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This report provides a primer for implementing interprofessional education (IPE) within pharmacy and
health sciences curricula. In 2013, a panel of administrators and faculty members, whose institutions
offered IPE, funded by the Josiah Macy Jr. Foundation, shared best collaborative practice models at the
American Association of Colleges of Pharmacy (AACP) Annual Meeting. These presenters subse-
quently collaborated to write a primer as guidance for other institutions interested in successfully
implementing and continuously enhancing the quality of IPE programs. In this article, these IPE faculty
members provide a rationale for creating IPE reforms, discuss successful strategies for innovative IPE
programs, and share lessons learned for implementing effective assessment tools. A structure and
process for determining outcomes of IPE models are presented and strategies for exploring shared
education opportunities across health professions and for integrating top-down and bottom-up methods
for IPE programs are given.
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INTRODUCTION
The Institute of Medicine (IOM) released several re-

ports on health care services and the education of pro-
fessionals in the United States. The reports emphasize
the need for substantial change in the delivery of services
and education consistent with the needed redesign of the
health care system.1,2-In 2010, 2 reports were released
that sparked international discussion about needed re-
forms in health education and a call for producing health
professionals who are ready to provide patient-centered,
interprofessional, team-based care. The first report, from
a global, independent commission on health professional
education, called for transformational change in health
professions education.3 The commission set forth the case
for integrating a systems approach into educational re-
forms in medicine as well as in health care as a whole.
The second report, from the World Health Organization
(WHO), presented a framework for implementing IPE
and collaborative practice.4 This report defined IPE as

students from 2 or more professions learning about, from,
and with each other to enable effective collaboration and

improve health outcomes. The report also explained how
changes in health education can facilitate redesigning the

health care system. While efforts to promote IPE have
existed for more than 20 years, these reports prompted

renewed vigor andmotivation formajor changes in health
professions education worldwide.

In 2011, the Interprofessional Education Collabora-
tive (IPEC) published the Core Competencies for Inter-
professional Collaborative Practice, based on work by
WHO and sponsored by professional education associa-
tions in medicine, nursing, pharmacy, dentistry, and pub-
lic health.5 The report provided operational definitions for
interprofessional collaborative practice, interprofessional
teamwork, and interprofessional team-based care. It out-
lined 4 competency domains: (1) values/ethics of inter-
professional practice; (2) roles and responsibilities; (3)
interprofessional communication; and (4) teams and
teamwork. It also included a set of 38 competency state-
ments describing knowledge, skills, and attitudes neces-
sary for demonstrating interprofessionalism. The IPEC
report urged educators to prepare health professions
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students towork together,with a commongoal of building
a safer and better patient-centered, population-oriented
health care system.

When the Accreditation Council for Pharmacy Edu-
cation (ACPE) published a draft of the new 2016 Stan-
dards,6 the WHO definition for IPE and the 4 IPEC
domains were adopted into the mandate for integrating
interprofessional collaborative practice into pharmacy
curricula. As reform develops, the scope of pharmacy
practice changes, and new educational standards are
implemented, future pharmacy practice models will
likely include interprofessional teams to improve patient
outcomes.Consequently, pharmacyprograms nationwide
are embarking on dynamic changes to integrate IPE
throughout the didactic and experiential portions of the
curriculum.

Despite this mandate, no published evidence exists
of an institution fully implementing a curriculum that
builds student competency in interprofessional teamwork
and collaborative practice from the first to the last year of
education. Many curricula now have experience with IPE
activities, simulations, courses, and experiences, but no
one has published evidence for success in implementing
a well-designed, deliberate, and longitudinal curriculum
for IPE that assures all students reach stated outcomes.

Themain purpose of this article is to provide colleges
and schools of pharmacy with strategies for developing
and successfully implementing an IPE curriculum.
Through description of practical experiences, this primer
emphasizes essential tools for IPE interventions, iden-
tifies potential challenges, and discusses effective assess-
ment tools for educational outcomes. Development of this
primer resulted from collaboration among members of
a panel that presented a platform on innovative IPE cur-
riculum and collaborative practice models to the Curric-
ulum Special Interest Group (SIG) at the 2013 American
Association of Colleges of Pharmacy (AACP) Annual
Meeting in Chicago. The panel members represented in-
stitutions that successfully received external funding in
support of IPE programs from the Josiah Macy Jr. Foun-
dation, which seeks to advance education and training of
health care professionals through interprofessional edu-
cation and teamwork, new curriculum content, new
models for clinical education, education for the care of
underserved populations, and career development in
health professions education.

DESIGNING AND IMPLEMENTING AN IPE
CURRICULUM

Building an IPE curriculum across multiple profes-
sions involves creating common educational outcomes so
that the same goals are kept in mind during curriculum

development. The ultimate goal is to improve patient-care
outcomes, but initial efforts may aim to change attitudes,
knowledge, and behaviors as intermediate markers for
learning and competency attainment. Blending educa-
tional outcomes of multiple health professions programs
into a single congruent statement is an exercise in con-
sensus building that can reveal differing agendas each
profession brings. An overview of the approach for de-
signing, building, and assessing an IPE curriculum is pre-
sented in Figure 1.

Choice of curriculum design and assessment
methods should depend on the stated aims. Ideally, out-
comes should be outlined at the outset, inclusive of an
assessment plan to measure their achievement. A curric-
ulum can then be built to meet them. However, programs
can also experiment with small changes first to determine
effectiveness and work out the logistical difficulties en-
countered when building an interprofessional environ-
ment. A staged approach for planning and execution
follows, which includes 3 key steps.

Establish a mission for IPE. Whether a school col-
laborates within the institution (eg, an academic health
center) or identifies partners in the surrounding region,
the first step to developing an IPE curriculum is to estab-
lish a common mission across the professional schools/
programs involved. Achieving consensus about the direc-
tion for collaboration and establishing mutual goals are
essential.7 Examples of mission statements include this
one from the University of Washington Health Sciences:
“To advance the health of individuals and communities
by integrating and transforming the learning experi-
ence across the university’s six health sciences schools –
Dentistry,Medicine,Nursing, Pharmacy,PublicHealth and
Social Work.” Another example is from the University

Figure 1. Steps for Implementing an Interprofessional
Curriculam.
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of Colorado Anschutz Medical Campus: “To improve
population health, quality of care, and reduce health care
costs through the creation of a patient-centered, collabo-
rative practice ready work force with competencies in:
quality and safety, values and ethics, teamwork and col-
laboration, in the context of systems and systems-based
practice.”

Find a common philosophy. The underlying moti-
vation for implementing IPE may be different for an
individual program vs the partnerships among pro-
grams. For example, some programs seek to meet ac-
creditation standards that mandate IPE, while others
want to fundamentally change health professions edu-
cation. Therefore, the scope of changes made could dif-
fer based on these different views of the purpose of IPE.
As outlined by WHO and IOM, the goal of IPE is to
improve patient safety and outcomes through IPE. How-
ever, others view IPE as a means of aligning professions
in patient-care decision-making and may even use it to
advocate for their profession’s scope of practice.8 Com-
peting intentions should be recognized and discussed
thoughtfully.

An important starting point is to seek understanding
of each participant. Reviewing each program’s curricu-
lum is time well spent. Students in different health pro-
fession programs develop clinical competency and
professional identity at different rates. Because various
programs differ in length and organization, students’
knowledge, skills, and abilities will grow in different
areas at different times. Understanding where the over-
laps and gaps are between professions is important to
understand.

One philosophy for building an IPE curriculum is
that interprofessional learning is best situated within the
context of uniprofessional content—simply make what
the student is already learning an interprofessional activ-
ity. However, experience at the University ofWashington
School of Pharmacy proved that the practical application
of this philosophy was not always possible. Integrating
IPE into other coursework was challenging because IPE
activities were so new that they were often changed, im-
proved, or dropped. This evolving nature of new IPE con-
tent became cumbersome to integrate into other courses.
Therefore, a separate curriculum thread (course series)
was developed.

At Thomas Jefferson University, a 2-year longitu-
dinal IPE endeavor was integrated into existing course-
work for pharmacy, medicine, nursing, occupational
therapy, and physical therapy. Moreover, the University
of Colorado has had more than 15 years of experience
with a free-standing interprofessional ethics course upon
which to build its interprofessional framework.

Build a model framework. Determining a common
philosophy about IPE lays the groundwork for curriculum
design. A curricular and theoretical framework that ex-
presses the common philosophy can guide the develop-
ment of a curricular structure and course offerings.
Theories differ among faculty members teaching IPE,
which results in the use of different teaching methods.
For example, service learning, didactic coursework, sim-
ulation, and even clinical practice placements have dif-
ferent purposes and different learning theories that
underpin them. Graphics are particularly useful for help-
ing faculty members and students visualize a curricular
and theoretical framework.9-14 (Figure 2)

As discussions about a framework occur, important
questions can emerge: (1) What health professions are
involved or available for inclusion? (2) Will coursework
be structured, a core series set aside as IPE, or will learn-
ing activities be integrated into other coursework? (3)
Will IPE learning activities occur for all students simul-
taneously, or will students be allowed to gather experi-
ences over time based on choice? (4)Will all students take
the course at the same time? (5) Is there adequate space to
accommodate all students? (6) Which instructors from
which programs will be involved in developing course
content? Given these questions, a tremendous diversity
of IPE programs among schools of pharmacy can be de-
veloped and implemented. Thus, each university or group
of universities working together to implement IPE should

Figure 2. Longitudinal Curricular Framework for Interpro-
fessional Education.
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develop its ownmission, philosophy, and framework that
fits the students and trainees involved.

For example, the current curricular framework for
theUniversity ofWashingtonSchool of Pharmacy depicts
an IPE curricular thread, some of which exists as stand-
alone credits. Plans for exposure to other professionals
span the first 2 years via a menu-driven approach. Immer-
sion is conducted in the third year with specially designed
activities and simulations that require students to make
shared decisions and operate as teams. Collaborative
practice occurs in the fourth year in selected advanced
pharmacy practice experiences (APPEs) that will be des-
ignated as interprofessional experiences.

DEVELOPING AN IPE ASSESSMENT PLAN
A comprehensive IPE assessment plan ensures the

mission, goals, and educational outcomes of IPE pro-
gramming aremet. Prior to implementing the IPEmodels,
assessment plansmust be implemented as they are critical
for guiding continuous quality improvement of current
and future programming. The importance of keeping the
end product in mind cannot be overstated.

An assessment plan should be developed as the IPE
curriculum is being created to help ensure a link between
the mission, goals, educational outcomes, and the assess-
ment tools. Including all participating professions in cre-
ating the assessment plan is highly desirable so that the
common interests are included in the conversations. The
assessment outcomes can be applicable in different ways
to each program (ie, for accreditation purposes or pro-
grammatic continuous quality improvement). An assess-
ment committee, inclusive of all professions, can assist in
formalizing the plan and in creating accountability for
execution of the plan.

Numerous quantitative instruments are available, as
are a growing number of resources from which to select
evaluation tools.15-17 Several publications examine the
development of assessments with regard to the broad out-
comes of IPE programs as students prepare to graduate
and enter practice.16,18-23 Examples include the validation
of the interprofessional collaborative competency attain-
ment survey (ICCAS) and the exploration of a tool de-
rived from the IPE Core Competencies.18,19 The Student
Perceptions of Physician-Pharmacist Interprofessional
Clinical Education (SPICE) instrument was developed
by physicians and pharmacists to assess students partici-
pating in an interprofessional clinic. It was deemed useful
for identifying differences in students’ self-perception
following interprofessional education experiences and
has been compared against other instruments.20,21 The
creators of this tool found that the assessment of roles
and responsibilities had the lowest reliability for the

SPICE instrument, indicating that it remains a challenging
domain to assess. The CATS tool was developed to assess
knowledge of the professional roles of others as a compo-
nent of team communication, function, and leadership.24

This instrument is used to assess interprofessional com-
munication, function and performance among student
teams in APPEs.25

Overassessment of IPE programs and participants
should be avoided. When developing a new IPE pro-
grams, a desire to collect a wide range of data is common.
Twoassessment plan development tips can help educators
avoid this. Select only tools that link to the program mis-
sion, goals, and educational outcomes, and choose no
more than 2 validated instruments. This approach can
help teaching teams avoid assessment burnout that could
negatively affect reliable data collection.

To date, assessment studies mainly focus on student
attitudes toward and readiness for IPE and their achieve-
ment of individual IPE activity goals, specifically knowl-
edge and skills. For future research, issues to address for
examining additional educational outcomes are what im-
pact IPE has on student performance and ability to deliver
collaborative care during experiential education and how
students trained in IPE will affect patient care compared
to those who did not receive IPE training upon graduation
and entry into the work force. Realistically, mixed-
method assessment will likely be necessary to provide
longitudinal evidence of change in practice and long-term
benefits of IPE. Ultimately, assessment tools will need to
evaluate whether the students involved in these programs
aremeeting the IPECoreCompetencies and collaborating
to redesign the health care system.

Institutions should strive to develop an overall as-
sessment map of their IPE programs to evaluate which
IPE competencies are met by each program and to what
extent. An example map may include a cross-referencing
of the IPE programs, the IPE competencies addressed by
each program and the assessment tool(s) used in evaluat-
ing the ability of the programs (and the students, individ-
ually and/or in aggregate) to achieve the competencies.

At Thomas Jefferson University School of Phar-
macy, a process was adopted where members of the IPE
curriculum committee, representing all health care pro-
fessions, identified which specific IPEC competencies to
focus on in IPE initiatives. These global competencies
related to the overall mission, negating the need to re-
evaluate the mission at that time. A grid was developed
to highlight which outcomes were being addressed and
how they were evaluated for each IPE program. The grid
also allowed the institution to identify competencies
linked to overassessment or underassessment of students’
performance. According to the grid, in first 2 years of the
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IPE program, too many tools were used. Therefore, the
assessment plan was adjusted to include only 2 validated
tools that do not overlap. Also, various assessment tools
were distributed to different student cohorts if the total
number of participating students was large enough to pro-
duce reliable and valid data. The University of Colorado
chose the CATME tool, a comprehensive assessment of
team member effectiveness and behaviorally anchored
rating scale for self- and peer-evaluation.23 This assess-
ment tool set expectations and provided students feed-
back on their performance during the didactic and
clinical interprofessional settings.

IMPLEMENTING IPE INTERVENTIONS
A dynamic and comprehensive curriculum involves

multiple interventions and instructional strategies. For
example, IPE is suitable for simulation learning, which
according to ACPE can account for up to 20% of IPPE
hours.6 Students need to understand the relevance of the
IPE activities to pharmacy practice rather than merely
learning how to “get along” with other professionals.
Each school of pharmacy must determine the best ap-
proach to take based on its own culture and existing pre-
clinical and clinical curricular structure.

Pre-clinical interventions. According to the IOM
reports, traditional educational models for professional
programs trained each member of the health care team
in isolation from each other. Once graduated, these pro-
fessionals entered clinical settings uncertain how each
team member contributed to patient care. However, soci-
ety increasingly expects each team will work together to
promote patient welfare.2When a health care team fails to
treat patients with respect, combine knowledge to im-
prove outcomes, or use health care resources wisely, pa-
tients can suffer. These messages need to be
communicated to students as they begin their preclinical
interprofessional education. Providing clinical context
exposes students in the didactic environment to the foun-
dational knowledge behind each of the IPEC domains.
While the best approach for teaching the IPEC core com-
petencies has yet to be elucidated, a few examples follow
of foundational knowledge building for each of the IPEC
core domains.

Ethics of interprofessional practice can be an easy
place to start because ethics and professional develop-
ment occur in all curricula and are taught at a basic level,
so aligning ethics coursework among professions is not
necessary. In addition, ethics is already taught in each
curriculum, so extra time is not needed for its instruction.

The University of Colorado provides IPE education
early in the PharmD program as a 4-hour IPE orientation
to first-year students, during which instructors discuss the

importance of interprofessional collaboration for im-
proved health care and explain the rationale of IPE for
creating collaborative health care teams. In addition, stu-
dents are introduced to their interprofessional teammates,
who they will work with for the next 15 months. Students
are encouraged to stay connected to team members and
use each other as resources as they progress through their
respective curricula.

Roles and responsibilities can be addressed early in
the health professions education.26-28 For example, Van
Winkle et al’s IPE study provided medical and pharmacy
students an interprofessionalworkshop in the first years of
their respective curricula and assessed student perception
of interprofessional collaboration.28 The workshop
assessed how the teams reflected upon the roles of each
profession in the care of patients. Based on an analysis of
preworkshop and postworkshop scores on a collaborative
survey instrument, the authors found that the workshop
fostered interprofessional collaboration, although the
change in the scores varied among students.

Again, at the University of Colorado, an interprofes-
sional course started as a series of small group discussions
focused on ethics has evolved into 16 sessions covering
the topics of teamwork and collaboration, quality and
safety, and ethics and values given over 2 semesters. Prior
to orientation, students’ attitudes about each profession’s
roles are collected using items from the Role Perception
Questionnaire.18 Stereotypes of each profession are then
identified and discussed with students during the IPE
courses.

Watt-Watson and colleagues developed a 5-day,
20-hour interprofessional pain curriculum for dentistry,
medicine, pharmacy, nursing, physical therapy, and oc-
cupational therapy students.29 The 20 hours consisted of
pretesting and posttesting, lectures, discussions, and
work in small groups. Through voluntary daily question-
naires, the authors determined that student learning of
the pain topic did occur. Feedback from the students
indicated the content of the cases isolated some of the
professions (dentistry, occupational and physical ther-
apy) and was taught at a level that was either too easy or
too hard for some professions. However, students did ask
for more information about the roles and responsibilities
of the professions in solving the cases.

Interprofessional communication. Educators rec-
ognize the importance of effective communication for
successfully implementing IPE programs.30-34 For exam-
ple, Dow et al used a quality improvement case to address
student ability to work as a team and collaborate interpro-
fessionally.19 Students were provided with specific qual-
ity improvement cases in their individual curricula, and
given time for interprofessional group work to complete
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assignments. Students self-reported a significant increase
in their ability to communicate and cooperate with others
and their ability to identify with their team.30Marken et al
used simulation with 12 students to demonstrate compe-
tence while functioning as a member of an interprofes-
sional team engaged in difficult conversations.34 The
2-day, 4-hour events started with a 20-minute discussion
of difficult topics, followed bymultiple simulated scenar-
ios, debriefs, and discussions on roles. Faculty members
used a rubric to assess and debrief students on their ability
to engage in difficult conversations. Participants demon-
strated skills and gained confidence in dealing with diffi-
cult patient situations.

The University of Washington Health Sciences is
a recognized national training site for TeamSTEPPS,
a teamwork system designed for health professionals that
improves communication and teamwork to improve pa-
tient safety.20 Training in this set of team communication
skills is taught and emphasized in simulations as part of
the IPE initiatives at the university. This simulation train-
ing demonstrated significant changes in team communi-
cation, motivation, utility of training, and self-efficacy.
Some attitudinal and knowledge shifts also were seen
about the TeamSTEPPS skills, which suggests that this
team communication training is a useful tool for provid-
ing interprofessional education.21

At the University of Colorado, an interprofessional
ethics course across multiple professions has been taught
for the past decade.27 In the early years of the ethics
course, many lessons were learned: (1) conversion of
one profession’s ethics course to an interprofessional
course left many faculty struggling to make the change;
(2) one profession outnumbered the others and, as such,
these students felt more comfortable participating in
group discussions; and (3) early evaluations indicated that
35% stated the course was too focused on interprofes-
sional health care, but recent evaluations of the course
indicated that the interprofessional focus was the stu-
dents’ favorite aspect of the course.

Teams and teamwork. In addition to activities con-
ducted by teams, simulation can be used to provide stu-
dents with opportunities to model appropriate
interprofessional team and teamwork behavior. For ex-
ample, Shrader et al partnered with other programs on
their campus to provide a 75-minute simulated interpro-
fessional rounds experience for third-year pharmacy stu-
dents. Students were provided feedback on their clinical
performance, and results revealed that students reported
self-perceived improvement in clinical skills and team-
work.35

At the University of Washington Center for Health
Sciences Interprofessional Education, Research, and

Practice, standardized team members were used as part
of an objective clinical structured examination for medi-
cine, pharmacy, dentistry, social work, and nursing to
facilitate interprofessional collaboration. Assessment tar-
geted team-oriented behaviors such asmanaging conflict,
advocating for the patient, and speaking up against
a power gradient.22,36

At the University of Colorado, during each interpro-
fessional education session, students use knowledge of
their own roles and those of other professions to ap-
propriately assess and address the health care needs of
patient- and population-centered cases as a team. Because
of student concerns that cases did not pertain to all pro-
fessions, the set-up of the cases changed over time. Care
was taken to make issues and themes relevant to all par-
ticipants, stress positive aspects of teamwork in health
care, andmake cases interprofessional. Students preferred
when several cases were provided, each with a different
profession in the featured role vs one case with all pro-
fessions represented. These types of cases also were more
successful when questions asked required consensus or
were too broad for any one person to answer. Students
commented that working together helped them better un-
derstand working in a collaborative environment and the
trust that each professional must have for one another.

Clinical interventions. In addition to exploring pre-
clinical interventions, there is research focused on the
impact of clinical interventions on roles and responsibil-
ities, communication, and teamwork.25 Integrating stu-
dents into practice sites that have embraced the concept
of interprofessional health care may have a larger impact
than exercises performed in didactic courses on students’
perceptions of team roles and responsibilities.Maldonado
et al surveyed pharmacy students before and after practice
experiences in multiple settings across the United States
to assess student communication and teamwork.37 Work-
ing as part of interprofessional transplant teams improved
students’ perceptions in all areas. Specifically, under-
standing each professional’s scope of practice and devel-
oping comfort working with other professionals were
rated the highest by students. The authors noted that
89% of students completing the survey previously partic-
ipated in either preclinical or clinical interprofessional
experiences, suggesting that the students may already
have held an appreciation for interprofessional collabora-
tion. Nevertheless, the survey data demonstrated that par-
ticipating in this clinical IPE experience positively
impacted students’ perceptions. Thistlewait and col-
leagues published clinical interventions data after survey-
ing nursing students who had participated in
interprofessional learning through a student-led hospital
ward.26 Themes that emerged included improvement in
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communicating and collaborating, enhanced team perfor-
mance, increased understanding of other professions, and
knowledge of how nursing fit into the larger team dynam-
ics.26

While these data demonstrate the value of interpro-
fessional clinical training, one cannot assume students
will learn to work together simply by practicing in close
proximity, and not all interactions with other profes-
sionals facilitate shared decision-making and account-
ability for patient outcomes.27 Small amounts of
discussion and team training techniques are useful for
enhancing students’ team building skills. Clinicians
may already consider their practice interprofessional,
but in reality, they are multidisciplinary, defined as sev-
eral disciplines collaborating in the care of patients or
alternatively as different groups within the same profes-
sion (e.g. cardiology versus radiology). For interprofes-
sional team-based care to occur, schools of pharmacy
must ensure that each practice site demonstrates a health
care team that shares patient-care decision-making in-
stead of referring patients to each other for consults. Eval-
uation of APPE sites may be beneficial in determining
where and when interprofessional collaborative practice
is actually occurring for pharmacy students. Establishing
sites and opportunities specifically aimed at facilitating
interprofessional teamwork is paramount for optimizing
these types of training experiences.

Based on external funding from the Kaiser Perma-
nente Foundation, the University of Colorado estab-
lished IPE pairings and collaborations in rural areas.
This 3-year grant aimed to create experiential education
opportunities where students from various health pro-
fessions could be paired to provide services to the com-
munities in which they served. Faculty members from
each program were identified to meet and overcome lo-
gistical challenges to facilitate interprofessional stu-
dent-delivered care as outreach programs, including
educational sessions and health fairs. The 3-year collab-
oration establishedmore than 700 interprofessional pair-
ings, reaching an estimated 22,000 people across rural
Colorado.

BUILDING CAPACITY FOR IPE
Implementing IPE uncovers several logistical chal-

lenges (eg, available time, scheduling, faculty develop-
ment) for fostering collaborations among students and
faculty members from multiple professions. Anticipating
key questions about logistics and faculty development
programs can guide the optimal design and preferred
methods for delivering IPE content. Critical capacity
questions when developing successful IPE programs
can include: (1) Howmany students must an IPE program

accommodate? What are the ratios and mix of students
across professions? (2) How many faculty members and
staff are available, and how much time can they devote
for teaching IPE-related content? (3) Are they comfort-
able training and/or precepting students in other profes-
sions? (4)What facilities are available, including active-
learning classrooms, simulation centers, and clinical-
training sites? (5) Which practice sites are suitable to
provide team-based care? (6) What type of interactions
will the students encounter at these sites? To address
these questions, 2 key components of building capacity
for IPE need to be considered: logistics and faculty de-
velopment.

Logistics. Scheduling logistics across multiple
schools can be challenging. Most programs find schedul-
ing to be the largest and most immediate challenge to
implementing IPE. Convincing individual programs to
make changes in class and/or practice experience sched-
ules to allow students face-to-face time can be difficult.
However, an IPE curriculum is useful even if only some
health professions collaborate. Programs that encounter
significant scheduling or other logistics problems may
want to beginwith 2 professions, for example, and expand
the program based on their success. Anticipating partici-
pation of all students from all disciplines will likely sig-
nificantly delay IPE implementation.

At the Thomas Jefferson University School of Phar-
macy, all of the programs involved selected a specific day
and time for IPE activities across various professional
programs and used common technologies. This facilitated
effective communication among all of the IPE teams.

At the University of Colorado, there were several
logistic issues that needed to be addressed. First, while
faculty members had appreciation of the value each pro-
fession contributed to patient care, they lacked under-
standing about the different programs on campus.
Second, the students’ schedules for clinical experiences
varied across programs. Third, the level of students’ ex-
pertise differed based on the time of the experiences and
the academic year in which the students were within their
respective programs. Fourth, pharmacy had specific su-
pervision requirements in order to engage in interprofes-
sional activities, mandating that a licensed pharmacist
must be present in order for the students to practice phar-
macy. Faculty members at the university level needed to
establish a shared mission of the IPE grassroots initiative,
identify specific goals and educational outcomes for
participating students, and determine each program’s
capacity to accommodate pairings to overcome these
challenges.

Facilities. Another challenge is the lack of adequate
physical facilities for IPE. Simply putting students from
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multiple professions together in an auditorium-style lec-
ture hall does not necessarily promote teamwork and
shared decision-making. Facilities must allow for small-
group discussions, and active learning should be the pre-
ferred arrangement for many preclinical interventions.
While simulation is an ideal mode of delivering IPE,
not all institutions have such facilities. Therefore, careful
planning is essential with administration in charge of
physical facilities to make sure learning spaces support
the IPE curriculum design.

Faculty/preceptor development. In addition to hav-
ing students learn about each other, faculty members also
must be trained about each other’s scope of practice and
the differences in their respective programs. If faculty
members do not value each other’s expertise, students
will not either. Achieving clear communication across
professions, even at the faculty level, can be challenging.
Curricular design is time- and labor-intensive, especially
when multiple perspectives are included. Not all profes-
sions will agree on every educational and clinical inter-
vention. Therefore, time for faculty training is vital for
building collegiality and trust. Teaching teams should be
given time to get to know one another and to plan for
teaching together so that learning is relevant and cohesive
for students.

Specialized faculty development also is necessary
to anticipate and deal with difficult situations that arise
with students across professions. Faculty members
must be skilled in facilitating, debriefing, diffusing
conflicts, and discussing power gradients—all of which
are teaching skills not traditionally taught within pro-
fessions. Faculty development is necessary to prepare
successful teaching teams and to give them confidence
in using innovative teaching techniques with students
whose perspectives differ from theirs. Preceptor devel-
opment is also important to make sure that clinical
teaching in practice settings is modeling good team-
work and conflict resolution. Programs should perform
a needs assessment for faculty and preceptor training,
plan development programming, and identify needed
resources.28,29

At the University of Washington, a group of phar-
macy faculty members formed an IPE learning commu-
nity to coordinate efforts and share ideas. Later, the
university formed an IPE implementation committee
that included one faculty and one staff member from
each program. The university-level committee worked
to remove logistical barriers, assess teaching needs, and
secure funding for new facilities to support IPE. A
portion of a pharmacy school staff member’s time also
was dedicated to assist with logistics and scheduling
matters.

At the University of Colorado, capacity was deter-
mined despite the fact that all of the programs had stu-
dents placed in rural sites throughout the academic year;
there was no coordination on campus. Each program op-
erated in a silo, finding placements and scheduling stu-
dents to serve in the rural communities. Consequently,
one of the major successes of this initiative was to create
collaborations among all facultymembers responsible for
recruiting and finding new practice sites. For instance,
a physician will visit the pharmacy department in rural
hospitals to ascertain interest in accommodatingmedicine
and pharmacy students. This increased the efficiency of
new sites and allowed faculty members to develop rural
“centers of excellence,” where students from various pro-
grams are placed at the same health systems for interpro-
fessional trainings.

CONCLUSION
It is vital for administrators and faculty members

who are starting new IPE programs to learn from those
who have successfully implemented IPE programs. This
primer provides tools, guidance, and lessons for phar-
macy educators to better understand the process of de-
veloping effective IPE activities, implementing
successful IPE programs, and assessing students’ educa-
tional outcomes.38-41 Collaborative IPE programs can es-
tablish a common mission across professional programs,
build effective health care teams, develop an assessment
plan of students’ competencies, and, ultimately, enhance
patient care.
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