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OVERVIEW

Interprofessional Education (IPE) is gaining credence throughout Canada, as one of the
key strategies that may mitigate some of the health human resource challenges facing our
healthcare system. In the past 40 years, many university institutions, educators, healthcare
professionals and policymakers throughout Canada have been working together to move
IPE forward.

A body of quantitative and qualitative scientific evidence linking interprofessional
education with more collaborative practice and ultimately better patient care exists.
However, the language used to describe interprofessional education is primarily written
for an academic audience and is not easily understood outside the existing core group of
advocates.

As Canada’s national authority on interprofessional education, the Canadian
Interprofessional Health Collaborative (CIHC) has received numerous requests from health
system planners seeking evidence-based, succinct and compelling information to support
them when introducing interprofessional education in resourcing and program decisions.
In order for interprofessional education to become embedded in the healthcare system, it
must be translated into language and concepts that are accessible to a broader audience.

In order to meet the need for simplified, evidence-based materials that can be used to
influence policy change, our team has developed the following:

. 1-page Evidence Review

. 2-page Frequently Asked Questions About IPE

«  Technical Report

The Evidence Review and Frequently Asked Questions draw upon the findings of the
Technical Report, a Synthesis of Review Evidence for IPE. In this synthesis, six systematic
reviews report on the effects of 181 IPE studies spanning from 1974 to 200s.

We believe the evidence presented in this report can be linked to the strategic priorities
of decision-makers and subsequently foster evidence-based decisions to increase
interprofessional education across Canada.
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Evidence Review

IPE EVIDENCE IS GROWING -

The challenge: Understanding the evidence
that has been collected and reported on the
impact of interprofessional education

“Interprofessional Education (IPE) occurs
when two or more professions learn with,
from and about each other in order to improve
collaboration and the quality of care” CAIPE
(2002). Many health human resource planners
and decision-makers in government and
health administration have come to realize
that appropriate IPE may be a key strategy in

managing some of

CIHC Canadian the health human
Interprofessional resource shortages
Health Collaborative | currently facing our

CAIPE Centre for the health care system.
Advancemept of Unfortunately,
Interprofessional

. while there is some
Education

www.caipe.org.uk evidence for how

IPE can positively

cal Continuous Qualit
E / impact the health

Improvement
IPE Interprofessional care SySt?m’ much
Education of the evidence
TQM  Total Quality has been collected
Management using different

measurements in

short-term or pilot
projects. In order to truly advance IPE as a
potential solution for the health care system,
supporters need to be able to present decision-
makers with evidence that demonstrates the
effectiveness of IPE.

Over the past 10 years there have been a
number of academic reviews about IPE and
its outcomes. To get a better sense of what
evidence is available and how it can best be
used, we did a synthesis of these reviews.

Source: Synthesis of Review Evidence for Interprofessional Education,
Reeves et al, 2008 (available at www.cihc.ca/resources/publications.html)

NOW IS THE TIME TO GET INVOLVED

What We've Learned About the
Quiality of Evidence on IPE

+

While the quality of evidence is limited
and variable it is improving.

It’s difficult to compare qualitative and
quantitative methods — and decision-
makers require both.

What We've Learned About
How IPE Is Viewed

+

IPE is generally well received by
participants.

IPE has the potential to enable students
and practitioners to learn the knowledge
and skills necessary for collaborative
working.

IPE has the potential to enhance practice,
improve the delivery of services and make
a positive impact on care.

The use of quality improvement
approaches such as CQI or TQM can
support IPE in enhancing practice,
delivery of services and patient care.

IPE can/has been shown to be effectively
delivered in a variety of clinical settings.

What We Need to Strengthen the
Evidence Base for IPE

+

Researchers should describe IPE programs
in more detail; be able to generalize to
other situations; and foster multi-site and
long-term studies.

Researchers should work together with
knowledge translation experts.

Qpis www.cihc.ca
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FREQUENTLY ASKED QUESTIONS

About Interprofessional Education

1. What is interprofessional education
(IPE)?

A profession is an occupation, vocation

or career requiring special training (for

example, doctor, licensed practical nurse,

respiratory therapist, air traffic controller,

lawyer, accountant).

Interprofessional Education (IPE) occurs
when two or more professions learn with,
from and about each other in order to

improve collaboration and the quality of care.

(CAIPE, 2002)

(see the Canadian Interprofessional Health
Collaborative’s (CIHC) Statement on the
Definition and Principles of IPE: http:/www.
cihc.ca/resources-files/CIHCStatement IPE_Final.

pdf )

2. Whatis the difference
between interprofessional and
interdisciplinary?
A discipline is an academic branch of
knowledge such as medicine, nursing,
respiratory therapy, air traffic control, law,
accounting. Interdisciplinary means that two
or more disciplines work or learn together to
solve a problem or gather information. For
example, medicine, pharmacy and law have
to work together if a new drug is being tested
for the market.

On the other hand, interprofessional describes
the relationship between various professions
as they purposely interact to work and learn
together to achieve a common goal. For
example, if a patient has trouble swallowing,
nurses, speech language pathologists and
dietitians need to work together as a team to
figure out what is wrong and how to help the
patient.

3. Why does IPE matter?

A global health human resources crisis

with shortages across all health provider
groups poses many challenges for health
and education planners and managers. The
media and government leaders often talk
about the fact that there just aren’t enough
health care providers to manage the system.
However, simply increasing the number of
students in health professional schools is not
enough to solve this problem. Instead, health
planners are beginning to look at changing
the way health services are delivered and
the manner in which providers interact with
each other. Evidence indicates that a lack of
communication and collaboration between
health providers can seriously harm patients.
IPE is one process that teaches students and
practitioners how to effectively work across
professions.

4, How does the IPE research benefit
decision-makers?

Many people cite IPE as being beneficial

to the health care system — potentially
reducing wait times, addressing chronic
disease management challenges, improving
the workplace, etc. Studies report positive
changes to organizations resulting from the
delivery of IPE. These changes are usually
around the organization of care, for example
referral practices between professions,
working patterns, processes and improved
documentation (guidelines, protocols, shared
records). However, in order for decision-
makers to actually reallocate funding and
resources, more information about the
benefits to patients and the health care
system is needed. Evidence makes the best

case for IPE.
www.cihc.ca !’"lc pis
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5. What are some practical applications
of IPE?

IPE can be delivered effectively in a variety
of clinical settings. From 2005-2008
Health Canada funded 20 interprofessional
projects across Canada in a variety of
settings, populations and programs. Each
interprofessional scenario has a unique
composition depending on the community
and patient needs. CIHC has documented
the successes and outcomes of each of these
projects, and some have become permanent
programs. Please see http:/www.cihc.ca/

resources/ipe-in-action.html for descriptions

and highlights of these and other initiatives.

6. What are the key ingredients for
successful IPE?

To ensure an IPE project or movement is
sustainable, a number of key principles must
be considered:

+ One size does not fit all

+ Resources are required

+ Curricula changes are essential

+ Collaborative learning environments
must be created

+ Structures must be modified to support
collaboration

+ IPE should be embedded in the system

+ Evidence makes the best case for IPE

+ Interprofessional players must engage the
wider community

7. How does IPE benefit healthcare
providers and patients?

Evidence shows that IPE can enable students
and practitioners to learn the knowledge and
skills necessary to work collaboratively. IPE
can enhance practice, improve the delivery of
services and may also have a positive impact
on patient care.

8. How can students learn IPE skills?

Many universities and colleges now offer
IPE courses and practicums to health and
human service students. Most studies report
that students enjoy their interprofessional
experiences. Curricula changes are essential
to enhance the ability for schools to offer
these experiences. For more information on
student engagement in IPE, the National
Health Sciences Students’ Association at

www.nahssa.ca is a national student-run

organization with active chapters across
Canada.

9. How can practitioners learn IPE skills?

Many governments and health authorities
recognize the importance of implementing
meaningful interprofessional policies. In
Canada, most health professionals are
employed through or affiliated with hospitals
and health authorities, which offer courses
and projects specific to IPE. The use of
quality improvement approaches such as
Continuous Quality Improvement or Total
Quality Management can support IPE in
enhancing practice, delivery of services and
patient care. Many practicing professionals
also mentor or preceptor students and can
introduce or learn interprofessional and
collaborative skills from their students.

10. Where do | go to find out more about
IPE?
CIHC's vision is that Canada’s healthcare
providers are well prepared for teamwork
and collaboration with patient/clients
and communities to achieve high quality
care. CIHC is the national hub for
interprofessional education, collaboration
in healthcare practice and patient-centred
care. CIHC can also help you find out who to
connect with in your local area.

www.cihc.ca

Qpis www.cihc.ca
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Synthesis of Review Evidence for
Interprofessional Education

TECHNICAL REPORT

INTRODUCTION

In the 2004 Pan-Canadian Health
Human Resources Strategy, the
Canadian Government identified
interprofessional education (IPE) as

one of three key strategies that will
contribute to sustainable change in the
healthcare system. A body of quantitative
and qualitative evidence linking IPE
with collaborative practice and better
patient care is beginning to grow, but
information that links this evidence to
the strategic priorities of decision-makers
is limited.

This report provides a synthesis and
critical appraisal of the evidence for

IPE contained in the systematic review
literature. The report aims to provide a
more informed understanding of overall
quality of evidence for IPE as well

how this form of education may assist
policymakers with their future decisions
regarding IPE.

The Reviews

Following an electronic search for
published and unpublished IPE reviews,
six reviews were located: Barr et al
(2000), Cooper et al (2001), Reeves
(2001), Barr et al (2005), Hammick et al
(2007) and Reeves et al (2008). In total,

these reviews report on the effects of
181 IPE studies’ spanning from 1974 to
2005. While the reviews report on studies
which differ in their methodological
quality and report a range of outcomes
associated with IPE (see Findings
Section), the reviews do share a number
of common elements. All six share a
similar definition of IPE;? five of the
reviews were undertaken by a number
similar review teams; five share similar
(methodologically inclusive) approaches
to their inclusion criteria.

In addition, five of the reviews employ

a similar approach to recording

IPE outcomes. Originally developed

by Kirkpatrick (1967), the typology
distinguished four levels of outcome
(learners’ reactions, acquisition of
knowledge/skills/attitudes, changes in
behaviour, changes in organisational
practice), and was expanded and modified
by Barr and colleagues in 2000 as follows
in Table 1.

1 Although the total count is 202 studies, 21 studies are
duplicates, as they are included in two or more of the six
reviews. These figures do not include the studies reported
in the Cooper et al (2001) review as these authors,
unusually, did not provide a list of included studies.

2 The IPE definition used was: ‘two or more professions
learning with, from and about each other to improve
collaboration and the quality of care’ (CAIPE, 2002)

%c pis 9
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Table 1: Kirkpatrick’s Modified Typology

Level IPE Outcome

Level 1 reaction (learners’ views on the learning experience and its interprofessional nature)

Level 2a modification of attitudes/perceptions (changes in reciprocal attitudes or perceptions between
participant groups)

Level 2b acquisition of knowledge/skills (gains of knowledge and skills linked to interprofessional
collaboration)

Level 3 behavioural change (individuals’ transfer of interprofessional learning to their practice setting and
their changed professional practice)

Level 4a change in organizational practice (wider changes in the organization and delivery of care)

Level 4b benefits to patients/clients (improvements in health or well being of patients/clients)

Table 2 contains further information relating to the six IPE reviews included in this report.

Knowledge Transfer & Exchange in
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Table 2: Overview of information on methods and inclusion criteria of the IPE reviews
Review Details Methods Inclusion criteria
Barr et al Review of UK of the general | Searches: hand searches of UK-based studies only
(2000) effects of IPE published/unpublished studies All research designs included
Locatke)ﬁ 1h9 zubh;hed and QUZI.'ty: as;essmkent of quality of All reported outcomes / use of six-
unpublished studies studies undertaken point revised Kirkpatrick outcome
typology
Cooperetal |Review of the general Searches: process not described. | Pre-licensure learners
(2007) effects of pre-licensure IPE Quality: based on score for All research designs included
Loc;.ted 30 published IPE p;]roct_j;rzl:\m gu?hty (1—61 azr;d All reported outcomes / used four-
studies methodological scores (1-25) point Kirkpatrick outcome typology
Reeves Review of effects of IPEon | Searches: Medline, Cinahl, Psyclit | Mental health professionals involved
(2001) mental health professionals Quality: assessment of studies in dell\lliry (Ithcarett)(IJ adults with
Located 19 published and score (1-4) allocated based mental health problems
studies on quality of methods All research designs included
All reported outcomes / use of four-
point Kirkpatrick outcome typology
Barr et al Review of the general Searches: Medline, Cinahl, ASSIA, | All research designs included
(2005) effects of IPE BEI All reported outcomes / use of six-
Located 107 published Quality: assessment of studies point revised Kirkpatrick outcome
studies and scores allocated based typology
?n C:~uahtg~o1f: study. (1',5) an(z Only studies which scored a minimum
quality of information’ (1-5) of ‘3’ for quality of study and ‘3’ for
quality of information included
Hammick et | BEME review of the general | Searches: journal hand search All research designs included
al (2007) effects of IPE Quality: as above, use of scores All reported outcomes / use of six-
Located 21 published relating to ‘quality of study’ and | point revised Kirkpatrick outcome
studies ‘quality of information’ typology used
Only studies which scored a minimum
of ‘4’ for quality of study and ‘4’ for
quality of information included
Reeves etal |EPOC review of the effects | Searches: Medline, Cinahl, EPOC | Only RCT, CBA, ITS research designs
(2008) of IPE on professional database included
practice and patient care Quality: Standard Cochrane Only studies which use validated
Located 6 published studies. | methodological/outcome instruments
assessment Only patient/client and/or healthcare
process outcomes
3 Within this system, a score of ‘1’ for quality of study and ‘1’ for quality of information represents the lowest score an IPE
study can obtain, while scores of ‘s’ and ‘5’ represent the highest score for an IPE study
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METHODS

This synthesis aims to provide an of the key elements related to the
analysis and comparison of critical evidence presented in reviews. The
overview of the evidence included in following steps were undertaken to
the IPE reviews. While reviews aim synthesized the evidence for IPE:

to identify as many relevant studies +  Search and location of relevant

as possible, the quality of the studies reviews;

they include can differ widely (Hunt &

McKibbon 1997). Review syntheses allow + Familiarization - a close reading

. . . . and re-reading of reviews to provide
the evidence contained in reviews to be 8 P

. . . an in-depth understanding of review
combined and appraised, resulting in P S 80

. . contents;
more generalizable and applicable results !
(e.g. Ernst 2002, Derry 2006, Stinson et + Initial synthesis — grouping review
al 2008). data (i.e. search processes, quality

. ) assessment techniques, reported

Given the broad range of evidence . L.
outcomes). This process is similar

to what Paterson et al (2001) termed

‘meta-data analysis’

(quantitative, mixed methods and
qualitative studies) contained in the

reviews, an interpretative approach# to

synthesizing the IPE evidence-base was + Secondary synthesis — comparison

adopted. of research designs and study

methodologies used in the reviews

) to appraise the quality of these
Synthe5|s process

elements;
The synthesis of the evidence contained + Final synthesis — combining
in the reviews was undertaken by the ‘indings’ from proceeding two steps
adoption of a process described by for critical appraisal and production
Sandelowski et al (1997). This approach of key synthesized issues/themes of
aims to generate synthesized summaries interest.

The themes of interest for this synthesis
4 Interpretativism assumes that reality and knowledge

as constructed and interpreted by people in different ways,

as a result there is not a single truth, rather different reported IPE outcomes and quality Of
(sometimes competing) versions of truth, dependent

were: nature of IPE programs; nature of

R . studies included in the reviews.
upon an individuals’ viewpoint. This approach allows a

variety of methodologies to be used to help to understand
different elements and perspectives of the social world
(Crotty 1998).

Knowledge Transfer & Exchange in
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This section

from the synthesis and critical appraisal
of the 181 studies contained in the six IPE
reviews. Table 3 provides an overview of
key information related to the findings
and quality of evidence contained in the

IPE reviews.

FINDINGS

reports the key findings

The remainder of this section is divided
into three parts. The first reports
synthesize findings related to the nature
of IPE programs, the second provides a
critical appraisal of the evidence base for
IPE and the final offers details of IPE

outcomes reported in the reviews.

Table 3: Key details relating to the findings and quality of evidence in the IPE

reviews
Review Key findings Quality of evidence
Barr et al 19 studies (7 pre-licensure/12 post-licensure): Methodological limitations: use of pre/post
(2000) range of IPE programs though most based in designs; bias not well explored; single site pilot
primary care; outcomes focused on reactions and | studies - limiting generalization
attitudes; handful of studies reporting changes to
organizational practice/patient care
Cooperetal |30 studies (all pre-licensure): variety of programs | Lack of rigor in studies due to selection, attrition,
(2001) included; short-term self-reported changes detection biases; use of non-validated instruments;

to attitudes, beliefs, knowledge, skills of pre-
licensure learners

poor quality analyses; single site pilot studies

Reeves (2001)

19 studies (all post licensure): range of different
IPE programs; outcomes focused on short-term
changes to individual knowledge/skills and
organizational practice; very poor idea of impact
of IPE on patient care

Generally weak study designs; limited discussion
of bias; poor descriptions of programs; detection
of change rests mostly on self-reported measures;
single site studies

Barr et al 107 studies (85 post-licensure/20 pre-licensure/ Studies of variable quality; many though provide

(2005) 2 mixed licensure): range of IPE programs within poor discussion of methodological limitations;
studies; most report changes to individual use of non-validated tools; change linked to self-
knowledge and skills, some studies report reported measures; most small single site studies
changes to organizational practice and delivery of | - limiting generalization
patient care

Hammick et |21 studies (14 pre-licensure/6 post-licensure/ Higher quality studies than report in Barr et

al (2007) 1 mixed licensure): the review provides linkages al (2005); use of quantitative and qualitative
between presage, process and product factors approaches, self-reported measures; single site
for IPE; most products (outcomes) focused on studies
changes to reaction, knowledge, skills

Reevesetal |6 studies (all post-licensure): 4 report positive Rigorous research designs; small sample sizes; poor

(2008) changes for professional practice, patient quality controls used; single site studies — limiting

satisfaction; 2 studies report IPE having a neutral
impact; heterogeneity of IPE programs

generalization

%c pis
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Programs Studied

In relation to the nature of IPE programs
contained in the six reviews, the
following key issues were:

+ While IPE was offered to a range of
different combinations of professional
groups, medicine and nursing were
the core participants.

+ Programs were delivered in a variety
of acute, primary and community care
settings.

+ Most IPE programs were delivered
as a voluntary (i.e. elective) learning
experience to participants.

+ In general IPE programs employed
formative assessments of learning,
typically using assessment
techniques in the form of individual
written assignments and/or joint
presentations.

+ While the duration of IPE programs
was varied, ranging from 1-2 hour
sessions to programs delivered over
a period of months, most programs
lasted between one and five days.

+ Programs were more commonly
delivered to post-licensure learners
in their workplaces, although IPE is
increasingly being delivered to pre-
licensure learners as a classroom
or sometimes as a practice-based
activity.

+ Although IPE programs used a
variety of different combinations
of interactive learning methods,
seminar-based discussions, group

problem-solving and/or role play
activities were the most common
methods employed.

+ Quality improvement approaches,
specifically CQI and TQM, were
commonly used within post-licensure
IPE programs.

+ Few IPE programs included any form
of formal academic accreditation.

+ Programs were delivered to address a
range of different clinical conditions
(e.g. asthma, arthritis) or acute
conditions (e.g. cardiac care).

+ Most programs draw, implicitly,
upon the adult learning principles
developed by authors such as
Knowles, Schon and Kolb.

Quiality of Studies

In relation to the quality of evidence
contained in the IPE reviews included in
this synthesis, the following key issues
were:

+ The majority of studies provide
little discussion of methodological
limitations associated with their
research. As a result, it is difficult to
understand the nature of their biases
which in turn undermines the quality
of research.

+ Most studies pay little or no attention
to sampling techniques in their work
or issues relating to study attrition.
This again undermines the quality of
evidence they can offer.

" “‘&hc pis




Across the studies, there was a
propensity to report the short-term
impacts associated to IPE in relation
to learner changes of attitude and
knowledge. As a result there is only a
limited idea of the longer term impact
of IPE, particularly on organizational
change and patient care or the
educational processes that occur
during the delivery of a program.

Most IPE studies were undertaken
in single site studies, in isolation
from other studies, limiting the
generalizability of research.

There was a widespread use of non-
validated instruments to detect
impact of IPE on learner and/or
patient satisfaction. While the use of
such tools can provide helpful data
for local quality assurance issues,
they limit the quality of the research
as it is difficult to assess their validity
or credibility.

A number of studies only offered
limited or partial descriptions of their
IPE programs. Such poor quality
information means it is difficult to
detect whether reported changes are
actually attributable to the program
delivered.

Measures to detect changes

in individual behaviour were
particularly poor, often relying on
simple self-reported descriptive
accounts of this form of change.

Most change recorded in the studies
was change that the learners reported

themselves. This type of evidence is

not regarded as robust, as it does not
necessarily detect actual change, it can
only report on a person’s perception of
change. The two do not always concur.

+ Despite a number of weaknesses in
the quality of evidence offered by
the IPE reviews, there were some
encouraging quality issues. Most
notably, there was a fairly common
use of quasi-experimental research
designs (e.g. BA, BDA studies) which
can provide some indication of
change associated with the delivery
of IPE; most studies did gather two or
more forms of data (typically survey
and interviews); there is a growing
use of longitudinal studies to begin
establishing the longer-term impact
of IPE on organizations and patient
care.

Outcomes

In relation to the nature of reported
outcomes contained in the six reviews,
the following key themes emerged:

+ Five of the six IPE reviews report
positive learner-focused outcomes
usually linked to reactions, changes
of perception/attitudes and/or
changes in knowledge/skills (Barr et
al 2000, Cooper et al 2001, Reeves
2001, Barr et al 2005, Hammick
et al 2007). After participating in
interprofessional programs, most
learners claim to have a better
understanding of how their own

‘“&hc pis 15




profession integrates into the
healthcare team. Their reactions,
knowledge, skills and attitude
change after focusing on the
interprofessional aspects of their
work.

Similarly, these five reviews report
that IPE can result in positive learner
reactions, where the learner ‘enjoyed’
or ‘valued’ their interprofessional
experiences (Barr et al 2000, Cooper
et al 2001, Reeves 2001, Barr et

al 2005, Hammick et al 2007).

Most learners who participate in
interprofessional programs provide
positive feedback about the benefits
of learning with, from and about
their fellow learners from other
professional groups.

These five reviews also report
positive (generally self-assessed)
outcomes related to changes in
learner perceptions/attitudes of
other professional groups, views of
interprofessional collaboration and/
or the value they attach to working
on an collaborative basis (Barr et al
2000, Cooper et al 2001, Reeves Barr
et al 2005, Hammick et al 2007).
These reviews report that IPE can
positively influence how learners view
other health disciplines. Learners
often report higher levels of respect
for other professions. Most learners
who participate in interprofessional
programs also come to recognize

the value of working as part of a
collaborative team.

In addition, these five reviews report
positive (generally self-assessed)
changes in learner knowledge/skills
of interprofessional collaboration,
usually related to an enhanced
understanding of roles and
responsibilities of other professional
groups, improved knowledge of

the nature of interprofessional
collaboration and/or development

of collaboration/ communication
skills. Interprofessional education
changes what learners know and
understand about how to practice
collaboratively. Most learners gain a
better understanding of the roles and
responsibilities of other professions
and have a better sense of how
interprofessional collaboration and
communication skills grow and
develop.

Four of the reviews report that IPE
can change individual behaviour.
However, the small amount of
evidence related to this change are
usually restricted to self-reported
accounts of practitioners’ working

in a more collaborative manner

with their colleagues from other
professional groups, rather than any
more robust form of evidence (Barr et
al 2000, Reeves 2001, Barr et al 20053,
Hammick et al 2007).

Five of the reviews report that
positive changes to organizational
practice can result from the delivery
of IPE. These changes are usually
around the organization of care,

16 %c pis




for example referral practices
between professions, working
patterns, processes and improved
documentation (guidelines, protocols,
shared records) (Barr et al 2000,
Reeves 2001, Barr et al 2005,
Hammick et al 2007, Reeves et al
2008). When IPE is consistently
practiced, some of the most
noticeable changes can be to the
organization itself.

These five reviews also report that
there is a small amount of evidence
indicating that IPE can affect change
to the delivery of care to patients/
clients. Of this evidence, it has been
found that IPE can affect patient care
in relation to improvements in patient
satisfaction, clinical outcomes (lower
infection rates, fewer clinical errors)
and shorter patient stays (Barr et al
2000, Reeves 2001, Barr et al 2005,
Hammick et al 2007, Reeves et al
2008).

In general, reviews who include pre-
licensure IPE report that this type
of learning can affect outcomes in
relation to (self-assessed) changes

to attitudes, beliefs, knowledge and
collaborative skills (Barr et al 2000,
Cooper et al 2001, Barr et al 2005,
Hammick et al 2007). While reviews
who include post-licensure IPE
report a similar range of learner-
oriented changes, they also report
evidence that IPE can affect change
to organization practice and, a
smaller amount of evidence related
to changes in patient care (Barr et al
2000, Reeves 2001, Barr et al 2005,
Hammick et al 2007, Reeves et al
2008).
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CONCLUSIONS

As indicated in this report, the evidence
for the effects of IPE rests upon a
variety of different programs (in terms
of duration, professional participation,
etc), methodologies and methods (from
experimental research studies to mixed
methods and qualitative studies) of
variable quality, as well as a range of
IPE outcomes (e.g. reports of learner
satisfaction to changes in the delivery
of care). Nevertheless, this synthesis
identified that:

+ IPE is generally well received by
participants;

+ IPE can enable students and
practitioners to learn the knowledge
and skills necessary for collaborative
working;

+ IPE can enhance practice, improve
the delivery of services and make a
positive impact on care;

+ The use of quality improvement
approaches such as Continuous
Quality Improvement or Total
Quality Management can support
IPE in enhancing practice, delivery of
services and patient care;

+ IPE can be effectively delivered in a
variety of clinical settings.

The synthesis also found that while the
quality of evidence for IPE is currently
limited, it is improving as higher quality
studies continue to be published.
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RECOMMENDATIONS

Based on the findings from the synthesis
five recommendations are offered to
strengthen the evidence base for IPE:

+ That future reports of IPE clearly
articulate precise details of the
program under evaluation as well as
a clear discussion of methodological
limitations (e.g. sampling, detection
bias);

+ That future reports of IPE provide
specific information about the
educational processes employed
within an IPE program, and provide
both quantitative and qualitative data
to describe the outcomes of those
processes;

That the IPE research community
develop methodologies to improve
the generalizability of their studies
through, for example, examining
opportunities to combine existing
data sets from single sites;

That the IPE research community
develop mechanisms to foster
multi-site and multi-institutional
longitudinal studies;

That the IPE research community
build knowledge dissemination
strategies to ensure (and assure) the
translation of results into effective
teaching and learning experiences.
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APPENDIX

Glossary of terms

ASSIA is the Applied Social Science Index
and Abstracts, an electronic bibliographic
database that primarily contains social
science literature

BA (before and after) study is a research
design in which data are collected before
and after an ‘intervention’, for example,
interprofessional education.

BDA (before, during and after) study is
similar to a before and after study except
this type of research also collects data at
some point during the intervention.

BEIl is the British Educational Index, an
electronic bibliographic database that
primarily contains British educational
literature

BEME is Best Evidence Medical
Education Collaboration is a group of
individuals committed to the promotion
of Best Evidence Medical Education (see

www.bemecollaboration.org)

CBA (controlled before and after) study is
like a before and after study except that
to help detect change more accurately,
data are also collected from a control or
comparison group.

CINAHL is the Cumulative Index to
Nursing and Allied Health Literature,
an electronic bibliographic database
that contains literature relating to those
professions

CQl (continuous quality improvement) is
an approach to quality management that
emphasizes the organization and systems
by promoting the need for data to analyze
and improve processes.

EPOC is the Effective Practice and
Organization of Care — a review group
based in the Cochrane Collaboration (see

www.cochrane.org).

Medline is an electronic bibliographic
database that primarily contains
medically-orientated literature

ITS (interrupted time series) study is

one when one group of participants is
followed over a period of time which is
interrupted by an event such as IPE. Data
are collected at a number of times before
and after the event.

RCT (randomized controlled trial) is a
test of the efficacy of an intervention
which aims to control for intervening
variables by randomly allocating subjects
into either an intervention group or a
control group.

TQM (total quality management)

is a management strategy aimed at
embedding quality in organizational
processes.
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