disciplines such as sociology, philosophy, 
anthropology, economics, political science et al.   

Learning from these disciplines may indeed help IPE to use their theories 
to develop models from which may be derived testable hypotheses, which may 
then be tested to provide data that hopefully lend credence and acceptability to 
IPE.  

The accumulation of data based quantified experience, as opposed to 
perceived values, in the education-provider framework, should be designed to 
provide a distinct understanding that interprofessional education (IPE) should 
always accompany interprofessional collaboration (IPC).  

Models should allow measurement of change, as a function of 
collaborative/team experience. Such measures should then show that knowledge 
and skills acquired in IPE have indeed been translated into practice.  

I often say that when you can measure what you are speaking about, and 
express it in numbers, you know something about it; but when you cannot 
express it in numbers, your knowledge is of a meagre and unsatisfactory kind; 
it may be the beginning of knowledge, but you have scarcely in your thoughts 
advanced to the state of Science, whatever the matter may be. (Lord Kelvin) 

The theoretical challenges confronting IPE are no more numerous or 
complex than many other areas of scholarly endeavour in which scientifically 
acceptable methods are used to test hypotheses.  

If IPE rests on no theoretical base … then what is it? It finds itself in the 
position of “science” before Francis Bacon and the Great Instauration – an 
occupation that simply counts things – such as instances of enjoyable student 
experiences (“We like it – give us more) that tell nothing of the validity of IPE for 
changing the provision and quality of care through collaboration.  

In such a frame, any statements about IPE and understanding of its 
operational power at best remain moot, and at the worst are simply conjectures, 
with the tragic result that a body of knowledge that might, indeed could, better 
inform the practice of IPE simply does not grow.  

Without a theory and accompanying research, IPE indeed faces the Law 
of Inevitable Consequence, i.e., unless a coherent body of knowledge develops 
in which practice and teaching can be based, assessed and evaluated … IPE 
remains at the mercy of fashion and expediency. A suitable theory must therefore 
recognize and include some fundamental concepts. 

IPE needs theory that provides an explanation independent of the 
phenomenon being studied. That is, it must be based on principles that are 
coherent, generalizable, transferable, and of continuing applicability.  

IF a reasonable theory (or theories) does provide opportunities to test 
hypotheses that provide data on the relationship between different professional 
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groups as expressed in their values and beliefs, THEN it (they) should allow for 
the generation of models that can be tested for data that lead to an 
understanding of the knowledge, skills, attitudes and behaviours needed to 
collaborate effectively in teams of health and human service professionals in a 
team; and the benefits of IPE to the quality of care of patients or clients. The 
theory should allow test on the definition: with, from and about. 

The flow will then be from theory to system change, i.e., IPE will move 
from theories to hypotheses; from hypotheses, to models, to data; from data, to 
hypotheses to theories; from theories to hypotheses to models to data to 
interpretation to policy implementation to system change.  

Finally, it is apparent that as yet the appropriate experiment to test the 
validity of IPE has never been conducted.  No educational jurisdiction has ever 
established the conditions necessary to educate health and human service 
students in interprofessional settings prior to graduation and subsequent 
licensing/registration. It has therefore been impossible to apply scholarship of the 
kind described above.   

It is ironic that whereas societies spend large sums of money on 
DISCIPLINARY education, they have spent almost nothing on 
INTERPROFESSIONAL education, which is viewed as vital to the health of 
populations.   

It is therefore of little or no practical value to try to measure the 
effectiveness of IPE post-registration/post licensure, since the measures taken 
will be of populations of practitioners whose education is as unlike as oranges 
and apples.  No one would measure the effectiveness of care providers who had 
not received a disciplinary education.  To attempt to measure the effectiveness of 
IPE post-registration or licensure - when so few health and human services 
providers are provided with education and training in IPE, lacks any experimental 
foundation. 

Immediate and future endeavours to investigate, document and set into 
practice the value of professionals learning with, from and about each other for 
the purposes of collaborative practice, need to focus their attention on those 
experimental paradigms, both quantitative and qualitative, that can answer the 
null hypothesis:  

“There is no difference in the quality and outcomes of patient care 
provided by professionals who are educated at the pre-licensure level to 
learn with, from and about each other”. 

In addressing the null hypothesis, what issues need to be addressed? 
Articulating a series of testable questions; developing or adopting methods to 
examine those questions; finding appropriate tools for data analyses; and 
developing contexts for interpretation. 

What concepts are needed to test “with”, “from”, and “about” within the 
contexts of collaboration and quality of care? For example: how do collaborators 
think about their professions? How do collaborators talk about their professions? 
How do collaborators view the “good” of what they do? How do collaborators 
conceptualize their interactions? 
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Using theories & methods from other domains of scholarship we can: 
OBSERVE i.e. watch and record interactions and track changes [Anthropology]. 
QUESTION the participants in surveys, focus groups and deliberative dialogue 
[Sociology]. COST the interactions [Economics]. RECORD & ANALYZE 
communication [Linguistics]. MEASURE the start, mid-term and end points of IPE 
into collaborative practice [Statistics]. ORGANIZE behaviours [Psychology]. 
Examine the legal implications. 
 If theories and methods from these and other domains can be applied, 
what would constitute a set of testable items? In almost all respects, the literature 
on IPE points to features of education, learning and practice that serve as 
barriers to IPE. That literature also frequently suggests mechanisms that might 
facilitate IPE. How might these then be articulated in curricular reform/change so 
that they might serve as testable items within the context “with, from, about”? 

[The following sections are yet to be articulated clearly] 
 
1.0 Testable Items: Barriers 
• interpersonal differences  
• coping with change  
• intra- and inter-professional rivalry 
• power, income and status differentials 
• concepts of health service 
• concepts of collaboration 
• concepts of management and accountability  
• organizational priorities 

 
2.0 Applying With, From & About 
• patient centred values, goals and objectives 
• clearly negotiated & defined tasks, procedures, and protocols  
• complementary roles  
• communication 
• respect, trust and confidentiality 
• collaboration in practice 
• review and reflection on progress  
• informed feedback on performance 

 
3.0 Learning Milieu (e.g. PBL/CBL) in which to test IPE  
•Collaborative,  
•Egalitarian,  
•Group directed,  
•Experiential,  
•Reflective, and  
•Applied  

 
IPE: Testing the Null Hypotheses 

 
 The barriers and facilitators form the inputs to the following matrix.  
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A second matrix [not yet developed] takes the outputs (collaborative 
competencies) and applies them to measure of collaborative practice and 
measures of the quality of care that result from applying the competencies. 

A third dimension of the matrix [not yet developed] will include learning 
environments e.g. primary care; chronic disease management; etc. 

 
 

Practice Education. That portion of a health professional 
program of studies that is devoted to applying the principles of a 
profession to professional practice, in the workplace. Practice 
education is organized around programs provided by communities in 
a variety of formats e.g. primary care, acute care, chronic disease 
management. Practice education comprises both the placement of 
students in such agencies, and the education provided to those 
students by qualified health practitioners 

Measuring IPE: e.g. Respect & Trust

Learning Milieus

Professional scopes 

of practice

Managing a specific 

patient/client

e.g. Stereotypes

SkillsKnowledge Attitudes
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Learning outcomes: collaborative competencies 
 
A measurable skill or set of skills, level of knowledge, and 
behavioural practices obtained through formal, non-formal 
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and informal learning; ability to perform occupation specific 
tasks and duties. (CICIC 2003) 
 
In a THREE-dimensional matrix: going backwards – the 
patient in Site of Care (PHC, CDM etc). 
 
 
Six Aims for Improvement (CQC 2001) 
 
The core need for health care to be: 
Safe 
Effective 
Patient-centred 
Timely 
Efficient 
Equitable. 
 
Ten Rules for Redesign 

1. Care is based on continuous healing relationship 
2. Care is customized according to patient needs and values. 
3. The patient is the source of control. 
4. Knowledge is shared and information flows freely. 
5. Decision making is evidence-based. 
6. Safety is a system property. 
7. Transparency is necessary. 
8. Needs are anticipated. 
9. Waste is continuously decreased. 
10. Cooperation among clinicians is a priority. 

 
 
“Health care is not just another service industry. Its fundamental 
nature is characterized by people taking care of other people in times 
of need and stress. Stable, trusting relationships between a patient 
and the people providing care can be critical to healing or managing 
an illness. Therefore the importance of adequately preparing the 
workforce to make a smooth transition into a thoroughly revamped 
health care system cannot be underestimated.” (CQC. P. 6) 
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Quality of Care 
Approaches to Assessment. 
 
Three categories: 
1.0 Structure. Denotes the attributes of the settings in which care 

occurs. This includes the attributes of material resources (such 
as facilities, equipment and money), of human resources (such 
as the number and qualifications of personnel), and of 
organizational structure (such as medical staff organization, 
methods of peer review, and methods of reimbursement). 

2.0 Process. Denotes what is actually done in giving and receiving 
care. It includes the patient’s activities in seeking care and 
carrying it out as well as the practitioner’s activity in making a 
diagnosis and recommending or implementing treatment. 

3.0 Outcome. Denotes the effects of care on the health status of 
patients and populations. Improvements in the patients 
knowledge and salutary changes in the patient’s behaviour are 
included under a broad definition of health status, ad so is the 
degree of patient’s satisfaction with care. 

(Donadedian, A. 1988, p.1745) 
 

The definition of IPE makes a strong claim: 

“Occasions when two or more professions learn with, from and about 
each other to improve collaboration and the quality of care”. 

Which can be translated into a CLAIM: 

"When two or more professions learn with, from and about each other 
they improve collaboration and the quality of care". 

BUT … the Null Hypothesis, which we MUST test, would read as 
follows: 

“There is no difference in the quality and outcomes of patient care 
provided by professionals who are educated at the pre-licensure level 
to learn with, from and about each other.” 

In developing curricula, and the evaluation thereof, we need to be 
clear about what we mean when we say: 

WITH. 

FROM. 

ABOUT. 
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Because we have not only to put this learning into modules, but we 
have to link it to patient outcomes i.e. quality of care. So if, for 
example, a barrier to collaboration (and therefore a roadblock to 
improving quality of care) is a lack of ability to cooperate reflectively, 
then we need to get that barrier into a learning module and be sure 
that students come out understanding what it means to cooperate 
reflectively, AND that we can evaluate that learning. 

I have been deeply immersed in the Quality of Care literature (thanks 
to direction from Charlyn) and think that I see how to get structure, 
process and outcome into the curriculum. 

 

 
 


