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> “the logic of managerialism has come to replace the logic of 
professionalism in the social organisation of health care”

> The management use of evidence-based guidelines and audit 
regimens which highlight the standardisation, bureaucratisation 
and re-regulation of clinical practice

> Re-configuration of clinical work, especially professional 
boundaries, to deliver more patient-centred, evidence-based 
services

> Re-stratification of professional groups such as clinical leaders, 
in managerial roles to direct the change

(Waring & Bishop, 2010 p.1332)
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1. Why IPE? Why now?
or, what is the problem to 
which interprofessional
collaborative practice backed 
up by interprofessional
education appears to be a 
solution?



Improving 
patient safety 

Increasing health care consumer 
engagement

Interprofessional collaboration 
in

education and practice
(WHO 2010)

Mounting pressures for change

Quality improvement

Accountability

Lean Health Care

The global health workforce

crisis

The changing governing policy regimes of 
health and higher education



Challenges to health service delivery

> higher patient and community expectation
> aging of health workforce
> particular urgency in rural, remote, Indigenous and 

other vulnerable communities
> increasing incidence of chronic illness and lifestyle 

diseases
> recurring theme of ineffective teamwork



> Most recently in Australia:
– The Bennett report into national health and hospital reform 

discusses the need to ‘make more efficient use of the health 
workforce through a new education framework to facilitate 
the development of high functioning, multidisciplinary teams’. 

– The Towards a National Primary Health Care Strategy,
recommends that the ‘current and future primary health care 
workforce is provided with high quality education 
(undergraduate, postgraduate and vocational) and clinical 
training opportunities that support interdisciplinary learning’. 



In Australia: a summary of findings

> improved systems of governance, accountability and funding
> increased responsiveness to Australian demographic and 

geographical circumstances
> new models of interprofessional team-based care that deliver 

health services that are patient and situation responsive, 
effective and sustainable. Particular emphasis is placed on 
prevention; early engagement through well developed and 
accessible primary health care; partnerships and collaboration; 
service integration across the continuum of care; collaboration 
across professions; and the active participation of health 
consumers

> the establishment of an Australian health workforce that has well 
developed professional and interprofessional capabilities, a 
workforce that works together and learns together.



Interprofessional practice (IPP) refers to the ability of health 
professionals to work effectively together to manage complex 
practice situations requiring communication, co-operation, and 
collaboration across different professional groupings. 

> Interprofessional education (IPE) is defined as: occasions when 
two or more professions learn from, with and about each other 
to improve collaboration and the quality of care. 

Centre for the Advancement of Interprofessional Education (CAIPE,  
1997, revised)



Core arguments legitimising interprofessional learning:

– learning about others - a way of decentring from one’s own 
perspective and better knowing those of others

– learning from others – lateral/vertical expansion of 
competence

– learning together with others – establishing a common base 
for joint action



Research evidence

Interprofessional collaborative practice can improve:

> access to and coordination of health-services
> appropriate use of specialist clinical resource
> health outcomes for people with chronic diseases
> patient care and safety





Interprofessional collaborative practice can decrease:

> total patient complications
> length of hospital stay
> tension and conflict among caregivers
> staff turnover
> hospital admissions
> clinical error rates
> mortality rates



In community mental health settings, interprofessional
collaborative practice can:

> increase patient and carer satisfaction
> promote greater acceptance of treatment
> reduce duration of treatment
> reduce cost of care
> reduce incidence of suicide
> increase treatment for psychiatric disorders
> reduce outpatient visits.



Characteristics of the research to date

> lack of connection with research on community and user 
engagement, partnership, co-production, etc

> A lack of critical policy analysis
> An absence of focus on sustainability, diffusion of 

innovations, etc
> An undeveloped repertoire of kinds of research – a small 

number of studies that meet the criteria of systematic 
reviews;  a lot of small-scale descriptive and self-evaluation 
studies, very few that develop conceptual  tools to 
understand the phenomenon



Challenges for IPE

> Conceptual challenges
– Clarifying key concepts
– Specifying capabilities, standards, modes of assessment
– Relating disciplinary to interprofessional practice

> Pragmatic challenges
– Institutional legitimacy
– Timetabliing, etc

> Progress and learning
– Creating an Interprofessional Workforce initiative in the UK
– 20 years of IPE curriculum infrastructure in Sweden
– Canadian Interprofessional Health Collaborative

http://www.cihc.ca/15

– L-TIPP (Aus) – scoping and development in Australia



2. Scoping and 
development studies in 
Australia
or, what is the state of 
play in interprofessional
education in Australia 
nationally, and where do 
we believe we need to go 
to build interprofessional
practice capability in the 
health workforce? 



outcomes

> a problem of disconnect between over-arching reform 
aspirations and needs and the actualities of everyday practice 
and education

> fragmentation and vulnerability
> a disconnected system based on competition rather than 

collaboration
> a lack of understanding of the complexity of practice
> a health education largely delivered in uniprofessional context
> a need to facilitate a culture of learning across the career-span





L-TIPP methodology

> extensive international and national literature review
> comprehensive activity profiling within Australian universities
> national consultation on draft proposal
> national communication strategy



Themes and ways forward

> the need to find effective common ground between health and 
higher education

> Specification of enablers and constraints of IPE in current 
practice

> the urgent need for research to establish an evidence base to 
inform future curriculum and practice developments. 



Common ground

…the education sector and the health sector are partners but 
not entirely interwoven … the existence of multiple jurisdictions 
in Australia makes a lot of these reforms difficult  

It’s very hard to get all the universities together to talk something 
through. … That’s partly because there is a sense of 
competition between the universities and (a need for) product 
definition to distinguish themselves from each other



Constraints and enablers

I see it as an entirely different shift in thinking, that needs to shift 
practice as well as in the health care arena, as well as the way
we’re teaching our students …. I think it’s a challenging thing for 
a lot of places that are very set in their ways …

The cultural shift to health service teams rather than excellent
disciplines, I think is a really challenging one, because most of 
the legislation, as well as the culture, is around the discipline, 
rather than the health service delivery

[what is needed is] more communication with the universities 
across departments and maybe a shared pot of money to fund 
these things rather than coming from each department… an 
external funder, not from individual department budgets 
because… you don’t want to dilute the intention



Research: an urgent priority

Senior decision makers in the health department and in 
hospitals are really interested in these things, because as a 
senior administrator I’m interested in quality of care. I’m 
particularly interested in safety and making sure that the 
patients go through the system without harm. I’m interested in 
length of stay… a reduced readmission, unplanned 
readmissions because it costs me an absolute fortune… I’m 
interested in those things and the extent to which teamwork and 
involving more than the one health profession in patient 
management can improve the quality of care and particularly 
increase the safety, reduce the length of stay and reduce the 
opportunity for readmission.



Four key lines of development

> Informing and resourcing curriculum development
> Embedding IPP as a core component of health professional 

practice standards and where appropriate, in registration and 
accreditation processes

> Establishing and implementing a program of research to support 
and inform development

> Establishing an IPE/IPL/IPP knowledge management system



5 strategies for action

> identifying mechanisms for the development of health professional 
curricula that embed IPE/IPP as core components of the curricula, 
together with appropriate teaching and learning approaches; 

> exploring approaches to embedding IPP as a core component of health 
professional practice standards (including, where appropriate, in 
registration and accreditation processes);

> reviewing existing Australian IPE programs for what has been learned 
and for what can be adapted to existing and new IPE initiatives;

> designing and implementing a nationally coordinated program of 
research that is responsive to Australian conditions and requirements; 

> contributing to the development and implementation of a national IPE 
knowledge management strategy – to ensure the widest and most 
effective organisation and dissemination of IPE information, knowledge 
and resources.



Questions of sustainability

> Legitimacy
> Salience and criticality
> Connectedness and coherence
> Scale





http://www.aippen.net/



The new project

Curriculum Renewal & Interprofessional Health 
Education: establishing capabilities, outcomes 
and standards



3. Research directions

Or, what do we need to 
know and why?



Faculty of Health Sciences, Linköping University, 1986
25 years experience of interprofessional education

Professor Hugh Barr and  
Professor Emeritus Nils-Holger Areskog

WHO report 1988 
“Learning together to 
work together”

WHO report 2010 
“Framework for action”



Linköping University, Sweden

> Problem-based learning curriculum since 1986
> Strong collaborative partnerships with government
> Interprofessional education integrated course-long and course-

wide
> Interprofessional ‘Clinicum’, including simulations
> Interprofessional Quality Improvement initiatives
> Interprofessional student-led training wards
> Continuing professional learning and development for working 

health professionals within Clinicum space
> Mandatory two-way secondments and joint appointments for 

academic staff
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Curriculum for interprofessional learning



Quality improvement: PDSA-cycle



2 weeks of interprofessional learning
Three student groups with tutor

Primary health care center –
inspiration/contact/reference person

Define a ‘problem of interest’
Site visit
Suggest intervention

Primary health care unit reports back to the 
student group – what happened?



Integrating Interprofessional learning and
Quality improvement work

HEL 1: Individual quality improvement projects, semester 1

HEL 2: Interprofessional team quality improvement
projects, semester 4-5

KUA: Clinical training wards



The new model of ‘ward rounds’

We invite each patient to come to our team room for a planning meeting, where we 
can put up the relevant charts, X-rays, etc, relevant to their case. Here they can 
interview us about what has changed since our last discussion, how they feel, what 

they are worried about and what we are suggesting might be done (J Tholstrup) 



Directions for research

> Research to clarify the phenomena: what is IPP, how 
does it vary, what does it do? 

> Research to improve practice: how can change be 
documented and analysed effectively to contribute to 
generalisable understandings?

> Research to provide evidence that ‘it’ works



Questions for discussion

1. Why IPE? Why now?

1. L-TIPP and beyond: how 
do we build sustainable 
change?

1. Focus for research: what 
research do we need 
and why?


