
PURPOSE: The purpose of this pilot study was to identify
the priorities, strategies, and accountability measures
for interprofessional education (IPE) being used by
health professions programs, allied health colleges,
and/or universities. METHOD: An electronic survey
was sent to 114 deans, associate deans, and directors
(program, clinical education, graduate studies) at six
institutions with allied health programs, including three
academic medical centers and three comprehensive
public institutions. The survey consisted of basic demo-
graphic questions and questions assessing knowledge of
the Interprofessional Education Collaborative (IPEC)
concepts of IPE, program-specific accreditation require-
ments for IPE, and institutional priorities, strategies,
and accountability measures for IPE activities. RESULTS:
An overall response rate of 50% (57/114) was achieved
with representation from a total of 34 different allied
health programs. Chi-squared statistics showed statisti-
cally significant differences (p<0.05) between the fre-
quencies of survey responses and institutional types in
the inclusion of IPE in the college/school’s vision, the

physical space available to accommodate IPE needs,
and the commitment to set aside time for IPE. CONCLU-
SION: This study found that there is not a clear mandate
or direction from most allied health disciplinary accred-
iting bodies for IPE. While there appears to be distinct
movement by institutions to hold programs account-
able for IPE and to integrate IPE into the curricula, bar-
riers remain that have slowed the desired degree of
implementation of an interprofessional curricula.
While institutions, college, and/or programs may be
slow to formally include IPE in its vision, this study
found that, in general, support is being provided for IPE
activities. J Allied Health 2014; 43(3):e37–e44.

THE PRACTICE OF UTILIZING interprofessional educa-
tion (IPE) among healthcare educators is growing both
in consensus and expectation. It is no longer a matter of
“if” we should implement IPE, rather it has become a
question of “when.” President Obama’s FY2015 budget
proposal to the United States Government requested
$10 million to support clinical training programs to
“increase the capacity of community-based primary
health care teams to deliver quality care.”1 Accrediting
bodies are beginning to follow government expecta-
tions by requiring health professions programs to incor-
porate IPE in their educational processes as a require-
ment for maintaining accreditation. Resultantly, health
professions educators are being encouraged, and in
some cases mandated, to incorporate IPE into already
very full curricula.  

The first definitions of IPE were outlined by the
Institute of Medicine (IOM) plenary session on “Edu-
cating for the Health Team” in 1972, which established
the nexus for team-based healthcare.2 Over the next
four decades, the concept of IPE grew slowly in under-
standing and necessity as well as a method of quality
improvement for patient care. The 2003 IOM report,
“Health Professions Education: A Bridge to Quality,”
established that educators and accreditation, licensure
and certification organizations should ensure that stu-
dents and working professionals develop and maintain
proficiency in five core interprofessional practice areas:
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patient-centered care, interdisciplinary teams, evidence-
based practice, quality improvement, and informatics.3

In turn, these core areas provided the impetus for the
creation of an Interprofessional Education Collabora-
tive Expert Panel (IPEC) in 2011. This panel identified
four competency domains that reinforced the five core
areas identified in the 2003 IOM report by further
defining the interprofessional competencies: 

1) values/ethics for interprofessional practice, 
2) roles and responsibilities, 
3) interprofessional communication, and 
4) teams and teamwork. 

Within these competency domains are additional compe-
tencies which serve as learning objectives and activities.4

Zorek and Raehl assessed the accreditation mandate
for IPE and interprofessional collaborative practice
(IPCP) through content analysis of IPE accreditation
statements for all practice-level degrees in dentistry,
medicine, nursing, occupational therapy, pharmacy,
physical therapy, physician assistant, psychology,
public health, and social work. Utilizing keywords
chosen based on their frequency of use in the IPE/IPCP
literature, 205 potentially relevant IPE/IPCP state-
ments were identified in 18 of the 21 accreditation doc-
uments analyzed in 2011. These statements were then
categorized as either applicable (n=178) or nonapplica-
ble (n=27). The 178 statements identified as applicable
to IPE were further categorized into either accountable
(n=60) or nonaccountable (n=118). The authors con-
cluded that U.S. accrediting bodies lack a collective
mandate for IPE, which is regrettable given that aca-
demic institutions must respond to accreditation
requirements. While more progressive academic institu-
tions will embrace IPE, producing graduates prepared
for IPCP, the lack of IPE directives “leave the healthcare
landscape dotted with IPCP-ready professionals rather
than transforming it.”5

Health professions educators agree that in order to
promote quality outcomes in patient care, practitioners
must be able to understand and respect the contribu-
tions of each professional on the healthcare team, com-
municate effectively with each other about the appro-
priate plan of care, and collaborate in the decision-
making process. Despite the tremendous advances in
defining IPE, questions remain as to the implementa-
tion of IPE into our curricula. This pilot study identified
the priorities, strategies, and accountability measures
for IPE being used by health professions programs,
allied health colleges, and/or universities. Particularly,
this study sought to determine if accrediting bodies
have established clear mandates for the inclusion of IPE
in allied health programs and the strategies that pro-
grams are using to address these mandates. On an insti-
tutional level, the study determined if programs were
being held accountable for the inclusion and advance-

ment of IPE in curricula, and if so, the measures being
utilized to assess IPE outcomes. Finally, the study ascer-
tained the limitations or barriers that programs have
experienced in their efforts to incorporate IPE into their
curricula and the resolutions to these barriers that have
been created.

Methods

The study participants were college administrators at six
institutions with allied health programs: three academic
medical centers and three comprehensive public institu-
tions. As a pilot study conducted in partial fulfillment of
the requirements of the Association of Schools of Allied
Health Professions’ Leadership Development Program,
this was a convenience sample consisting of the institu-
tions represented by the authors. An electronic survey
was sent to 114 deans, associate deans, and directors
(program, clinical education, graduate studies), with 50%
(57/114) responding. Approval as an exempt study was
obtained from the University of Arkansas for Medical
Sciences IRB prior to administration of the survey (IRB
protocol no. 202144).

A 13-item survey was employed using Survey-
Monkey©. Created with guidance from a design and
evaluation specialist, the survey consisted of 3 basic
demographic questions and 10 questions assessing
knowledge of the IPEC concepts of IPE, program-spe-
cific accreditation requirements for IPE, and institu-
tional priorities, strategies, and accountability measures
for IPE activities. The survey was piloted among a small
group of faculty in another college at one institution to
establish face and content validity. Data were collected
over a 1-month period. A summary of the survey ques-
tions is provided in Table 1. 

Results

An overall response rate of 50% (57/114) was achieved,
with 11% (6/57) of respondents identifying themselves
as deans or associate deans, 58% (33/57) as chairs or
program directors, 23% (13/57) as directors of clinical
education, directors of graduate studies, or program
coordinators, and 9% (5/57) as faculty. The majority of
respondents (54%; 31/57) were employed at compre-
hensive public institutions, while 46% (26/57) were
employed at academic health sciences medical centers.
The six institutions surveyed represented a total of 34
different allied health programs offering awards ranging
from certificates to doctoral degrees. The most fre-
quently reported programs were physical therapy (86%;
48/56), speech-language pathology (84%; 47/56), and
occupational therapy (70%; 39/56). 

Chi-squared statistics (test of independence) were
performed to examine the relationship between survey
responses and institutional type: academic medical cen-
ters (54%; 31/57) and other institutional types (46%;
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26/57) comprehensive public institutions.  There were
statistically significant differences (p<0.05) between the
frequencies (percentages) of survey responses and insti-
tutional types in the inclusion of IPE in the college/
school’s vision, the physical space available to accom-
modate IPE needs, and the commitment to set aside
time for IPE. A higher percentage of academic medical
centers were found to have IPE in their strategic plan as
a part of their vision than the other institutional types,
χ2(1, n=57) = 10.35, p<0.05 (see Table 2). 

Accordingly, a higher percentage of respondents
from other institutional types (25%; 14/57) than aca-
demic medical centers (3/57; 5%) responded with “none
of the above” when asked if IPE was included in their
mission statement, strategic plan, college/school goal
statement or curriculum goal statement as a part of
their vision, χ2(1, n=57) = 6.76, p<0.05. Lastly, a higher
percentage of respondents from academic medical cen-
ters than from the other institutional types reported to
have committed time for IPE, χ2(1, n=57) = 4.55, p<0.05,
and have adequate physical space to accommodate all
participants in IPE activities, χ2(1, n=57) = 4.94, p<0.05.  

Discussion

The purpose of this study was to identify the priorities,
strategies, and accountability measures for IPE being
used by health professions programs, allied health col-
leges, and/or universities. In making this determina-
tion, the investigators sought to determine if accrediting
bodies for professional programs have established clear
mandates for the inclusion of IPE in allied health pro-
grams. Twenty-five percent (14/57) of respondents indi-
cated that their programs had accreditation require-
ments that were directly or indirectly related to IPE.
Respondents specifically noted that the Accreditation
Review Commission on Education for the Physician
Assistant, the Accreditation Council for Occupational
Therapy Education, and the Commission on Dental
Accreditation included at least one requirement related
to IPE. One responded noted that “most all of our pro-
grams have indirect requirements,” while another
respondent stated, “No, not explicitly. There are goals
for students to participate in interdisciplinary care in the
clinic—specifically with emphasis on professional duty,
integrity, communication, and plan of care.” Interest-

ingly, the remaining 75% (43/57) of respondents report-
ing that their programs did not have accreditation
requirements directly or indirectly related to IPE (35%;
20/57) or elected to skip this question (40%; 23/57).  

Figure 1 depicts where leadership of these institu-
tions are holding programs accountable for IPE. The
majority of respondents (42%; 23/55) indicated that IPE
was in their strategic plan, while 35% (19/55) indicated
it was in their college or school goal statement, 20%
(11/55) reported IPE as part of their curriculum goal
statement, and 18% (10/55) indicated that IPE was part
of their mission statement. One respondent (2%; 1/55)
reported an IPE statement included in course syllabi,
while another respondent (2%; 1/55) reported IPE
included in the program’s core values. Nearly one-third
of respondents (31%; 17/55) reported that IPE was not
included in any of these documents. 

Described in Figure 2, institutions identified the
mechanisms in place to assist IPE activities. In support
of IPE activities, nearly two-thirds of the respondents
(71%; 32/45) reported that their college and/or program
has set aside time for students to participate in IPE activ-
ities, with 39% (18/46) having calendar and schedule
agreements among participating programs. In terms of
personnel support for IPE, 46% (21/46) reported having
personnel with the expertise to develop simulation expe-
riences with interprofessional objectives, with 37%
(17/46) of respondents indicating adequately trained
personnel to debrief IPE experiences. The majority of
respondents stated that their institution has adequate
rooms and facilities (60%; 27/45) and technology (58%;
26/45) available to accommodate IPE activities. 

One-third of respondents (33%; 16/49) indicated
their institution or college has established a sense of
community presence through the initiation of commu-
nity-based IPE activities (Fig. 3). Nearly two-thirds of
respondents (72%; 33/46) reported having opportuni-
ties for collaborative practice in the community, with
47% (23/49) having received commitment from com-
munity partners for IPE activities. Sixty-one percent of
respondent (30/49) indicated that they or their institu-
tion had created community-based IPE projects which
include a diversity of professions. Service learning expe-
riences (2%; 1/49), interactive health care gaming (2%;
1/49), and a student-led interprofessional health and
wellness center (2%; 1/49) were mentioned by respon-
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TABLE 1. Chi-Square Contingency Table

Academic Med Center Comprehensive Public
f (%) f (%)__________________________ __________________________

Yes No Yes No Total

IPE in strategic plan 16 (28%) 9 (16%) 7   (12%) 25 (44%) 57 (100%)
Physical space for IPE needs 16 (28%) 9 (16%) 11   (19%) 21 (37%) 57 (100%)
Commitment of time for IPE 18 (32%) 7 (12%) 14 (24.6%) 18 (32%) 57 (100%)



dents as examples of community-based IPE activities on
their campuses. 

The study also examined if university/college/pro-
gram leadership holds professional programs account-

able for the inclusion and advancement of IPE in the
curriculum by incorporating accountability measures to
evaluate the impact of IPE activities on student learn-
ing. The most frequently reported IPE activities utilized
by the allied health programs surveyed were a common
course or courses within the curriculum (72%; 39/54),
special events with invited speakers (72%; 39/54), and
community-based projects (67%; 36/54). Mechanisms
by the institutions used to assess the outcome of these
activities are provided in Figure 4. Most frequently uti-
lized were measures of students’ attitudes and percep-
tions toward IPE (82%; 37/45) and knowledge of IPE
(80%; 36/45). Respondents also noted the use of IPE
skills or competency evaluations (53%; 24/45), patient-
oriented outcomes (40%; 18/45), and student satisfac-
tion with IPE (38%; 17/45) as assessment measures uti-
lized. Over two-thirds of respondents (67%; 33/49)
reported that student reflection was included as part of
the IPE activity. 

Depicted in Figure 5, respondents were asked to rank
the limitations or barriers that they have experienced
which influenced the ability to successfully implement
IPE. Lack of available time in the curriculum (37%;
20/54) and lack of faculty time (22%; 12/54) were
ranked as the greatest barriers, followed by differing or
conflicting understanding of IPE (13%; 7/54), lack of
commitment by students and/or faculty (7%; 4/54),
lack of financial resources (7%; 4/54), lack of faculty
skill in IPE (6%; 3/54), and lack of leadership or support
from administration (6%; 3/54). Lack of physical space
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TABLE 2. Summary of Survey Questions 

1. What is your primary academic role?
2. What classification is your institution?
3. Which health professions programs are offered by your

college/school?
4. Where does your college/school include IPE as part of its

vision?
5. What types of IPE activities do you consider IPE? 
6. Does your program(s) have accreditation requirements

directly or indirectly related to IPE?
7. What outcome measures do you use to evaluate the

impact of IPE activities on student learning? 
8. What didactic learning experiences are currently in place

for IPE in your institution/college/program? 
9. What community-based learning experiences for stu-

dents are currently in place for IPE in your institution/
college/program? 

10. What interprofessional experiences for students are
currently in place for IPE in your institution/college/
program?

11. Identify barriers to successfully implementing IPE in
your program/department/institution. 

12. List exemplars you have experienced in delivering IPE.
13. Identify challenges you have encountered in your efforts

in IPE.

FIGURE 1. Where does your college/school include IPE as part of its vision?



to accommodate IPE was not ranked as a significant
barrier by any of the respondents.  

When asked to summarize the challenges encoun-
tered in their IPE efforts, one respondent summarized
the response of several (44%; 11/25) by stating, “Time,
money, and buy-in.” Other responses included “silo men-
tality in some departments,” “inaccurate perspectives of my
own discipline by other healthcare professionals” and “domi-
nance by one or more professions,” “issues of experience and
expertise when students are at different levels of study.” One
respondent noted, “It can take a great deal of time to coor-
dinate various disciplines’ schedules. Once that is accom-
plished, it can be difficult to have someone step forward to take
responsibility for the development of the programming needed
to make the experience successful. Everyone thinks it is a grand
idea, but no one seems to have the time to devote to the project.”  

Respondents noted that it is often difficult to write
learning objectives that are inclusive of the professions
included in the activity and are at the appropriate level

for an often mixed group of students. One respondent
encouraged those planning IPE activities to consider
“grouping of pre-professionals who will continue to interact
with each other upon graduation, and not try to force disparate
fields into an unnatural union.” It was also noted that it
can be challenging to meet the significant profession-
specific demands placed on programs by accrediting
bodies, all the while determining how IPE can address
some of those requirements or if the time dedicated to
IPE is detracting from the limited time available to
address necessary curricular content. One respondent
wrote, “Although it is a great concept, many are unsure if
implementation is truly possible in the current academic and
health care culture. I believe that there is much to be gained by
IPE; however, I do believe that it needs careful planning and
constant evaluation to be effective for all participants.”

Respondents were asked to offer solutions to these
barriers by sharing exemplars experienced in delivering
IPE. The two most frequently mentioned exemplar IPE
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FIGURE 2. Institutional support for IPE activities.

FIGURE 3. Community-based IPE learning experiences.



activities were a common book or reading experience
(15%; 4/27) and IP clinical experiences to include grand
rounds, a mobile clinic, and a student-led interprofes-
sional health and wellness center (15%; 4/27). Addi-
tional examples included a seminar or retreat on the
subject of cultural competency (11%; 3/27) and IP simu-
lation activities (11%; 3/27). At least one respondent
cited a dean’s honors colloquium, an interactive health
care game to enhance education about roles and expert-
ise of the various disciplines, a LEND (Leadership Edu-
cation in Neurodevelopmental Disabilities) program
which offers local and regional opportunities for IPE, an
interprofessional project that provides diagnostic evalu-
ations for children with autism, and service opportuni-
ties that allow faculty, staff, and students to “get to
know” other professionals on campus. Service learning
and community partnerships were also noted as a suc-
cessful mechanism by which to promote IPE. One
respondent commented that “the one IPE experience that
was successful in getting students to appreciate other health
professions was a problem-based learning class. The class,
however effective at promoting interprofessional respect, was
universally hated, primarily due to the difficulties in defining
learning objectives.” Another respondent summarized an
exemplar IPE activity as that which provides “greater
understanding of the role of different professions, collaboration
bringing about more desirable outcomes, financial benefits of
sharing resources, and better utilization of faculty time by shar-
ing responsibility for teaching and learning.”

Context

The concept of interprofessional education is not new.
As early as 1965, the value of disciplines working

together to enhance the health of both the individual
and society was recognized.  Coggeshall, a medical edu-
cator, proposed the concept of medicine as “a single dis-
cipline concerned with only the restoration of individual
health from the diseased state should be replaced by the con-
cept of health professions working in concert to maintain and
increase the health of society as well as the individual.”6

Coggeshall also advocated the need for program accred-
itation for the various health professions.  While this
has been achieved for the most part, it is interesting to
note that accreditation bodies have been relatively slow
in specifically including IPE in their standards.  

Only 25% of the respondents indicated that their
accreditation standards specifically include IPE, with
only three accrediting bodies out of the 34 different
allied health programs represented by the faculty
responding to the survey identified: physician assistant
studies, occupational therapy, and dentistry. These
findings highlight the fact that recognition of the
importance of IPE by accrediting bodies is in its infancy
and that accountability measures are generally lacking
in regards to clearly established accreditation stan-
dards. A report by the Interprofessional Education Col-
laborative Expert Panel in 2011 noted that training stu-
dents for interprofessional collaborative practice has
lagged behind the reality of current health care prac-
tice.4 To encourage and strengthen commitment to IPE,
the American College of Nursing integrated interpro-
fessional collaboration behavioral expectations into its
“essentials” for the baccalaureate in 2008, the Accredi-
tation Council for Pharmacy Education in 2011
adopted language supportive of IPE, and the Commis-
sion on Dental Accreditation adopted collaborative
practice standards in 2013.5 The adoption of the Recov-
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FIGURE 4. Measures utilized to assess IPE outcomes.



ery and Reinvestment Act of 2009 and the Patient Pro-
tection and Affordable Care Act of 2010 has led to the
incorporation of interprofessional approaches in
patient care.7,8 One potential reason for this momen-
tum may be the recognition of the essential nature of
team-based or interprofessional care in providing high-
quality patient care. 

While the majority of institutions, colleges, and/or
programs have yet to formally include IPE in their
vision, this study found that support is being provided
for IPE activities. While nearly a third of respondents
reported that IPE was not included in any institutional,
college, or program formal communications such as the
strategic plan, mission statement, or goal statements,
the majority of respondents indicated that IPE is sup-
ported. The most common support being dedicated
time for IPE activities, adequate facilities and technol-
ogy to support IPE, and faculty and staff with training
in IPE methodology.   

A possible reason for the relatively slow adoption
of IPE may be barriers presented by established pro-
fessional culture. Hall found that “each health care pro-
fession has a different culture which includes values, beliefs,
attitudes, customs and behaviors.”9 She further explained
that the increasing specialization of each profession
has deepened practitioner’s immersion in their respec-
tive cultures. While new students and practitioners of
a particular discipline are inculcated into this culture,
it remains obscure to those outside of a particular pro-
fession.9 This professionalization process may account
for the following respondents’ comments when asked
about challenges to IPE: “time, money and buy-in,” “silo
mentality in some departments,” and “inaccurate perspec-
tives of my own discipline by other healthcare professionals.”
Incorporating IPE core competencies into the profes-
sionalization process that occurs during the education
of new practitioners may be an effective strategy for
developing professional cultures with attitudes,

beliefs, and values that support interprofessional col-
laborative care.

One respondent indicated that there were “inaccurate
perspectives of my own discipline by other healthcare profes-
sionals” and “dominance by one or more professions.” This
finding is consistent with those reported in a number of
studies in which a lack of understanding of other
healthcare disciplines’ roles can limit effective interpro-
fessional collaboration.10–13 However, Reeves et al.
notes that some progress has been made and suggests
that providing insight into the culture of each profes-
sion can guide the methodological approach to IPE.
They found that IPE has been effective in changing
learners’ attitudes about other healthcare disciplines,
enhancing their knowledge of other healthcare disci-
plines, improving collaboration among disciplines, and
ultimately, enhancing the delivery of patient care.14

Early immersion in IPE has the potential to prevent dis-
cipline-specific culture from establishing barriers that
are difficult to transcend and to truly provide the plat-
form for interprofessional collaborative practice. 

LIMITATIONS

In this pilot study, data were collected from a conven-
ience sample of six institutions located in the southern
and midwestern regions of the United States. A larger
and more robust study involving member allied health
professions’ school and colleges from across the coun-
try is planned to determine if similar findings exist.
While 34 disciplines were represented in this pilot study,
many allied health professions were not. A larger
sample of institutions may provide more representation
of the variety of allied health disciplines. While the
focus of this study was primarily administrators, the
inclusion of faculty may present a differing set of
responses. Additional research may also want to exam-
ine the evolution of IPE over time.  
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Conclusions

Results of this pilot study indicate a lack of a clear man-
date or direction from most allied health accrediting
bodies for IPE. While there appears to be distinct move-
ment by institutions to hold programs accountable for
IPE and to integrate interprofessional activities into the
curricula, barriers remain that have slowed the desired
degree of implementation of an interprofessional cur-
ricula at most of the institutions surveyed. Results also
indicated that different types of institutions may face
unique barriers to implementation of interprofessional
curricula. In order for it to be successful, IPE has to be
initiated early in and frequently throughout the educa-
tional process. Incorporating IPE core competencies
into the professionalization process that occurs during
the education of new practitioners may be an effective
strategy for developing professional cultures with atti-
tudes, beliefs, and values that support interprofessional
collaborative care.
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