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Abstract

Upon entering the workforce, many healthcare professionals are expected to work as members of an interprofessional
team. This contrasts with the current educational model at many universities where students are taught in silos
about their own professions. This article describes a 15-week interprofessional course experience and outcomes
related to didactic, simulation, and clinical experience over three semesters representing eight different professions
in one University. This course allowed students to learn not only about each other’s professions through classroom,
presentations, but also to learn from and with each other through a series of high-fidelity simulation and clinical
experiences. Three different measurements were used including a readiness to learn survey, introduction survey and
a pre/post-interprofessional competencies survey. Quantitative analysis was completed on the pre-and post-surveys.
Surveys were analyzed and students’self-efficacy ratings showed significant improvements in the areas of Teamwork,
Roles/Responsibilities, and Communication as well as an increase in knowledge of areas of patient centered care and
interdisciplinary teamwork. Areas that involved Teamwork and Roles/Responsibilities regarding other professions were
the largest improvements over the course of the semester. This indicates that the interprofessional course emphasized

learning in these domains as it would be the most beneficial to learn.
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Introduction

Interprofessional collaboration has been reinvigorated and within
the last decade has been effectively implemented in many countries
[1-4]. A universal, nationwide health goal is to provide patients with
optimal patient care leading professionals to work closely together
to perform assessments and evaluations and to relay the overlapping
information. The critical elements of defining interprofessional
education involve placing students in collaborative environments
where they can learn “about, from and with each other” (WHO,
2015, p. 10). Collaborative care helps improve patient outcomes and
reduces the risks of harming patients from avoidable mistakes [1, 5].
Students engaged in interprofessional education are more likely to
recognize their role in a team while valuing the opinions and what
other disciplines have to offer. Students in these interprofessional
teams will discover how closely their ethics and practice guidelines
overlap with their team members, making the discovery of how
closely related their professions can be [6].

Several factors have led to the increased interest in interprofessional
education. With the implementation of the Affordable Care Act in

2010, interprofessional collaboration was highlighted to mitigate
preventable medical errors and optimize patients’ healthcare [5, 7].
Lack of training could inhibit the effectiveness of collaborative care,
causing confusion among roles and expectations of individuals in a
work environment. While in their individual professional programs,
an entirely new set of competencies, aimed toward building their
skillset in team-based, patient-centered care, can be integrated [6].

Background

The resurgence of interprofessional education is a relatively recent
one; 71.1% out of 83 courses were less than five years old as of
2012 [8]. The authors further revealed the range of what is deemed
an interprofessional course appears to vary considerably. In some
cases, classes may be offered as a one-day training session whereas
in other situations, they are semester-long. Previous research
shows the effects on student’s attitudes and self-efficacy towards
interprofessional education improve significantly when enrolled in a
course for a longer period of time [8-13]. However, research is still
needed in order to show benefits and shortcomings of programs in
order to better understand how students are affected.

The Department of Defense and the Agency for Healthcare Research
and Quality developed a set of collaborative tools, called Team
Strategies and Tools to Enhance Performance and Patient Safety
(TeamSTEPPS), to provide working health professionals training
to improve their communication and teamwork skills while working
collaboratively among others [14]. The TeamSTEPPS curriculum has
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been adapted across the United States in many settings of health care
and modified to be used in educational settings [ 14-17]. Individuals
involved have shown improvement in the area of interprofessional
collaboration [16, 18]. However, despite the importance of utilizing
interprofessional collaboration in the workforce, interprofessional
education remains a nascent component of health profession
students’ curriculum.

Theoretical approaches guiding interprofessional education have
been articulated. Unfortunately, variation in methods across studies
render direct comparisons difficult. Blakeney and colleagues (2012)
reviewed faculty development in interprofessional education using
the adult learning theory inclusive of the educational process
from peer learning to reflective learning for the development
of interprofessional educational models [8]. Thistlethwaite and
colleagues (2014) stressed that while there continues to be a need
for an agreed upon established theory, the use of an interprofessional
framework can be successful in guiding interprofessional education
[19]. By applying these principles, core competencies can be used
to help evaluate the effectiveness of interprofessional education by
targeting specific content areas. Core competency frameworks of
interprofessional education are believed to help target specific areas
to help make health professionals successful in collaboration among
professionals [20]. The Interprofessional Education Collaborative
(IPEC) framework is made up of 42 interprofessional competencies,
each placed into one of four categories, which include: Value/
Ethics for Interprofessional Practice, Roles/Responsibilities,
Interprofessional Communication, and Teams and Teamwork
[21]. These competencies can shape how curricula are formed for
interprofessional learning. Mastery of these domains ensures that
students gain an introspective professional identity as well as a
mutual understanding and respect among other students [22].

There are still many limitations to providing post-graduate health
professionals exposure to collaborative practice in real world clinical
settings including the rural setting. The number of physicians per
100,000 citizens has increased from ~150 to ~275 since 1940
in large metropolitan areas whereas the number has remained a
rather stagnant ~60 in rural areas [23]. Despite these professions’
potential to work together, in future jobs, courses are rarely taught
together thus limiting student interaction minimal [14, 16]. One
strategy to mitigate lack of interprofessional training is to introduce
interprofessional education into a health professional student’s
curriculum.

Survey instruments persist as the preferred method of competency
assessment. Existing instruments can be used to evaluate
interprofessional curricula, however, there is no evidence on what
instrument is best practice [24]. In light of this, a pre-only survey,
the Readiness for Interprofessional Learning Scale (RIPLS), was
employed in the current study to establish the students’ readiness
for IPE [25]. Additionally, the authors developed a three-question
introductory survey that focused on aspects of interprofessional
education. Finally, the IPEC survey, a 42-question survey was
used as a pre/post measure to assess students’ progress in their
competency development in each of the four domains: values/ethics,
roles/responsibilities, interprofessional communication, and teams
and teamwork [21].

TeamStepps concepts married with the IPEC framework were used to
guide the development of interprofessional simulation experiences.

The focus of these simulations was not on the individual professional
skill sets rather were on the interprofessional competencies outlined
through the IPEC domains. The course under study embraced
experiential learning in a team-based environment through direct-
patient experiences as well as high-fidelity simulation experiences.
As such, the nature of the course curriculum emphasized team-based
skills such as communication, roles and responsibilities, and teams
and teamwork.

With the development and availability of these tools, an
interprofessional education course was designed with a combination
of classroom experiences, simulations, and clinical-field experiences.
To support this endeavor, the authors were awarded a grant under
the Medicaid Technical Assistance and Policy Program (MEDTAPP)
Health Care Access (HCA) mechanism. These funds were provided
by the Ohio Department of Medicaid which were intended to support
and promote projects designed to recruit, train, and retain healthcare
professionals to better serve the Medicaid populations. The purpose
of this interprofessional course was to engage students from multiple
professions and for the students to gain knowledge on how to
communicate respectfully and work together in a team to achieve
collective goals in order to optimize patient-centered care. Also, it
has been shown that benefit of interprofessional education is only
realized when the students are exposed in a variety of situations thus
growing their ability to work together successfully with a team [26].
Following approval from IRB, data were collected to measure how
well these skills learned through interprofessional education resonate
with students as they prepare to enter the work force in their future
professions. Unlike previous interprofessional opportunities, this
course was created to include a variety of health professions (e.g.,
up to eight different professions) with students from various class
ranks; this created interprofessional interaction of graduate and
undergraduate students in varying health professions (audiology,
nursing, physical therapy, music therapy, nutrition, speech language
pathology, social work, and medical students) to simulate the
expectations for teamwork in the workplace.

Given the course’s emphases on three of IPEC’s core competencies,
it was hypothesized that students’ self-ratings would improve in
the introduction survey questions as well as the following three
core competencies would significantly improve in more than half
of the sub-competencies after the course: roles/responsibilities,
interprofessional communication, and teams and teamwork. Since
the curriculum did not explicitly include interprofessional ethics
content, it was further hypothesized that fewer than half of the sub-
competencies of the Values/Ethics IPEC core competency would
improve. In addition, given the relative lack of exposure students
had in interprofessional-care concepts prior to this experience, it
was hypothesized that students would improve in their perceptions
of patient-centered care, interdisciplinary teamwork, and preference
for team-based work at the conclusion of the course. To address
these hypotheses, self-reported student data from three identical,
consecutive course offerings from the same calendar year were
collapsed and analyzed.

Method

The goal of this research study was to determine how a 15-week
interprofessional education curriculum comprising of three
components of classroom, simulation, and real-world experience
affects students’ attitudes toward interprofessional education,
their self-efficacy in collaborating, and overall understanding
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of interprofessional collaboration. In review of the curricular
programming, major emphases were placed on inter-team dynamics,
including communication across disciplines, conflict resolution,
role negotiation, and collaboratively reaching team goals, through
direct-patient interaction and high-fidelity simulation experiences.
As such, while interprofessional ethics were addressed implicitly,
it was not explicitly covered.

Data were aggregated from three course offerings, once for each
of spring, summer, and fall semesters in the calendar year 2016.
One survey was disseminated at the beginning of each course
and two other survey instruments were distributed pre- and
post- course experience to understand the change in attitudes
and interprofessional competencies. The pre-only survey was the
Readiness for Interprofessional Learning Scale (RIPLS; 19-scaled
questions related to attitudes towards interprofessional learning)
whereas the pre- and post-surveys were The Introduction Survey
(3-scaled questions regarding perceptions) and the IPEC Competency
Survey (42-scaled questions regarding IPEC domains).

Introduction Survey

The Introduction Survey was developed by the authors to ascertain
a broad sense of students’ perceptions of their knowledge of patient-
centered care, interdisciplinary teamwork as well as their preference
for working alone or in groups. Each question allowed for a seven-
point response. For the knowledge questions, a “1” referred to “no
knowledge” and a “7” to “expert” whereas a “1” referred to “prefer
to work alone” and “7” indicated “prefer to work in groups” for the
question assessing preference of working alone or in groups.

IPEC Competency Survey

The IPEC Competency Survey reflects the four IPEC domains, values/
ethics, roles/responsibilities, interprofessional communication, and
teams and teamwork [21]. The IPEC survey was used to measure
overall competency in interprofessional collaboration. This survey
tool was based on measuring the effectiveness of an interprofessional
education program derived from the IPEC core competencies. This
survey presented questions from the four IPEC domains; each
question began with the phrase “I am able to...” and students rated
themselves based on their self-perceived ability using a 5-point
Likert scale with 1 ranking as “strongly agree” to 5 ranking as
“strongly disagree” [24, 27].

RIPLS

The RIPLS survey was used to assess attitudes thought to be
associated with strong proclivity towards interprofessional learning
[25]. This survey includes 19 questions designed for students in health
and social care fields. Each question provides a five-point Likert
scale ranging from “strongly disagree” to “agree”. McFadyen and
colleagues (2005) demonstrated construct validity for the questions
when categorized into four subscales, “teamwork and collaboration”,
“negative professional identity”, “positive professional identity”, and
“roles and responsibilities” [28]. Developed for in-training students,
the RIPLS has also been validated for post-graduates from a variety
of health professions [29-32].

These two surveys were used to determine the success of the
curriculum designed at this university by measuring students’
self-rating perceptions before and after their exposure to a newly
developed interprofessional education.

The instructors of the course explained and clarified any questions
before the surveys were distributed. Surveys were deployed via
an online survey tool, Qualtrics, which facilitated data collection,
storage, and aggregation. The surveys were completed during the first
and/or last class session for the pre- and post-surveys, respectively,
as appropriate. The students used their own laptops to follow a link
which took them to each survey, although portable devices were
available to the students in the rare case they did not have their
own device with them. Also, Responding to these surveys in class
ensured near-100% participation.

Procedure

This study assessed how a 15-week interprofessional education
curriculum comprising of three components of classroom, simulation,
and real-world experience affects students’ attitudes toward
interprofessional education, their self-efficacy in collaborating, and
overall understanding of interprofessional collaboration. Students
enrolled in Spring 2016, Summer 2016, and Fall 2016 completed
surveys prior to the beginning of the course and at the end of the
semester. These surveys were used to assess students’ self-ratings
from the beginning to the end of the course, allowing students to
rate themselves on how much they gained throughout the duration
of the course.

In the beginning of the semester, students were grouped into
interprofessional student teams (IPE student teams) representative
of the course enrollment from each profession, with the intention
of having a group combined of at least one person from each
profession. Students remain in the IPE student teams throughout
the entire course. These IPE student teams provide a more diverse
experience for the students involved since the students were given
the opportunity to contribute to a team of multiple professions that
worked closely together towards a common goal in patient-centered
care. Students learned how to acknowledge the importance of their
own profession when contributing to the plan of care for a patient.

Students enrolled in this innovative course were responsible for
completing three components that included classroom, simulation
and clinical during the semester. Students learned from, about and
with each other in the classroom portion of the course through
participating on the IPE team they were assigned to. Additionally,
they interacted in a real “patient” scenario at a local facility, while
writing, assessing, and completing simulations in the Ohio University
Heritage College of Medicine simulation lab. Each component of
this course required the IPE student teams to work collaboratively
together and debrief on the session. Debriefing provided the students
the time to reflect on what went well, or what didn’t go well, and to
self-identify the things they could do differently next time.

The didactic portion of class had students learning about the roles
and responsibilities of each profession represented in the course. For
example, the nursing students created a presentation explaining the
Scope of Practice for a nurse and shared with the other members of
the team. Upon completion of all represented professions introducing
the other healthcare professions to their Scope of Practice, the
students worked within their assigned interprofessional team
to compare the commonalities and to contrast and identify the
uniqueness of each represented healthcare profession.

The IPE teams actively participated in five simulations experiences
throughout the semester that allowed the team to work together to
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assess a patient as a team. The nursing students in the course were
the only group of students to have previous exposure to simulations
in their professions curriculum. The first simulation was a classroom
based low-fidelity simulation where the IPE student teams learned
the difference between low-fidelity, mid-fidelity and high-fidelity
simulations. One TeamStepps concept, the Situation, Background,
Assessment and Recommendation (SBAR) process, was integrated
of each interprofessional simulation experience. A video depicting
a simulation experience was provided.

Throughout the semester, three simulation experiences were created
and provided by the faculty to the IPE student teams. The IPE
Student teams were briefed with a scenario that outlined the patient
case, they were given about fifteen minutes to review background on
the patient and discuss their plan of meeting and assessing the patient.
The IPE student teams were then led into the room to meet their
patient. After the introduction occurred between the patient and the
IPE team members, the scenario began. Each team was supplied with
an SBAR communication tool to facilitate their interprofessional
simulation such as the tool used by Kirwin and team in 2017 [33].
The IPE team interacted with the patient, which was played by
either a standardized actor or a mannequin. The cases varied in
duration from 10 to 15 minutes of active simulation time based on
the scenario. Following each simulated experience, a debriefing
process was facilitated by the faculty that promoted students learning
about, from and with each other. The fifth IPE simulation experience
was performed as the course final project. The IPE student teams
developed their own IPE simulations that were approved by the
faculty and then delivered to the other IPE student teams within
the course utilizing the same pre-brief, experience, debrief method.

The clinical portion sent the IPE student teams to local facilities,
either the Beacon School for children with developmental
disabilities, or The Laurels skilled living facility with a geriatric
patient population. At these facilities, the IPE student teams were
assigned one resident/student and had three visit days spread over
a few weeks to interview, assess, and develop a treatment plan. The
first visit day was the interview day. The team reviewed the patient/
student charts or IEP documents related to their assigned patient/
student. The IPE student team gathered relevant information and

formulates questions they feel are pertinent to ask regarding the
health/care of who they are working with. The team then met the
patient/student and had an informal interview getting to know and
understand the patients’/students’ needs better.

The second visit day was the assessment of the patient/student.
The IPE student team members had to develop a plan to assess the
patient as an IPE student team while obtaining information that
each individual student within the IPE team would need to obtain
in order to complete the assessment.

The third and final day was the “treatment” day. This is where the
IPE student teams had to collaboratively work together to help the
patient better understand their treatment plan that has already been
established by their primary care physicians. After each of these
visit days, the students met with an instructor to debrief on the
visit day session.

Following each simulation experience and visit day, the students
met in the didactic classroom to give a report back on what the
group did the previous week. The report backs helped the students
in the other IPE student teams understand how the reporting group
completed their simulation or visit and the positive and negative
experiences associated with the experience. This interactive portion
of the class allowed students to ask questions, offer feedback, and/
or give suggestions on a given patient interaction.

Results

The RIPLS survey was chosen as a pre-test to ensure students had
a strong aptitude for interprofessional learning. Each of the 19
questions were placed into one of four subscales as described by
McFadyen and team, (2005) [28]. The group-mean averages for
questions within each subscale are shown in Table 1. The fourth
subscale was impacted by question 19: “I have to acquire much
more knowledge and skill than other students/professionals in my
own faculty/organisation”. The mean for this question was 3.49
(standard deviation, 0.87) whereas the means for questions 17 and
18 were 4.79 (0.46) and 4.17 (0.73), respectively.

Table 1: RIPLS data displayed by subscale

Subscale with included question numbers Mean Standard Deviation
Teamwork & Collaboration (1-9) 4.78 0.095
Negative Professional Identity (10-12) 4.69 0.17
Positive Professional Identity (14-16) 4.63 0.039
Roles & Responsibility (17-19) 4.15 0.65

Responses from the Introduction and IPEC questionnaires were
analyzed and separated into pre and post data. For the Introduction
Surveys, pre-and post-survey data could not be matched due to a
lack of identifying information on the surveys. A Mann-Whitney U
test was performed to analyze the Introduction survey pre-and post-
survey scores. Results showed that median scores for 2 questions
in the Introduction survey were significantly different between pre
and post surveys; the pre-survey means (Q1 = 4.81, Q2 = 3.90)
were all significantly lower than post survey means (Q1 = 5.63,
Q2=5.47),allp<.01.

For the IPEC survey, pre-and post-survey data were matched using
identifying information; only data from students that completed both
pre-and post-surveys were used in the analysis. The IPEC instrument
was broken down into the four domains and analyzed using the
Wilcoxon signed ranks analysis on matched data. Mean pre- and
post-IPEC survey scores were analyzed to assess any differences in
scores within each domain. The Benjamini-Hochberg correction for
multiple comparisons was used. Unlike the Bonferroni that controls
for the Familywise error rate, the Benjamini Hochberg correction
factor controls a False Discovery Rate. A false discovery rate of 5%
was chosen for this study.
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For two of the IPEC domains, Roles/Responsibilities and Teams & Teamwork, seven of the nine sub-competencies showed significant
improvement. Our hypothesis proved true that greater than 50% of the sub-competencies within the Roles/Responsibilities and Teams
& Teamwork domain improved. The other two domains, Interprofessional Communication and Values/Ethics, only two of the nine sub-
competencies showed improvement. While our hypotheses regarding Values/Ethics proved true with less than 50% of the sub-competencies
showing significant improvement, our hypotheses failed in the final domain, Interprofessional Communication, with only two of the
11 sub-competencies showing improvement. Tables 2-5 show each sub-competency for every IPEC domain with pre- and post-mean,
standard deviation, and significance value. Sub-competencies that remained significant after the correction are denoted with an asterisk.

Table 2: Roles/Responsibilities

Roles/Responsibilities Domain Pre Score Post Score P-value
M, SD M, SD

Q1. Communicate my roles and responsibilities clearly to 4.07,1.0 4.41,0.50 .058

patients, families, and other professionals

Q2. Recognize my limitations in skills, knowledge, and 4.44,0.70 4.48,0.51 796

abilities

Q3. Engage diverse healthcare professionals with
complementary professional expertise to develop strategies to 3.74,1.35 4.56, 0.64 .008*
meet specific patient care needs

Q4. Explain the roles and responsibilities of other care 3.56, 1.34 4.41,0.64 006*
providers and how the team works together to provide care

Q5. Use the full scope of knowledge, skills, and abilities

of available health professionals and healthcare workers 3.70, 1.54 4.44,0.70 .009*
to provide care that is safe, timely, efficient, effective, and

equitable

Q6. Communicate with team members to clarify each

member’s responsibility in executing components of a 3.93,1.21 0.23, 0.45 .001*
treatment plan or public health intervention

Q7. Establish interprofessional relationships to improve care 4.33,0.78 4.74,0.45 .017*
and advance learning

Q8. Engage in continuous professional and interprofessional 4.30,0.95 4.74,0.45 .030*
development to enhance team performance

Q9. Use unique and complementary abilities of all members 4.07,1.27 4.56, 0.64 .035*

of the team to optimize patient care

Table 3: Teams & Teamwork

Teams & Teamwork Domain Pre Score Post Score P-value
M, SD M, SD

Q1. Describe the process of team development 3.81, 1.13 4.35,0.67 .017*

8ir.n]zescr1be the roles and practices of effective healthcare 3.92,1.09 438,0.57 015*

Q3. Engage other health professionals in shared problem-

solving appropriate to the specific care situation 3.88,1.14 4.69, 0.47 .001*
Q4. Inform care decisions by integrating the knowledge and

experience of other professions appropriate to clinical situation 3.85,1.90 4.58,0.58 .003*
Q5. Apply leadership practices that support collaborative 4.19,0.85 4.50,0.51 .070

practice and team effectiveness

Q6. Engage others to constructively manage disagreements that

arise between healthcare professionals, patients, and families 3.92,1.09 4.42,0.47 .054
Q7. Share accountability with other professions, patients, and

communities for outcomes relevant to prevention and health 4.15,0.93 4.65,0.58 011%*
care

Q8. Reflect on my individual performance for my improvement 4.62,0.57 4.62,0.51 1.0
Q9. Reflect on my healthcare team’s performance for my 4.38,0.94 4.69, 0.70 .106

team’s improvement

Q10. Use strategies that will improve the effectiveness of
interprofessional teamwork and team-based care 4.19,0.98 4.62,0.49 .017*
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Table 4: Interprofessional Communication

Interprofessional Communication Domain Pre Score Post Score P-value
M, SD M, SD
Q1. Choose effective communication tools and
techniques to facilitate discussions and interactions 4.19,1.02 4.52,0.50 101
that enhance team function
Q2. Communicate information with patients, families,
and healthcare team members in a form that is 4.23,0.80 4.44,0.57 317
understandable
Q3. Avmd discipline-specific terminology when 3.74,0.70 4.0,0.73 1m
possible
Q4. Express my knowledge and opinions to team
members involved in patient care with clarity and 4.04, 0.89 4.54, 0.56 .008*
respect
Q5. Listen actively, and encourage ideas and opinions 4.48,0.57 4.85,0.36 .002*
of other team members
Q6. Give timely, sensitive feedback to others about 4.12,0.92 4.44,0.79 .041
their performance on the team
Q7. Respond respectfully to feedback from others 4.33,0.82 4.59, 0.56 .083
about their performance on the team
Q8. Use appropriate, respectful language in a given
difficult situation such as interprofessional conflict ), Wt il S A2
Q9. Recognize how my experience and expertise
contributes to communication, conflict resolution, and 4.26, 0.80 4.56, 0.57 .070
interprofessional working relationships
Q10. Recognize how my position in the hierarchy of
the healthcare team, contributes to communication, 4.04,1.0 4.44,0.63 .032
conflict resolution, and interprofessional working
relationships
QI11. Consistently communicate the importance of
teamwork in patient-centered and community-focused 4.04,1.17 4.48, 0.57 0.038
care
Table 5: Values/Ethics
Values/Ethics Domain Pre Score Post Score P-value
M, SD M, SD
QI. Place the interests of patients at the center of interprofessional 4.41, 0.64
health care delivery 4.81,0.40 .005*
Q2. Respect the privacy of patients while maintaining confidentiality 4.56, 0.64 4.81, 0.40 .094
in the delivery of team-based care
Q3. Embrace the diversity that characterizes patients and the health 4.41, 0.64 4.70, 0.47 .021
care team
Q4. Respect the unique cultures, values, roles/responsibilities, and 4.33,0.83 4.74,0.53 .005%*
expertise of other health professionals
Q5. Work in cooperation with those who receive care and those who 4.22,0.89 4.56, 0.58 .094
provide support or care
Q6. Develop a trusting relationship with patients, families and other 4.33,0.88 4.59, 0.57 .070
team members
Q7. Demonstrate high standards of ethical conduct and quality of care 4.44, 0.85 4.74,0.53 .088
in my contributions to team-based care
Q8. Manage cthical dilemmas specific to interprofessional patient 4.04,1.16 4.52,0.51 .021
centered care situations
Q9. Act with honesty and integrity in relationships with patients, 4.60, 0.75 4.89,0.32 .039
families, and other team members
Q10. Maintain competence in my own profession appropriate to my 4.52,0.70 4.60, 0.57 .617
scope of practice or level of training
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Discussion

It was expected that health science students would benefit from
learning about interprofessional education by being enrolled in a
course that’s main focus is integrating multiple health professions
together to learn from and with each other. Results showed areas of
significance on each the survey used in the interprofessional course.
The results are consistent with what the course objectives of focusing
on collaborative care and understanding what each discipline has
to offer when providing patient care.

When analyzing the IPEC Survey domains individually, the Roles/
Responsibilities and Teams & Teamwork domains had the greatest
number of significantly improved sub-competencies. In the Roles/
Responsibilities domain results showed an increasing understanding
of the roles and responsibilities of other professions, allowing
students to see how their roles may overlap with others in the class.
The two questions that were not significant focused on recognizing
individual roles and responsibilities. Students enrolled in this course
are far enough along in their program to be familiar with what they do
individually in their profession so they are able to explain their own
roles in patient care which could be why there was no significance
in those questions from before and after the course. As such, this
hypothesis was confirmed.

The Teams & Teamwork domain questions that were significant
focused on how effective interactions between professions can
optimize specific care related to the patient. The questions that were
not significant in this domain focused on leadership qualities. Since
these questions were not significant from pre-survey to post surveys,
it suggests that this course strives to make students focus on the
whole team performance as opposed to only individual performance.
Thus, our second hypothesis was confirmed.

In the Interprofessional Communication domain, the two questions
that improved significantly related to respectful and clear
communication among team members as well as active listening. The
questions that were not significant focused on topics that students
cover in more core discipline specific classes, such as avoiding
jargon, responding respectfully, or using appropriate language.
While it is arguable that some of these should have existed prior
to the course, others (e.g., avoiding jargon, choice of effective
communication tools for team function) would be difficult to develop
absent working on an interprofessional team. Therefore, it appears
the third hypothesis predicting improvement in this domain was
not confirmed.

The Values/Ethics domain also only had two sub-competencies that
improved. While it is encouraging these were ones that included
patient centeredness and respect for cultures and values roles and
responsibilities of other professionals, the remaining eight questions
did not show improvement. The course was largely designed around
team dynamics and operations, and on that level, it is not surprising
that those two sub-competencies improved. Overall, however, the
hypothesis that this domain would not result in overall improvement
was confirmed.

Two of the three questions from The Introduction Surveys revealed
significantly higher scores on the post-survey scores than the pre-
survey scores. These questions involved perceptions regarding,
patient centered care and interdisciplinary teamwork. The
improvement in scores tells the instructors that the students gained

an increase in knowledge in both of these areas after the course
was over.

Concluding Comments

The data show a strong connection between the activities involved
in the interprofessional course and the outcomes achieved. Namely,
when involving students as interprofessional teams in a patient-
centered context as well as high-fidelity simulations, improvements
are likely to be measured in teamwork as well as roles/responsibilities.
While some sub-competencies in communication and values/ethics
showed improvement, there were far fewer than the other domains.
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