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Foreword

On Sustainability in Interprofessional
Education and Practice (IPEP)

We have long been rather opportunistic consumers of the resources,
funding and opportunities available to us; lacking a long-term view, we
focus on the next step, the next patient, the next grant and the next
cohort of students. The pressures of health care and of academia are such
that we often feel we are left with little choice but to do so. On a personal
level however, as the editor-in-chief of the international Journal of Inter-
professional Care, seeing through over a thousand submissions from over
50 countries every year, sustainability is never far from my thoughts.

Sustainability is a challenge for any field, but especially for our own.
IPEP is a field often led by local champions, by people who see the oppor-
tunity and potential of the collaborative project. We rely on colleagues
who are brave enough to put their head above the parapet and skilfully
negotiate for a change to the status quo. Inspirational leaders are plenty
in our field, but what happens once they move on? How do we avoid
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vi Foreword

sliding back into old habits? How do we maintain, if not accelerate the
interprofessional momentum we inherit?
This timely collection of chapters from across the world reflects on

these and many more issues, encouraging us to think beyond the present
and plan into the future. Plan not for our current clinics, programmes,
our students or research groups, but rather plan for the next generation of
interprofessional change agents. The honest and personal accounts in this
book, skilfully pieced together by the editors, invite us to consider the
kind of interprofessional future we want for our colleagues, students and
patients—and start planning for this now. The case studies and narratives
in this book are unique in their own right, tackling diverse but real issues
faced in the process of initiating and maintaining local and international
initiatives. Looking at these collectively one thing becomes clear: sustain-
ability does not just happen—it takes energy, careful planning and, of
course, leadership.

Structured in four parts, each helps tell a story; a story of good people
and wicked problems. Through the words of enthusiasts and visionaries,
we follow them on a journey of tenacity, hardship and small victories.
In Part I, the combination of contributions from established and new
IPEP networks is to be commended. The Centre for the Advancement
of Interprofessional Education (CAIPE) in the UK is a prime example of
what to do well but its history has not been plain sailing and its future
not guaranteed. The African IPE Network (AfrIPEN) is a promising and
ambitious endeavour with a mountainous challenge ahead, tasked with
building and sustaining developments across a beautiful but very diverse
continent. In a world of limited funds for interprofessional research it
is encouraging to witness the rebirth of the Interprofessional Research
Global Network (IPR.global) and its addition here is notable.
The key drivers in Part II remind to us to consider our own push

and pull factors. The international contributions here demonstrate that
movements such as IPEP happen within a wider sociocultural and organ-
isational context, having a clear understanding of which allows us to craft
a narrative for what drives us forward. The specific examples shared in
Part III are for me the heart of this book. Practical applications of IPEP
are to be celebrated, and each being unique in the challenges it has faced
and overcome, these accounts provide many real-life lessons on actually

https://www.ipr-global.net/
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implementing initiatives on the front line. The range of examples here is
rather impressive.

Sustainability is not just about the future but also about the past. And,
it is often less about innovation as it is about succession. The last Part
(IV) of the book is a clear reminder of this, as it revisits earlier initia-
tives and gives updates on their development. From Canada to Qatar,
Malaysia and South Africa these reflections are evidence of the global
reach of the IPEP movement.
The chapters in this collection are inspiring to be sure, but sustain-

ability is not easy to achieve, and it certainly does not just happen. There
are plenty of pitfalls and challenges on the path to sustainability, and this
book makes a start in helping us understand how to prepare, plan for
and overcome these. So, what lessons does the book provide and what
does the future of sustainability in IPEP hold? I suspect every reader will
focus on different take home messages, influenced by their individual
circumstances and the stage they find themselves on their IPEP journey.
This book is both a celebration and a call to action. A timely

and strong contribution in the field, the volume offers something for
everyone. Whether an IPEP neophyte or a veteran, the stories here will
appeal to many.

Andreas Xyrichis
Editor-in-Chief, Journal of

Interprofessional Care
King’s College London

London, UK
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Praise for Sustainability and
Interprofessional Collaboration

“This book provides a true international perspective on interprofessional
education and practice (IPEP). It makes a timely and important contri-
bution to the field. As an academic and registered Social Worker with
a belief in IPEP I feel this book will support students, academics and
practitioners to develop a depth of understanding of IPEP as well as the
challenges and progressive ways of working.”

—Dr. Mohammed Jakhara, Executive Dean of Faculty—Newman
University Birmingham. Prof. Doc. Health and Social Care, MBA, FHEA,

PQSW, CQSW, BA (Hons) Applied Social Studies, HCPC Registered

“As an educator of students and practitioners and as an interprofessional
placement coordinator, this book contributes another valuable resource
encompassing rural and global perspectives and the strategies necessary
to grow interprofessional practice in fieldwork. These authors are IP
pioneers with a significant body of published work as evidence of their
expertise, but also their professional and clinical experience means they
are able to translate theory to practice with authenticity using ‘real world’
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illustrations. I will be recommending this text as the next iteration in
their series to students and practitioners alike.”

—Keryn Bolte RN/RM, PG Cert Critical Care, Master of Clinical
Education, Student Placement Manager, Going Rural Health Program,

Department of Rural Health, Faculty of Medicine, Dental & Health
Sciences, The University of Melbourne

“This book is a concise guide to effective leadership in interprofessional
education. It clearly defines the three aspects critical to the success of
interprofessional education in interprofessional programmes which are;
patient-provider interaction, professional teams in the community and
supporting organisations. The book systematically builds a framework
for solving the real challenge which is building health systems that are
centered around relevance, equity, people, quality and cost-effectiveness.”

—Simeon K. Mining, DVM, M.Sc., Ph.D., Doctor of Medicine (h.c),
Professor of Immunology and Director of Research–Moi University, Kenya,

additionally senior advisor Moi–Linkoping Universities Thirty Year
collaboration

“In a fast moving international area of research and practice this edited
book provides a very timely contribution from many contributors
working in several countries, The well chosen chapters are short, read-
able and all provide an important contribution. The chapters tend to
compliment and contrast each other very effectively. Interesting to have
the opportunity to have an insight into cross cultural practice.
The book is makes an important contribution and is published at a

time as the demand for collaborative practice increases.”
—Emeritus Professor Chris Brannigan, University of Derby

“In my former role coordinating interprofessional student placements,
liaising with multiple stakeholders, and establishing collaborative part-
nerships in health and education settings, I would have appreciated being
able to dip into this book.
The book continues the authors highly valued series on leadership

in interprofessional education and collaborative practice, and moves the
work along to the next level by introducing sustainability. The timing is
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perfect. As many of the well-known IPEP initiatives are maturing, the
energy to continue could easily be lost. Readers will be inspired by chap-
ters on sustaining leadership, resilience, cultural changes, partnerships
and networks, and of course research. The challenges of implementing
IPEP are not avoided or sugar coated but sensitively explored, and
insights offered with thoughtful consideration and real-world examples.
The book provides an opportunity to review what has been accomplished
by looking at the drivers and successes of IPEP in previous develop-
ments, and an update on these is a welcome addition to the topic of
sustainability.
This book will be valuable for all practitioners of IPEP to draw on

for support and guidance. The lasting impression on the future of IPEP
is optimistic, and that planning for sustainability is both essential and
possible.”

—Robynne Snell, AdvAPD, Advanced Accredited Practising Dietitian,
Ph.D. Candidate, Curtin University

“This book will be a valuable asset for all those concerned with
the outcomes of interprofessional education and collaborative practice
regardless of discipline. It provides key insights from a global conver-
sation about future directions in promoting sustained cultural change
for interprofessional collaboration. Real case studies from around the
world address a diverse range of issues, faced in planning and maintaining
local and international initiatives. There is much to commend in chap-
ters including leadership, interprofessional networks, exemplar educa-
tional initiatives, patient partnerships, indigenous health, rural health,
and measuring change.”

—Chris Roberts | Associate Professor, Northern Clinical
and Sydney Medical School, Faculty of Medicine and Health,

The University of Sydney

“As we strive in the NHS to continuously improve our services and to
innovate and transform we need to make time to read and reflect on
what others are achieving and how they identify and negotiate challenges
and constraints. This book is a shining example of how that time can be
very well spent. It is supportive, realistic and grounded. We all face local



xiv Praise for Sustainability and Interprofessional Collaboration

demands and priorities, the here and now of delivering services in an
increasingly complex social, economic and political landscape. We know
that the recruitment and retention of colleagues is key to our success
and that how we support and develop them is fundamentally important.
We also know, to varying degrees, that interprofessional and collaborative
working are critically important to achieving this and to serving the needs
of those who use our services. What this book skilfully provides is an
articulation of some of the universal challenges of an interprofessional
approach and some of the creative and dynamic activity being taken to
address them.

A key strength of the book is that it is truly international, drawing
in experience and expertise from a diverse group of contributors across
continents. It is broad in scope, but also focused on detail. The big issues
are here: resilience, sustainability and significant cultural change. So too
are individual case studies, updates on established projects and reflections
on some very practical issues in implementation. I particularly like the
openness and the spirit of enquiry that run through these contributions.
They will engage and sustain the reader of this very timely and thought-
provoking text.”

—Professor Sandra Jowett, Non-executive Director and Senior
Independent Director, Pennine Care NHS Foundation Trust,

Ashton-under-Lyne, England, UK

“This is an impressive textbook offering detailed information on the
aspect of sustainability of interprofessional education and practice. As
such, the textbook advances the knowledge in this field and focuses on
a much needed information gap. I thoroughly recommend this book for
a number of reasons and relevant chapters it encapsulates. Specifically,
I think this textbook is unique in that rather than focusing on one
particular geographical area, it offers insights from practices in very
various settings such as Sweden, Qatar, Malaysian, Brazil, New Zealand
contexts, which helpful for global readers to get a better understanding
of the topic. Additionally, the textbook touches base on specific popu-
lation groups such as indigenous health as well populations living in
rural and remote areas. I think this offers practical insights for readers to
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gain a wider understanding of how to ensure that both interprofessional
education and interprofessional practice should be implemented.”

—A/Prof. Kreshnik Hoti, Associate Professor, Faculty of Medicine,
Division of Pharmacy, University of Prishtina, Kosova. Head of Pharmacy

Practice and Pharmaceutical Care Department
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Part I
An Introduction to This Book

and anOverview of the Situation



1
Developing andMaintaining Leadership,

Resilience and Sustainability
in Interprofessional Collaboration

Dawn Forman

Introduction

Interprofessional collaboration has grown significantly in health care
organisations, becoming a critical part of the way in which health and
social care is delivered. It is now seen as an essential part of effec-
tive health care delivery. Health professionals can be assigned to desig-
nated teams due to the increasing complexity of health care delivery, or
more commonly a number of professionals with different expertise work
together in collaborations which can be configured over some distance
(Thistlethwaite, Dunston, & Yassine, 2019).

Since our last book we have also seen a growth in the amount of inter-
professional research taking place (M. A. Girard, 2019; Wooding, Gale,
& Maynard, 2019).

In spite of the growth in research and the increase in interprofessional
education, practice and collaboration internationally, there seems to be
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a difficultly both in sustaining good practice when there is a change in
leadership and ensuring both individual practitioners (Dunston et al.,
2018) and interprofessional teams have the resilience to cope with edu-
cation and health care changes (McCann et al., 2013).
This chapter proves a taster for these terms and introduces the key

themes of this book.

Sustainability

To ensure the sustained development of interprofessional skills and
thereby the continuity of effective health care teams we need to ensure
the philosophy, policies and procedures are so embedded that these will
exist, continue and develop even if there is a change of leadership. In
research in this area Micklan and Rodger (2005) undertook a study
involving 202 health care professionals; participants identified leadership
as the most significant factor in maintaining interprofessional teamwork
effectiveness. Sharing leadership functions was critical to the teams’ per-
formance.

Leadership commitment is therefore not only necessary from the top
but from the team itself. For example if one professional is absent in a
multidisciplinary team, a key leadership role would be to ensure resources
are in place to provide the professional specific support required. In prac-
tice this may need political knowledge and strategies to fight for resources
and lobby key players in economically tough times.

But, what happens when the top leader changes and the new leader
does not see interprofessional collaboration as a priority? To ensure the
sustainability of interprofessional collaboration we need to ensure the
policies and procedures are reinforced with regulations and good gover-
nance systems.

M. A. Girard (2019) following research into regulations in interprofes-
sional collaboration concluded that to strengthen interprofessional col-
laboration, there must be more socio-legal research to properly address
and inform policymakers.
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As you will read (Chapter 8) one of the countries leading in creating
a sustainable governance system is Australia where the recent research
undertaken there aimed to:

Implement an innovative, consensus-based and sustainable approach to
the governance and further development of interprofessional education
across Australian health professional education. (Dunston et al. 2019)

Resilience

Until this book the only article that seems to address resilience in health
professionals was a review of the resilience literature by McAllister and
McKinnon (2009). They confirm that resilience in the health professions
involves a combination of individual and contextual factors. They make
three recommendations for building resilience in health professionals:

1. that the concept of resilience is introduced in all training pro-
grammes—including both individual and team resilience

2. that practitioners are given opportunities to reflect and learn from
experience and other practitioners and

3. that experienced health professionals share lessons from experiences
and encourage mentoring, leading, coaching and motivating others.

Earlier research seemed to indicate that team resilience also cor-
related positively with team optimism and satisfaction (Delarue, Van
Hootegem, Procter, & Burridge, 2008; Tugade & Fredrickson, 2004)
suggest resilience is the ability to bounce back from negative emotional
experiences, and flexible adaptation to the changing demands of stressful
experiences.
We have taken the term resilience to mean the intrinsic ability of

a health care system to adjust its functioning prior to, during, or fol-
lowing changes and disturbances so that it can sustain required opera-
tions, even after a major mishap or in the presence of continuous stress
(Nemeth, Nunnally, & O’Connor, 2007), and there are many examples
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in this book of how interprofessional resilience is being developed and
sustained.
The terms ‘resilience’ and ‘sustainability’ therefore seem to go

together; as Meads, Jones, Harrison, Forman, and Turner (2009) found
in their research 10 aspects are necessary for sustainable change:

1. Individual policies and projects
2. New organisational relationships and structures
3. Regulatory requirements
4. Multidisciplinary (interprofessional) research agendas
5. Initiatives to promote participation
6. Financial reforms
7. New operational procedures
8. Professional bodies
9. Skills mix and skills substitution
10. Personal leadership.

Many of these themes will be found recurring in this book along with
examples as to how different organisations have developed resilient and
sustainable interprofessional collaboration.

How to Use This Book

As with our previous books we hope this guide will help you dip in and
out of the book and find what you are looking for within easy reach. We
have separated the book into five parts.

Part 1—An Introduction to This Book
and an Overview of the Situation

In addition to this chapter there is an overview of the interprofessional
situation internationally by the esteemed Professor John Gilbert.
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Part 2—Interprofessional Centres
and Networks

This section will outline their experiences (some over many years) of how
they have tried to bring together those involved in interprofessional edu-
cation practice and research. The aim of these groups is usually to share
good practice, but this demands a huge commitment on the part of the
organisers and often this is difficult to sustain.

Part 3—Key Drivers

Different policies, practices, community needs, changes in funding or
leadership, often impact on the development and sustainability of inter-
professional practice and collaborative care. This section will outline the
experiences of different organisations in different countries.

Part 4—Specific Examples

This section provides an array of different examples of practice in dif-
ferent countries. Each outlines how they have developed, and sustained
their practice, the difficulties they have experienced and the resilience
they have developed.

Part 5—Updates on Previous Developments

As readers will be aware this is the fourth book which we have edited and
we thought our regular readers may like an update on some of the devel-
opments which have taken place since colleagues outlined their experi-
ences in previous books.
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Reading and Using Our Book

In addition to the section outlines, as with our previous books we provide
here a list of what we hope are useful definitions of the terms we use and
a list of further reading in this area (Tables 1.1 and 1.2).
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2
Leadership ChallengesWhen Creating

and Sustaining Cultural Change
for Interprofessional Collaboration

John H. V. Gilbert

Introduction

Leadership for What? Leadership by Whom?

Leadership in health care—‘the action of leading a group of peo-
ple or an organisation; different styles of leadership’ (Oxford English
Dictionary)—has been much debated, investigated and written about
in thousands of publications. Apart from the most well-known texts
e.g. Barr and Dowding (2019) and Lee and Cosgrove (2018) and the
journal Leadership in Health Services (Emerald Publishing), there are
literally hundreds of books which explore leadership in a broad range of
industries. In this essay I shall not attempt to cover the myriad topics
such publications examine but will focus particular attention on aspects
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of interest seen in successful attempts to create and sustain cultural
change across the continuum of interprofessional education.

For the purposes of this essay I shall use the acronym IPE (interpro-
fessional education) i.e. ‘Occasions when members or students of two or
more professions learn with, from and about each other, to improve col-
laboration and the quality of care and services’ (CAIPE, 2018) to describe
interprofessional education (IPE) as a continuum of collaboration that
spans interprofessional learning (IPL), which is continuously and con-
tinually interwoven into interprofessional practice (IPP), and interpro-
fessional care (IPC), beginning in the years prior to licensure/registration
then further developed in post-licensure continuing professional devel-
opment (CPD) and life-long learning (LLL).1 The role of leaders in post-
secondary education, and in systems of health and social care, is to create
and sustain the cultural change needed to effect system change across the
continuum of IPE. Leaders must be both lantern and lighthouse.

Leadership Challenges—Many Identities, Many
Cultures

A major challenge confronting any leader of IPE is to understand and
assess the multiplicity of identities and cultures2 (Harper & Leicht,
2006) that are interwoven in the workforce of post-secondary education
and health and social care. Each person in the workforce comes from
a culture that defines her/his individual identity. Each comes gendered.
Each comes as part of a community that is unrelated to her/his work
site. At this time, each identifies as a member of a siloed profession, but
also carries an identity as a member of a siloed professional community.
Each comes with an identity as a care provider (in the sense of pro-
viding a professional service). Each carries an identity as a sometime(s)
patient/client/customer/service user. Every day, the interplay of these

1In this essay I use the word ‘professional’ in its broadest sense i.e. ‘a person competent or
skilled in a particular activity’ (Oxford English Dictionary) and not exclusively of regulated
professions, in order to recognise the plethora of health and social care occupations that play
important roles across the continuum of IPE.
2Culture encompasses shared forms of ‘living and thinking’ comprising ‘symbols and language
… knowledge … values … norms … and techniques.’
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various identities contributes to the larger complex culture of her/his
workplace which is, itself, most frequently siloed, and deeply rooted in
personal values.
Values-based leadership (Barrett, 2006) is a construct which proposes

that leaders should draw on their own and followers’ values for direction
and motivation; it asserts that people are mostly motivated by values and
live according to these beliefs. A leader of IPE must constantly assess and
evaluate how the complex of identities can be promoted to work together
and understand how to manage the values of individual cultures when
they come into conflict. Thus, for example, good leaders of IPE foster
environments in which learners and practitioners actively engage them-
selves and others, including the client/patient/family, in positively and
constructively addressing disagreements as they arise. But good leaders
of IPE need to ensure that in a culture of collaboration there is value
in learning the potential positive nature of disagreement and to ensure
that all engaged in collaborative practice and care feel that in spite of
disagreement, their viewpoints have been heard, and their values noted,
no matter what the outcome. Culture change comes about when leaders
of IPE understand these challenges, and values-based leadership assumes
that an organisation based around shared values is likely to be more flex-
ible and productive.

Creating Cultural Change for IPE—Some Challenges

Creating cultural change is defined as ‘causing something to happen as
a result of one’s actions’ (Oxford English Dictionary). In the Frame-
work for Action on Interprofessional Education and Collaborative Prac-
tice, (WHO, 2010) three major categories of activity were identified as
shaping the culture of interprofessional collaboration. These categories,
which also illustrate the challenges faced by all leaders of IPE, were artic-
ulated as: (1) interprofessional education, (2) collaborative practice and
(3) the systems of health and education. Since publication of the Frame-
work, extensive research has in many senses supported these artificial cat-
egories, strengthened the concept of IPE as a continuum and heightened
the need to understand, develop and integrate the three categories across
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the IPE continuum that might then motivate systemic cultural change.
Leaders of IPE wishing to understand, develop and integrate those cat-
egories are attempting to provide cogent and coherent answers to the
following questions:

First: How can universities, colleges, institutes, health and social care
organisations and governments together build an interprofessional col-
laborative, civic community by developing a values-based organisation?
A community that takes civic and social responsibility for health and
social care in the broadest sense envisioned by the World Health Orga-
nization: ‘… there is a health baseline below which no individuals in any
country should find themselves: all people in all countries should have
a level of health that will permit them to work productively and to par-
ticipate actively in the social life of the community in which they live’
(WHO, 1981).

Second: How can universities, colleges, institutes, health and social
care organisations and governments take professional education out of
professional practice siloes and place it in an interprofessional matrix to
ensure that graduates truly understand the effects of a broad interpro-
fessional spectrum of health and social care practices, and how they can
integrate their IPL into such practices?
Third: How can universities, colleges, institutes, health and social care

organisations and governments integrate IPE policy matters—in both
education and health, with evidence from scientific enquiry so that such
evidence informs interprofessional collaborative practice and care in a
coherent, congruent and timely fashion?

Fourth: How can universities, colleges, institutes, health and social
care organisations and governments integrate interprofessional education
with the health goals espoused in the large number of consultation doc-
uments produced by various levels of government in literally every coun-
try in the world, for example, the WHO Global Strategy on Human
Resources for Health: Workforce 2030 (WHO, 2017a).
Creating cultural change to foster and further the continuum of IPE

is the major challenge confronted by leaders of IPE, who are constantly
reminded of the apt words of Machiavelli:
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It must be remembered that there is nothing more difficult to plan, more
doubtful of success, or more dangerous to manage than the creation of a
new system. For the initiator has the enmity of all who would profit by
the preservation of the old institution and merely lukewarm defenders in
those who would gain by the new one. (The Prince, 1513)

Recognising the aptness of this observation, how then do interprofes-
sional education, collaborative practice and the systems of health and
education, which comprise the continuum of IPE, exteriorise themselves
as real life challenges in universities, colleges, institutes, and health and
social care organisations and governments?

Real Life Challenges to Sustain the Continuum of IPE

Funding for the continuum of IPE is always raised as an impediment
to integrating educator and practice ‘mechanisms’. For example, within
post-secondary institutions, funding is generally allocated to silos i.e. by
faculty or department, which essentially excludes the possibility of inter-
professional co-led programmes. Within health care systems, budgetary
allocations tend to be driven by the ‘issue of the day’ e.g. access, safety,
affordability. The health care system as a learning environment receives
far less attention than clinical areas in terms of budget, allocation of
human resources, space etc. It is clear that developing the continuum
of IPE, when faced with these challenges, takes leaders who have a firm
understanding of the data on efficacy of interprofessional collaborative
practice, and diplomatic skills that elicit recognition and support from
senior levels of administration (Gilbert, 2005) Anecdotal evidence from
the practice sector shows that many managers and administrators are
faced with lack of support (or lukewarm support) when attempting to
introduce IPE as a new approach to learning and practice within their
organisations. Sadly, despite their critical role in practice (clinical) edu-
cation, community agencies (e.g. hospitals, health centres etc.) are only
now being conceptualised as learning environments, but even when they
are, they are almost inevitably inadequately resourced to provide exem-
plary teaching and learning opportunities for interprofessional person
centred collaborative practice. Happily, anecdotal evidence also suggests
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that although members of organisations may not have money, they do
have imagination, and each other, which together are slowly moving the
IPE agenda forward, as will be shown later.
Traditionally, universities, colleges, institutes, health and social care

organisations and governments have not imagined dedicated built
environments in which the focus is on interprofessional activities It is
therefore encouraging that in the past 10 years or so, the necessary inter-
relatedness of health and social care programmes has been developed in
built environments in which the continuum of IPE is being fostered, for
example at the University of Colorado in Denver, Dalhousie University
in Halifax, George Brown College in Toronto and Ball State University
in Indiana. Conceived by visionary leaders, these knowledge locations,
along with moves to the flipped classroom, i.e. delivering instructional
content online, outside the classroom, then using class time for dis-
cussion of that material, have been instrumental in developing new
approaches to IPE.

IPE has frequently been misunderstood as an add-on or “non-
essential” programme, rather than a new way of learning and a new way
of practising. As a result of this misunderstanding it has frequently been
accorded a low priority across the spectrum of learning through practice.
A leader’s challenge is how to correct the misunderstanding. Regulation,
accreditation, legislation, the 20-year movement devoted to safety and
quality care, a clearer understanding of the social determinants of health
and its corollary, population health, have helped considerably in moving
the thinking through requirements on curricula to address these major
issues, that demonstrate the centrality of IPE, the goal of which is
learning together to work together.

Sustaining the Culture of Interprofessional
Collaborative Practice

By definition ‘Causing to continue for an extended period or without
interruption’ (Oxford English Dictionary) has been and continues to
be a major challenge to leaders of IPE. For example, the lack of a
permanent line item in budgets for IPE related activities; changes in per-
sonnel—especially of champions for IPE; changes in the strategic plans
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of organisations—each confound the sustainability of system changes
for IPE. The concept of IPE as a continuum can only be sustained if
a leader of IPE is focused on the complex issues that cross the three
broad categories—interprofessional education, collaborative practice and
the systems of health and education. Those complex issues include, for
example, how to share evidence based models of learning, practice and
care amongst and between post-secondary institutions and health and
social care agencies; how to articulate structured protocols that clearly set
out the rights and responsibilities of all involved in the IPE continuum;
how to negotiate agreement on a fair and equitable sharing of operating
resources; how to develop clear personnel policies related to IPE across
the continuum; and—perhaps most importantly—how to ensure that
management practices are supported in budget and planning from the
highest levels in the organisations, and championed from the front line
of teachers/preceptors/mentors and practitioners.

It is now clearly recognised that because of professional silos and over-
lapping scopes of practice (CAHS, 2014) there is much duplication of
learning and practice across health and social care programmes. Identi-
fying this duplication and building strategies around how to minimise
it is imperative. Many adverse events that occur in teams are occasioned
by confusion during information transfer (communication) that occurs
because of the different languages used by each profession. How to
address the major problems in communication should be a top prior-
ity for every leader of IPE.

Because professional practices are tied up by scopes of practice, dic-
tated by accreditation and sanctified by legislation, leaders of IPE are
constantly confronted with the recurring theme: ‘That body part (or that
disease) belongs to us. Not to them’. Application of Sir William Osler’s
aphorism to this problem is apt ‘It is much more important to know
what sort of a patient has a disease, than what sort of a disease a patient
has’ (Bliss, 1999). A leader’s imperative is to ensure that there is less time
protecting turf, and more time given to how to cede pieces of scopes of
practice, in order to move out of the legendary silos to better address
the needs of the patient/client/customer/service user, and in general, the
health and social care needs of the population. To this end, leaders of
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IPE have to ensure that the large number of health and social care occu-
pations that are not regulated (e.g. home care assistants) are viewed and
accepted as an integral part of interprofessional collaborative practice and
care.

As can be seen, although relatively straightforward to enumerate,
the challenges facing IPE leaders are complex and legion—simplify
access to other professionals; promote and enhance communication
among professionals; develop strategies that recognise evidence-based
practice and encourage methods that allow each profession to work
interprofessionally.

Ultimately, there are personal, interpersonal and intersectoral chal-
lenges that leaders of IPE must address. Thus, all professionals, often
for good reasons, dislike uncertainty and are fearful of change whether
in the classroom or clinic. As professions have developed, they have
built both intra- and inter-professional rivalries and misunderstanding,
often because of perceived power, income and status differentials, and
at the same time with little attention paid to the gendered nature of the
workforce (Newman, 2014; WHO, 2018) There are, of course, differing
conceptual approaches and models of ‘health and care’ depending on
professional training, and at the same time almost all health and social
care professions lack education and training about interprofessional
collaborative teamwork. Finally, there are different and competing
organisational priorities both within and between academic and training
programmes and health care provider organisations, which can lead to a
form of undesirable tribal behaviour (Burton, 2011).

It is these matters, and other related concerns not covered in this essay,
which lead to a consideration of how to sustain cultural change.

Leading Sustained Cultural Change

Our doubts are traitors and cause us to miss the good we oft might win,
by fearing to attempt. (Measure for Measure )
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Fisher and Ury (1981/2011) in their classic text Getting to Yes, focused on
the psychology of negotiation in their method, ‘principled negotiation’,
i.e. finding acceptable solutions by determining which needs are fixed
and which are flexible for negotiators. Their method had, and contin-
ues to have, a huge impact on the development of leadership skills. The
principles they set out are both simple and yet profound: listen to and
focus on the problem, rather than on personalities. Explore underlying
interests rather than specific positions. Consider options that may open
up scope for mutual benefit. These principles can and should be applied
to all situations encountered in developing interprofessional collabora-
tive practice; they are fundamental to ensuring that cultural change is
sustained. How might the principles be enacted? As may be seen from
the multiplicity of monographs on leadership, although different peo-
ple define leadership differently, one characteristic of leadership which
remains undisputed is the rare aura of mystery and charisma which has
surrounded successful leaders from almost every sphere of life (Grabo,
Spisak, & van Vogt, 2017) In many ways it is this aura that allows sus-
tainability to flourish across the continuum of IPE.

In health and social care leaders of teams have to continually and con-
tinuously focus attention on the fact that their lives are about patients
and the health of the population, not about financial returns to share-
holders, and that the health and social care workforce is approximately
80% female (Newman, 2014; WHO, 2018). Leadership for IPE, in the
service environment, requires a grasp of an organisation’s commitment
to a culture of person-centred care, how collaborative practice impacts
patient and worker safety, and the need for an organisation to be a focus
for both service and learning. The cross-cutting themes that touch on
all of these, and about which a leader must have knowledge, include
operational and performance management, decision making supports,
resource allocation, and the infrastructure needed to drive excellence
and quality improvement in the organisation. Above all, understanding
that in providing services in health and social care, much is achieved
by group decision making, rather than management imperatives. People
tend to confuse ‘managing’ for ‘leading’ when in fact these are two sepa-
rate domains, although good leaders must be good managers in order to
be good leaders (McLaughlin & Olson, 2017).
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Leadership in post-secondary environments is much more closely
linked to the philosophical foundations of those environments i.e. the
furtherance of knowledge through research and scholarship, but senior
academic leaders must also be knowledgeable about these cross-cutting
themes (McCaffrey, 2010).
Good leaders are not necessarily born—by defining some of the core

qualities required for leadership and with determined effort headed in the
right direction anyone can, in effect, embark on the journey to become a
leader. If the continuum of IPE is to be sustained, then recognising and
training future leaders of IPE is imperative. How might this be imper-
ative be approached? What are some of the key lessons that have so far
been learned about leadership? ‘Our doubts are traitors and cause us to
miss the good we oft might win, by fearing to attempt’ (Measure for Mea-
sure ). We know that leaders need to experiment more and learn from
experience, instead of being too cautious and wary of taking risks.

Leaders who take the trouble to recognise and celebrate even small
steps towards a difficult goal (of which there are many in health and
social care) can generate much joy. Good leaders do not regard others
merely as objects which either help or hinder their path to success or
realising certain goals, but instead treat them as real people who have
their own hopes and aspirations. In the words of the Golden Rule ‘Do
unto others as you would they should do unto you.’ Good leaders are not
afraid to question and challenge authority, and good leaders evolve from
‘leading’, to helping others ‘lead’. Zeiss’s (2019) reflected that across the
course of her professional career she learned some key lessons ‘Leaders
add value by serving, leadership develops daily, not in a day. Leaders
know how to pursue problems and address conflicts comfortably without
expressing anger, attacking, or understating the issue. Leaders need to be
both nurturing and supportive persons – though, surprising as it might
seem, some people who report to even the most supportive leader may
be frightened of her/him. Recognising this characteristic takes a leader
with special talent.’

Understanding these key lessons is fundamentally bound up with
the philosophy of values-based leadership, which asserts that people are
mostly motivated by deep-rooted values and live according to those val-
ues. It is values-based leadership that carries the promise that the cultural
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change associated with the continuum of IPE can be sustained. Values are
our most natural motivators, and possibly the deepest value we hold is
that of trust, and it is trust that guides behaviour. It is not surprising that
leaders refer to their own values in creating a vision or making decisions
(Campbell-Cree, Macdonald, & Lotten, 2018). It thus makes sense for
leaders to connect with the values of those they work with since it then
makes those individuals more likely to act to sustain the activities of IPE.

It then follows that, because of this value driven behaviour, people’s
self-expectations will influence how they behave—they want their actions
to be in line with their values and their commitments. This idea of value
driven self-expectations is of great importance when building a sustain-
able system for the continuum of IPE when trust is fundamental to best
practice and care. That said, there are realities to be faced. We are all
averse to loss and quite naturally tend to hang on to what we consider
ours. We are not good at computing; when we make decisions we tend
to put a lot of weight on recent events and too little on those that are
in the future; we don’t calculate probabilities well and worry too much
about unlikely events; and we are strongly influenced by how the prob-
lem/information is presented to us.
What is clear from all of the work that has been put into, and is being

put into building and sustaining the continuum of IPE is that everyone
engaged in the process needs to feel involved in the process and know
that they can effect a change—just giving people incentives and infor-
mation is not enough to effect change. Other people’s behaviour mat-
ters—people do many things by observing others and copying; people
are encouraged to continue to do things when they feel other people
approve of their behaviour. The notion ‘We’ve always done things this
way and they mostly work’ is deeply bound up with habits that are hard
to change. Our behaviour is probably the hardest of all human attributes
to change and habits constantly compromise attempts to really move IPE
forward. So how have we moved away from ‘We’ve always done things
this way.’?

Looking back across the past 10–12 years of intense work across the
continuum of IPE, it is encouraging to see how good leadership has
transformed the field. Looking at this interprofessional transformation,
it is possible to assess the transformations that have occurred. We can
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get a crude but nonetheless profound sense of the difference by con-
sidering five questions: Are there signs of more learning together? Are
there indications of new forms of collaboration? Are safety and quality of
care being improved because of IPE? Is it possible to see how new man-
agement structures are steering change? And is the IPE transformation
steering the management of change? The first three of these questions
are directly linked to the CAIPE definition of IPE; the last two ques-
tions are linked to the final part of the definition ‘… to improve … the
quality of care and services’.
The time between the National Academy of Sciences report Educating

for The Health Team (1972) and the report of the Health Professions
Accreditors Collaborative Guidance on Developing Quality Interprofes-
sional Education for the Health Professions (2019) is replete with examples
of the many ways in which good leadership has pushed into all of the
corners of the IPE continuum. As will be seen, these examples provide a
variegated set of answers to the five questions.

So, are there indications that IP transformation is leading to more
learning together? It was clear from the earliest days of IPE that both
academic and health care organisations would need to configure space
in order that students and practitioners could learn together, i.e. a need
to find ways of breaking down the physical barriers of the silos. The
concept of a built environment that would provide knowledge locations
in which to learn and practise was envisioned, in which there would
be small spaces dedicated to interprofessional group teaching, projects,
forums, seminars etc. and that would allow all parts of the continuum
to be addressed in a coherent and congruent fashion (Smith & Costello,
2018). Professor Nishant Manapure, an architect, has described the built
environment as ‘All structures people have built when considered as sep-
arate from the natural environment. Surroundings created for humans,
by humans, to be used for human activity’ (Manapure, pers. com). As
indicated earlier there are now a number of such spaces, developed by
inspiring leaders and collaborative teams of health and social care profes-
sionals.
The movement for ‘transforming education to strengthen health sys-

tems in an interdependent world’ was spearheaded by The Lancet (Frenk
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et al., 2010) in its seminal study Health Professionals for a New Cen-
tury, and in the same year the publication of the WHO’s Framework
for Action on Interprofessional Education and Collaborative Practice
(WHO, 2010), then, in 2013, the WHO’s publication of transform-
ing and scaling up health professionals education and training (WHO,
2013). Health Canada made a major investment in cross country stud-
ies of IPE from 2002–2005 which motivated both academic and prac-
tice changes, many of which continue (Gilbert, 2010) Reports of study
groups (Cox, Cuff, Brandt, Reeves, & Zierler, 2016), conferences, and
other forums initiated by leaders in IPE have followed that have assessed
the changes e.g. Measuring the impact of interprofessional education on
collaborative practice and patient outcomes (IOM, 2015); Lessons from
the Field: Promising Interprofessional Practices from the Robert Wood
Johnson Foundation (CFAR Inc., Tomasik, & Fleming, 2015).

It was, however, the development of interprofessional competencies by
an ever larger cohort of leaders (Chuenkongkaew, 2018; CIHC, 2010;
IPEC, 2011) that effected profound changes in IPE curricula, which was
also driven by an ever increasing number of studies published in the Jour-
nal of Interprofessional Care, the Journal of Interprofessional Education and
Practice, the Journal of Research in Interprofessional Practice and Educa-
tion and journals advancing medical and nursing education—journals
with outstanding leaders as editors whose vision enabled, and continues
to enable, the development of a discipline through research and scholar-
ship.

Are we seeing transformation through new forms of collaboration?
The committee for interprofessional education in health professions is
an example of leadership in Germany, Austria and Switzerland com-
ing together from medicine, nursing, and the diagnostic and therapeu-
tic health professions (Walkenhorst et al., 2015). The Committee on
Interprofessional Education and Practice of the American College of
Surgeons set as its goals, to: Comprehensively address the educational
needs of allied health professionals as members of surgical teams; Edu-
cate surgeons regarding the role of allied health professionals; Support
and assist allied health professionals involved in the surgical care; Partici-
pate in defining duties of allied health professionals; Assist with the pro-
cess of accreditation of their respective educational programmes (https://

https://www.facs.org/about-acts/governance/ace-committees/18
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www.facs.org/about-acts/governance/ace-committees/18). The WHO is
actively facilitating new forms of collaboration through e.g. the inclusion
of IPE as a framework for learning about how to address social deter-
minants of health across a wide variety of health occupations. Remark-
able leaders of student organisations, in Canada, the USA, and elsewhere
have been powerful advocates of new forms of collaboration and particu-
larly effective in carrying that message forward through the Health Care
Team Challenge movement, an event started at the University of British
Columbia in Canada, which now is held annually in many countries
(Newton et al., 2015).

Is interprofessional transformation leading to improved safety and
quality of care? There is no doubt that the Institute of Medicine’s report,
To err is human (Kohn, Corrigan, & Donaldson, 1999), was hugely
important in recognising dysfunctional health and social care teams, and
inherent problems of communication between health and social care
professionals. It is tempting to think that this report was the stimu-
lus for the Lancet Commission review. The downstream effects of that
review, on conceptualising interprofessional teams, have been carried for-
ward by great leaders across the spectrum of health and social care. The
development of checklists, simulation, patient safety goals, quality of
care can now be seen in interprofessional competencies and curricula
(Kitto, Reeves, Chesters, & Thistlethwaite, 2011). Equally significant
has been the development of the patient’s voice in her/his own care, and
in research (Thistlethwaite, 2015). Although the influence of interpro-
fessional collaborative practice and care on improved quality of care is
observed anecdotally, quantitative data are still being accumulated, an
area in which the lens of implementation science would be of great value
(Bauer, Damschroder, Hagedorn, Smith, & Kilbourne, 2015).

Is IP transformation leading to new management structures? What
can be seen is that curricula change towards IPE has seen the appoint-
ment of managers within post-secondary institutions and health and
social care organisation who now have the title, mandate and responsi-
bility to develop IPE e.g. professorships and directorships, and frontline
professionals who are charged with interprofessional collaborative team
development. In Canada, the position of Vice-President, Professional
Practice now more and more frequently has the additional title “and

https://www.facs.org/about-acts/governance/ace-committees/18
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Interprofessional Education”. Transformation is also being engineered
through, for example, the WHO Global strategy on human resources for
health: Workforce 2030 (WHO, 2017a) and Framing the health work-
force agenda for the Sustainable Development Goals (WHO, 2017b).
Finally, is IP transformation steering the management of change?

Evidence for the genesis of a global movement is provided by Barr
(2015) and for advances occasioned by change management in the
BEME systematic review (Reeves et al., 2016). Management is also using
social media, webinars, conferences, newsletters, infographics and online
meetings that clearly demonstrate the ways in which IPE is steering
the management of change. Over the past decade, systematic invest-
ments in developing faculty and practitioners to teach teamwork skills
(Hall & Zierler, 2015); developing sound evaluation and measurement
methodologies (Kitto et al., 2011) and expanding publication sources
for research are demonstrating that IPE is an evidence-based discipline
which covers the continuum from learning to practice and care.

Perhaps more than any other mechanism, it is the organisation of
interprofessional research programmes and publication of the results of
such programmes in ever increasing numbers that are pushing change.
The development of Interprofessional.Global, a confederation of regional
interprofessional organisations that will sustain cultural change, and
Interprofessional.Global. Research, will continue to build the research
base of the discipline.

As we look at the growing culture of IPE and its spreading circle of
influence, the words of Bill Gates of Microsoft fame are apposite: ‘We
always overestimate the change that will occur in the next two years and
underestimate the change that will occur in the next ten. Don’t let your-
self be lulled into inaction.’ Early leaders of IPE across its many sectors
were keenly aware that the system change they were working for would
not happen in two years; they have been amazed at what has occurred
in ten years—and come to realise that ‘Keep track of gradual improve-
ments. A small change every year can translate to a huge change over
decades’ (Rosling, 2018) as they aim for a system in which workforce
planning is led by leaders in IPE, who recognise that in order to bring
about system change, education and practice must be designed around
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patients and the health of the populations—not around the mandates of
professions.
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and Sustainability
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The Centre for the Advancement of Interprofessional Education
(CAIPE) was established in 1987 as a United Kingdom charitable
trust following a series of conferences and workshops organised by the
Middlesex Polytechnic (now university). John Horder who had recently
retired following a distinguished career in medicine was invited to be its
leader. He saw the invitation as an opportunity to promote team-based
primary health care, drawing on his pioneering work as a general prac-
titioner in North London. To imply that his vision extended no further
would be to do him less than justice. CAIPE, as Horder envisaged it,
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would be a regional network with a national council representing the
professions supported by paid staff:

• to foster and improve interprofessional cooperation in the interests of
a comprehensive and effective service to patients and clients;

• to promote development, practice and research in interprofessional
education for practitioners associated with primary health care
(CAIPE, undated).

Interprofessional education (IPE) would be the key to unlock relation-
ships between General Practitioners (family doctors in the UK), nurses,
midwives and social workers practising together in community teams. In
this way it was envisaged they could resolve problems through mobilis-
ing their collective expertise and experience to improve and extend pri-
mary health care services. It would be work-based, person-centred and
practice-led. These values endure in CAIPE and throughout the inter-
professional movement today.

Horder eschewed the limelight. Leading by example, he set CAIPE’s
agenda simply and clearly, demanding impeccable standards from him-
self and colleagues to whom he invariably gave credit. Unwavering in
commitment to his own profession, he succeeded for many in embody-
ing the interprofessional ethos, imprinting his indelible leadership style
on CAIPE during its formative years, indeed throughout his time as chair
and later president (Horder, 2003).

One of us (HB) succeeded Horder as president following his own term
as chair. He sought to emulate Horder’s style of leadership. He welcomed
opportunities to represent CAIPE, addressing conferences nationally and
internationally and writing extensively for publication, concurrently edit-
ing the Journal of Interprofessional Care for much of the time.
The challenge for all who followed in Horder’s footsteps was to hold

fast to his vision whilst measuring up to mounting expectations within
the constraints of a small charity with limited resources. Recurrent
financial crises drove CAIPE on to the back foot, followed invariably by
renewed pressure to do more with less. Closure loomed more than once.
There were no quick fixes. Government made clear that pump priming
for IPE would not be extended. Personal and charitable donations
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solicited by Horder were too small to retain staff and rent accommo-
dation. For a while a business model seemed promising. Income was
generated from membership subscriptions and successful bids which,
however, dictated priorities and were prone to conflict with CAIPE’s
strategic objectives.

Escape from recurrent crises demanded a more radical solution now
being put to the test. CAIPE has become a ‘virtual membership organisa-
tion’ no longer at the mercy of hiked office rents and no longer struggling
to pay staff commensurate with their abilities. Free from these burdens
CAIPE has regained its cherished independence.

Preoccupied though it often was with its survival, CAIPE remained
outward looking: defining IPE; reconciling differing perceptions and
expectations; delineating learning methods; enunciating principles;
and weaving interprofessional perspectives into professional education
(CAIPE, 2002, 2011, 2017). These tasks were hard enough to effect in
primary health care, harder as CAIPE extended into other fields of prac-
tice including child protection, health promotion, acute care and patient
safety.

Each of the nine chairs who followed Horder brought their distinc-
tive personalities, preferences and priorities. All strived by one means
or another to ensure CAIPE remained viable and relevant to its mem-
bers, ably supported by dedicated administrative and professional staff
(all but one of whom were part-time). They adopted different strategies
to find common ground between stakeholders: enlist the professional
associations as partners; generate income; raise CAIPE’s profile; attract
more members; secure the IPE evidence base, instil academic credibility;
balance the books and build a viable virtual organisation, all of which
became part of CAIPE’s modus operandi (CAIPE, 2019; Gray, 2015).
It is difficult and arguably unhelpful to distinguish between activities

instigated by CAIPE, by its individual members, its corporate mem-
bers and in partnership with other organisations. Collaboration with
the Learning for Partnership Network, Creating an Interprofessional
Workforce, especially three of the subject centres of the Higher Educa-
tion Authority and other organisations, was productive but short-lived,
leaving CAIPE with the unfinished business.
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In response to government (Department of Health, 2000), IPE in the
UK from the turn of the century became predominantly university led,
located in and integral to their professional registration programmes.
Interprofessional, post-registration workshops and short courses contin-
ued but were cast in the shadows. University-led post-registration pro-
grammes were slow to take off. One priority for CAIPE was to support
interprofessional activists in universities to articulate theoretical founda-
tions, build in evaluation and secure evidence bases to win acceptance in
academe (CAIPE, 2017). Another was to affirm the centrality of team-
based practice learning (Brewer & Barr, 2016). Yet another was to project
a continuum of interprofessional learning extending beyond qualifying
courses into supervised learning in the workplace, virtual study and post-
qualifying courses (CAIPE, 2017). All these outreached CAIPE’s capacity
alone. The solution, in part, lay in working with like-minded organi-
sations to convene conferences, run workshops, conduct surveys, draft
guidelines, and promote research with systematic reviews (Gray, 2015).

Relationships with the UK Department of Health became more tenu-
ous as it devolved responsibility for health and social care in Scotland,
Wales and Northern Ireland and entrusted professional education to
the regulatory bodies. Building and sustaining relationships with a wide
spectrum of organisations made heavy claims on CAIPE’s resources; con-
currently supporting a lengthening list of corporate members. CAIPE
welcomed growing support from regulatory bodies, collaborating with
them during twice-yearly group meetings that give CAIPE opportunities
to influence their references to IPE standards and competencies, albeit at
times reluctant to go beyond endorsing IPE outcomes, leaving CAIPE to
explain the means.

Over the years, CAIPE members and staff have published seven books
with Blackwell and now Routledge, been instrumental in launching and
sustaining the Journal of Interprofessional Care and mounting two pres-
tigious conferences; nationally with the St. Catherine Foundation at
Cumberland Lodge and three globally in the Altogether Better Health
series. Concurrently, they have advised and assisted the promotion of
waves of interprofessional development in sub-Saharan Africa, Latin
America, the Arab speaking countries, Australasia, Canada, Europe, the
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Pacific region and Japan, establishing and supporting ‘Interprofessional.
Global’ as the umbrella body (Box 3.1).

Box 3.1: Case Study—An Example of How CAIPE Nurtures
and Develops IPE
Case study. The University of Leicester

The revelation, which would change our understanding of teaching and
learning in Leicester, took place in 1995 in designing new training for
medical students about patients who lived in areas of disadvantage and
poverty. As the ideas permeated around the medical school a GP offered
up a green leaflet entitled ‘The UK Centre for the Advancement of Inter-
professional Education’. Apparently in a conversation with John Horder
he had shared our recent thinking for extending medical students’ learn-
ing beyond primary care to the wider community and the possibility of
linking up with the nursing and social work students. Did we not know
that CAIPE could help, was his reply? As a team we had neither heard of
CAIPE nor of interprofessional education.

CAIPE, in the late 1990s, was based in Gray’s Inn Road, central Lon-
don. For all who entered there was a warm welcome from Hugh Barr,
Barbara Clague and Helena Low (then chair, CEO and development offi-
cer respectively). Listening, encouragement and support abounded. From
hearing more about our evolving work in Leicester came an invitation to
share our practice-based interprofessional learning at a CAIPE meeting.
In October 1998, what was to become the Leicester model of IPE was
the first to be shared; practice-learning in the inner city aligning medical
students from one university with nursing and social work students from
an adjacent university (Anderson, Ford, & Kinnair, 2016). CAIPE publica-
tions at that time were prolific, benefitting from active engagement in
research and scholarly synthesis in the Journal of Interprofessional Care.
These outputs included re-affirming the definition, guidelines and princi-
ples for IPE. An analysis of our work was summarised as one of the many
IPE developments taking shape in the UK at that time (Barr, 2002).

The CAIPE Board then comprised representatives from different profes-
sional bodies plus the voluntary sector. These included education, housing
and police, representatives of different subject centres of the UK Higher
Education Academy, along with academics and professionals in the fore-
front of embedding this learning within health and social care curricula.
Within this atmosphere, the tools for creating a solid sustainable inter-
professional curriculum could be found. Here we absorbed the sensitivi-
ties for this learning. We were now able to share these understandings
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locally with academic subject leads across our two higher education insti-
tutions—Leicester and De Montfort universities—to generate a local, East
Midlands, activity centre for IPE.

In 2001, we missed out on the cash injection from the Department
of Health initiative—the Common Learning Bids—rejected because we
could not offer common learning as we were two universities. We
went on to find support from our Regional Health Authority to shape
our local IPE curriculum. This injection of money could not create new
academic posts but could employ help from CAIPE and a researcher.
CAIPE executive members led a series of faculty development workshops.
This support cannot be overstated as academics came together across
two universities, bridging our differences and forming relationships
with CAIPE at the helm. CAIPE as a knowledgeable external charitable
organisation had ensured harmony within the leadership team across the
two universities and helped to propel our strategy. This early support has
led to a sustained evaluated curriculum and university alliances which
have lasted for over twenty years (Anderson, Smith, & Hammick, 2015).
In 2005 we launched the three-strand model curriculum for the East
Midlands (Leicester and Northampton) in an informal meeting of Deans,
the Regional Health Authority and local university leads with a keynote
address from Hugh Barr. We have gone on to share our model widely,
initially published in the CAIPE Bulletin (Anderson & Knight, 2004).

CAIPE offered constant encouragement as our teaching evolved from
the medical student course (Lennox & Petersen, 1998) into an interprofes-
sional practice-based researched model, evaluated throughout its iterative
development over a further ten years (Anderson & Lennox, 2009). Hugh
Barr urged us to publish our experience and Marilyn Hammick ensured
the Leicester Model was ready for publication by the Higher Education
Academy (Lennox & Anderson, 2007). Hammick, as a CAIPE scholar and
chair, went on to become our external consultant for the evaluation of
our local IPE curriculum (Anderson, Smith, & Hammick, 2015).

CAIPE support remains pivotal to our regional success so far lasting
twenty years, exemplifying that which CAIPE offers to its corporate mem-
bers and reflected in its publications, e.g. Barr (2007a, 2007b), Barr & Low
(2013), Barr et al. (2014), and Colyer, Helme, & Jones (2005).

The depth of CAIPE, as we encounter it in Leicester, centres on its
ability to listen and learn with and from the experiences of its mem-
bers, putting interprofessional values into action. CAIPE remains a vibrant
meeting point to debate and discuss the meaning of interprofessional
learning and to share and consider the many challenges we all face. Our
relationship with CAIPE is symbiotic; give and take, share and receive for
constant energy and commitment to furthering IPE.

Through our alliance with CAIPE we have shared our experiences glob-
ally with other universities building collaborations which continue today,
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for example, with Chiba and Niigata universities in Japan in exchang-
ing undergraduate students for placements and electives. In Leicester our
two universities have helped CAIPE host international visitors supporting
global alliances for the exchange of ideas with colleagues from Australia,
Canada, Finland, Norway, Sweden and the USA, and many more. Remain-
ing corporate members of CAIPE continues to sustain and re-energise our
work.

Most of CAIPE’s development is now assigned to working groups
mobilising Board members’ experience and expertise:

• to promote CAIPE and develop effective social media and communi-
cations platforms;

• to explore learning and teaching methodologies and apply technolog-
ical assisted learning in IPE;

• to develop and provide workshops on IPE and collaborative working;
• to provide a platform for international liaison with IPE colleagues and

share resources;
• to add publications to the collaborative practice series with Routledge;
• to enhance further CAIPE’s scholarly reputation, promoting research

and evaluation throughout the CAIPE membership;
• to engage students as the future workforce in the development and

promotion of IPE and collaborative practice;
• to explore how scholarship awards might be made for individuals, stu-

dents and service users, maintaining the John Horder Award;
• to continue to develop resources for individual members;
• to provide bi-annual forums hosted by corporate members to share

innovations and good practice; and
• to engage further service users and carers.

A recurrent challenge for CAIPE is to anticipate, respond and strive to
influence policy developments impacting on IPE and collaborative prac-
tice. Current moves, for example, towards integrating health and social
care services, are pregnant with implications for professional and inter-
professional education (Valentijn et al., 2015). Organisational solutions
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alone falter, as CAIPE has learnt from experience. Managing change suc-
cessfully depends on enlisting the workforce in planning and implemen-
tation, resolving tensions as boundaries between professions are redrawn,
duties reassigned and powers redistributed, all of which entails interpro-
fessional learning.
Work, as we write, with the south and midlands and east regions of

Higher Education England involves piloting an IPE practice workbook
underpinning integrated care and with NHS Education for Scotland
(NES). This work promotes CAIPE, the IPE Review and its recommen-
dations (Barr, Helme, & D’Avray, 2011) involving the Scottish Clinical
Skills Network and the Scottish Heads Association of Nurses and Allied
Health Professionals.

CAIPE is being urged from within to assume an audit role to comple-
ment that of the regulatory bodies. One of its working groups is explor-
ing in consultation with UK regulatory bodies, professional associations
and universities the feasibility and desirability of developing national
standards for the management and delivery of IPE to even up its quality.

CAIPE is grasping technology to promote and sustain many of its
activities but remains ever mindful of the need for real time, face-to-
face interprofessional communication to improve the quality of care
and ensure patient safety. Its revised website launched in September
2016 provides a platform of resources, information, support and inno-
vations in interprofessional education and collaborative practice for
CAIPE members and the wider interprofessional community. Engage-
ment with digital technology is assisting CAIPE in ensuring its sus-
tainability and resilience as a virtual organisation through its monthly
e-newsletter, virtual meetings, podcasts, digital stories and partner-
ship with other web resources. These include Care Opinion (www.
careopinion.org.uk); the (US) National Center for Interprofessional
Practice and Education (https://nexusipe.org); the International Foun-
dation for Integrated Care (https://integratedcarefoundation.org/); and
Interprofessional.Global (https://interprofessional.global). CAIPE is cap-
italising on the popularity of Twitter and social media forums amongst
students and their generation to increase participant engagement, atten-
tion and interaction (Mckay, Steiner Sanko, Shekhter, & Birnbach,

http://www.careopinion.org.uk
https://nexusipe.org
https://integratedcarefoundation.org/
https://interprofessional.global
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2014). Students reportedly prefer near instantaneous access to informa-
tion and constant connectivity (Fox & Varadarajan, 2011). Many edu-
cators are ‘digital novices’ born or brought up before widespread use of
digital technology and needing to learn how to be creative and innova-
tive in their strategies to keep the attention of today’s learner. Recognis-
ing this, CAIPE has engaged with a Twitter Account, @CAIPEUK, to
share IPE/IPC developments. Twitter is now one of the main sources of
IPE traffic to the CAIPE website. Through an initiative of the Student
Working Group we engage in monthly Twitter Chats on a current IPE
topic.

CAIPE as a virtual organisation is financially stable, but heavily depen-
dent on its volunteer workforce and goodwill. This is especially true for
the chair, board members and fellows, including the late Scott Reeves,
appointed from the membership in recognition of their sustained and
influential contributions to IPE to support its strategic thinking. To add
yet more demands might call into question how long CAIPE can remain
‘virtual’, reactivating the case for recruiting professional and administra-
tive staff if and when financial backing can be assured.
This unique ability to remain purposeful and relevant owes much to

the commitment and dedication of its members and leaders. We might
postulate that the sustainability of CAIPE comes from having been one
of the earliest bodies to lead the IPE global understandings through
scholarship, in shaping a definition and principles upon which others
could build. Staying connected to the local, UK, policy developments
and remaining faithful to its members (organisations and practition-
ers/academics) from which its core memberships arise, remains essential.
Involving students and service users on the CAIPE Board ensures a vital
litmus test of whether the aspirations for interprofessional learning have
been achieved. While we see evidence of team working and collabora-
tive practice in the UK, sadly we hear too often from the naive observers
(students) and disappointingly from receivers (patients and carers) that
there is still much more to be done. In this way CAIPE remains relevant,
having been sustained over thirty years with resilience and hopefully for
a further thirty years.
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Consensus-Based Partnerships: The Heart
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and Collaborative Practice

Stefanus Snyman and John Rogers

Introduction

Partnership is at the heart of interprofessional education and collabora-
tive practice (IPECP). Whether it is in a small clinical team, at the insti-
tutional level in a clinic or hospital, in the community, or in building
regional interprofessional partnerships, the principles and processes fol-
lowed to develop the partnership will determine its effective functioning
(Ansari & Phillips, 2001; Bleakley, 2013; Botma & Snyman, 2019; Gry-
monpre et al., 2016; Interprofessional.Global, 2019; McDonald, Davies,
& Harris, 2009).
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In this chapter, we examine the principles and processes involved in
establishing and sustaining an effective partnership using the develop-
ment and functioning of two partnerships as examples: the Africa Inter-
professional Education Network (AfrIPEN ) and Interprofessional.Global:
The Global Confederation for Interprofessional Education and Collabora-
tive Practice. These organisations followed a consensus-based partner-
ship development process to gather potential stakeholders and collab-
orators to support their working together to achieve a common vision to
see IPECP established in health and social care services to improve the
health outcomes of people, to reduce the cost of care, to reduce the bur-
den on human resources for health and to strengthen systems for health
(AfrIPEN, 2016; Interprofessional.Global, 2018).
We are writing from our experience of developing and facilitating

a number of different partnerships over a period of 30 years, and
this chapter is based on those experiences rather than a distillation of
theoretical viewpoints on partnerships. To complement the material in
this chapter, we have created a number of tools to help with the devel-
opment of the partnership you are looking to form. These can be found
in an online Toolkit for the development of consensus-based partnerships for
interprofessional education and collaborative practice (Rogers & Snyman,
2019). Specific tools in the toolkit are referenced as follows, Toolkit #1,
Toolkit #2, etc.

Defining Partnership

Networks vary greatly in character and complexity, but networks tend to
focus only on communication and information sharing. A network can
be defined as any group of individuals and/or organisations who commu-
nicate with one another, with the sole purpose of sharing information to
enhance their individual purposes; networks are usually understood not
to include specific joint working (Taket & White, 2000, p. 25). In the
IPECP context, networks have tended to suggest an informal linking of
people who have a common interest. While a network is not a partner-
ship, the relationships that are formed may lead to members of a network
moving towards the idea of partnership.
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A partnership is two or more individuals and/or organisations that col-
laborate (specifically and intentionally) to achieve a common purpose
(Addicott, 2005, p. 20). Collaborate means not working alone, there is
action and a common purpose whereas working together is intentional.
Whereas the primary focus of a network is to share information, the
primary focus of a partnership is to take joint action, to do something
and do it better by working together. An extreme version of partnership
would be a merger, where the organisations who are working together
form a new legal organisation, in which they give up their individual
organisational identities. However, in the type of partnership discussed
in this chapter, partners need not give up their organisational identity to
work together: each partner organisation retains its own identity and a
clear vision for its own organisation.

Types of Partnership

Although there are various models of partnership, there are two differ-
ent approaches to partnership development. The approach chosen will
determine how effective you will be in working together to advocate for,
collaborate on, promote, and share good practice of IPECP.

Highly Structured Partnerships

Highly structured partnerships are based on formal agreements and have
a constitution and bylaws to which all potential partners must agree.
There is a formal management structure, with a leadership team who
make most, if not all, of the decisions. Time will be spent discussing and
agreeing matters such as administration, budgets, finance, staff appoint-
ments and governance issues.
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Loosely Structured (Consensus-Based)
Partnerships

Loosely structured partnerships are based on relationships and informal
agreements. All partner voices are represented and heard. Decisions are
made by consensus (general agreement) with all partners participating
in decision-making. In order to function effectively there needs to be a
high degree of trust between partners and a strong element of interde-
pendence. The main focus tends to be on the function of the partner-
ship—the reason why the partnership exists and what it was established
to achieve. In consensus-based partnerships ‘function’ is the priority and
comes before either ‘form’ (the structure) or ‘funds’.
This approach to cooperation resonates well with the African con-

cept of ‘ubuntu’ (humanness) and ideas underlying the so-called African
Renaissance (Bitzer, 2004). In the African context, a person is an embod-
ied entity, but goes beyond the body to being embedded in family and
community (similar to the interprofessional team). As the African saying
puts it so well ‘Umntu ngumtu ngabantu’ (a person is a person by means
of people). We are persons within a milieu of complex relationships with
our bodies, ourselves, other persons, the rest of nature, and with our
belief system and worldview (Fehrsen, 2015). AfrIPEN and Interprofes-
sional.Global are examples of consensus-based partnerships (Box 4.1).

Box 4.1 The partnership model of AfrIPEN
and Interprofessional.Global

Prior to the formation of Interprofessional.Global as a consensus-based
partnership, it functioned as the World Coordinating Committee (WCC) of
All Together Better Health. The WCC operated as a constitutional-based
partnership, where procedures and rules took precedence over effective
functioning. In 2018, a number of regional IPECP organisations agreed
that this approach to governance and leadership was not sustainable. As a
result, they embarked on a process to form a consensus-based partnership,
modelling the ethos of interprofessionalism. This ultimately led to the
formation of Interprofessional.Global.

AfrIPEN is not a network as its name suggests, but has been a func-
tioning consensus-based partnership from its conception in 2015. During
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its first meeting in Port Elizabeth (AfrIPEN, 2016), all partner voices were
heard, but the partners realised that it was not realistic to collaborate on
each individual organisation’s priorities for IPECP. The three-day consensus
building process, which also focussed on building trust and mutual con-
cern, helped everyone to feel comfortable with the priorities which were
ultimately agreed upon for collaboration. When it came to the election
of a new facilitator for AfrIPEN in 2019, there was initially some lobby-
ing for the process to be open to nominations and a voting process, but
ultimately, the partnership opted not to vote but to reach consensus on
which candidate would serve as the best facilitator for the functioning of
the partnership. This process contributed to the building of greater trust
amongst the partners.

Consensus-based partnerships are not without their challenges. For
example, at some stage it may be necessary to establish a formal entity
with a constitution to enable the opening of a bank account and apply
for grants/funding. Later we will discuss how Interprofessional.Global
approached this challenge creatively. It can also be easy to revert to a
default position of running a constitution-based partnership and focus-
ing on the structure rather than the function of the partnership. This is
why it is critically important to keep to the principles of a consensus-
based partnership.

Principles of a Consensus-Based Partnership

Working interprofessionally in partnership reflects the unity we see in
working with, for, and between service providers and service users. Part-
nership is one important way to demonstrate to the world the unity of
a bio-psycho-social-spiritual approach to health and social care. Over a
period of more than 30 years the following principles have been observed
as significant in the development of effective partnerships,1 principles
which are wholly consistent with IPECP (Butler, 2006). An adherence

1These partnership principles are based on a set of principles which were originally articulated
by Interdev, an organisation dedicated to the development of partnerships, in the mid-1990s,
and which both authors were associated with at the time. These principles have subsequently
been developed and promoted by other partnering organisations.
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to these principles is much more likely to result in the establishment of
an effective and sustainable IPECP partnership.
The principles are:

1. Effective partners share openly with one another in all they do.
Partners are empowered and refreshed by sharing knowledge, expe-
rience, and approaches with one another; listening to and learning
from one another; and supporting and caring for one another’s per-
sonal needs, as well as for the work.

2. Effective partnerships have a facilitator or a facilitation team.
Partnership does not just happen. It takes a person or a team of com-
mitted people acceptable to all the partners to facilitate the work
of the partnership, who serve the whole partnership, enabling it to
function effectively.

3. Effective partnerships have a clear purpose.
Only a partnership that is formed to fulfil a specific vision or pur-
pose is likely to be effective. Partnership for partnership’s sake spells
failure.

4. Effective partnerships identify needs before shaping structure.
An effective partnership starts by identifying barriers to progress
and from these agrees on priorities for action; it does not start by
trying to establish conditions for membership or write a common
Statement of Incorporation. Function (what the partnership can do)
should always come before form (how the partnership is structured).
Consensus is usually better than constitution.

5. Effective partnerships have clear, well-defined objectives.
Initially, these will be limited and must be achievable. However,
they must also be significant enough to provide motivation for part-
nering. As the partnership experiences progress, the objectives can
become more challenging.

6. Effective partners keep their eyes on the ultimate vision.
It is easy to focus on the ‘means’ rather than the ‘end’. An effective
partnership focusses on the long-term vision and what should be
achieved to reach that end goal. It is important not to get distracted
by maintaining the structure.

7. Effective partnerships are built on relationships of trust, openness
and mutual concern.
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Partnership is more than coordination and planning. The heart of
partnership is strong and effective relationships demonstrated in
action. Developing such relationships requires time and intentional
effort. Effective partners are especially sensitive towards those from
cultures and backgrounds other than their own.

8. Effective partnerships focus on what the partners have in common
rather than on what makes them different.
Unity is encouraged by sharing things of the heart, like vision,
values, and common goals. Discussing differences in philosophy,
history and work experience divides. However, it is important to
acknowledge—even celebrate—these differences at times.

9. Effective partnerships maintain a high level of participation and
ownership by the partners.
Ownership and commitment to the process of effective partnering
is encouraged by wide participation of all the partners in decision-
making.

10. Effective partnerships impart the vision and skills for partnership
development to all the partners continuously.
It is important for partners to catch the vision for partnership and
develop skills in partnering. This may include skills in partnership
development and reinforcing the vision and goals of the partnership
when the partnership meets. An effective partnership expects prob-
lems, especially at times of leadership change, and develops processes
for managing them.

11. Effective partnerships do not come free of charge.
Just participating in a partnership costs time and money, so all part-
ners are investing in some way. Deeper commitment involves an
even greater investment, but the benefits more than outweigh these
costs.

12. Effective partners recognise that partnership is an on-going process,
not an event.
The early stages of developing a partnership take time. Call a meet-
ing too soon and the process is likely to fail. The development of
trust is essential before the potential partners come together. Once
established, time for nurturing trust and processing issues is equally
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important. It is even more challenging to maintain a partnership
than to launch one.

13. Effective partners recognise that they have various constituencies
whose needs must be acknowledged and whose contributions must
be valued.
There are more people and interests involved in a partnership than
those sitting around the table. These include those who serve and
support the partnership, the leaders and staff of the partner organ-
isations, the people and entities the partnership is seeking to serve
(users and providers of health and social services, systems for health,
etc.), and the partnership itself. Effective partners understand the
needs of each of these groups and seek to meet them. They also
acknowledge and value the contributions each makes.

14. Effective partners celebrate.
It is important for partners to frequently celebrate the achievements
of the partnership as a whole, as well as those of individual partners.

15. Effective partners have an ‘advocate’ for partnership in their own
organisation.
This is a person who sees how their own organisation can benefit
from practical cooperation and who will share this vision with col-
leagues. Without such a person, the commitment of the organisation
to the partnership is likely to be half-hearted at best.

16. Effective partners have clear identities and visions.
Partners who have a strong sense of their own identity, vocation,
and calling are likely to be most effective. If the individual partners
do not have a clear vision for their own organisation, they will have
difficulty seeing what they can contribute to the overall partnership
or how they can benefit from the joint effort.

Organisations and individuals that are serious about successful partner-
ing with others should keep these principles in mind as they work with
others to achieve the vision and objectives. Following these principles
will enhance the likelihood of partnership being successful and sustained.
Ignoring them is most likely to result in a failed attempt to work with
others, which will make any subsequent attempts to work together much
more difficult (Butler, 2006). Founding partners of both AfrIPEN and
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Interprofessional.Global subscribed to this set of principles for the devel-
opment of consensus-based partnerships.

The Role of the Facilitator or a Facilitation
Team

The second of these partnering principles states, ‘effective partnerships
have a facilitator or a facilitation team’. This is such a key principle that
it needs developing.
There must be a person (or a small team) with the heart, vision, and

commitment to make the partnership work effectively, who connects the
various members of the partnership, who is aware of the contribution to
the wider whole of the partnership of each partner member, and who
is able to build relationships which are the heart-beat of any partnering
approach (Bentley, 1995; Grymonpre et al., 2016; Kiser, 1998). Graham
Moore (2019) describes a facilitator as somebody enabling something to
happen, who aids or assists in a process, especially by encouraging people
to find their own solutions to problems or tasks. The partnership facil-
itator also brings the various elements of the partnership together and
keeps communication flowing between each individual partner member.
Sometimes the facilitator is an individual; sometimes two or three (but
rarely more) people undertake this function. There are various functions
that the partnership facilitator fulfils and an understanding of each func-
tion is important when seeking to establish any partnering approach.

One of the roles of the partnership facilitator or facilitation team is
to connect people to other people—and to the partnership, in that the
central task of the facilitator is to enable access to participation in the
process of partnership by all those who wish to participate (Taket &
White, 2000). For example, in the IPECP field, the partnership facili-
tator establishes who is involved in educational practice in a professional
or geographical area, establishes whether they are interested in collabo-
rating with others and helps them meet like-minded others. They form
people into a partnership or, if the partnership already exists, help people
become integrated and involved in what is already happening (Box 4.2).



68 S. Snyman and J. Rogers

Box 4.2 Example of how a partnership facilitation team connects
people

AfrIPEN’s partnership facilitation team realised that nursing students
are often not included in IPE activities which typically involve medical
students and those from the rehabilitation professions. Furthermore, we
have found that nurses often feel that doctors look down on them and
that they are not regarded as equal members in health care teams. With
the increasing focus on primary healthcare and sustainable development
goals, nurses are pivotal in the realisation of universal health coverage
in Africa. To bring more leaders in the nursing profession into the IPE
community, AfrIPEN’s partnership facilitation team invited two nursing
associations to co-host the Second Interprofessional Education and Col-
laborative Practice for Africa conference in Nairobi in 2019, namely Sigma
Theta Tau International’s Tau Lambda at Large Chapter—an association
focussing on the development of nursing leadership globally—and the
Anglophone Africa Advanced Practice in Nursing Coalition. This resulted
in more than 60 nursing leaders from all over Africa attending the
conference. Subsequently more than 40 nursing leaders volunteered to
collaborate in AfrIPEN’s working groups and are now advocates for IPECP
in their respective institutions (see Partnership Principle #15 above).

The president of WONCA Africa (World Organisation of Family Doc-
tors Africa Region) also attended the conference. This led to discussions
on how the Third Interprofessional Education and Collaborative Practice
for Africa conference could be co-hosted between associations for family
physicians, nurses, and AfrIPEN in 2022.

Another role of the partnership facilitator or facilitation team is to
identify resources needed to enhance the partnership, such as people,
funding, equipment, or access to training. The partnership facilitator sees
what new resources are needed and makes the connections which enable
those resources to be available to the partnership (Kiser, 1998) (Box 4.3).

Box 4.3 Example where a partnership facilitator connects people
to needed new resources
During a three-day partnership development meeting, AfrIPEN prioritised
the development of a continuing interprofessional education (CIPE) short
course in IPECP to equip faculty, staff, facilitators, preceptors, and service
providers. A framework was developed by a working group for the vari-
ous modules of the planned short course. The challenge was to find the
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people and resources to develop the modules. The facilitator learnt about
the Health Professional Education Partnership Initiative (HEPI), a grant
awarded to various institutions in Africa that complements and enhances
the training of a workforce to meet the biomedical, behavioural, and clin-
ical research needs in low-resource, high HIV-burden countries in Africa,
including Ethiopia, Kenya, Malawi, Mozambique, Tanzania, Uganda, Zam-
bia and Zimbabwe. The HEPI recipients identified IPECP as a critical part of
their planned training. The AfrIPEN facilitation team approached the HEPI
institutions, inviting them to help develop the various modules needed
for the continuing interprofessional education short course with the full
support of experts from AfrIPEN and Interprofessional.Global.

Connecting opportunities for IPECP is another key role for the part-
nership facilitator. Such connections not only bring people together to
enable them to work together effectively, but also promote the multi-
plication of IPECP and its impact. In connecting people to opportuni-
ties the partnership facilitator needs both vision and initiative (Bentley,
1995). The facilitator needs to be constantly on the lookout for opportu-
nities, see the potential in different situations and take initiatives needed
to make the appropriate connections (Box 4.4).

Box 4.4 Connecting opportunities for IPECP

AfrIPEN was invited to conduct a pre-conference workshop on IPE at the
3rd Annual AFREhealth Symposium in Lagos in 2019. The African Forum
for Research and Education in Health is a constitution-based partnership,
well-funded by the USA. AfrIPEN’s past and present facilitators did not
expect much enthusiasm for the workshop, because the ethos of the
organisation is very high on “form” and “funding” (constitution-based)
rather than “function” (consensus-based). Much to their surprise nearly
100 people participated in the workshop, most of whom indicated interest
in collaborating on a longitudinal study to determine the impact of IPECP.
African governments and other decision-makers need evidence before
they are willing to fund and implement radical policies to make IPECP
the norm. They need evidence that IPECP improves health outcomes and
patient safety, reduces cost and the burden on human resources for health
and that it strengthens systems for health. AfrIPEN’s “Impact Evaluation
Project” was conceptualised a few days earlier in negotiations between
the World Health Organization (WHO) Regional Office for Africa, the
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WHO Collaboration Centre for IPE and AfrIPEN. This serves as an example
how partnership facilitators can create opportunities for IPECP.

The ideal leadership style of a partnership facilitator is what Robert
Greenleaf describes as the ‘strong natural servant’ (Greenleaf, 1970,
p. 13). Such a leader assumes leadership because they see it as a way
in which they can serve. They see leadership as a function and not a
position; they are leading because it is their desire to serve and to pro-
mote the needs of other people and of other organisations as opposed to
just their own. This should be the approach of the partnership facilitator;
someone who leads through serving the partnership.

Three Stages of Consensus-Based Partnership
Development

As we begin to outline the stages that a consensus-based partnership is
likely to go through, it is important to note that every partnership is
different. There is not what could be described as a ‘typical’ or even an
‘ideal’ partnership. Each partnership has its own personality. However,
from our experience of working with emerging and operating partner-
ships over a period of 30 years, a consensus-based partnership will typ-
ically go through three phases or stages. These are the (1) exploration
stage, (2) the formation stage, and (3) the operation stage.

Exploration Stage of Partnership
Development

When establishing a partnership for any collaborative initiative, you need
to begin with a very clear perspective that working together with others
is really important and that working with others will help deliver the
objectives you are seeking more effectively than working individually.
You must be convinced that a partnering approach is the best way of
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providing the service you need to deliver. If you are not completely com-
mitted to a partnering approach, you are unlikely to be able to convince
others to work in partnership.
The exploration stage is the period when time is spent exploring

whether a partnership might be possible and what purpose it might serve.
This is a critically important stage in the development of a partnership.
Although it can be tempting to try to start the partnership by calling a
meeting to ‘form’ the partnership, it is important not to rush the pro-
cess. You need to give sufficient time to effective exploration. Research
what others might be doing and build relationships, otherwise you can
be creating problems for the future effectiveness of the partnership. It is
important that time is spent building a strong, firm, and deep founda-
tion. This is something which must be done before you can expect any
real commitment on the behalf of potential partners to the development
of a partnership. It takes time: most partnerships take at least a year, some
up to two years, and some take much longer in the exploration stage.

For the successful exploration of a partnership, you—as the advocate
for partnership who is seeking to put together a group of people who
could collaborate—must demonstrate a number of characteristics and
undertake a number of tasks. Perhaps the most important task is to iden-
tify and build trust relationships through holding one-on-one meetings
with representatives from other organisations and institutions who are
seeking to improve the standard of IPE. You need to spend time really
listening to what ‘they’ are saying, not trying to gain their support for
your own agenda or vision. It is also important to go to these meetings
with an attitude of a learner, not as someone who has ‘all the answers’.
The primary objectives of the one-on-one exploration meetings are,

(1) to get to know and build relationships with everyone who is engaged
in IPE, (2) learn about their organisation, (3) identify issues which need
to be addressed and problems which may arise, (4) discover their opin-
ion of others, and (5) identify and develop their perceived need for col-
laboration with others. During these meetings you should develop an
understanding of these organisations, including:

• their vision, history, structure, objectives and relationships
• their involvement in and plans for IPECP
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• their perceptions of the situation and needs regarding IPECP
• their perceptions of others who might be drawn into the partnership
• their interest in the possibility of co-operation.

Throughout the exploration process you need to demonstrate your
impartiality. This is not an attempt to absorb other organisations into
your own, or to take over the work of others. Then you have to encour-
age those you are meeting with to think seriously about a partnership
approach to enhance IPE. Finally, you need to be assiduous in your
follow-up. Document the discussions you have had with potential part-
ners; thank those you meet with for their time and e-mail them with any
information you have promised to send them. (See the online Toolkit #1
for a template that can be used to record one-on-one meetings during
the exploration stage.)

As the exploration stage draws to a close, you should expect to have
achieved:

• good relationships with leaders of other organisations you want to
draw into the partnership

• a good basis of knowledge of the overall picture of IPECP in the area
• a willingness of the key people and organisations to meet and explore

the possibility of co-operation (Box 4.5).

Box 4.5 The exploration phases of AfrIPEN
and Interprofessional.Global

In the case of AfrIPEN the exploration phase took four years. As often hap-
pens, the partnership developer did not have funding available to do the
exploration on a full-time basis, so the process took much longer. Instead
of the recommended method of exploring a partnership by visiting poten-
tial partners on their home turf, Stefanus Snyman, who undertook the
exploration of the partnership, had to meet people at conferences or
when they visited the university he was working at. In some cases, Skype
calls were used. These methods were far from the ideal, which meant that
the process took far longer than would otherwise have been the case.

With Interprofessional.Global the exploration process took only a few
months. Representatives of all established and emerging networks were
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very eager to meet to build trust relationships and to explore opportuni-
ties for collaboration in the true spirit and ethos of interprofessionalism.
It only took a few video calls and emails to explain to stakeholders how
a consensus-based partnership operates and how the formation meeting
would work. The short exploration stage was due to the suggestions and
commitment from regional and emerging IPECP networks for the need of
a consensus-based and sustainable partnership to truly model interprofes-
sionalism.

Formation of a Partnership

Once you have completed the exploration stage you can begin the pro-
cess of planning the formation meeting for your partnership. Partnership
is about relationships. Experience suggests it will need a three- to four-
day meeting for a successful formation meeting to happen, especially if
your partnership is an international one. You may experience some resis-
tance to such a lengthy meeting. However, taking sufficient time over
the process is really important for success. Try to ensure there is equality
among participants. It is best to avoid the use of titles (such as ‘doctor’
or ‘professor’, etc.). It’s also helpful to discourage the wearing of formal
clothing.

Meetings do not just happen, they need detailed preparation and the
success of the initial partnership meeting is dependent on some key deci-
sions as you plan the meeting. We suggest that you should invite every-
one you know who is engaged with IPECP, even if, when you met them,
they did not seem very enthusiastic about collaborating with others. In
this way you are inclusive rather than exclusive. Leadership of the meet-
ing is also important. Whoever leads the meeting should adopt a ‘facili-
tative’ approach rather than acting as a directive ‘chair’. The leader must
be perceived as being completely neutral, whose sole objective is to help
the group make decisions. Sometimes it can be helpful to have a small
group of up to three people take turns in facilitating different parts of
the meeting (Taket & White, 2000).
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Notice of meetings should be given well in advance, because people
are busy. Check dates of other local and international events that might
have an impact on attendance at this meeting and keep in mind annual
weather conditions that might impact travel. It can be helpful to arrange
the formation meeting immediately before or after another meeting
that a number of interested parties will be attending. It is often easier
for people to get funding to attend a conference than a meeting, and
it can be easier for people to ‘add-on’ a meeting. Hold the meeting in
a location where people can stay, eat and meet. It complicates matters
if people stay in one location and the meeting is elsewhere. Both the
venue and the accommodation need to be affordable. It is important to
have a spacious location where the meetings can be held, and where the
networking facilities are good.
There will be costs which need to be considered. These include name

tags, stationery, flip charts and markers, etc. To cover these costs, you
should consider charging a registration fee. When informing people
about the plans for the meeting, it is important to make sure that
they understand the reason for calling the meeting, which should be to
encourage information sharing between people who are engaged with
IPECP, and to explore possible co-operation on a task that is too big for
any single organisation. Communicate clearly that no decision has been
made about future co-operation, what form such co-operation will take
or the purpose it might serve. This will be discussed by the group itself.
The convenor of the meeting should also consider co-opting an advisory
or steering group which reflects the membership of the entire potential
partnership. This helps to underline that others are committed to the
process and thereby widens the leadership base within the potential
partnership.

Planning is important, but so is the process of the meeting itself. (See
the online Toolkit #2 for an outline agenda which you can use for a
formation meeting of a partnership.)
To reach an agreement to work together and form a partnership a

number of components should be incorporated in the meeting, which
include:
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• introductions: people sharing about themselves and their work
• a reminder of the purpose of the meeting as not everyone present may

fully understand why the meeting is taking place
• organisations sharing in detail what they have done regarding IPECP

so that everyone hears what each is doing
• discussion on what is working effectively
• identifying both duplication and gaps regarding IPECP provision
• discussion on challenges experienced
• an extended time in which you build consensus on two to four pri-

orities that will be addressed together as a partnership. By consensus
we mean that the group together reach an agreed decision on which
priorities to focus on

• time for relationship building; it is important to allow adequate time
for meals and coffee/tea breaks, because it is during those times that
relationships are further developed and a lot of small-scale cooperation
is agreed on (Box 4.6).

Box 4.6 The formation meeting in an African context

At the AfrIPEN formation meeting, and at all subsequent meetings, we
started with ample time for partners to introduce themselves. The time
allocated is likely to vary according to the number of people present, but
it can take up to three hours, and sometimes even longer. We encour-
age participants to share about themselves as human beings, not human
doings: not about what people are doing and their accolades, but to
get to know them as individuals. We encourage sharing about family,
upbringing, neighbourhood, where they are now in their lives, and what
encouragements they need. As an example, one facilitator usually started
the process by sharing about his upbringing. Another shared his story of
how he never fitted in with his peers, about his burnout as a young doc-
tor and the devastating experience of depression on his life. Sharing of
stories is highly appreciated in most African contexts usually resulting in
more people being eager to share their own stories. A senior leader of
a very bureaucratic organisation stated at the end of one meeting that
sharing his story, and listening to others, was the highlight of the event.
It helped him to have compassion with others and to trust them.
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The way this formation meeting is facilitated is critical if the part-
nership is going to be successful in the long term. Equally important is
including an extended time during the meeting where you run a process
to help the group decide by consensus a limited number of projects that
the partnership will initially work on together. The way you approach
both the facilitation of the meeting and the consensus-building approach
is so important. (See the online Toolkit #3 for a step-by-step process
which you can use to achieve consensus in a partnership meeting.) Both
Interprofessional.Global and AfrIPEN followed the consensus-building
process outlined, one which has worked successfully many times in
partnership meetings.

Having identified two to four priorities during the formation meeting,
it is important to establish working groups, each focusing on a different
priority. This is where most of the work of the partnership will get done.
The value of working groups is that it divides the work of the partnership
into manageable segments, and also provides forums for specialists to
work together on projects. Time needs to be planned in the schedule for
working groups to begin their work, with most continuing to meet and
work on the priorities identified after the initial meeting has concluded.
Working groups should come to agreement by consensus, because if any-
one in the group tries to dominate, the working group will most likely
fail. Each working group should report to the full membership of the
partnership; in the initial formation meeting this can be through a brief
report to the whole group. At subsequent meetings, always schedule time
for the working groups to report to the whole partnership, and to receive
feedback from others about what they have achieved. Early in a partner-
ship, there may only be three or four working groups. As the partnership
develops, and as new issues are identified, more working groups may be
established. As the partnership matures, it is possible that ten or more
working groups may meet. Do not maintain working groups that are no
longer contributing valuable input to the partnership.

Before the formation meeting ends there are some practical issues to
be addressed. These include whether the group wants to continue to
meet, who the partnership facilitator might be, whether you want a part-
nership facilitation team (what Interprofessional.Global calls the ‘Part-
nership Facilitation Working Group’) and to celebrate what has been
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achieved during the time the group has been together. At the conclu-
sion of the meeting, you may decide that it has been a good meeting,
but there is nothing specific you want to work on together. If so, you
have not formed a partnership. If a partnership is to be formed, at least
the following three aspects should be agreed:

• when to meet again
• the appointment of someone to be the facilitator, or the appointment

of a facilitation team
• plans to work together on some specific issues or projects.

If you have the above in place, you can celebrate the forming of your
partnership, and move onto the next stage in the partnering process: the
operation stage.

Operation Stage

The operation stage of a partnership should be the most productive stage,
because this is where the members of the partnership are effective in
working together. Significant results can be achieved by implementing
the joint strategies and developing the partnership to its fullest potential.
If the partnership is really going to work well, regular meetings need to
be held. The regularity of these meetings will depend on the nature of
the partnership, but whenever the partnership meets we encourage part-
nerships to schedule these meetings over a three- to four-day period. The
key factor in all partnering meetings is the development and maintenance
of relationships—and this takes time. Always allow time for relationship
building in partnership meetings, whether it is a first meeting, or whether
the partnership has met on a number of occasions. (See the onlineToolkit
#4 for a sample agenda for a meeting during the operations stage.)
Typically, during the operation stage of a partnership, you are likely to

experience a transition from independent activities to a mixture of inde-
pendent efforts and joint actions. New joint projects will be identified.
Working groups will meet and effectively accomplish the objectives they
have been set and more organisations will join the partnership. See the
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online Toolkit #6 for a sample template of a planning document which
can be used by working groups.
The facilitator (or facilitation team) still has a critical role as the part-

nership continues to work together to meet the objectives for which it
was formed. Meetings for the partnership to meet together, to review
progress and to make further plans, need planning and preparation. The
facilitator also continues to provide consistent and active communica-
tion among the partner members, to support the leaders of each of the
working groups and, in addition, brings new partners into the partner-
ship while ensuring everyone shares a sense of the impact of working
together. The facilitator may also be managing conflict and ensuring that
minor disagreements do not turn into major conflicts. Another task for
the facilitator is to evaluate the impact of the partnership, so that all
partner members can appreciate the value of the partnership.

Box 4.7 The operation stages for AfrIPEN
and Interprofessional.Global

The biggest challenge for AfrIPEN’s partnership facilitator and facilitation
team was to effectively support and encourage the working group facili-
tators to formulate the objectives and key results they had set for them-
selves. During face-to-face meetings, working groups are encouraged to
set themselves clear objectives for the next two year cycle and to set
three to four key results they would like to attain for each objective
(Doerr, 2018). However, both Interprofessional.Global and AfrIPEN were
faced with the challenge that some working groups just did not get off
the ground. It so happened that eager and enthusiastic members were
appointed to facilitate a working group, but lacked follow-through to
keep the team moving forward. To overcome this challenge both partner-
ships thought it wise to appoint co-facilitators for each working group.

One very helpful and positive development for the AfrIPEN partnership
has been the offer of a South African university to serve as the secretariat
for the partnership as a support to the partnership facilitator. This univer-
sity made available administrative staff to assist the facilitator in monitor-
ing the progress made by working groups. The university also serves as the
partnership’s “bank account” since the partnership is not a legal entity.
To support the work of the partnership, AfrIPEN has a facilitation team,
which consists of the partnership facilitator, the secretariat, and at least
two other partner members. The facilitation team tries to meet quarterly
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with the working group facilitators to monitor progress and evaluate the
impact of the partnership.

Interprofessional.Global, is structured around seven functioning work-
ing groups. This partnership was faced by a significant challenge, because
as a consensus-based partnership it was not able to open a bank account
or to sign contracts when receiving grants. To solve this challenge, they
are—at the time of writing this chapter—in the process of registering
as a non-governmental organisation (NGO) in The Netherlands. Although
Interprofessional.Global needed a constitution to register as an NGO, the
consensus was that it should not have to function as a constitutional-
based partnership. The roles of the board members of the NGO are
purely to ensure there is financial accountability, they can sign legal con-
tracts, and they are compliant with Dutch law. In terms of the function-
ing of Interprofessional.Global, the Directors of the NGO form the “Legal
and Finance Working Group” of the partnership. The Board Members of
the NGO are elected by both the facilitators of the established regional
networks affiliated to Interprofessional.Global. In this way, Interprofes-
sional.Global is able to function with a flat consensus-based structure and
at the same time be a registered NGO.

Every operating partnership is likely to look different from other part-
nerships. That is because the issues being addressed, and the environment
in which they are operating, will be different for every partnership. How-
ever, consensus-based partnerships all have one thing in common: they
have been created to solve a problem—or a series of problems—and to
achieve things together that they cannot achieve on their own. They can
do more together than they can do alone (Taket & White, 2000, p. 6).

Conclusion

In this chapter, we have explored practical ways to develop a consensus-
based partnership between stakeholders who have the vision to establish
IPECP as an integral part in training the health workforce and in the
effective functioning of systems for health.
The task to transform health professions education and to reform

systems for health to embrace IPECP as the norm, is too big for any



80 S. Snyman and J. Rogers

one agency to tackle alone. We need numerous consensus-based part-
nerships across the globe—in institutions, cities, provinces, countries,
and regions—to collaborate in bringing about this change in approach.
A change which will significantly improve the provision of health and
social care across communities, across countries and across the world. In
the process, we must model the competencies and ethos of IPECP. What
better way than developing consensus-based partnerships.

Additional Resource

A toolkit for the development of consensus-based partnerships for
IPECP is available online at https://doi.org/10.13140/RG.2.2.33337.
93285 (Rogers & Snyman, 2019). The toolkit contains forms and more
techniques for developers and facilitators of consensus-based partner-
ships. These include:

• #1 Exploration Stage of a partnership: Report form for one-on-one
meetings

• #2 Formation stage of a partnership: Agenda for a formation meeting
• #3 An approach to build consensus in a partnership meeting
• #4 Operation stage of a partnership: Draft agenda for three- to four-

day partnership meeting
• #5 Operation stage of a partnership: Handling organisations’ reports

when large numbers are present
• #6 Operation stage of a partnership: Template for planning document

for working groups.
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5
Starting, Growing and Sustaining
Leadership in Interprofessional

Collaboration in Thailand

Wanicha Chuenkongkaew

What Is Interprofessional Education (IPE)
and Interprofessional Practice (IPP)?

Health care is dramatically changing in response to the increasing mag-
nitude of future health and health-related complex challenges. In 2010,
the World Health Organization defined IPE as learning about, from
and with different professions to collaborate effectively for achieving bet-
ter health care and outcomes (World Health Organization, 2010). IPE
is determined as an educational approach for collaborative health care
providers while IPP describes a team-based approach to strengthen health
systems for better health outcomes, with strong evidences such as shorter
lengths of hospitalisation, improving mental health and end-of-life care.
Therefore, in enabling effective IPE and IPP there needs to be syner-
gistic strategies for health and education systems to build future health
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professionals capable of tackling urgent global challenges. Global dynam-
ics such as increasing average life spans, emerging and re-emerging infec-
tious diseases, disruptive technology and climate change, have moved the
world into a situation of Volatility, Uncertainty, Complexity and Ambi-
guity (VUCA).

Health Profession Education generally needs reform alongside the
global changing health care context which includes having continuous
dialogues to bridge the gap between health care providers and academia
so as to support the change. Thus, student learners and practitioners
must learn how to collaborate more effectively, as it is challenging if aca-
demic institutions stay firm and won’t change. It is important that the
academics and practitioners understand this. IPE emphasises interprofes-
sional teamwork in the teaching and learning processes at undergraduate
level and further continues to postgraduate level. In addition, IPP plays
a key role in enhancing people-centred care, in response to populations’
health needs in an equitable and efficient manner with existing resources.
This is a change still in process.

Why Are IPE and IPP Important?

Health systems throughout the world have been evolving over time
from controlling the spread of specific communicable diseases to hav-
ing an equitably integrated health service working together in the focus
on health promotion and disease prevention. Currently, both Universal
Health Coverage (UHC) and Health System Strengthening are needed
to respond to current health threats. The Health Workforce (HWF) is
identified as one of the core building blocks of the health system.
Transformative HWF training and education is an innovative strat-

egy for the development of a highly competent HWF to strengthen the
health system. ‘Competency’ is more than knowledge and skills, it is the
capability of bringing on or provisioning of psychosocial resources to
tackle complicated needs within a specific context. Since academic trib-
alism or discipline-led silos in academic institutes is one of the key chal-
lenges for transformative education, changing educational cultures and
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paradigms is quite difficult and requires both institutional and instruc-
tional reforms as well as mutual recognition on learning and working.
To optimise health professional learning, the transformation should also
focus on system- and team-based learning in addition to competency-
based learning. After the Lancet Commission launched a report on ‘Edu-
cation of health professionals for the 21st century: a global independent
Commission’ (Frenk et al., 2010), there was a movement in reforming
health professional education and IPE with respect to the nation’s socio-
economic and cultural status, as well as domestic health service systems
in Thailand, Vietnam, Bangladesh, China and India.

Key challenges on implementing IPE in Thailand include traditional
cultural ways of learning and silos in academic institutes and professional
organisations at both policy maker and faculty staff levels along with
inflexible regulatory systems.

IPE and IPP have been gradually embedded in teaching and learning
processes to better equip the HWF to meet population health needs of
Thailand. To improve IPE, an integrated care delivery model provided by
a health care team in a collaboratively interprofessional manner needs to
engage the broader scale of the HWF and the non-traditional HWF in
Thailand including engineers, patients, families and communities. Fur-
ther collaboration with social scientists in economics, sociologists, pub-
lic policy makers and social workers is also needed. The most favoured
population-based model of health care needs a holistic approach, involv-
ing effective teamwork and effective leadership and interprofessional
working.

Current Situation and Trend of IPE in Thailand

In 2010, the launch of a global commission on Education of health pro-
fessionals for the 21st century: a global independent Commission chaired
by Professor Lincoln Chen (President of China Medical Board) and
Professor Julio Frenk (Dean of Harvard School of Public Health), trig-
gered a solid movement of transformative health professional education
in Thailand. In 2012, the Thai National Health Assembly approved the
National Strategic Plan for the Development of HWF education in the
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twenty-first century (2014–2018). As a result a national commission was
appointed by the Prime Minister to promote the strategic plan on a par-
ticipatory and voluntary basis among nine health professional organisa-
tions and associations including those of the nursing, physicians, den-
tistry, pharmacy, physical therapy, medical technology, veterinary, pub-
lic health and alternative medicine. The National Health Professional
Education Foundation (NHPE) works as the secretariat for the commis-
sion. Subsequently, the Commission appointed an IPE subcommittee to
implement IPE on five key activities including

• Development of national IPE framework and guidelines;
• Promotion of institutional reform and policy advocacy;
• Capacity leadership building;
• Evaluation of IPE programme; and
• Collaboration on IPE research.

The practical steps for implementation of national IPE are shown in
Table 5.1.

Movement on IPE in theWorld Health
Organization (WHO) South-East Asia Region
(SEAR)

The World Health Organisation South-East Asia Region has some well-
known HWF challenges and needs transformative HWF education and
training. These include shortages of staff, unequal distribution of the
HWF across countries, difficulty in retention of staff, adapting the
HWF’s education to fit rapidly changing needs and improving the per-
formance of the HWF.

In 2012, the 65th World Health Organization Regional Committee
meeting for South-East Asia met to endorse the resolution ‘Strengthen-
ing HWF Education and Training in the Region’ (2014–2019) (WHO,
2012). Among other initiatives, it urged SEAR countries to conduct
an assessment of their HWF education using modified Asia-Pacific
Network on Health Professional Education Reform (ANHER) tools
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(Chuenkongkaew et al., 2016; Zodpey et al., 2018). The common proto-
col included national, institutional, and graduate surveys for assessment
of medical, nursing, and public health education and training in five
countries: Bangladesh, China, India, Thailand and Vietnam. The World
Health Assembly subsequently endorsed a resolution (WHA 66.23)
‘Transforming HWF education in support of UHC’ (WHO, 2013). The
resolution called for reform in all member states.

In 2014, Thailand organised a national meeting on transformative
education and training among health professions, with the other mem-
ber States participating. The most commonly adopted is IPE, which has
now been initiated in Bangladesh and Sri Lanka, but is still in a process
of development. The national IPE commission, which comprised various
health professional experts who were appointed to implement a strategic
action plan for IPE, developed an innovative IPE competency conceptual
framework (see Fig. 5.1 and Table 5.2) and guidelines (Chuenkongkaew,
2018). The framework stemmed from the WHO Conceptual Frame-
work on IPE (WHO, 2010), the Framework for action on IPE and
Collaborative Practice, Canadian Interprofessional Health Collabora-
tive (Canadian Interprofessional Health Collaborative, 2012) and Core
Competencies for Interprofessional Collaborative Practice (Interprofes-
sional Education Collaborative Expert Panel, 2011). The guidelines indi-
cated IPE principles and approaches including examples of modules,
course specification and assessment to ensure the successful acquisition
of interprofessional knowledge and skillsets in new generations of health
professionals in Thailand. The educators integrated the guidelines into
the existing course and resources or developed new activities for imple-
mentation, assessment and further evidence-informed policy formulation
on IPE.

IPE Experiences in Thailand: Past and Present

The past experience of collaborative practices across multiple academic
institutes in Thailand was demonstrated at two outstanding institutions
which were the Faculty of Public Health, Mahidol University and the
Faculty of Medicine, Khon Kaen University. The term IPE has been quite
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Fig. 5.1 Conceptual framework of Interprofessional education (IPE) (Source
Chuenkongkaew, 2018)

new to Thai educators. Those two activities were continuously imple-
mented though they were previously not named as IPE.

Faculty of Public Health, Mahidol University
in Bangkok

Public health education programmes represent the population-based
health sciences and deliver high-quality public health training through
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competency-based education and research. Since 1958, a field training
course has been running for the graduate students of public health
programme at Mahidol University. All students who register in this
field-training course participate in a classroom field training preparation
session for three hours a week over 15 weeks and undergo field training
in a district community for five weeks. The 4th year medical students
from the Faculty of Medicine, Srinakharinwirot University, within their
five-week field course of community medicine, jointly attend the public
health programme at the district community. Comprehensive public
health skills have been developed as an interprofessional approach for
field training. It is system-based education for providing learners with
experience on population-centred health systems, practising teamwork,
leadership and networking across disciplines. The learning process
includes:

• Community diagnosis, health problems identification, prioritisation,
and selection;

• Community survey and analysis of selected health problem risk and
protective factors;

• Drawing a web of causation of a selected health problem;
• Planning and implementing public health development programmes

in the community;
• Programme evaluation and reporting; and
• Submission of a written report to the local administrative community

office and health office by the students under university administra-
tor and faculty members’ supervision for continuing community pro-
gramme activities.

Moreover, integration of academic knowledge, ethics, local wisdom and
culture for promotion of a sustainable humanised public health devel-
opment is taken into account within the programme design. The pro-
gramme has been sustained under strong, collective and committed lead-
ership at academic institutes with policy makers’ and local governors’
support.
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Faculty of Medicine, Khon Kaen University

Since 1983, 10-day fieldwork for community medicine has been set up
at the Faculty of Medicine, Khon Kaen University in north-eastern Thai-
land. Subsequently, the students from the Faculty of Veterinary Science,
Dentistry and Physical Therapy, from Khon Kaen University and the
Faculty of Nursing from the College of Asian Scholars, have been par-
ticipating in this interprofessional fieldwork. It aims to inspire health
science students to gain a positive attitude towards the community, as
healthy people are based on community health care, and community
sociocultural exposure. By mutual learning with people in the commu-
nity to meet population health needs, and through health promotion
and disease prevention, students gain a community-oriented skillset and
sense of achievement via their effective contribution for a future health
care system. The students establish their own recognition of appro-
priate skills, understanding of existing sociocultural activities, lifestyle,
beliefs on healthcare, social determinants of health, working relation-
ships through interactive action-based learning, and therefore eventually
serve a community as highly competent health care providers. Moreover,
a rural community background is assessed and analysed in terms of a sus-
tainable health care service. The programme has impacted on the educa-
tional long-term bond and consistently improved quality of care in the
district community under strong, collective and committed leadership
from the faculty members and local communities.

More Recent IPE Experiences

Since 2014, different IPE activities and networks under the Strategic
Movement Plan on Health Professional Education for the 21st Cen-
tury (2014–2018) have been implemented. One of the key mecha-
nisms is to organise the Annual National Health Professional Educa-
tion Reform Forum (ANHPERF) with nine Thai health professional
leaders and an international delegation. The forum focuses on policy-
related health professional education issues. A number of academic insti-
tution policies were identified during these conferences encompassing
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both instructional and institutional educational reform. The need for
transformative learning on institutional educational reform included col-
laboration among health professions from health service, professional
education institutes and councils. Alongside the collaboration, faculty
development, institutional management, legal instruments and measure-
ment included processes such as instructional reform needed to encom-
pass learner competency, learning process, assessment and environment.
Empowering HWFs through transforming learning and practice in the
community is a critical component to strengthen community health sys-
tems in the country. In 2016, the conference theme was IPE toward Thai
health team and Professor Emeritus John H.V. Gilbert, the founder of
IPE at the University of British Columbia, addressed the basic knowledge
of IPE for Thai and SEAR’s educators (Health Professional Foundation
of Thailand, 2016). This included the definition, benefits and challenges
of IPE and why as well as how to implement IPE.

One Health University Network

An example of IPE was from the H5N1 highly pathogenic Avian
influenza (HPAI) outbreak in Thailand between 2004 and 2008. To
solve this serious disease outbreak, health workers in Thailand including
public health, veterinarians, environmental workers, nurses and physi-
cians, invested a lot of effort to control the spreading of Avian influenza
virus via several strategies, predominantly focused on active and passive
surveillance, culling infected flocks, prohibition of poultry movement,
and people education for disease control. Since the H5N1 had a multidi-
mensional impact on human, animal, and environmental health, and the
socio-economy and food security, multiple professions from both private
and government sectors collaboratively controlled the disease nationally.
Many new food products, new diagnostic tools and vaccines, were also
created and developed for commercial export and utilised within the
country during that period. Learning from this valuable H5N1 expe-
rience, multi-disciplinary collaboration is a key to successfully manag-
ing disease outbreaks and could be helpful in the anticipation of new
emerging infectious diseases. Therefore, an IPE programme, with the
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aim of promoting learners’ soft skill competency, is crucial for the for-
mulation of the One Health University network. The development of
this network was based on collaboration between multiple professions in
order to eliminate H5NI. Through learning to work together, the profes-
sionals from different disciplines were inspired to develop IPE for their
students. Thus, in 2011, Indonesia, Malaysia, Vietnam, and Thailand
jointly established a network, namely Southeast Asia One Health Uni-
versity Network (SEAOHUN), to strengthen the One Health network
and build the capacity of health professions in the region. Subsequently,
in 2012, Thailand One Health University Network (THOHUN) con-
ducted training platforms for One Health students’ future roles in terms
of disease detection, surveillance, response, control and prevention of
emerging or re-emerging diseases by embedding core competency into
curricula based on research or case studies in the classroom or commu-
nity.

Community Setting, Project-Based IPE Network

In 2014, a joint effort from 15 health and health-related faculties at
Mahidol University in Bangkok initially designed a project-based IPE
programme in a community setting. It aimed to enhance interpro-
fessional competencies and skills among different health professional
students through an integrative and collaborative approach on educa-
tion. The programme is now embedded into the educational curriculum
to improve quality of care in the district community at a university
campus in western Thailand. It has contributed to strengthening the
country’s health system performance with an adequate, efficient and
effective health care delivery system. Subsequently, both extracurricular
and intracurricular IPE courses were implemented across the university
to promote quality health care systems through IPP (Mahidol University,
2018).
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Humanised Home Care with INHOMESSS (Immobility,
Nutrition, Housing, Others, Medication,
Examination, Safety, Spirituality, Services)

In 2015, a humanised, homecare based IPE programme was jointly cre-
ated from the Faculties of Medicine, Pharmacy and Architecture with
an additional extension to the Faculties of Nursing and Informatics at
Mahasarakham University (MSU) in north-eastern Thailand. MSU is a
public higher education institution focusing on social and community-
based engagement incorporating the philosophical statements of: ‘Pub-
lic devotion is a virtue of the learned’ and ‘Students with contribution
to society and community’. The programme aimed to equip students
to collaboratively motivate health behaviour change and promote health
prevention and medical care, with support from the existing multipro-
fessional team in community settings in achieving humanised home care
with INHOMESSS skills and encompassing five domains of students’
outcomes, including teamwork with trust and respect, leadership, com-
munication and problem solving skills, and patient care plan and goal
setting skills (Unwin & Jerant, 1999).

Steps of IPE priority activities for humanised patient home care were:

1. Interprofessional Educational preparation to build the capacity of
committed faculty members and recruitment of targeted learners.

2. Learner preparation, featured through having an icebreaker game for
team building activities among different health professional students
who underwent an IPE learning process stemming from their existing
intra-curricular professional courses.

3. A Community plan established through requesting approval from the
local municipality office for coordinating necessary health informa-
tion data gathering at the primary care unit.

4. Learner Assessment, analysed in three domains including learners’
competencies, course and community satisfaction, by using ques-
tionnaire, direct observation, reflection and peer review. Its results,
assessed by faculty staffs, home health care nurses and patients,
showed improvement in health outcomes and learning experiences,
with a statistically significant increase in attitude scores. The students’
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attitudes showed satisfaction on IPE behaviours such as friendship,
new viewpoints on other professionals, learning in real life, love and
understanding from friends and patients, inspiration from working in
the community with an interprofessional team attitude.

Home Visits with Service in Mind Model

In 2016, workplace-based IPE learning through patient home visits
with service in mind was established in five faculties at Huachiew
Chalermprakiet University in Bangkok including the Faculties of Nurs-
ing, Pharmacy, Medical Technology, Physical Therapy, and Social
Work/Social Welfare, and the Faculties of Communication, Art, and Sci-
ence and Technology later joined in. Collaborative and multidisciplinary
teams proactively provided preventative care through the development of
an application to continuously monitor patients’ health status. This IPE
activity is still being undertaken and has been continuously evaluated
from the outset.

Interprofessional Training and Practice Model

In 2009, workplace-based in-service training, through a context-based
learning approach, was carried out to strengthen health care delivery for
frontline health workers at Rasisalai Hospital in north-eastern Thailand
(Pongsupap et al., 2016). It shed light on interprofessional training and
practice for better health outcomes at primary care level by use of guide-
lines, supervision, communication and information systems. All health
professions at the training centre contributed to enhance trainees’ capac-
ities through creating a trusting relationship, and the development of a
sustainable network through the strong leadership of the hospital direc-
tor and improvement of health outcomes in the community.
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Implementation and Challenges of IPE

IPE in Thailand is now practical and effective but needs more systematic
analysis and development, the generation of evidence to evaluate the out-
come, and a scale-up and creation of policy dialogues for sustainability.
The assessment on attitudes towards interprofessional health care teams
in undergraduate students before, during, after training, and after grad-
uation also needs to be implemented. In addition, faculty development,
in particular for collective leadership, is an ongoing process of building
on trust, involving horizontal or equitable and collegial-based relation-
ships among professions, with an appreciation of hard work and collec-
tive effort, while avoiding high expectations from merely token efforts.
This needs to happen simultaneously while IPE is gradually and contin-
uously integrated into each University’s curricula. To tackle challenges
with IPE sustainability, in Thailand the 4Cs are applied. These include:
to strongly Clarify common goals; Collect champions and potential peo-
ple to support and help; Create possible actions; and, Collaborate with
no conflict. The common goal is to improve learner outcomes through a
health system- based approach to practice collaboratively to achieve bet-
ter quality of care.

Conclusion

Thailand is moving to something new, with IPE and IPP developing
throughout the health care system. Since the terms of IPE and IPP were
quite new to us, we have not yet fully assessed the long term outcome of
IPE for learners, such as changes in learners’ views and attitudes. How-
ever, the marked improvements in health care delivery have convinced us
to continue with the programme. The lessons learned and shared so far
will continue to motivate health professionals through the opportunities
for doing things differently and better.
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The Resurgence of the Global Research

Interprofessional Network

Hossein Khalili

This chapter describes the development of the global interprofessional
research network (IPR.Global) from its roots in the Global Research
Interprofessional Network (GRIN) and the In-2-Theory network (see
Fig. 6.1).
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Fig. 6.1 IPR.Global development timeline
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The Journey to GRIN and In-2-Theory

In late 2009, Dr. John Gilbert,1 Dr. Ruby Grymonpre2 and other mem-
bers of the Canadian Interprofessional Health Collaborative (CIHC)
Research and Evaluation Committee invited me to lead the development
of a national network of (post)graduate students who were involved in
interprofessional education for collaborative practice (IPECP) research.
The initiative was later expanded beyond students and was named the
CIHC-ResearchNet. In 2005 Health Canada (the Canadian Ministry of
Health) had invested over Can$20 million through its Health Human
Resource Strategy to support 21 projects focusing on the development of
Interprofessional Education for Collaborative Patient-Centred Practice
(IECPCP) in the Canadian context. In 2009 I was a graduate-student
representative on three of these projects:

1. The Institute of Interprofessional Health Sciences Education
(the institute) was a virtual institute (2006–2009) made up of four
universities in Ontario (McMaster University, University of Ottawa,
Laurentian University, and University of Western Ontario) and the
Council of Ontario Universities. The institute aimed to encourage
interprofessional learning among students and providers, through
building a virtual network of expertise and skills in IPECP, and
promoting cultural change in health science students and providers.
The institute had two complementary streams with different target
groups: (a) Pre-licensure Student Stream, with a focus on learners
from selected health sciences professions learning and practising
skills associated with well-functioning teams, and (b) Post-licensure
Practice Stream with a focus on health care providers learning how to
become better role models for effective teamwork (Luke et al., 2009).
The institute developed and offered more than ten web-based

self-directed learning modules on key topics that facilitated inter-
professional knowledge and skill development for health professional

1Professor Emeritus at the University of British Columbia.
2Professor at the University of Manitoba.



6 The Resurgence of the Global Research … 105

students and practising health professionals. My role within this
multisite and multiphase institute research project resulted in:

• The development of two modules, including, ‘How to Assess Team
Effectiveness Module’ as part of a series of self-directed interpro-
fessional team modules for the practice stream, and the ‘Commu-
nication with Diverse Population Module’ for the student stream;

• The establishment and evaluation of the pre- and post-licensure
streams at Western University; and

• The facilitation and evaluation of an interprofessional student
placement within one of our practice team sites, and an online IPE
student module at Western University.

2. Creating Interprofessional Collaborative Teams for Comprehen-
sive Mental Health Services (CIPHER-MH) was developed to
explore interprofessional client-centred education, within a mental
health context (2006–2008). The overall project goal was to facilitate
interprofessional collaborative mental health care in both education
and practice settings, while augmenting the work toward provincial
priorities such as mental health care reform, care of the homeless,
and the development of local health integration networks within the
London and Western community (Forchuk & Vingilis, 2008). This
project, in which I was a member of the steering and evaluation com-
mittees, assisted with the development, facilitation, and evaluation of
a series of 12 IPE workshops and the publication and dissemination
of the project outcomes (Vingilis et al., 2011).

3. The Canadian Interprofessional Health Collaborative (CIHC)
was established in 2006 by Professor Emeritus John Gilbert as a com-
plementary IPECP project. Following the initial 20 funded IECPCP
projects, CIHC was also funded by Health Canada (i.e. 21 projects in
total) to facilitate and foster cross-IECPCP project communication,
collaboration, and knowledge/findings exchange. In doing so, CIHC,
with a number of committees and working groups, quickly became
the central ‘hub’ for IPECP in Canada and globally. CIHC has since
evolved in 2012 into a not-for-profit corporation with a board of
directors, of which I am a member, and continues to play a major role
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in supporting interprofessional education and collaborative practice
development in Canadian health care and social services.

In the autumn of 2008, I was invited to participate in the CIHC
Research and Evaluation Committee (R&E) retreat to discuss the pos-
sibility of creating a national network of graduate students with interest
in conducting their research on IPECP. The CIHC R&E committee
included researchers, faculty/educators, providers, administrators, organ-
isational leaders and students who worked together as a ‘community of
practice’ (CoP) (Wenger, McDermott, & Snyder, 2002). The members
had a shared passion for research capacity building (RCB) in the field of
IPECP (Suter et al., 2011).

The Conception of the Canadian
Interprofessional Research Network

During 2008 and 2009, the R&E committee conducted a mapping exer-
cise, using the Cooke RCB Framework (2005), to strategize and prioritise
best approaches towards building research capacity in IPECP. In this
mapping process, the R&E committee identified three of the six Cooke
principles (Principle 2—support research and evaluation close to prac-
tice; Principle 3—build linkages, partnerships and collaboration; and
Principle 4—dissemination) as the priorities to pursue. The idea of estab-
lishing a national research network in IPECP was developed in response
to two of these three priorities (Principles 3 and 4) (Suter et al., 2011).
The main argument was that, in the context of a rapidly evolving

Canadian health care system, there was an increasing need to foster
on-going dialogue and collaboration between different actors in the
health care system with regards to several aspects of interprofessional
care partnerships. Researchers, faculty, providers, and students were
often struggling to interact and collaborate with each other because
of the lack of a structured interprofessional network. Collaboration
between interprofessional communities was mostly happening on an ad
hoc basis, through contacts between experts, researchers and academics
in regular conference settings (Suter et al., 2011). The coordination
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of the diverse interprofessional research activities across Canada into a
unified, publicly accessible research database was therefore considered to
be a vital function of CIHC, and it was identified as one of the three
priorities of the CIHC R&E committee. The committee proposed the
formation of a national research network to fill this gap through sharing
information and facilitating collaboration.

In December 2009, at the R&E committee’s request, I had the
privilege of leading the development of this national research network.
The initial steps toward its development included: (a) identifying the
underpinning frameworks for the network, (b) (re)building the working
group—later called CIHC-ResearchNet Working Group, (c) expanding
the scope of the network beyond graduate students to be inclusive of
all IPECP community Canadian Interprofessional Research Network
members, and (d) developing the CIHC-ResearchNet synopsis (Khalili,
2010).
This network development project was underpinned by two concep-

tual frameworks:

1. The IECPCP framework by D’Amour and Oandasan (2005). The
IECPCP framework reinforced the interconnectivity of different sec-
tors (i.e., education, practice, administration, and policymaking) in
health care and interprofessional research.
To reach the goal of creating the CIHC-ResearchNet, a col-

laborative group of researchers, educators, providers, and students
from across Canada and different professions and programmes
formed the CIHC-ResearchNet Working Group subcommittee of
the CIHC R&E committee. CIHC-ResearchNet was envisioned as
an interprofessional health research network among and between
Canadian health programme students, faculty/educators, researchers,
providers/practitioners, administrators, and organisational leaders
who are engaged in collaborative research and knowledge transla-
tion (KT) to advance interprofessional education and practice. This
network created an environment for different health care actors to
interact and collaborate on a regular basis. One tool utilised to facil-
itate this communication and share information between members
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was the interactive Google map that localised each member’s institu-
tional information and which has now been updated and integrated
into the global interprofessional network (Fig. 6.2). In addition,
in this role CIHC-ResearchNet performed as supporter, facilitator,
knowledge disseminator, a discussion forum, and a resource for
information and guidance in suggesting best practices for IPECP
(Suter et al., 2011; Thistlethwaite et al., 2013).

2. The Network Life Cycle framework developed by Browne, Campion,
and Stenger (2001). This framework was used to guide the devel-
opment of CIHC-ResearchNet. According to this framework, the
life cycle of the CIHC-ResearchNet was considered as a three-phase
process including formative (12 months), evolving (6–12 months),
and maturing (6–12 months) phases.
The one-year formative project was envisioned in three interrelated

steps: Step A: Preliminary Network Structure (2–3 months); Step B:
Survey Development and Implementation (4–5 months); and Step
C: Database Development and Management (4–6 months).

In its formative phase, the CIHC-ResearchNet working group was
formed, and the working group developed and submitted a project
application entitled ‘Formation of the Canadian Interprofessional
Health Research Network’ to the Ontario Health Human Resources
Research Network (OHHRRN) for funding in Feb 2010. Despite the

Fig. 6.2 IPR.Global interactive map, 2019
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application being unsuccessful, the members of the working group
were highly motivated and committed to continue with the network
development. The group met regularly via telephone and Skype for
over two years to formulate plans for developing and expanding
the CIHC-ResearchNet. During the evolution phase, members of
the working group assisted with a journal publication developed
by the CIHC R&E committee (Suter et al., 2011), presented two
workshops in national and international meetings and conferences,
conducted a national interprofessional research survey, and wrote a
grant application to secure funding for the third phase of the network
(maturation) (Thistlethwaite et al., 2013).

On February 14, 2011 we received an email from Dr. Christo-
pher Green, at that time a PhD student co-coordinator of the
United Kingdom (UK) ‘Interprofessional Research Student Net-
work (IRSN)’. He indicated his network’s interest to collaborate
with CIHC-ResearchNet in developing a ‘thriving potentially global
network’. This email was perfectly timed as CIHC-ResearchNet,
as part of its third phase, was working to expand the scope of the
network beyond Canada to become a global network through the
development of a grant proposal.

Drivers of Success

As a collaborative of researchers, the efforts of CIHC-ResearchNet were
largely targeted to stakeholders at the national level. Evidence indicated
that rich, intense communication with individuals and groups across the
globe can stimulate creativity and research productivity (Adams, Black,
Clemmons, & Stephan, 2005; Heinze, Shapira, Rogers, & Senker, 2009;
Lee & Bozeman, 2005; Ordóñez-Matamoros & Cozzens, 2010) and help
consolidate research agendas. Research collaboration is largely viewed as
an important enabler; it supports the exchange of ideas, experience and
information. Global collaboration by increasing research unit size and
involving multiple sites can strengthen the generalisability of research
results and support international visibility (Horta & Lacy, 2011).
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In 2011, the CIHC-ResearchNet working group developed and sub-
mitted a meeting and planning grant proposal, entitled ‘International
Research Network in IPE/IPP’ to the Canadian Institutes of Health
Research (CIHR) Open Competition. The main goal of the proposal was
to bring together international IPECP research experts in order to create
a comprehensive strategic plan to guide the expansion of the CIHC-
ResearchNet into a global IPECP research network (Khalili et al., 2013).
This grant development was an exemplar of virtual teamwork in

action. During this process, several of the working group collaborated
virtually over eight months, by using email, Google docs, Dropbox,
and other online open source/asynchronised communication and video-
conferencing media, to put forward a quality proposal for the highly
competitive open funding opportunities provided by the CIHR.

In February 2012, we received the exciting news that CIHC-
ResearchNet had been successful in receiving funding through the CIHR
Meeting and Planning Grant Award. This was a milestone for the CIHC-
ResearchNet working group. This grant was the first and only fund-
ing that CIHC-ResearchNet had received since its conception in 2009.
The work and activities of CIHC-ResearchNet thus far had been mainly
based on the goodwill of its members. The CIHC-ResearchNet grant
funding was crucial because CIHC was transitioning from a Health
Canada funded organisation into a not-for-profit organisation.

Network Sustainability

With the success of the meeting and planning (M&P) project, our goals
were to:

• Build international capacity for and facilitate research in IPECP
• Foster new, and enhance existing, international interprofessional

collaborations among and between students, faculty/educators, prac-
titioners, organisations and other knowledge users interested in
conducting, funding or the uptake of research in IPECP



6 The Resurgence of the Global Research … 111

• Provide a virtual forum/platform for international knowledge gen-
eration and translation (synthesis, dissemination, exchange and
application) relevant to IPECP

• Advance innovation in IPECP by providing an international vehicle
for translating the research-based evidence for best practice into
interprofessional education and practice

• Apply for peer reviewed funding.

To ground our work, we conducted a scoping review with: (1) a
database search (CINAHL and Academic Search) for 2005–2012 liter-
ature on best practices to support international research collaboration
and (2) an internet search to identify website models of international
collaboration. A two-day international summit was subsequently held in
May 2012 in Toronto, Ontario, involving 15 participants from Canada,
United States, United Kingdom and Australia. Participants were invited
to ensure both knowledge producer and knowledge user representation
including educators, providers, graduate students, researchers and inter-
national collaborators (Thistlethwaite et al., 2013). The overarching goal
of the summit was to discuss how the research agenda for IPECP might
be advanced and translated globally with an emphasis on the nurturing
and development of new researchers in the field, using insights from the
scoping review.
The objectives of the workshop included:

• To motivate participants regarding the need for and benefits of an
international e-research network in IPECP

• To understand the evidence around international and e-platform net-
working/collaboration

• To obtain consensus on the purpose, structure and function of an
international e-research network in IPECP

• To develop a strategy on how to create a virtual international research
collaborative in IPECP

• To commit to a formal plan of ‘next steps’ in developing the interna-
tional e-ResearchNet.
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The main outcome of the 2-day summit was the emergence of the
Global Research Interprofessional Network (GRIN):

GRIN Vision: Research and values informed/based interprofessional
collaboration for global health.
GRIN Mission: To advance global collaborative interprofessional
research and practice in IPECP.
GRIN Values:

• Cultural sensitivity and inclusivity
• Respect for diversity
• Knowledge sharing
• Interprofessional collaboration
• Quality inquiry
• Supportive mentorship
• Theory-based research (Thistlethwaite et al., 2013).

Sustainability was a challenge identified by all summit participants,
who recommended that GRIN needed to be innovative and offer some-
thing unique and of value. Lessons from the scoping review indicated
that key factors for a sustainable interprofessional collaboration would
need to include the maintenance of dialogue, ensuring clarity, respecting
diversity, and engagement in process/contextual factors. Relevance, buy-
in and social capital for members were key principles explored in the
summit, and were seen as imperative for ensuring a sustainable network.
Several other recommendations and action items were generated from
the meeting including developing a stakeholder map, conducting a
needs assessment, developing a website, participating in a diverse KT
and dissemination strategy, and seeking collaborative funding from
international peer reviewed granting agencies. Later, we continued our
conversations via telephone, Skype, and email to further formulate
plans, follow through with deliverables and to host a final face-to-face
meeting (Thistlethwaite et al., 2013).
An important first step for GRIN was the creation of a stakeholder

map (Fig. 6.3) inclusive of a broad range of target groups (service
users/consumers/patients/clients, students, policy makers, and health
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Fig. 6.3 GRIN stakeholder map

and education administrators). GRIN strived to promote an interdis-
ciplinary approach inclusive of all disciplines beyond the traditional
health professions such as linguistics, sociology, anthropology, eco-
nomics, political sciences and others. GRIN recognised that its work
would be strengthened by numbers, diversity and quality. Since IPECP
networks already existed, the emerging GRIN needed to ensure that it
was complementary rather than competitive or duplicative. However,
core members agreed that GRIN was unique in having as its primary foci
research in IPECP and integrated KT with global participants. While
several other organisations were advocates for research in this area,
GRIN uniquely promoted idea sharing, mentorship and knowledge
generation and translation (Thistlethwaite et al., 2013).
We published an editorial in the Journal of Interprofessional Care intro-

ducing GRIN to the world (Thistlethwaite et al., 2013). The working
group presented two pre/conference workshop presentations at the Col-
laborating Across Borders IV (CAB IV) conference in Vancouver, Canada
and at the All Together Better Health VII Conference in Pittsburgh USA.
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From GRIN to GRIN2Theory

In 2014, the scope of the GRIN was expanded to include theory in
IPECP as a result of which the Network merged with GRIN, resulting
in the emergence of GRIN2Theory.

In-2-Theory Network

In-2-Theory was an international, interprofessional scholarship and prac-
tice network developed by Dr. Sarah Hean and her colleagues in the UK.
In-2-Theory formed as a result of a series of interprofessional workshops
funded by the UK Economics and Social Research Council (2007–2009)
with the goal to build theoretical rigour in IPECP (Hean et al., 2013).
In-2-Theory members have published several papers and have presented
a number of workshops and presentations at international conferences.

On April 23, 2014, Dr. Ruby Grymonpre and I, as the co-leads of
GRIN, received an encouraging email from In2Theory Network indi-
cating their willingness to merge with GRIN. Later that year, during the
GRIN workshop at ATBH conference in Pittsburgh, the GRIN2Theory
network was announced, which was positively received by the partici-
pants.

At the end of the Pittsburgh ATBH conference, we hosted the first
GRIN2Theory meeting with members of the GRIN and In-2-Theory
groups who were attending the conference. More than 30 members par-
ticipated and developed an action plan for creating a shared strategy for
the GRIN2Theory network. A number of taskforce groups were tasked
with the next steps to help ensure the success of the new merged network.
A main accomplishment of GRIN2Theory was hosting a pre-conference
workshop at CAB V in Virginia, USA, in which over 60 interprofessional
researchers and leaders participated.

Despite the movement towards joint strategic planning and next steps,
there were challenges resulting in long delays to the work of the task-
forces. These challenges included: time zone differences between mem-
bers in the taskforce; new members working together without enough
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time to build trusting relationships; and lack of funding to support long-
distance synchronised communication between members. These issues,
together with the retirement and migration of some of the key members
of GRIN2Theory, caused the new network to become silent for a period
of time.

On reflection, an area that GRIN (and later GRIN2Theory) seemed
to struggle with was the recommendation to seek collaborative fund-
ing from international peer reviewed granting agencies. Despite a great
effort from the GRIN working group to submit a CIHR project grant to
develop an interprofessional research summer Institute, we were unsuc-
cessful in securing any new funding, leading to uncertainty and inse-
curity among the members about the future of GRIN and later of
GRIN2Theory. One thing that we could have done differently to main-
tain and build upon the momentum would have been to reach out
to other national and international IPECP organisations and institu-
tions for their support. Some members of the GRIN working group
were tasked to seek collaborative funding from other international peer
reviewed granting agencies but this was done to support IPECP at
national and international levels, rather than to ensure the sustainabil-
ity of GRIN and GRIN2Theory.

Resurgence of GRIN2Theory

In 2018, two factors helped to revive GRIN2Theory. First, the financial
support received through my new employment and, secondly, collabora-
tion with Interprofessional.Global. As part of my employment agreement
and through my professional development fund, I was provided with the
opportunity to support the GRIN2Theory.
This financial support arrived at the time that the World Coordinat-

ing Committee on Interprofessional Education and Practice (WCC) was
working to expand its scope beyond facilitating the ATBH conference to
providing support to regional, national and international IPECP-related
networks. The WCC held a 3-day retreat following the ATBH IX con-
ference in Auckland, New Zealand in 2018, where the GRIN2Theory
network was seeking partnerships. During ATBH IX GRIN2Theory’s
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vision, mission and goals were displayed at the WCC booth. The ATBH
IX conference was the best opportunity for me to bring back the team
to ‘resuscitate’ the GRIN2Theory network.

It worked. After a few years of silence, we were beginning to see
the light at the end of the tunnel. The GRIN2Theory poster-display
was well received by the conference attendees. We invited members and
non-members who indicated their interest to join the network to meet
during the conference, using the conference app. While some mem-
bers sent regrets due to scheduling conflicts, the GRIN2Theory meet-
ing was held on 4 September 2018 with ten participants. The meet-
ing provided an opportunity for returning and new members to share
their thoughts, reflections and concerns on how to move forward with
the network. Four common themes emerged from the discussion: (1)
How GRIN2Theory and WCC could collaborate with each other. (2)
How GRIN2Theory could move forward. (3) GRIN2Theory visibility;
and (4) GRIN2Theory sustainability. A brief action plan was created to
address the themes.

From GRIN2Theory
to InterprofessionalResearch.Global
(IPR.Global)

The ATBH momentum for GRIN2Theory helped to rebuild and
restructure the network. Following the conference we accomplished
the following: renaming the GRIN2Theory network Interprofession-
alResearch.Global (IPR.Global); developing a two-year strategic plan;
and building partnership with the WCC, which was renamed Inter-
professional.Global—the Global Confederation for Interprofessional
Education and Collaborative Practice—following the retreat.
The establishment of Interprofessional.Global catalysed the trans-

figuration of GRIN2Theory to InterprofessionalResearch.Global
(IPR.Global): The Global Network for Interprofessional Education
and Collaborative Practice Research. Around that time, November
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2018, IPR.Global became a new member of Interprofessional.Global as
a special interest group.

IPR.Global mission: We provide global leadership in interprofes-
sional education and collaborative practice (IPECP) research. We engage
world-renowned and emerging scholars, leaders, service providers,
decision-makers, administrators, service-users, and students in research
collaborations. We promote and advocate for evidence-informed policies
and practices and we foster and facilitate theory-driven, methodologically
rigorous IPECP research.

IPR.Global vision: We strive to enhance evidence-informed interpro-
fessional collaboration for global and population health; to improve care
access and quality; to achieve positive patient and community outcomes;
to enhance cost-effectiveness, ensuring the provision of high-value care;
and to improve the experience of service providers.

Sustainability and Resilience—Lessons
Learned

IPR.Global Actionable Strategies

IPR.Global is committed to building and supporting a culture of global
IPECP research, which is essential to generating evidence-based, theoret-
ically informed, and methodological sound strategies for IPECP research.
In leading the advancement of global IPECP research, IPR.Global is
committed to achieving the following over the next two years:

1. Establishing strategic partnerships with diverse regional and global
stakeholders to ensure the inclusivity of interprofessional research.

2. Conducting a comprehensive literature review.
3. Disseminating and exchanging knowledge and expertise.
4. Recognising and celebrating excellence in IPECP research.
5. Developing a globally agreed set of definitions and descriptions that

capture interprofessional education, learning, practice, and care.
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To meet the IPR.Global mandate and strategic plan, the continu-
ous development of IPR.Global as a CoP is a crucial step. IPR.Global’s
development and planned activities are underpinned by the seven prin-
ciples of communities of practice (Wenger et al., 2002), which include
recognising that CoP development is an evolutionary process. Public
and private community spaces need to be created, and a focus on the
value IPR.Global offers members is essential. Finally, IPR.Global activ-
ities need to be established on a regular basis with events combining
familiarity and stimulation within a safe environment.

Key to the development of a CoP such as IPR.Global is the ‘practice’
element. RCB is our practice. IPR.Global’s focus is the enhancement of
the evidence base and the research capacity of practitioners, educational-
ists, students and researchers in the IPECP field and its translation. This
practice develops from our domain of shared interest and competence
in IPECP research and our wish to build research capacity in the wider
IPR.Global membership. We continue adopting two of the six principles
of RCB developed in the ‘Research Capacity Building in Health Care
Framework’ (Cooke, 2005) to direct our network: principle 3 (build
linkages, partnerships and collaboration) and principle 4 (dissemina-
tion). Through interacting regularly (virtually and at times face to face
through conferences and presentations), IPR.Global as a CoP will be
building relationships and learning better ways of working together
(Wenger et al., 2002). We anticipate that community members will
engage in these and other joint activities, help and learn from each
other, share information and build relationships.

IPR.Global incorporates a unique core team of world-renowned and
emerging scholars, leaders, service providers, decision-makers, adminis-
trators, service-users, and students in research collaborations from diverse
geographical areas/countries, disciplines, and institutions with diverse,
but strong, expertise in RCB, KT, CoP, IPECP, international collab-
oration and information technology. Our global representation in the
core team has significantly improved in the past year and we now have
members from more than ten different countries represented and we are
actively seeking broader global membership.
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The unique structure of the membership makes IPR.Global and its
strategic plan more sustainable and viable in our agreed timeline. The
IPR.Global membership structure includes:

1. Members—currently IPR.Global has over 750 members from more
than 50 countries, of which 30 members are part of the core team.

2. IPECP networks—There are more than ten networks represented in
IPR.Global, including:

a. AfrIPEN (African Interprofessional Education Network),
b. AIHC (American Interprofessional Health Collaborative),
c. APIPECnet (Asia Pacific Interprofessional Education and Collab-

oration Network),
d. AIPPEN (Australasian Interprofessional Practice and Education

network),
e. Arab-speaking countries
f. CAIPE (Centre for the Advancement of Interprofessional Educa-
tion),

g. CIHC (Canadian Interprofessional Health Collaborative),
h. IndIPEN (Indian Interprofessional Education Network),
i. IPE in World Health Organization global Initiatives
j. Interprofessional.Global (Global Confederation for Interprofes-
sional Education and Collaborative Practice),

k. REIP (Regional Network for Interprofessional Education in the
Americas),

l. Student IPECP Research Network

3. Working Groups—IPR.Global has six active working groups of which
two are joint working groups with Interprofessional.Global:

a. Partnership development
b. Research awards and fellowships
c. Knowledge exchange
d. Research institute
e. IP terminology (Joint)
f. Global situational analysis (Joint)
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4. Sponsors—to sustain and advance IPR.Global core activities as out-
lined in the strategic plan, IPR.Global is looking for institutions and
networks to sponsor us. While IPR.Global accepts different types of
sponsorship, it has created a five-level sponsorship package that is
available on our website and is open to all organisations, institutions
and networks to consider. At this time, IPR.Global has received spon-
sorship from three organisations as listed on our website.

In providing global leadership in interprofessional education and col-
laborative practice (IPECP) research, and to promote and advocate for
evidence-informed policies and practices, IPR.Global has released a joint
publication with Interprofessional.Global: ‘Guidance on Global Inter-
professional Education and Collaborative Practice Research: Discussion
Paper’ (Khalili, Thistlethwaite, et al., 2019). The discussion paper offers
perspectives to inform the global research agenda for IPECP by identify-
ing research priorities and providing guidance to theoretical frameworks,
research methodologies, and composition of research teams. A proposed
lexicon for the interprofessional field is also available (Khalili, Gilbert,
et al., 2019). The lexicon serves as a working document towards devel-
oping consensus on terminology related to interprofessional education,
learning, practice, and care.

IPR.Global, with CIHC and AIHC, facilitated a pre-conference
workshop entitled ‘Global Leadership in IPECP Research; an Intro
to Co-Creation of Best Practice Guidelines ’ at CAB VII). IPR.Global
presented its Distinguished Global IPECP Research Awards to three
interprofessional leaders at the CAB VII Conference in Indiana in 2019:
Hugh Barr, Barbara Brandt and John Gilbert. At the same conference it
launched its Global Best Research Awards named after the above global
leaders as follows:

• The InterprofessionalResearch.Global Barbara Fifield Brandt Award
• The InterprofessionalResearch.Global John H.V. Gilbert Award
• The InterprofessionalResearch.Global Hugh Barr Award.
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The application calls for nomination for the awards opened in early
2020 through the IPR.Global website at www.research.interprofessional.
global.

IPR.Global, in collaboration with Interprofessional.Global, is co-
leading the situational analysis working group that is developing and
conducting a global survey to identify the status and the needs of our
IPECP stakeholders. The survey explores the global status of interprofes-
sional education, collaborative practice, and IPECP research at macro,
miso, and micro levels, with the intent to share the survey outcomes
during the next ATBH conference in Doha, Qatar in October 2021.

Conclusion

In striving to achieve its mission and vision, IPR.Global is currently
collaborating with more than ten global and regional IPECP networks,
three sponsors, and over 750 members from more than 50 countries. To
accomplish its strategic actions, IPR.Global continues to seek collabora-
tive partners and sponsorship from individuals, educational institutions,
health care organisations, interprofessional networks and centres from
around the globe to ensure sustainability.

Similar to other IPECP networks, sustainability remains a high prior-
ity for IPR.Global. It is therefore imperative that IPR.Global be inno-
vative and offer something unique and of value. Lessons learned from
our experience and from our scoping review on collaborative networks
indicate that key factors for a sustainable interprofessional collabora-
tion need to include a committed membership, the maintenance of
dialogue, ensuring clarity, respecting diversity, and engagement in pro-
cess/contextual factors. Relevance, buy-in and social capital for members
are key principles for ensuring a sustainable network. IPR.Global will
remain focused on global leadership in IPECP Research, as our practice,
and will continue to promote and advocate for evidence-informed poli-
cies and practices. We foster and facilitate theory-driven, methodologi-
cally rigorous IPECP research to achieve better health, better care, better
value and better work experience for all.

http://www.research.interprofessional.global
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7
Qatar—Sustaining Interprofessional

Collaboration in Collaborative Partnership
with Other Universities

Alla El-Awaisi

Health Care in Qatar

The State of Qatar, an oil and gas rich nation, is a sovereign Arab state
situated in the Arabian Gulf Region of the Middle East. The country’s
population has grown significantly in the last twenty years, due to the
large expatriate influx to the country, with a current estimated popu-
lation of around 2.8 million, predominantly Arab, Indian, Nepali and
Filipino (Forstenlechner & Rutledge, 2011; World Population Review,
2019). Qatar’s economy is claimed to be one of the highest in the world
with a gross domestic product per capita of $124,500 (Central Intelli-
gence Agency, 2017). There has been significant investment in the health
care system and health care education in Qatar in the last 15 years. Most
health care facilities are public, mainly run by expatriate health care pro-
fessionals who completed their education and training outside Qatar. As
an example, Hamad Medical Cooperation (HMC), which is the main
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provider for secondary and tertiary care in the country and consists of 12
hospitals, has about people of 90 different nationalities working within
it (Hamad Medical Cooperation, 2019).
Qatar has published its National Health Strategy for the period

between 2018 and 2022 focused on ‘Our Health, Our Future’, which
includes initiatives and projects to achieve the Qatar National Vision
2030 and its four pillars focused on human, social, economic and envi-
ronmental development. The strategy advocates that health is a shared
responsibility and lays down seven principles to achieve this including
one on teamwork and collaboration. This principle is defined as:

A call to come together and work together with mutual respect and trust
to improve the health of the people of Qatar. A call for improved team-
work across the health system and increased collaboration across all sec-
tors including the community. (Ministry of Public Health, 2018, p. 11)

Another principle is focused on patient-centred care and, to achieve this,
the strategy advocates for having experienced and expert health care pro-
fessionals who are working in teams to deliver high quality care for their
patients (Ministry of Public Health, 2018). The strategy is based on an
integrated system and model of care centred around better health, bet-
ter care and better value delivered by interprofessional teams working
together across different health care settings (Ministry of Public Health,
2018). Developing interprofessional education (IPE) and promoting col-
laborative practice will help Qatar meet the goals of Pillar 1: promoting
human development which focuses on a population that is healthy and
an educated workforce that is capable and motivated in a comprehen-
sive world class health care system (General Secretariat for Development
Planning, 2008). One proposed initiative for building a skilled national
health care workforce, in the Qatar National Development Strategy, is to
optimise the skill mix by encouraging the establishment of interprofes-
sional health care teams working towards patient-centred care, recruiting
health care professionals with expanded roles, and fostering a collabora-
tive practice environment (Qatar General Secretariat for Development
Planning, 2011).
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Furthermore, in an effort to establish the educational and research
infrastructure and build a high quality health workforce with Qatari
nationals who are domestically trained, Qatar currently accommodates
branch campuses of some of the leading universities in North America.
These include Weill Cornell Medicine—Qatar (based in the United
States), the University of Calgary School of Nursing (based in Canada),
and the College of the North Atlantic (based in Canada). In 2007, the
College of Pharmacy was established in the only national institution in
the country: Qatar University. Qatar University College of Pharmacy
is the first and only pharmacy degree programme in the State of Qatar.
It is accredited by the Canadian Council on Accreditation of Pharmacy
Programs (CCAPP) and was the first institution outside Canada to
achieve this accreditation. In line with the country’s growing health care
sector and increasing need for health care professionals, Qatar University
has been playing a key role through the establishment of Colleges of
Medicine, Health Sciences and Dental Medicine (Table 7.1). Another
notable positive move is that in 2017 Qatar University established a
health cluster, referred to as QU Health, that brought the health related
colleges of Qatar University under one administrative organisational
umbrella to work together and maximise efficiencies with a mission to
‘prepare competent graduates capable of shaping the future of health
care in Qatar’ (QU Health, 2019). QU Health focuses on four key areas
including research & graduate studies, clinical affairs, interprofessional
education and continuous professional development. In addition, QU
works closely with the colleges on business operations, engagement and
communication.

In June 2009, the Qatar Interprofessional Health Council (QIHC)
was formed to help address health care needs in Qatar. The council was
keen to drive IPE forward in Qatar and foster collaborative initiatives
locally, regionally and internationally (Johnson et al., 2011). Members
of the QIHC included deans of the above four health care educational
institutions in Qatar as well as members from HMC and Sidra Medicine
(Johnson et al., 2011). One of the council’s main outcomes was securing
a three-year National Priorities Research Program (NPRP) project from
the Qatar National Research Fund entitled ‘Implementing Interpro-
fessional Undergraduate Health Professional Programs Health Care
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Education in Qatar’. The project investigated the development of shared
competencies to be used by faculty while integrating IPE into the under-
graduate curriculum. Unfortunately, the council has been dormant since
2013 due to many of the key personnel in the council relocating to out-
side Qatar, affecting the sustainability of this IPE initiative. However, the
College of Pharmacy took the lead with the establishment of the inter-
professional education committee (IPEC), in 2014 as discussed below.

Development and Implementation of IPE
in Academic Institutions

Accreditation as a Driver

The main initial drive to integrate IPE was achieving the Canadian
accreditation of the pharmacy programme. IPE is an important element
in the accreditation standard for pharmacy for CCAPP. Many western
accreditation bodies call for incorporation of IPE into the curricula of
health care programmes. However, there is lack of collective global IPE
standards for the different health care professions and a need for dif-
ferent accrediting bodies to collaborate to have common IPE standards
(Zorek & Raehl, 2013). Recognising the importance of incorporating
IPE, CCAPP standards, effective from January 2013, have addressed
the necessity to provide IPE experiences within the pharmacy curricula
(Canadian Council for Accreditation of Pharmacy Programs, 2014). In
their latest standards, 3, 4, 6, 11 and 19 explicitly focus on the necessity
of incorporating IPE within pharmacy curricula as highlighted in the
following (Canadian Council for Accreditation of Pharmacy Programs,
2018, pp. 4–5):

• Standard 3 (curriculum): The professional degree programme in
pharmacy has a minimum of four academic years, or the equivalent
number of hours or credits, including a series of core courses, practice
experiences and interprofessional experiences that support educational
outcomes.
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• Standard 4 (curriculum): The curriculum includes foundational
content in: biomedical, pharmaceutical, behavioural, social, and
administrative pharmacy sciences; clinical sciences including clinical
practice skills; practice experiences; and intra- and interprofessional
collaborative practice skills.

• Standard 6 (curriculum): The curriculum includes required intra-
and interprofessional learning experiences, offered throughout the
professional programme, to enable a graduate to provide patient care
as a collaborative member of a care team.

• Standard 11 (university structure and commitment): The curriculum
includes required intra- and interprofessional learning experiences,
offered throughout the professional programme, to enable a graduate
to provide patient care as a collaborative member of a care team.

• Standard 19 (planning and evaluation): Interprofessional education
and collaborative practice is embedded in Faculty policy and/or
strategic plans.

Establishment of the Interprofessional Education
Committee

The College of Pharmacy at Qatar University took the lead to incorpo-
rate IPE initiatives formally into the pharmacy curriculum, with other
health care students in Qatar aligned to CCAPP accreditation standards,
and to fulfil the recommendations set in the World Health Organization
(WHO) framework (Canadian Council for Accreditation of Phar-
macy Programs, 2018; World Health Organization, 2010). Taking into
account recommendations and perspectives from research findings, and
support from the college administration, the college led the integration
and implementation of IPE through the establishment of IPEC. The
aim was to provide guidance and support in implementing IPE within
the pharmacy curriculum, as well as in our partner health care training
programmes in the country. The committee was dedicated to facilitating
awareness and understanding of IPE for interprofessional collabora-
tion (IPC) for students and faculty members. In addition to creating
enthusiasm and motivation for planned IPE activities (Acquavita, Lewis,



7 Qatar—Sustaining Interprofessional Collaboration … 131

Aparico, & Pecukonis, 2014), it was imperative to engage stakeholders
in IPE planning steering committees. The committee includes represen-
tatives from all the health care schools in Qatar as nominated by the
respective deans based on their academic portfolio and familiarity with
their respective curriculum (Table 7.1).

Another opportunity to improve and ensure that planned IPE initia-
tives work best in the context of their institutions was to measure stake-
holder readiness for IPE (El-Awaisi, El Hajj, Joseph, & Diack, 2018a,
2018b; El-Awaisi, Joseph, El Hajj, & Diack, 2019). Overall, the process
provided opportunities for key stakeholders to plan IPE activities that are
effective and relevant to our students. The process was used as a catalyst
to incorporate more IPE into their curriculum and to better prepare our
students to engage with others in a collaborative practice environment.
This is evident in that the college has been successful in integrating IPE
into their curriculum and these IPE activities have gained positive atten-
tion from all the stakeholders with all activities incorporated in the dif-
ferent professional years of pharmacy and sustained for the last five years
(El-Awaisi, Wilby, et al., 2017).

Interprofessional Education Committee Moving
Beyond College Level

Academic institutions need to facilitate and support the integration of
IPE into health care programmes and direct resources to IPE for it to
thrive. As such, IPEC moved to QU Health level in 2017 to strengthen
IPE with a vision ‘to be recognised regionally for excellence in interpro-
fessional health education and interdisciplinary health research; a first
choice for students and scholars, and a national catalyst for innovation in
the field’ (QU Health, 2019). IPEC deliverables were based on four key
pillars including IPE curriculum, faculty development, student led ini-
tiatives and research. Therefore, it is planned that QU health will serve
as a catalyst for IPE, facilitating and strengthening IPE initiatives suit-
able for the Qatari and Middle Eastern context and meeting the highest
standard of excellence in the field. The IPEC website can be viewed at
the following link: http://www.qu.edu.qa/health/ipe.

http://www.qu.edu.qa/health/ipe
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IPE Curriculum

The model adopted as the base for the IPE activities was that of the
University of British Columbia (UBC) with its three main levels: expo-
sure, immersion and mastery (Charles, Bainbridge, & Gilbert, 2010;
El-Awaisi, Wilby, et al., 2017). All learning outcomes for the IPE activ-
ities are based on the interprofessional shared competencies developed
for the Qatar context which include: role clarification, interprofessional
communication, shared decision making and patient centred care (John-
son et al., 2015). IPE is currently integrated across the professional years
of the different curricula. Activities are shown in Table 7.2. Professions
participating in the different activities vary across the years but usually
include between two and six health care professions. Activities are usually
held in different campuses depending on availability (El-Awaisi, Wilby,
et al., 2017).

Table 7.2 Examples of IPE activities across the professional years

Professional Year Fall semester Spring semester

Professional Year 1 Introducing the concept
of IPE I

Introducing the concept
of IPE II

Professional Year 2 Case based
interprofessional
discussion on chronic
obstructive pulmonary
disease (COPD) and
smoking cessation

Case based
interprofessional
discussion on being an
effective team player

Professional Year 3 Cased based
interprofessional
discussion on diabetes

Cased based
interprofessional
discussion on infection
and antibiotic
stewardship

Professional Year 4 Practice based IPE
activities

Interprofessional
simulation focused on
mental health



7 Qatar—Sustaining Interprofessional Collaboration … 133

Faculty Development

Faculty IPE development and facilitator training with effective prepa-
ration and orientation are critical for effective implementation of IPE,
especially as many faculty have little or no previous experience of IPE
(Ratka, 2013; Reeves, Goldman, & Oandasan, 2007). Faculty develop-
ment (FD) initiatives are key drivers to overcoming barriers, facilitating a
positive culture change in academic institutions, and encouraging short
and long term commitment by faculty (Lawlis, Anson, & Greenfield,
2014). FD sessions need to focus on familiarising faculty with the differ-
ent health care professions’ roles and responsibilities, current challenges
to collaboration in the practice setting, the interprofessional learning
programme, and the skills needed for effective collaboration (Holland,
2002). FD needs to be ongoing and offered on a regular basis with
opportunities for participants to reflect and learn from any IPE expe-
riences they have undertaken. These are also opportunities to promote
IPE, recruit faculty members, and network with each other.
The College of Pharmacy at Qatar University led the first IPE sym-

posium for academic health care faculty in Qatar in February 2015 to
equip over 50 faculty members with the knowledge to develop IPE con-
tent and with the skills to impart curricular change for IPE implementa-
tion (El-Awaisi, El Hajj, Joseph, & Diack, 2016; El-Awaisi, Wilby, et al.,
2017). This was followed by the First Middle Eastern Conference on
IPE, in December 2015, which attracted more than 300 participants,
faculty, and practitioners from 13 countries: Australia, Bahrain, Canada,
Egypt, Iraq, Kuwait, Lebanon, Oman, Saudi Arabia, the United Arab
Emirates, Turkey, the United Kingdom and the United States. Atten-
dance exceeded the organisers’ expectations and was a strong indicator
of the need for such conferences in the region. Some of the attendees
were novices in relation to the concept of IPE and hence had the oppor-
tunity to learn and explore strategies for how IPE can be integrated into
their institutions. For others, it was an opportunity to reflect on how
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they may improve the delivery of IPE in their institutions. During the 3-
day conference, there were six workshops, 37 oral presentations, and 40
posters displayed (El-Awaisi et al., 2016; El-Awaisi, Wilby, et al., 2017).
Further information about the conference can be found at http://www.
qu.edu.qa/IPE2015/.

As a result of the conference, the conference advisory committee
proposed a set of actions to strengthen and support IPE in the region,
emphasising that Qatar can lead the way in creating opportunities for
IPE initiatives in the region. These include promoting an interprofes-
sional culture at both educational and health care institutions with the
intent of developing new frontiers in health care education, and collab-
orating and working closely with the World Confederation for Interpro-
fessional Practice and Education (Interprofessional.Global). Additionally,
Qatar plans to lead the way in establishing a Middle Eastern network in
collaboration with other countries in the Middle East, as there is cur-
rently no Middle Eastern representation at Interprofessional.Global (El-
Awaisi & Barr, 2017; El-Awaisi et al., 2016). Regional interprofessional
networks affiliated with Interprofessional.Global are from the Americas,
USA, Canada, UK, Europe, Africa, India, Southeast Asia and the Pacific
Rim, Japan and Australasia. Discussion has started about creating an
IPE network in this region that works collaboratively to foster partner-
ships and enable opportunities to share experiences and contribute to the
global perspectives on IPE and collaborative practice. The second Middle
East Conference is planned to take place in Lebanon. Another important
milestone is that Qatar University was successful in its bid to host the
tenth event of the All Together Better Health (ATBH) conference in
October 2020, taking this biennial event to the Middle East for the first
time. However, due to the current COVID-19 pandemic, the conference
has been rescheduled to October 25–27, 2021. The theme of the con-
ference will be: ‘Cultivating a collaborative culture: sharing pearls of wis-
dom’, advocating for people-centered care, health and wellbeing; embrac-
ing diversity of stakeholders; informing regional and global interprofes-
sional education and collaborative practice conference (IPECP) policies
and standards; promoting safety in and beyond health and social care set-
tings and sharing models of best practice in IPECP. All Together Better
Health is the leading global interprofessional education and collaborative
practice conference under the direction of Interprofessional.Global.

http://www.qu.edu.qa/IPE2015/
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In addition to faculty development, health care professional training
is of paramount importance. Continuing professional development
(CPD), participating in interprofessional committees, interprofessional
ward rounds, interprofessional meetings, participating in research, and
journal clubs are effective strategies for promoting IPC between health
care team members (Curran, Sargeant, & Hollett, 2007; Luetsch &
Rowett, 2015; Price, Doucet, & Hill, 2014). The College of Pharmacy
led the way in establishing an interprofessional CPD programme in
2011, which was expanded to incorporate QU Health in 2017. CPD for
health care professionals is regulated by the Qatar Council for Health-
care Practitioners. The programme attracts health care professionals from
different fields and it is a requirement when designing these activities
to demonstrate the principles of IPE (McMahon et al., 2016). How-
ever, many negotiated efforts are still needed to drive the integration and
implementation of IPE forward including collaboration with patient and
service users who are key stakeholders and central to the development of
IPE.

Student Leadership

It is important to engage students in IPE initiatives and, consequently,
members selected a student representative from a group of interested stu-
dents to serve on the IPEC. The students were tasked to form an IPE
student society and assume, with a student executive committee, leader-
ship roles in promoting IPE amongst students from the different health
care disciplines. The society executive committee includes student repre-
sentatives from all health care programmes in Qatar. Two of their major
events include the annual IPE student forum and organising interpro-
fesssional outreach events focused on chronic conditions such as hyper-
tension and smoking cessation. In addition, they host an annual research
day for health care students. Further information about the society can
be accessed at: http://ipestudent-qatar.weebly.com.

http://ipestudent-qatar.weebly.com
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Research

Since the establishment of IPE, research in this area has started to
emerge. This varies from projects focused on the perspective of various
key stakeholders to IPE (El-Awaisi, Diack, Joseph, & El Hajj, 2016; El-
Awaisi et al., 2016; El-Awaisi, El Hajj, et al., 2018a, 2018b; Wilbur &
Kelly, 2015; Zolezzi et al., 2017) to others focused on the actual experi-
ences of IPE (El-Awaisi, Awaisu, et al., 2017; Wilby, Al-Abdi, El-Awaisi,
& Diab, 2016; Wilby et al., 2015). There are also reviews (El-Awaisi,
Joseph, El Hajj, & Diack, 2017; El-Awaisi, Wilby, et al., 2017; Johnson
& Carragher, 2018) and a description of the steps to follow in introduc-
ing IPE into health care curricula (El-Awaisi et al., 2016).
With the integration of IPE into the health care curricula in Qatar, it

is important to evaluate the longitudinal impact of IPE on collaboration
and quality of care delivered to patients. The hierarchical culture promi-
nent in this region reinforces the idea that the physician is always at the
top of the organisational structure, and this is usually instilled in the
mind-set of health care students. It would be useful to investigate how
this mind-set is instilled, how it affects interprofessional working, and
how to manage the behavioural change needed to change the culture. In
this region, patient perception towards health care professionals in gen-
eral, and interprofessional teams in particular, also needs to be explored
further, in the context of continuously working toward patient-centred
care.

Promotion and Implementation of IPC
in Practice Settings

Although the focus in Qatar has been on integrating IPE within the cur-
riculum, there are many challenges and barriers in the practice settings
that need to be explored and addressed. Aligning the efforts of academic
institutions with practice is of crucial importance and has the potential
to enhance the value and quality of experience for patients, their fam-
ilies, communities, and learners (Earnest & Brandt, 2014; Institute of
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Medicine, 2015). The transformation to an environment where interpro-
fessional working and collaborative practice are fostered and promoted
will be challenging and disrupt the longstanding hierarchical structure
within the team by levelling status among the members (Ginsburg &
Tregunno, 2005; Solimeo, Ono, Lampman, Paez, & Stewart, 2015).
The process will be facilitated if organisational leaders dedicate resources,
advocate for this change, and raise awareness and understanding about
the contributions of every member of the health care team and the
importance of interprofessional working (Solimeo et al., 2015). These
measures, combined with evaluation and feedback, are important to con-
vey the importance of IPC, assist health care professionals toward achiev-
ing IPC in their settings, motivate changes toward successful implemen-
tation, and increase sustainability (Ginsburg & Tregunno, 2005).
There is a need to build on the established success to date. Students

have to be provided with learning opportunities to implement what they
are taught. Practice settings should be collaborative environments with
positive role models where students are educated and trained (Thibault,
2013). Institutional support, working culture, and environment are all
important factors contributing to the effectiveness of collaborative prac-
tice in health care settings (World Health Organization, 2010). Careful
‘needs assessment’ to improve IPC in the practice setting is required
to identify the facilitators and challenges from multiple perspectives to
create an action plan for implementation. It is important to note that
changing the existing culture will be a complex and lengthy process
and many unidentified barriers might appear in the process. However,
instead of emphasising hidden curriculum messages, the focus should
be on reinforcing skills needed to overcome and deal with challenges
(Hafferty & O’Donnell, 2015).

Hospitals, primary care centres and even the Ministry of Public Health
need to raise awareness and send positive messages that convey respect
and trust to health care providers about the importance of collabora-
tion, its link to better patient outcomes and the unique contribution each
brings to the health care team. Creating a positive collaborative environ-
ment will help negate stereotypes and barriers that may arise from the
lack of understanding of the contribution each health care professional
makes to the interprofessional team (Price et al., 2014).
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Policies and Governmental Vision

Reforming health care curricula to lead to better health care outcomes
and improve quality of care for the patient will require a cultural change
at all stages with an emphasis on linking IPE experiences with prac-
tice (Thibault, 2013). In addition to this, institutional and public poli-
cies need to promote and support reform in both health care curricula
and the health care delivery system (Thibault, 2013). Governments and
health care institutions play a critical role in initiating and sustaining
IPE and IPC initiatives (Lawlis et al., 2014). Regulatory bodies have
been identified as having an important impact on facilitating collabo-
ration between health care professionals (Bourgeault & Grignon, 2013).
The Qatari Ministry of Public Health can play a key role but needs to
accelerate the promotion and implementation of IPE and collaborative
practice. As an example, the Qatar Council for Healthcare Practition-
ers, the regulatory body for all health care practitioners working in both
governmental and private health care sectors in Qatar (McMahon et al.,
2016), could play a key role by mandating and promoting IPE and col-
laborative practice as part of its accreditation standards to create a culture
that promotes interprofessional collaboration. Additionally, national and
internal funding agencies such as NPRP need to fund development and
provide opportunities for IPE and collaborative practice to be researched
and included within their priorities. This would be an excellent strategy
to recruit and engage faculty and practitioners into such initiatives to
provide a sustainable programme from IPE to IPC (Brashers, Owen, &
Haizlip, 2015).

Identified Challenges

Though the implementation and integration of IPE has been a success
in the last five years, there have been many challenges and obstacles to
overcome. Some of the key challenges encountered during the imple-
mentation process of the IPE programme in Qatar include (El-Awaisi,
Wilby, et al., 2017):
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• Curriculum alignment with partnering institutions
• Current status of collaboration in practice
• Workload and faculty recognition
• Logistical difficulties in terms of coordinating scheduling and finding

a suitable space to conduct the activity
• Geographical location of the partnering institutions
• Lack of a structured IPE assessment plan
• Lack of adequate IPE training and sufficient IPE experiences.

However, the existence of highly motivated facilitators eager to integrate
IPE into health care curricula has leveraged many of the difficulties faced
(El-Awaisi et al., 2019; El-Awaisi, Wilby, et al., 2017). During the inte-
gration of IPE, political considerations may surface in different ways and
need to be dealt with cautiously and diplomatically (Interprofessional
Education Consortium, 2002). Tension and competition for prestige,
resources and influence are present when IPE is implemented across insti-
tutions and has been observed in Qatar. As an example, IPE activities
are usually advertised through a press release to promote an interpro-
fessional culture. Initially these press releases were sent through Qatar
University, as IPEC is part of this institution. However, to acknowledge
all efforts and avoid any unnecessary tension, it was decided that press
releases should be sent from the institution that hosts the event with full
recognition of all participating institutions.

Recommendations for Sustainability

Though IPE implementation has been achieved and IPE is now part of
the QU health strategy, the lack of a dedicated unit for IPE and the lack
of dedicated IPE personnel are key challenges we face to ensure the sus-
tainability of IPE. Sustainability planning needs to be considered right
from the beginning (Interprofessional Education Consortium, 2002).
Sustainability should be a long-term strategy to work toward though it
is not always easy to achieve. To ensure the sustainability of IPE pro-
grammes, a proposal is currently under discussion to establish a ded-
icated academic office to be called the Office of IPE at a QU health
level that will replace the currently operating QU Health IPEC. The IPE
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office at QU health level will build on the success of the IPEC, which
was able to develop a leadership role in IPE in Qatar within a short
period since its establishment. The creation of QU Health provides a
unique opportunity for Qatar University to further develop and become
a leader of IPE in the region. The formation of a dedicated office will
help towards expanding IPEC initiatives, and planning activities accord-
ing to evidence, best practice and contemporary models of health care is
consistent with the QU Health vision.

Another proposal to ensure sustainability is to have a dedicated IPE
credit-bearing course formally embedded into the different health care
curricula at Qatar University. The course will be compulsory for all QU
health students in their third or fourth year of study. This will ensure all
health care students receive the same IPE exposure and experiences and
will perceive it as a key part of their programme.

Conclusion

Readiness assessment conducted prior to the implementation of IPE was
important to formulate and inform strategies for implementation and
enhancement of IPE and IPC. The findings have had significant impli-
cations already on the development of IPE in Qatar and the region with
the establishment of the interprofessional education committee with its
focus on IPE curriculum integration into the health care programmes
in Qatar. Faculty development, hosting the first Middle East conference
on interprofessional education in the region, research and student led
initiatives through the IPE student society have also contributed to the
development of IPE. However, aligning efforts of academic institutions
with practice is of crucial importance. While a tremendous amount of
work has occurred already with many positive changes, it is important to
capitalize on these opportunities and establish sustainable mechanisms to
pave the way for meaningful integration of interprofessional learning and
practice both in educational and practice settings with a commitment for
continuous improvement through innovation and creativity.
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Introduction

Australia is a country and a continent. Whilst health standards are ranked
amongst the best in the world, its immense size and distributed popula-
tion creates unique challenges for the delivery of integrated health and
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social care services. The fragmentation of current health service deliv-
ery across tertiary and primary care, poor integration with health pro-
fessional education functions, and the lack of over-arching governance
models to facilitate coordinated team based care pose major challenges
to the sustainability of Australian health services (Swerissen, Duckett, &
Moran, 2018).
This chapter reports on the outcomes of a nationally funded project

to develop a leadership and governance structure to span the Australian
higher education and health sectors and support the roll out of interpro-
fessional education (IPE) for sustainable interprofessional collaborative
practice (IPCP).

Proposing a national action plan, and then moving towards activating
it, is no small undertaking. This project was supported by multiple uni-
versities, professional representative organisations and individual experts.
Their involvement in spanning the sectors has strengthened the develop-
ment and provides optimism for the sustainability of project outcomes.

Background

Commencing in 2015, the Securing an Interprofessional Future (SIF)
project drew together a substantial body of work undertaken as related
projects and funded by the Australian Government:

1. Interprofessional health education in Australia: The way forward
(Dunston et al., 2009).

2. Interprofessional health education: A literature review (Nesbit, Lee,
Kumar, Thistlethwaite, & Dunston, 2011).

3. Interprofessional education for health professionals in Western Aus-
tralia: Perspectives and activity (Nicol, 2011).

R. Dunston
Faculty of Arts and Social Sciences, University of Technology Sydney (UTS),
Ultimo, NSW, Australia
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4. Curriculum renewal for interprofessional education in health (Inter-
professional Curriculum Renewal Consortium, Australia, 2014).

5. Work based assessment on teamwork (The iTOFT Consortium,
Australia, 2015).

6. Collaborating across boundaries: A framework for an integrated
interprofessional curriculum (O’Keefe, 2015).

7. Developing sustainable and embedded interprofessional education:
Threshold learning outcomes as a potential pathway (O’Keefe, Hen-
derson, & Chick, 2015).

8. Curriculum renewal in interprofessional education in health: Estab-
lishing leadership and capacity (Dunston et al., 2016).

9. Defining a set of common interprofessional learning competen-
cies for health profession students (O’Keefe, Henderson, & Chick,
2017).

10. Securing an interprofessional future (SIF). Establishing an Aus-
tralian interprofessional education governance and development
framework.
(Dunston et al., 2018). [NB: This is an interim report; the final
report will be available in late 2019.]

Many examples of impactful IPE were identified across these projects.
However a number of serious barriers to sustainability were also identi-
fied. These included:

• an over-dependence on local champions,
• time limited local funding opportunities,
• a lack of recognised national standards,
• no accepted national governance framework,
• no leadership structures, and
• significant gaps in planning for an interprofessional health workforce

between the key sectors of higher education, health and community
services.
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Combined, these barriers created an environment of constraint and insta-
bility which prevented IPE from growing and sustaining itself. The SIF
Project, therefore, focussed on creating a sustainable model for interpro-
fessional education and practice across Australia.

Aims of the SIF Project

The SIF Project was designed to springboard from the previous projects’
contributions, and to address the lack of a national system for ensur-
ing the quality of interprofessional provision. It aimed to do this via
the development of governance structures and mechanisms to ensure
integration and sustainability.
The specific aims of the SIF project were to:

1. Make a significant contribution to optimising the employability skills
of health professional students in Australia.

2. Position Australia as a global leader in its approach to the incorpora-
tion and development of IPE as a core element of health professional
curricula so that all graduates are prepared to take their place in a
more collaborative workforce.

3. Implement an innovative, consensus-based and sustainable approach
to the governance and further development of IPE across Australian
health professional education. We refer to this approach in its entirety
as the National Interprofessional Education for Collaborative Prac-
tice Governance and Development Framework (see Fig. 8.1). Such
an approach does not currently exist in Australia.

4. Make a significant contribution to ensuring that health professional
education is aligned with the changing needs and requirements of
contemporary and future health practice.

(Dunston et al., 2018)

Over the course of the project, the need for a uniting national
‘whole-of-system’ governance and development plan was recognised. This
resulted in the establishment of a framework that represents all condi-
tions required for the governance of a national approach.
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Fig. 8.1 National Interprofessional Education for Collaborative Practice
Governance and Development Framework

Project Approach

The project utilised a range of socio-cultural and socio-material theo-
risations of practice, learning and change. These theories addressed the
complex nature of the various bodies involved and their respective cul-
tural, social and historical values. Key to achieving the project aims was
to build trust and strong working relationships to support collaborative
outcomes.
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Project Outputs, Deliverables and Resources

Working closely with key stakeholders the SIF project has made signifi-
cant progress in the following areas:

1. Finalising an Australian Interprofessional Education for Collabora-
tive Practice Governance and Development Framework. The national
framework identifies the activity elements seen as required to trans-
form IPE from a local and isolated activity to an activity that could
be developed in a nationally coherent and coordinated way.

2. Establishing two national leadership bodies: (i) a national auspicing
group, the ‘collaborating organisations’, and (ii) a national collabora-
tion, the National Advisory Group on Interprofessional Education for
Collaborative Practice. Achievement in this area is without a doubt
the most central achievement of the project, and without which all
other achievements would have been less possible.

3. Establishing a regional (Australian and New Zealand) ‘knowledge
repository’ in relation to IPE and collaborative practice. This is cur-
rently in the process of being built.

4. Conducting a literature review and authoring a discussion paper on
how the concept and practice of ‘governance’ is being utilised in the
development of IPE and collaborative practice.

5. Developing a National Interprofessional Education Workplan. This
will be presented to the national advisory group and collaborating
organisations at their first formal meeting in late 2019.

6. Other project materials and resources, such as journal publications,
the project blog, ResearchGate page, conference presentations and
workshops.

(Dunston et al., 2018)
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National IPE for Collaborative Practice
Governance and Development Framework

The national framework (see Fig. 8.1) is a conceptual model that gives
us a road map for future focused, systems-wide approaches for the devel-
opment of Australian IPE and IPCP. It has been constructed as an
evidence-based and consensus-informed platform drawing on the find-
ings of multiple previous studies and the results of consultative processes
with numerous organisations and key informants across the duration of
the SIF project. It is designed to illustrate and articulate the national
developmental processes that are required to support the progress of
Australia-wide IPE. It is constructed around a set of core principles as
follows:

• The development of IPE and IPCP must be seen as a national, system-
wide and coordinated undertaking.

• Work underpinning the development of IPE and IPCP must be
co-located and concurrently progress a number of national agendas
including leadership, faculty development, knowledge development
and knowledge dissemination.

• IPE and IPCP will only succeed with system-wide ownership—all
stakeholders including the health professions and key national lead-
ership bodies must work together on the shared development and
operationalisation of Australian IPE and IPCP.

The Road to Developing a Sustainable
National IPE and Collaborative Practice
Leadership Structure

A significant risk related to project funded IPE development activities
is the loss of momentum between funding cycles. The SIF project team
endeavoured to create a set of circumstances to manage this risk by gen-
erating organisational structures to facilitate national and sustainable IPE
for collaborative practice leadership.
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The project team facilitated numerous face-to-face and virtual consul-
tative meetings and extensive correspondence with national peak bodies
that could be positioned to take on a leadership role. These consulta-
tions included co-generation and working through a range of different
arrangements to support a national leadership model.

Early in the project, the team recognised that the promotion of effec-
tive IPE for collaborative practice would articulate with a number of
other national priority areas. A series of engagement activities with the
peak organisations concerned with these areas evolved. The priority areas
included:

• regulation of the health professions
• provision and accreditation of health professional education pro-

grammes
• promotion of quality and safety in health care
• provision of hospital and other health services
• partnership with the patients, clients and communities that the health

system serves
• professional development of health professional educators
• partnership with health professional students
• promotion of the interests of the health professions themselves.

(Dunston et al., 2018)

Following this widespread engagement process the project team coor-
dinated a national round table meeting with representatives of thirteen
national organisations concerned with these priority areas. The leader-
ship organisations that attended the day long round table meeting work-
shopped a series of questions and ideas that helped identify how their
missions and priorities could be advanced though the development of a
national structure to drive the roll out of Australian IPE for collaborative
practice. The outcomes of these discussions were collated and dissemi-
nated to the attending groups for reflection and consideration.
The next phase of the project involved the project team progressing

discussions with the thirteen national organisations that had participated
in the national round table meeting and additional national organisations
who identified as having an interest in the project. Multiple individual
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face-to-face and virtual consultations were held to advance the round
table outcomes into a robust structural model that would bring interested
organisations together to drive national IPE development.
The structure for the formation of a new national leadership organ-

isation was a major discussion point and various models were posited
as options for the development of such an organisation. This stage of
the project highlighted the complexities that a national undertaking of
this scale can generate. Interestingly, several organisations who wanted
to participate in the national IPE leadership strategy were hampered
by their own governance structures that disallowed participation in an
external organisation operating outside their internal terms of reference.
Nevertheless, following detailed negotiations, four national organisations
representing hospital and health services, licensing and accreditation pro-
cesses, health professions education and consumer engagement, agreed
to the formal formation of a new group which was named the Collabo-
rating Organisations (CO) group. An exchange of letters outlining their
commitment to the group was the primary strategy that facilitated this
process.
Whilst the four leadership organisations are the first to exchange letters

of intent and engage in the formal leadership processes, the CO group
is in a developmental phase and is open to other national organisations
joining. The next steps for the CO group will be the formation of a larger
advisory group representing a much wider group of stakeholders across
the health, health education, policy, safety, disability and community sec-
tors. Further work remains to be done on the processes for establishing
an advisory group and this will continue to be honed over time. There
is significant interest in the group and the CO group will engage with
individual leaders and organisational champions in this formation pro-
cess.

National IPE Workplan

The National Interprofessional Education Workplan has been developed
by the SIF team as a resource for the CO group and the Advisory Group.
It provides them with a foundational operational plan for a coordinated
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approach to the development of critical work. The broad foci of the
national workplan are identified in Table 8.1. It is designed to facili-
tate a series of national activities that can be instigated by the CO group
and the Advisory Group to tackle the existing barriers to an integrated
national roll out of IPE for collaborative practice. Some of these activi-
ties have been commenced by the SIF team including the development
of the national IPE knowledge repository and the completion of a lit-
erature review on IPE governance models. These resources will inform
and equip the CO and Advisory groups as they move forward with the
national work plan.

The Australian and New Zealand IPE
for Collaborative Practice Knowledge
Repository

Based on feedback from national organisations regarding the need for
local support, evidence and resources to support the development of
IPE for collaborative practice, a subgroup of the SIF team undertook
to develop a sustainable Australasian interprofessional education (IPE)
knowledge repository and dissemination hub. The project commenced
with a comprehensive scoping review of international interprofessional
websites, resource repositories and databases to understand the challenges
of developing such a tool and explore the conditions to ensure success
and best practice (Fig. 8.2).

As a result of the scoping exercise and collaborative arrangements, an
alliance with the National Centre for Interprofessional Practice and Edu-
cation (NEXUS) was established to create an Australasian special collec-
tion knowledge repository that would not only address the needs iden-
tified but would also allow users to access international resources from
a well-established website. The working group also developed the spec-
ification for a website and resourced the Australian and New Zealand
Association for Health Professional Educators to enhance their existing
website in relation to IPE and IPCP content and sustain this facility for
a five year period.
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Fig. 8.2 Flow diagram of five stages of work done for the knowledge reposi-
tory and collections

Models of IPE Academic Governance

The SIF team also aimed to provide a resource for faculty development.
Whilst numerous curriculum resources exist, what was less accessible was
a framework for monitoring the quality of IPE standards across courses,
faculties and institutions. A key element of successful educational initia-
tives is a robust academic governance framework. Put plainly, academic
governance describes the processes by which decisions are made and
enacted. More specifically, it refers to the

policies, structures, relationships, systems and processes that collectively
provide leadership to and oversight of a higher education provider’s
academic activities … at an institutional level. (TEQSA, 2017, p. 1)

Further observation is made that
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traditional functions of academic governance include rigorous scrutiny
and peer review of academic activities, carried out independently and sep-
arately from the staff who are directly involved in those activities. ………
The nature of academic governance presupposes that it will incorporate
academic expertise and experience sufficient to provide leadership, judge-
ment and scrutiny at the level of academic activity concerned.

Existing models of academic governance have largely grown up within a
strongly discipline focused environment where, for example, peer review
of curriculum or teaching and learning activities within a single discipline
can be achieved by accessing the expertise and experience of a member
of the same discipline who is independent of the activity. Proposals for
new curriculum can similarly be reviewed by independent expert peers
who understand and appreciate any particular discipline nuances. Mov-
ing upwards through the various layers of quality assurance within an
institution, cross faculty review is undertaken for educational quality and
compliance with institutional policies and procedures. Although relying
increasingly on peer review by academics with a broad perspective of
different disciplines, it can be argued that these quality assurance and
review processes still rely on a disciplinary lens. Once the focus shifts to
more interdisciplinary offerings, the standard higher education academic
governance models start to fall short. Crossing disciplinary boundaries
still poses a significant challenge to traditional models of academic gov-
ernance (Hannon, Hocking, Legge, & Lugg, 2018).
Echoing the increasing challenges that higher education institutions

are facing as they grapple with the complexities of interdisciplinary aca-
demic governance, the project team found much the same situation in
relation to effective academic governance models for IPE. Although there
is a plethora of literature around curriculum models and pedagogical
approaches for IPE, there is very little available by way of descriptions
of effective models of academic governance to support high quality IPE.
Whether this be in relation to increasing academic teaching staff capac-
ity and capability to the delivery of high quality IPE curriculum, or to
ensure achievement of specific IPE competencies, it was very difficult
to locate a substantial body of work to guide institutions. As with many
previous reports, the Curriculum Renewal Studies Programme noted that
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the lack of apparent guidance in this area constrains development of IPE
at any level other than the micro level (Dunston et al., 2016).

Given the importance of effective governance to further the cause of
realising successful and sustainable implementation of IPE, we under-
took a systematic review of the literature published over a 10 year period
ending in 2018. This yielded 13 articles that addressed academic gov-
ernance at least in part. Rather than a consideration of formal academic
governance models or structures, the most common approach to address-
ing academic governance was to describe organisational structures for
implementation and administration. Any real contemplation of academic
standards was notably absent.
Within the small subset of 13 articles, the most common model for

IPE administration was one that was centralised within the senior aca-
demic administration of the higher education institution. Responsibility
for design, implementation and evaluation sat within a central entity that
was distinct to and separate from any of the participating disciplines.
Although most reports were descriptive, success was most often linked
to the extent to which stakeholder disciplines were represented on key
decision-making bodies. Two other models that received more limited
attention were the decentralised models (usually faculty based and led by
champions), and the stand-alone centres which are essentially similar to
the centralised models but that are physically discrete. As noted above,
these reports are limited and considerable further work is required to
identify optimal academic governance models to support effective and
sustainable IPE.

As a final comment, there has been a strong focus on the structural
elements associated with implementing and administering IPE in the
literature that appears to continue given the substantial logistical chal-
lenges associated with implementing IPE (Pecukonis, Doyle, & Buss,
2008; McKimm et al., 2010). However, to move forward we encourage
future work that considers the wider aspects and requirements of effective
governance such as the maintenance of academic standards, document-
ing achievement of requisite learning outcomes and competencies for all
students who successfully complete an interprofessional course, consid-
erations of appropriate academic professional development, capacity and
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capability to deliver quality learning experiences, and developing robust,
reliable and valid assessment methods.

Impact of the Project—Alignment with Project
Aims

The deliverables produced by the SIF Project are significant. While each
one in and of itself is valuable, the overarching outcome is that for
the first time in Australia a national infrastructure will act as a single
point of reference and advice for Australian IPE. The establishment of
the national advisory group is a major step in addressing the existing
fragmented and patchy approach to IPE and will provide much needed
leadership and central oversight of IPE standards across Australia. Fur-
thermore, the model created by the SIF team is unique and, as far as is
known, is unprecedented in any other global jurisdiction. The two-tiered
governance model is structured such that an overarching collaboration
which is comprised of national peak health professional bodies will be
guided by a National Advisory Group that will bring together a wide
variety of relevant organisations and individuals to formulate and advise
government on IPE development priorities and policies. This model is
intended to provide stability to IPE development and implementation,
something that it has not enjoyed to date.
While medium to longer term sustainability of the two-tiered model is

dependent on on-going support from the peak bodies, the SIF team are
confident that the robust nature of national governance model will secure
its future. For the first time the national body provides a central platform
for organisations who have a shared interest in IPE priorities to come
together and to combine efforts (and resources) to lobby government and
other relevant stakeholders about the importance of IPE. The capacity
to provide a coordinated approach to influence change is the model’s
strongest feature and will likely be its key to an enduring future.

In addition to the establishment of the two-tiered model, another sig-
nificant outcome of the SIF Project has been a notable shift in IPE dis-
course at the level of national peak bodies. IPE has become a common
term and focus point for these bodies as a result of the activities of the
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SIF team. Whilst these bodies have largely operated in isolation from
one another, IPE has brought them together to discuss a shared interest
that has been an elusive and difficult construct to manage singlehand-
edly. For example, the national round table fora that was part of the SIF
process was an exercise in interprofessional collaboration in itself. Of the
13 national peak bodies invited to participate in the fora, all organisa-
tions energetically participated and contributed as all were eager to unite
around a common concern about the state of IPE policy. International
colleagues have also taken a keen interest in the system-wide and cross-
sectoral approach of the SIF project.

Factors Critical to the Success and Impeding
the Success of the Project Approach

Enabling and Supporting Factors

In attempting to unpack why the SIF Project has been so successful,
one obvious reason relates to ‘timing’ and the collective desire across
the health and education sectors to identify solutions for the sustain-
able implementation of IPE. This collective need was undoubtedly at
the heart of the positive response the SIF team received by all organisa-
tions and stakeholders who were contacted about the Project. The clear
message here is that most, if not all, stakeholders recognise the impor-
tance of establishing a central and coordinated approach to IPE. This
was a strong outcome of the earlier Curriculum Renewal Studies (CRS)
project where stakeholders called for a resounding ‘stop’ to the inefficient
and ineffective localised approach to IPE development and implementa-
tion, and instead advocated for a centralised national approach.

A paradigm change was evident at the time of the CRS project and
continues to grow in momentum with the work of the SIF Project. Given
that many of the researchers who were involved in the CRS project were
also involved in SIF, there was a strong recognition that the SIF Project
remit had been founded on solid ground as was the next level in turning
IPE from an important but peripheral and local activity to an activity
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that would and should be central to the development of effective health
professional education and health professional practice.

Global developments by peak groups have also contributed to this
paradigm shift. For example, work carried out by The Centre for the
Advancement of Interprofessional Education and the World Health
Organization have been instrumental in advocating for IPE and IPCP.
These collective global efforts to raise the profile of IPE and IPCP are
fundamental to its sustainability. They do not however, suggest that
operationalising IPE as a central part of day-to-day education and prac-
tice has suddenly become easy. That is not the case. What it does mean,
however, is that the significant effort expended on arguing the case on
behalf of IPE can now be redirected to more productive tasks.

A third factor that has enabled the success of the SIF Project is its
methodology. Given the complex social and cultural context within
which IPE plays out, adopting a sociocultural methodology was key.
This methodology facilitated the researchers’ need to work across mul-
tiple interprofessional disciplines and sectors and to negotiate a common
language that could traverse traditionally rigid boundaries. As mentioned
before, the development of a national infrastructure is a good example of
interprofessional collaboration in itself. The sociocultural methodology
was sensitive to all parties’ nuances, all the while uniting them under a
shared goal.

Constraining Factors

It is well recognised that the design and implementation of IPE for IPCP
is constrained by a wide variety of factors across multiple organisational
levels. Similarly, complete achievement of the goals of the SIF Project
faced a range of constraints including its scope and complexity, as well
as elements of its sociopolitical context, the relatively short time frame
in which it was to be completed, and the challenges of managing the
engagement and decision-making processes of multiple diverse stake-
holder organisations.

It was clear from the beginning that the project was highly ambitious,
seeking as it did to implement a new and enduring national system of
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governance and leadership in a complex environment involving multiple
stakeholders and interests.

Scope

Defining the precise scope of the project was perhaps the greatest chal-
lenge. The earlier ‘Curriculum Renewal for Interprofessional Education
in Health’ project had suggested a broad design for an enduring gover-
nance and leadership system (2014) but it was particularly difficult to
determine how much of this plan would be feasible to implement in the
available time, and which elements should be prioritised. These decisions
were also highly contingent on the responsiveness of, and positions taken
by, the diverse stakeholder organisations, and this further impeded the a
priori definition of scope. Often, particular areas of activity were pursued
for a period, with the investment of significant time and resources, only
to encounter an unanticipated and insurmountable roadblock before the
work could be completed.

Ultimately, the scope of the project was defined, retrospectively, by
what proved to be possible to achieve after concerted ‘diplomatic’ efforts
in multiple directions. This led, though not especially by design, to a
focus on the national leadership elements of the framework and closest
engagement with a relatively small number of receptive national peak
bodies.

Complexity/Context

The prior completion of the Curriculum Renewal for Interprofessional
Education in Health project over nearly 10 years had prepared the team
to anticipate the complexity that inheres in the systems of health pro-
fessional education, practice and regulation. The socio-cultural and rela-
tional approach adopted was also fit for purpose and allowed the team
to gain perspective and build on the positive orientation brought to the
project by many stakeholders.
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One result of this complexity was, however, that each area of activity
focus required protracted discussion with stakeholders, brokering of pos-
sible resolutions to conflicting priorities and enormous amounts of time
while organisations completed their own decision making processes.
Further, the closer the project moved toward finalising stakeholder
commitments, the more time these processes took.

Management

In addition to the external constraints imposed by the scope and com-
plexity of the project’s context, overall management by the project team
was also intricate and challenging. The decisions with which we were
faced about which possible pathways of action to prioritise and pursue
were highly contingent and difficult to adjudicate. At multiple points
along the implementation trajectory for the project, the project team
itself felt a sense of impasse, where the ‘right’ choices to make in terms of
commitment of its resources were extremely difficult to discern. Accord-
ingly, the management of the project involved a great deal of extended
debate and in the end we tried to make the best decisions we could with-
out any certainty about how each would contribute to fulfilment of our
goals.

International Transferability

Although it had a clear focus on Australia, the project endeavoured
to draw from international experience and facilitate the transferability
of its outcomes to other jurisdictions. It set up an esteemed reference
group of international experts who monitored its progress carefully and
provided invaluable advice about how the project’s achievements might
inform future work in their own settings. Some members of this group
are closely connected with the World Health Organization, which has
espoused the implementation of IPE for IPCP for more than a decade.
In their judgement, the project was seen as unique and ground-breaking
at a global level. Accordingly, the SIF Project’s outcomes are likely to have
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transferability, with appropriate modifications, around the world. Of par-
ticular note is the project’s interaction with IPE leaders in New Zealand.
Whilst the project was funded with an Australian focus, close collabora-
tion has occurred with our near neighbours throughout its implementa-
tion.

Another endeavour in the global sphere that had deep links with the
project was the process to formulate an International Consensus State-
ment on the Assessment of Interprofessional Learning Outcomes (Rogers
et al., 2017). In this activity, 75 scholars from 15 countries were con-
sulted and its leadership included two members of the project manage-
ment team. The resultant consensus statement (which has 36 citations so
far on Google Scholar) has already impacted significantly on the assess-
ment of interprofessional learning outcomes in multiple countries and
will provide a starting point for the ongoing scholarly practice in this
area that will be undertaken as a result of the enduring governance and
leadership systems that the project has brought into existence.

Closing Remarks

This project has been ambitious in its scope and aims. The development
of such a strategic governance framework has not been achieved else-
where in the world and there are many lessons which have been learnt
from this work which will be useful to other countries. The methodology
we have used has ensured an open, dynamic and inclusive implemen-
tation process. We believe that through the collaborating organisation
group, the advisory group and the work plan we have firm foundations
for the sustainability of IPE and IPCP in Australia. In addition the work
we have done in identifying the challenges and gaps around available
governance structures for IPE and IPCP provides a reference point for
organisations and jurisdictions beyond Australia in building their own
governance structures.
We are optimistic that sustainability is enhanced by robust outcomes

of the project including resources such as the knowledge repository
for our Australian developments in collaboration with NEXUS. Our
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major concern is the absence of explicit ongoing commitment of pub-
lic resources and we continue to advocate in our various roles for this
commitment to be realised.

Acknowledgements Australian Office of Learning and Teaching, Department
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9
Indigenous Health

Denise Wilson

Me ka moemoea au, ko au anake
Me ka moemoea e tatau, ka taia e tatau

If I dream, only I achieve
If we dream together, we all achieve. (Te Puea Herangi)

The whakatauakı̄ or proverb above speaks to the need for collaboration
in order to achieve our goals and highlights the futility of functioning
as individuals—it speaks to an Indigenous approach to functioning
driven by not only collective aspirations but achieving these by working
together. For Indigenous peoples globally, there is a need for health
professionals to work collaboratively to achieve Indigenous aspirations
for health and wellbeing. The colonisation of Indigenous peoples has
resulted in persistent and marked health and social inequities compared
to other groups living in their respective countries (Mbuzi, Fulbrook, &
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Jessup, 2017; Wilson, Heaslip, & Jackson, 2018). Recognition of Indige-
nous historical and contemporary realities, coupled with the effects of
ongoing colonisation, historical trauma, and socioeconomic marginal-
isation helps understand the complexities that impact their health and
social wellbeing. A myriad of long-term effects has arisen from coloni-
sation, which includes economic disenfranchisement, historical trauma,
inadequate access to social determinants of health, and experiences
of social marginalisation, systemic discrimination, and encounters of
racism—all negatively affecting health (Cormack, Stanley, & Harris,
2018; Paradies, 2016; Walters et al., 2011; Whitbeck, Adams, Hoyt,
& Chen, 2004). As a consequence, Indigenous peoples face persistent
access, quality and safety issues when engaging with health services.
This chapter will explore the necessity for culturally responsive

collaborative practice for working with Indigenous peoples and their
families. For such an approach to be sustainable, this requires enabling
the leadership from within Indigenous patients and their families or
whānau (extended family network beyond nuclear family construc-
tions)—essential for their active involvement in the patient’s health care
and subsequent decision-making. Sustainable Indigenous patient and
family involvement requires health professionals to recognise them as
legitimate team members, to form relationships and build trust through
authenticity and consistency, all of which are essential for active collab-
oration between professionals, patients, and their families and quality
health care (van Dijk-de Vries, van Dongen, & van Bokhoven, 2017).
Interprofessional collaborative practice with Indigenous peoples holds
patients and their families or whānau central to all activities, recognising
the need for them as key participants in their health care experiences
and decision-making.

Drawing on Māori (the Indigenous peoples of Aotearoa New Zealand)
mātauranga (knowledge), the waka (canoe) will be used as an analogy
to illustrate collaborative practice within this context and how patients
and their families or whānau have a leadership role in their health care.
Moreover, given the historical and contemporary contexts of Indigenous
peoples’ realities, the notion of resilience for sustainable interprofessional
collaboration to establish relationships when working with Indigenous
peoples will be discussed briefly.
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Indigenous Peoples

The United Nations (2013) explains that Indigenous peoples:

populated areas before the arrival of others and often retain distinct cul-
tural and political characteristics, including autonomous political and
legal structures, as well as a common experience of domination by oth-
ers, especially non-indigenous groups, and a strong historical and ongoing
connection to their lands, territories and resources, including when they
practise nomadic lifestyles. (p. 3)

Indigenous peoples subjected to colonisation have diverse but similar
experiences in that their experiences differed not only between but also
within countries. They share contemporary experiences of being dis-
placed from their land (a rightful place to stand in the world), loss of lan-
guage and cultural ways of knowing and being that negatively impacted
their health and social wellbeing (Atkinson, 2002; Battiste, 2000; Smith,
2012). Displacement from land and loss of language and culture left
many Indigenous peoples culturally, socially, economically, and educa-
tionally marginalised, and more likely to have differential access to the
essential determinants of health and health services and experience dif-
ferences in the quality of care than other groups of people living in their
respective countries. Differential access and quality of care is evident
in the increased risk and burden of long-term non-communicable dis-
eases and premature mortality for many Indigenous peoples (Axelsson,
Kukutai, & Kippen, 2016; Jones, 2000; Mbuzi et al., 2017).
There is a tendency to explain Indigenous disparities in health sta-

tus and health outcomes as some form of deficit an individual possesses,
yet the majority of Indigenous peoples struggle with systemic barriers to
accessing timely safe and quality health care (Browne et al., 2016; Jones,
2000; Wilson et al., 2018). Access to timely and quality health care is
made difficult by having to navigate complex health services and a myr-
iad of health professionals who act independently with often conflict-
ing messages. These barriers are endemic, systemic and structural, and
are referred to as institutional or systemic racism (Browne et al., 2016;
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Came, 2014) because Indigenous peoples have different health care expe-
riences, levels of disease burden and health outcomes compared to other
people. When people and their family or whānau are seeking health care,
they need respectful engagement, and people willing to listen and work
with them (D. Wilson, 2008; Wilson & Barton, 2012). Instead, Indige-
nous peoples commonly encounter health professionals with judgmental
attitudes and who engage in racist or discriminatory practices when pro-
viding health care services (Cormack et al., 2018; Goodman et al., 2017;
Harris et al., 2012). Consequently, it is not uncommon for Indigenous
peoples to lack trust in health care services and health professionals. Per-
sistent adverse health care experiences and health outcomes are unfair
and avoidable, indicating equity issues (Braveman, 2010; Whitehead,
1992).
Invariably, health professionals aim to improve the health and wellbe-

ing of the people they work with and do not set out to treat people differ-
ently. However, Indigenous peoples (and other minority or marginalised
groups) frequently report being treated differently (Goodman et al.,
2017; Huria, Cuddy, Lacey, & Pitama, 2014; Ziersch, Gallaher, Baum,
& Bentley, 2011). Compounding inequitable treatment and interactions
is the divergence in worldviews between Indigenous peoples, and health
professionals who work predominantly within Western and biomedically
driven health care services that lead to differences in beliefs and values
around health and health care. Indigenous peoples’ worldviews are holis-
tic, relational, and spiritual, with their connection to the environment
an essential factor for their wellbeing (Smith, 2012; S. Wilson, 2008).
Importantly, Indigenous peoples function collectively rather than as indi-
viduals, with inherent responsibilities and obligations to others and their
family or whānau as a whole. Practically, this means for many Indigenous
patients that the inclusion of their family or whānau is essential in their
health care experiences. Therefore, forming relationships is fundamen-
tal for any interactions with health professionals before getting down to
the business of health care. Recognising and responding to Indigenous
worldviews contributes to patients and their family or whānau under-
standing the relevance and meaningfulness of health information and
health regimens, but also for culturally responsive collaborative practice
to occur.
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Culturally Responsive Collaborative Practice

Establishing culturally responsive collaborative practice involves creating
different pathways that are person- and whānau-centred, drawing on
the leadership that exists (particularly from whānau Māori). Creating
different pathways involves developing environments as safe places with
safe spaces that establish reliable and sustainable avenues for communi-
cation and relationships to enable change and ultimately improve health
care. It requires shifting conversations from being deficit-based to ones
focusing on Indigenous patients’ and their families or whānau strengths
and potential. Health professionals need to enable alternative approaches
to health care delivery and innovation as part of culturally responsive
collaborative practice.

Culturally responsive collaborative practice is essential for establishing
trust and relevant and meaningful health care experiences to achieve out-
comes for patients and their whānau. Fundamental to culturally respon-
sive collaborative practice is culturally competent and capable health pro-
fessionals who can demonstrate culturally appropriate and acceptable
practice that Indigenous patients and their family or whānau deem as
safe (Bearskin, 2011; Pitama et al., 2007; D. Wilson, 2008; Wilson &
Hickey, 2015).

Importantly, health professionals should be able to work collabora-
tively in such a manner for the benefit of the patient and their family
or whānau (Wepa, 2016). For Indigenous peoples and their families or
whānau, this means feeling culturally safe—that is, respectfully recog-
nising their cultural identity and including their needs in their health
care experiences (Bearskin, 2011; Wilson & Hickey, 2015). Working
with Indigenous peoples and their whānau in culturally responsive and
collaborative ways requires an equity approach. An equity approach is
grounded in social justice and rights and involves acknowledging alter-
native ways for engagement and the implementation of interventions
needed to achieve the same outcomes as for other people (Braveman,
2010; Marmot, 2013). Such an approach requires understanding Indige-
nous peoples’ unique historical and contemporary realities, which will be
different for each person and their family or whānau.



178 D. Wilson

Culturally responsive collaborative practice can be achieved using the
acronym KAI (knowledge-action-integration), which is the Māori word
for food.Within the context of collaborative practice, KAI is used to refer
to the components of cultural responsiveness (Heke, Wilson, & Came,
2019; Wilson & Hickey, 2015). KNOWLEDGE relates to health pro-
fessionals having insight and understanding into the following factors:

• Being aware of personal and professional cultural values, beliefs, prac-
tices, assumptions;

• Identifying biases and stereotypes held about Indigenous peoples;
• Critically reflecting on the influence biases and stereotypes have on

professional practice;
• Critically analysing the diverse realities (historical, socio-economic and

political influences on health and wellbeing) of Indigenous peoples;
and

• Recognising key cultural values and practices of Indigenous peoples;
• Understanding individual leadership roles in developing a collabora-

tive mindset necessary to practise collaboratively.

ACTION relates to the activities and behaviours related to working
with Indigenous peoples and their families in ways that are respectful,
genuine, non-judgmental, and avoid dominant cultural imposition. It
is also about recognising and responding to the diverse cultural needs
of each indigenous person and their family in respectful and authentic
ways, while at the same time rectifying any potential conflicts in values,
beliefs, and practices. Importantly, within the context of collaborative
practice, actions relate to interacting and working with both Indigenous
patients and their families or whānau and other health professionals to
ensure identification and meeting of their needs. It is advantageous to
include community health workers to assist Indigenous patients and their
families to identify their needs and requirements and work with health
professionals. Community health workers know their community, the
people in the community who could support the patient and family or
whānau and speak the language used in their community, rather than
health professionals’ language and jargon.
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INTEGRATION is about incorporating into their plans of care
Indigenous patients and their families’ or whānau cultural needs. Inte-
grating cultural needs involves working with them to identify first who
needs to be involved in their health care experience, and then negotiating
the various and potentially competing needs of the various health pro-
fessionals and those of Indigenous peoples and their families or whānau
for inclusion in plans of care. Consideration should be given to:

• observing critical cultural practices, identified by respectfully enquir-
ing about what is essential for the patient and their family or whānau;

• recognising and including these cultural needs and what is essential
for the patient and family or whānau into intervention or care plans;
and

• influencing cultural forms of shame and embarrassment related to the
reluctance of patients and their families or whānau to discuss some
matters or undertake health care related activities.

Leadership for Culturally Responsive
Collaborative Practice

The functioning of a waka (canoe) illustrates the essential components of
collaboration and leadership, and when applied to the context of health
care, patient and family or whānau positions them as leaders of their care
standing mid-ship to direct proceedings. The waka is a perfect exam-
ple of collaboration in action, as without everyone in the waka working
together, it would not propel forward to achieve its mission. It exempli-
fies the imperative of every person needing to collaborate, determining
early the goals and directions. Effective collaborative practice requires
having the right people on board with their unique capabilities, knowl-
edge, and skills ready to work together to achieve shared goals. In this
way, everyone has leadership responsibilities to make things happen.
The waka (YouTube, 2014, May 5) is a useful analogy to illustrate how

culturally responsive interprofessional collaboration could work. Great
collaboration between everyone in the waka is needed for it to float and
move through the water. Without this collaboration, the waka does not
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proceed forward, and in the worst situation can capsize. It metaphori-
cally demonstrates the pivotal need for collaboration—without interpro-
fessional collaboration Indigenous patients’ health care metaphorically
capsizes with poor outcomes. Getting into the waka requires precision,
cooperation, and collaboration; without these three things, it will tip
over, making it difficult for everyone to get in. Each person in the waka
has a role in propelling and manoeuvring the waka to its destination. The
leader stands in the middle of the waka coordinating the activity within
the waka, continually communicating through various chants. To propel
the waka forward and manoeuvre around any obstacles, most of those
on the waka paddle together to gain and maintain its momentum—they
must dip their hoe (paddles) in and out of the water in perfect time with
each other. Someone has the role of baling out the unwanted water to
prevent the waka from sinking. The helm (rear of the waka) is the place
from where the steering of the waka occurs—the role of someone with
an interprofessional collaborative mind-set, either a health professional
or community health worker (Brewer, Flavell, Trede, & Smith, 2016;
McHugh, Margolis, Rosenberg, & Humphreys, 2016).

Culturally responsive collaborative practice requires people who can
work together to achieve a shared vision for each patient and their family
or whānau. The configuration of people will depend upon the patient’s
and family’s or whānau needs. The World Health Organization (2010)
reinforces this notion of working collaboratively with patients and their
whānau or family: ‘Collaborative practice happens when multiple health
workers from different professional backgrounds work together with
patients, families, carers, and communities to deliver the highest qual-
ity of care’ (p. 7). Mickan, Hoffman, and Nasmith (2010) contend that
collaborative practice is essential for safe, timely, and quality services.
They cite several benefits for patients such as higher levels of satisfaction,
greater acceptance of care, fewer visits to clinics, and improved health
outcomes—all factors that health professionals, whoever they are, aim to
achieve. In addition to these patient-whānau-centred benefits, culturally
responsive collaborative practice reduces the incidence of adverse events
and costs, improves continuity and coordination of care, and importantly
improves collaborative decision-making with patients. It does so because
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health care services become relevant and meaningful for Indigenous peo-
ples and their families or whanau (Boulton, Tamehana, & Brannelly,
2013; Wilson & Barton, 2012).
The functioning of the waka illustrates the nature and components

of collaboration with patients and their families or whānau positioned in
the mid-ship. It is an example of collaboration in action because, without
the leadership and direction of patients and their families or whānau, the
waka would not achieve its goal. It also illustrates how every person on
the waka contributes and collaborates. If we consider that health profes-
sionals are at the “helm” of the waka steering health, it is important for
Indigenous patients and their families and whānau that we have all the
necessary people to achieve the desired outcomes in health and quality
of care. High levels of collaboration and teamwork are more productive
and are associated with sustainable quality care (McHugh et al., 2016).

Resilience

Indigenous peoples and their families or whānau have long experienced
barriers to access culturally responsive health care related to accessibility,
affordability, availability, and appropriateness. Furthermore, they fre-
quently face barriers to effective interprofessional collaboration, instead
experiencing fragmentation of their health care, not helped by the nature
of the discipline-specific pedagogies that channel health professionals
into silos. Many Indigenous peoples and their families and whānau lack
trust in health care services and health professionals (Bearskin, 2011;
Mbuzi et al., 2017; Wilson & Barton, 2012). The sustainability of
culturally responsive collaborative practice, therefore, requires health
professionals to possess the resilience necessary to secure the trust of
Indigenous patients and their families or whānau so that health pro-
fessionals will work with them productively—something that will take
time and perseverance.

Health professionals are tested often when undertaking their roles by
stress associated with inadequate staffing, unpredictable work environ-
ments, changing team membership, perceived lack of time and resource
deficits, and patient contact (Nissim, Malfitano, Coleman, Rodin, &
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Elliott, 2019). Expectations related to collaborative practice, being cul-
turally responsive, and involving patients and whānau can also add to
such stressors. Avrech Bar, Katz Leurer, Warshawski, and Itzhaki (2018)
found a positive correlation between cooperation with other health
professionals and resilience, which enables better adaptation to chang-
ing environments and overcoming obstacles. Interactions with patients
require health professionals to be present, compassionate and resilient,
all necessary attributes to establish trust and respect in relationships
with Indigenous peoples and their family or whānau and for the pro-
vision of complex holistic care (Nissim et al., 2019). Nissim et al. (2019)
found that engaging in a range of activities and practices such as self-
compassion and taking time to reflect improves interactions with col-
leagues and improves quality of care delivered. These are all factors in
building empathy and compassion, necessary for resilience in interpro-
fessional collaboration.

Given that health professionals have undergone some form of tradi-
tional education that channelled them into professional silos, collabora-
tive practice requires them to be re-educated and re-think how to engage
with the patient and their family or whānau and other health profession-
als (McHugh et al., 2016). It involves health professionals using their
leadership skills to remove the silos to enable unfettered collaboration
that involves sharing, communicating, listening and working together—
characteristics essential for real-world functioning (Schuetz, Mann, &
Everett, 2010). Gilbert (2006) defined interprofessional collaborative
practice as ‘A process through which parties who see different aspects
of a problem can constructively explore their differences and search for
solutions that go well beyond their professional vision of what is possible’
(p. 4). Indigenous patients and their families and whānau bring to their
health care experiences expertise about their realities and their under-
standing of health and wellbeing. This expertise is essential to inform
effective planning, decision-making, and interventions to evoke positive
outcomes—they know what they can afford, what will work given their
life contexts, and what is doable in their seemingly complex lives (Mbuzi
et al., 2017; Wilson et al., 2018). Collaborative practice also includes
learning to work, sometimes innovatively, with people in their worlds
and realities.
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Returning to the waka (canoe) analogy—if we take the helm to steer
health guided by the leadership of Indigenous peoples and their fam-
ilies or whānau, culturally responsive collaborative practice should be
informed by the following principles:

• Being committed—You are in or out of the waka
• Working together in a unified relationship with others in the group
• Sharing similar understandings
• Working toward a common goal
• Recognising it is a journey and that quitting is not an option because

it gets too hard.

Just like steering a waka (canoe), sustainable collaborative practice
requires sound communications skills, teamwork, respect, and impor-
tantly listening to Indigenous patients and their family or whānau
and other health professionals (Nisbet et al., 2018). Sustainability also
requires resilient health professionals who can work with Indigenous
peoples and their family or whānau, and this requires commitment,
practice, and learning how to work with other health professionals
(Avrech Bar et al., 2018; Nissim et al., 2019). Effective collaboration
and teamwork improves health outcomes and quality of care (Nisbet
et al., 2018; van Dijk-de Vries et al., 2017). van Dijk-de et al. (2017)
indicate that leaders within the interprofessional team need to be able
to negotiate and navigate the array of socioeconomic and political issues
necessary for collaborative relationships. Being able to function in this
way may require systemic changes to support working in a culturally
responsive and collaborative way with Indigenous patients and their
family or whānau at the centre.
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Conclusion

Nā tō rourou, nā taku rourou ka ora ai te iwi.
With your food basket and my food basket, the people will thrive.

This whakataukı̄ or proverb above highlights the importance of work-
ing together for people to be well and thrive. Culturally responsive col-
laborative practice is about dreaming together with Indigenous patients
and their family or whānau. It is about holding Indigenous patients and
their family or whānau central at all times during their health care expe-
rience, and being guided by their leadership. Nevertheless, sustainable
culturally responsive collaborative practice requires resilient health pro-
fessionals who are willing to be present and compassionate and learn
from others within the patient’s ‘team’. It is also about critically under-
standing the historical and contemporary contexts within which Indige-
nous peoples live, and involving them as key players in their health care
experience.
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engagement with healthcare (Unpublished doctoral thesis). Auckland Univer-
sity of Technology, Auckland, New Zealand.

Whitbeck, L. B., Adams, G. W., Hoyt, D. R., & Chen, X. (2004). Concep-
tualizing and measuring historical trauma among American Indian people.
American Journal of Community Psychology, 33(3–4), 119–130. https://doi.
org/10.1023/B:AJCP.0000027000.77357.31.

Whitehead, M. (1992). The concepts and principles of equity and health. Inter-
national Journal of Health Services, 22 (3), 429–445.

Wilson, D. (2008). The significance of a culturally appropriate health service
for Indigenous Maori women. Contemp Nurse, 28(1–2), 173–188. https://
doi.org/10.5172/conu.673.28.1-2.173.

Wilson, D., & Barton, P. (2012). Indigenous hospital experiences: A New
Zealand case study. Journal of Clinical Nursing, 21(15–16), 2316–2326.
https://doi.org/10.1111/j.1365-2702.2011.04042.x.

Wilson, D., Heaslip, V., & Jackson, D. (2018). Improving equity and cultural
responsiveness with marginalised communities: Understanding competing
worldviews. Journal of Clinical Nursing, 27 (19–20), 3810–3819. https://
doi.org/10.1111/jocn.14546.

https://doi.org/10.1377/hlthaff.2010.0052
http://www.ohchr.org/Documents/Publications/fs9Rev.2.pdf
https://doi.org/10.1080/13561820.2016.1237481
https://doi.org/10.1017/S1742058X1100018X
https://doi.org/10.1023/B:AJCP.0000027000.77357.31
https://doi.org/10.5172/conu.673.28.1-2.173
https://doi.org/10.1111/j.1365-2702.2011.04042.x
https://doi.org/10.1111/jocn.14546


188 D. Wilson
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Embedding Interprofessional Learning
into Undergraduate Health Science

Programmes: Developing
an Interprofessional Learning Zone (IPLZ)

Brenda Flood and C. Jane Morgan

Introduction

Interprofessional education improves students’ collaboration and under-
standing of each other’s distinct professional roles, and results in better
health outcomes for clients (Institute of Medicine, 2015; Reeves et al.,
2016). What is known from new graduate practitioners is that inter-
professional education offers a deeper understanding of team work,
an appreciation of reflective practice and a greater sense of being pre-
pared for interprofessional practice (Pollard, Miers, & Rickaby, 2012;
Thompson, Bratzler, Fisher, Torres, & Sparks, 2016). Interprofessional
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practice transforms and broadens personal and professional perspectives,
opens minds to difference and possibilities, and enables learners to more
effectively utilise their knowledge and skills (Flood, Hocking, Smythe, &
Jones, 2019; Morgan, 2017). To be able to work collaboratively, learn-
ers must be able to navigate the complex relational world of practice
(Crowley, 2014; WHO, 2016). Graduates require dispositional qualities
and values that enable them to respond to and meet the relational
demands inherent in the current health care landscape (Flood, Smythe,
Hocking, & Jones, 2019). Central to interprofessional education is
a practice and learning context that allows students to get to know
other professions and develop dispositional qualities such as placing the
patient at the heart of practice, trusting in others, being open, tactful and
authentic, and engaging in genuine dialogue (Flood, Hocking, et al.,
2019). Importantly, through engaging in genuine dialogue students
learn to value and respect the contributions of both one’s own and other
health disciplines in providing comprehensive health care and support.

Context

The Auckland University of Technology (AUT) is one of the largest and
most diverse health faculties in New Zealand. It offers Bachelor of Health
Science (BHSc) programmes in a range of clinical disciplines (midwifery,
nursing, podiatry, physiotherapy, oral health therapy, occupational ther-
apy, paramedicine) and a number of other health disciplines (case man-
agement, counselling-psychology, health administration, managing care
of the older person, psychotherapy, public and environmental health).
Currently undergraduate students enrol in a ‘common’ first semester
and then progress into specified health fields, where they have variable
amounts and types of interaction between disciplines; a characteristic
also seen in other New Zealand tertiary institutions offering health sci-
ence education (Fouche, Kenealy, Mace, & Shaw, 2014). Although there
are a number of longstanding successful interprofessional education ini-
tiatives that bring students from clinical study programmes together in
either simulated or real time practice activities, none have offered struc-
tured, cumulative and, most importantly, embedded interprofessional
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programmes that students engage with over the duration of their under-
graduate studies.

Vision

AUT has boldly addressed the need for embedding interprofessional
education into existing clinical programmes through revisioning and
explicitly positioning IPE as core business in the faculty. This has
occurred in several ways, with a key aim of ensuring academic and
clinical staff and students develop an intentional orientation towards
and through interprofessional practice.

Aims

In 2016 the School of Clinical Sciences (SoCS) was established at AUT
drawing together seven health professional programmes, with the co-
location of teaching staff and an expectation of collaborative teamwork.
Similarly, all BHSc students in the SoCS would participate in inter-
professional learning activities throughout their undergraduate degrees.
Learning with students from other disciplines in longer-term embedded
interprofessional learning activities, in preference to short-term or add-
on interprofessional learning, was an intentional decision to create an
environment where commonalities in knowledge bases were made obvi-
ous, prompting perceptions of one’s own and other health professions
as equal in status (Floyd & Morrison, 2014). Pivotal to introducing
interprofessional education across existing programmes was the estab-
lishment of an interprofessional steering committee, with members from
each of the clinical programmes working together on all developmental,
implementation and evaluation stages of an Interprofessional Learning
Zone (IPLZ) at AUT.
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Pedagogy

The AUT Interprofessional Learning Zone (IPLZ) is based on con-
structionist pedagogy, i.e. humans constructing meaning to their lives
through their experiences, individually and socially (Biggs & Tang,
2011; Merriam, Caffarella, & Baumgartner, 2007). As social beings,
individuals do not learn in isolation of their natural and bio-historical
environment and thus continually draw on both past and present expe-
riences and social engagement with others for purposeful intentional
learning, viewed as highly relevant to interprofessional education (Hean,
Craddock, Hammick, & Hammick, 2012). Educationalists, Biggs and
Tang (2011), emphasise the ‘doing’ aspect of constructionist pedagogy,
with the process of learning being foregrounded and teaching as ‘not
a matter of transmitting but of engaging students in active learning’
(p. 22). Learning ‘with, from and about each other’ (CAIPE, 2016) is
central to interprofessional education and the AUT IPLZ promotes this
form of experiential learning in authentic collaborative practice contexts.
The SoCS have drawn on Transformative Learning Theory (Mezirow,

1991) and Social Theory of Learning through Communities of Prac-
tice (Wenger, 1998) to inform the IPLZ framework. Transformative
Learning Theory provides a theoretical lens on the ontological process
of integrating professional practice and interprofessional ways of being.
In ‘becoming’ health professionals who are able to navigate through the
complex relational world of practice, recognition and development of
desirable dispositional qualities necessary for ‘being’ an interprofessional
practitioner are required (Flood, Smythe, et al., 2019). Social Learning
Theory provides a theoretical lens on contextual and human influences
of practice communities on learning. These theories, combining both an
ontological and social orientation, focus on the process of ‘being’ and
‘becoming’ a health professional and emphasise the importance of social
interaction for learning to be intentional and meaningful. This contrasts
with contemporary health professional curricula that remain focused
on the acquisition and application of distinct knowledge and skills
pertaining to specific health professions (Eraut, 1994; Fellenz, 2016).
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Development of the Interprofessional
Learning Zone

The SoCS established an interprofessional steering committee who were
tasked with developing interprofessional learning that was relevant, logis-
tically possible and responsive to the needs identified within practice
contexts. However, for interprofessional learning to take hold and flour-
ish a collaborative learning culture encompassing an ontological lens was
fostered. Such a culture was viewed as espousing trust, respect and an
openness toward one another, along with clear expectations, guidelines,
and working relationships to support interprofessional learning. Before
embarking on such a journey, it was critical to consider ways of build-
ing this culture. This started with the provision of space to unpack and
discuss experiences and meanings of interprofessional learning in order
to move toward a shared vision and collective understanding of what an
interprofessionally capable graduate would look like.
The committee came together to develop an interprofessional vision

and graduate profile statement with a number of related capabilities (dis-
positional qualities, knowledge and skills) central to preparing students
for graduate practice as interprofessional practitioners (Flood, Hocking,
et al., 2019). The interprofessional graduate profile identified key pro-
cesses involved in becoming interprofessionally capable, namely interac-
tions with others that were intentional, collaborative, and purposeful.
With this collective vision in view, the steering committee set to

work on developing a framework of embedded interprofessional learn-
ing, which would focus on building capabilities to prepare students to
become open, willing and equipped to engage with others in interpro-
fessional health contexts. The committee realised that any framework
developed would have to be sufficiently sensitive and responsive to both
the needs of the existing health professional programmes represented
and the organisational structures inherent in both the tertiary education
and health sectors in Aotearoa New Zealand. The steering committee
was informed by an existing interprofessional education model, under-
pinned by constructionist pedagogy (Charles, Bainbridge, & Gilbert,
2010). This model was adapted to better reflect the developmental levels
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for undergraduate AUT health students through providing opportuni-
ties for them to apply interprofessional learning to collaborative practice.
The adapted model has allowed us to scaffold interprofessional learning
to meet students’ learning needs as they develop over time and through
experience (Vygotsky, 1978).
Guiding principles were identified from which to build and embed

interprofessional learning, to ensure its utility and sustainability.
Included were:

• building on what already existed within the School and Faculty
• being open to new learning opportunities for a wider range of students
• prioritising interprofessional learning experiences that were likely to

be transformational
• ensuring the interprofessional process and outcomes added to student

and staff experiences
• providing a simple and streamlined process/platform and retaining

programmes’ discretionary judgement on interprofessional require-
ments for students.

Early consideration and ongoing incorporation of these guiding princi-
ples have enabled us to create momentum, a shift in thinking towards
the incorporation of interprofessional learning into existing health pro-
fessional programme curricula. This requires leaders, staff and students to
develop ways of relating to one another that are consistent with the dis-
positional qualities identified for interprofessional collaborative practice.
These guiding principles led to the development of the Interprofessional
Learning Zone (IPLZ) that is a flexible ‘space’, providing an overarch-
ing construct that informs, shapes, develops and supports interprofes-
sional learning for all students and staff. It comprises a combination of
e-learning and face-to-face collaboration and is embedded throughout
the curriculum of each health professional programme in the SoCS.

In the IPLZ, interprofessional learning units (IPL Units) have been
developed to provide opportunities to integrate dispositional quali-
ties, knowledge and skills, aligned with core professional learning, for
interprofessional collaborative practice. In addition, each IPL Unit is
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informed by specified criteria at either the exposure, immersion or inte-
gration levels of increasingly more complex relational interprofessional
learning (as shown in Fig. 10.1). An example of one IPL Unit within
the IPLZ, Moving and Handling, provides a context at an exposure level
(Fig. 10.1), for students to experience and develop interprofessional
dispositional qualities through intentional interprofessional learning
in practice with a number of professions. The dispositional qualities
aligned with this IPL Unit are initially brought to the students’ conscious
awareness through targeted interactive interprofessional activities. This is
followed by students actively demonstrating these dispositional qualities
during the course of learning moving and handling techniques together.

In summary, the development of interprofessional learning embedded
in and across a number of health programmes required the collab-
orative work of a team who journeyed together in all phases of the
co-constructed process of developing an interprofessional learning zone.
Creating an environment where the contributions of all those involved
were respected and valued, while debated and discussed, was central
to the innovation and advancement of interprofessional education. In
addition, the modelling of collaborative practice by all members of
the interprofessional steering committee, leaders, staff and students
was viewed as a prerequisite for constructive interprofessional learning
development. The process was further strengthened by a constructionist
pedagogy that informed both theoretical and practice considerations,
enabling the steering committee to develop a shared interprofessional
vision, graduate profile and dispositional qualities that have been
endorsed in the faculty and embedded into an interprofessional learning
zone that all students and staff in the SoCS engage in. The interprofes-
sional learning zone has been informed by, and continues to develop, an
ontological approach and conceptual framework to guide and support
the ongoing development of interprofessional learning and collaborative
practice for students and staff across this diverse faculty.
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11
The Linköping Journey

Johanna Dahlberg, Madeleine Abrandt Dahlgren,
Mattias Ekstedt, Mats Hammar, and Annika Lindh Falk

In this chapter, we will outline how the curriculum for Interprofessional
Education (IPE) at Linköping University was initiated, implemented
and developed over the years, to become sustainable and valued by staff
and students. A few years ago, a revision process was initiated to assure
that the IPE curriculum was based on evidence and best practice (Lindh
Falk, Dahlberg, Ekstedt, Heslyk, Whiss & Abrandr Dahlgren 2015).
This process was, in hindsight, important regarding sustainability since
it engaged faculty in a thorough investigation, especially bringing new
teachers and students into the discussion about the core values and
pedagogical challenges of IPE.

How Did It All Start?

In the late 1970s, the medical programme within the Faculty of Medicine
and Health Sciences (FMHS) at Linköping University consisted of
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the clinical part of the curriculum, following two years of preclini-
cal studies at Uppsala University. Facing the threat of the government
closing the Linköping campus, faculty and other stakeholders in the
Linköping region initiated a project to establish a full medical pro-
gramme with a new pedagogical approach at Linköping University. Inter-
estingly, the external threat of losing the medical programme reduced
internal tensions and conflicts, making way for new ideas and practices
(Savage & Brommels, 2008). Additionally, the support and the shared
general understanding between the County Council, the main health
care provider in the region, and FMSH was important. It was evident
very early on that the representatives of the healthcare provider under-
stood the value of interprofessional collaborative practice, with improved
patient safety and better use of available resources.
The project proposed the implementation of problem based learning

(PBL) with early patient contact, vertical (between basic science and
clinical studies) and horizontal integration (i.e. between disciplines and
subjects), and to introduce interprofessional education involving all pro-
fessional programmes at FMHS (Areskog, 1994; Bergdahl, Ludvigsson,
Koch, & Wessman, 1991). The setting of IPE and PBL, with interpro-
fessional tutorial groups, created a learning environment challenging
the traditional hierarchies and bridging the silos between teachers and
students from different professional programmes (Dahlgren, 2009;
Wilhelmsson et al., 2009). In Sweden, all health professionals study at
university level for three to five and a half years starting at undergraduate
level, without other university courses required as a prerequisite. There-
fore, the barrier of different educational levels, i.e. vocational versus
university degrees, did not exist.

The IPE Curriculum at FMHS

Interprofessional education was introduced in 1986, as a ten-week
compulsory course for all students in the first semester. The programmes
involved were biomedical laboratory science, medicine, nursing, occupa-
tional therapy, and physiotherapy. Today speech and language pathology
are also included. The content was, and still is, about health and disease,
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ethics, a holistic perspective in healthcare, and some fundamentals in
epidemiology and scientific methods, with the purpose of building
a common ground of values for healthcare work across professions.
Over time, the IPE activity developed to a three-step curriculum. The
interprofessional training ward (IPTW) was introduced in 1996, to be
incorporated towards the end of the programmes involved. This made
up the third step in the IPE curriculum once the second step was intro-
duced in 2002. The, scope of the second step was initially sexual health
but changed to quality improvement knowledge in 2011 (Fig. 11.1).
The initiative to start the IPTW was developed in collaboration

between a group of students and teachers, who identified a demand
for interprofessional education practice, immersed in a real setting for
learning, towards the end of the programme when students typically
have developed a professional identity (Wahlström, Sandén, & Hammar,

Fig. 11.1 Overview of the IPE curriculum at Faculty of Medicine and Health
Sciences, Linköping University. Before the most recent revision, three steps of
IPE were distributed over 11 weeks: IPL 1 is the introduction to regulation and
ethics in health care; IPL 2 is about quality improvement work; and, IPL 3 is
the placement at the interprofessional clinical training ward. Students are from
Biomedicine and Laboratory Science (BMLS), Occupational Therapy (OT), Physio-
therapy (PT), Speech and Language Pathology, Medicine, and Nursing. Following
a revision in 2016, the IPE curriculum now encompasses a total of 8 weeks
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1997). It is at this stage that both programme directors and clinical
supervisors demonstrated leadership, building partnership with the stu-
dents in the development and implementation process.

Sustainability and Resilience—Revision
of the IPE Curriculum

Even though FMHS has incorporated IPE into their medical and health
professional undergraduate programmes for more than 30 years, a group
of students and faculty members have continuously voiced some con-
cerns. One recurring issue is that IPE ‘takes too much time’. However,
the content of IPE is selected from what already existed in the differ-
ent professional programmes; therefore IPE is not adding content but
arranging learning activities in a different way benefitting from the inter-
professional setting. Another common critique is that students in the
very beginning of their professional education cannot benefit from IPE,
since they have no references or experiences from a professional perspec-
tive. However, we argue that on the contrary, through an early IPE expe-
rience, a common ground of values is developed and established, along
with life-long friendships and respect for other disciplines.

Other challenges include the increasing number of students, which has
increased by 300–400% since 1986, along with the employment of new
teachers recruited both from former students at FMHS and other univer-
sities. To address these challenges, the Dean of FMHS prompted a group
of teachers representing the programmes involved, students and other
stakeholders to inquire into and suggest changes for a revised IPE cur-
riculum (Abrandt Dahlgren, 2015; Lindh Falk et al., 2015). The inquiry
involved investigating global incentives, national and local policies, and
the knowledge base of IPE; so it was not only an evaluation. The ped-
agogical discussions, which allowed all voices to be heard, subsequently
created a renewed legitimacy for IPE, crucial for sustainability. The deci-
sion was to continue in line with the existing IPE curriculum, but change
the length to a total of eight weeks instead of eleven, with the instruc-
tion to implement improvements based on the result of the inquiry.
Specifically, the first step was scheduled over six weeks, and was carried
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out in parallel with programme-specific content. This step undertook to
explore identical scenarios with added programme-specific triggers, thus
making the IPE content intertwined with and relevant to the programme
specifics. In addition, tutors were assigned to supervise both programme-
specific and interprofessional tutorials, engaging more teachers in IPE.
The revised IPE curriculum (Dahlberg & Dahlgren, 2018) and how

the development of student leadership capabilities is supported through-
out the three steps will be described in the following section.

First Step: Professionalism in Healthcare

The IPE curriculum starts in the first semester with four weeks of
full-time study scheduled into each of the six programmes in a way that
students will experience how professional learning is tightly integrated
with interprofessional learning. During this step, students recognize
how their professional knowledge is to be executed in settings with
other professionals. The rationale is ‘learning together to enable working
together’. At this early stage, the professional identification is primarily
built upon expectations, rather than experiences from a professional
perspective (Uhlin & Pelling, 2010). In addition, students become
socially aware of any preconceived ideas of each other’s professions and
the traditional professional silo structure of the educational programmes
and practices. The cohort of all first semester students consequently
develops a common foundation of knowledge and values.

Leadership capabilities in this first stage are taught through the social
structuring of the group work and the PBL pedagogy. One teacher is
assigned as a tutor for each group of eight students, acting as a role model
for the students. Gradually, the responsibility for facilitating the group is
shifted over to the students. Students take turns in practising leadership
concerning responsibility for frame factors and structural aspects, such as
keeping to timeframes, pacing and scope of the discussion. Furthermore,
the leadership skills also comprise a social and group dynamic aspect, as
the tutor is expected to be attentive to the dynamics of the discussion,
making sure that all members of the group are heard. Studying together
in small groups encourages close discussions aimed at teaching leadership
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on an individual level, as the students are also prompted to take respon-
sibility for, and leadership of, their own learning, in order to be able to
contribute to the shared learning in the group.

Second Step: Quality Improvement and Learning

The second step of the interprofessional curriculum runs over two weeks
in the last third of the undergraduate programmes. As in the first step,
students from the six disciplines form interprofessional tutorial groups
and use quality improvement projects from the clinical practice of the
County Council (main provider of healthcare in the region) as scenar-
ios or study objects while learning quality improvement knowledge.
The purpose of the scenario is to enable students to inquire about
the problems presented in the scenario, raise questions regarding what
they need to learn and consequently develop their interprofessional
understanding. During the learning process, the scenario is approached
from the different professional perspectives of the participating students.
In this process, new practical understandings and proposed solutions to
the problem emerge. As the student groups are given the mandate of
analysing and driving processes of change, they lower the boundaries
between the academic and clinical contexts, as well as becoming ‘leaders
of change’ in the professional context. Our experience is that students
are fearless ambassadors of change, since they have no obligations to the
culture of the working place they study. The assignment of executing
a quality improvement project in a clinical setting provides a tool to
negotiate practices between the student group and the health profes-
sionals; thus the whole team receives the opportunity to experience
leadership in a clinical setting. While the purpose is to learn from, with
and about each other to improve health and patient safety, the focus of
the students is not purely their professional focus. Interestingly, interpro-
fessional practice does not appear to be the only competence developed
(Gjessing, Torgé, Hammar, Dahlberg, & Faresjö, 2014). Rather, the
student teams act as united leaders for change based on their newly
acquired general knowledge. Hence, there is a shift from the students’
first experience during the first IPE step, where individual leadership is
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the primary focus, to jointly forming a team with a common interest in
leading a process of change in the second step.

Third Step: Professional Perspectives in Collaboration

In the final step of the interprofessional curriculum the context involves
a student-led training ward in one of the County Council hospitals
(Fallsberg & Hammar, 2000). In Linköping, students from biomedical
laboratory science, medicine, nursing, physiotherapy, occupational ther-
apy and social work do placements together in one of four training wards
during a two-week period. The student teams are supervised by a team
supervisor and clinicians from their own profession. The learning objec-
tives incorporate teamwork, communication, and ethics, while executing
the skills of their own profession, with the goal of providing high quality
care. The patients are highly involved and become partners within the
learning environment. The students take joint responsibility for the total
care of the patients while contributing their own professional perspective.

How Is Leadership Executed in This Setting?

In the early stages of the IPE curriculum, we suggest that students
develop and practise leadership in their own tutorial groups and develop
responsibility for their own and the group’s learning. Recent research
shows that this fundamental ‘knowledge’ is brought to the foreground
of the placement in the clinical training ward towards the conclu-
sion of the students’ studies (Lindh Falk, Hult, Hammar, Hopwood,
& Abrandt Dahlgren, 2013). Different professions enact different types
of leadership and responsibilities, expected and unexpected, through the
socio-material arrangements of IPTW, which is relevant for learning to
occur. This creates an ‘unexpected practice’ that is unfamiliar to the stu-
dents but a prerequisite for their interprofessional learning (Lindh Falk
et al., 2013).
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Proximity for Negotiations and Boundary Work

The socio-material arrangements of the ward signal a collaborative
practice where all students share the responsibility of caring for the
patients’ basic needs, regardless of which professional programme they
are studying. The proximity between the students in the enactments of
these caring activities encourages negotiations and decision-making with
respect to every specific task. The negotiations and decision-making are
not only about specific professional activities but also involve a common
set of values for professional healthcare work. The material arrangements
at the ward also include the round room specially equipped with a
round table and chairs for discussion, and a white board for daily notes,
used for the analysis and reflection of the team together with the team
supervisor at the end of the day. This room functions as a boundary
zone (Edwards, Daniels, Gallagher, Leadbetter, & Warmington, 2009)
where the students clarify how their respective professional roles and
practical understandings of the caring situation contribute to the team
and ultimately to the general understanding of the welfare of the patient.

Dealing with the ‘Expected’

Organizing rounds in the IPTW involves a round table discussion,
involving all the students, and is usually led by one of the medical stu-
dents. This setting seems to be important for producing an execution
of confident leadership. To understand and plan the treatment and care
of the individual patients on the ward, the medical student interacts
with the other students of the team, discussing their specific professional
contributions. The team interaction requires that team members express
their opinion regarding specific patients, in both what is said and done.
To actively listen to and integrate the professional perspectives of oth-
ers in decision-making are some of the ‘doings’ produced by the specific
material arrangements. Therefore, the enactment of the rounds, from a
leadership position, are an ‘expected’ professional responsibility of the
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medical students. From a pedagogical perspective, students from differ-
ent professions could take turns leading the round table discussion; how-
ever, this is usually not practised.

On the other hand, for the nursing students, the organisation and
administrative planning of daily work stands out as an important and
‘expected’ professional responsibility, such as a ‘spider in the web’,
whereby one is responsible and oversees the activities, while people
around you depend on your competence and type of leadership. The
planning of caring tasks shared by all student members in relation to
time for treatments provided by a specific profession requires liaising
with other student team members and an awareness of their different
competences. For both occupational therapy and physiotherapy students,
the socio-material arrangements of the student team and the ward pro-
duce enactments of the ‘expected’ professional responsibility of being the
only representative in a specific field of competence.
The socialisation process into a profession is challenging for the stu-

dents and the experience from the IPTW is not sufficient to overcome
the challenges of a traditional health care practice. A tentative conclusion
is that the IPTW both predicts and thereby produces a practice where
different professional responsibilities are performed in ways that produce
expected and assumed roles.

Dealing with the ‘Unexpected’

At the same time, the arrangement at the IPTW expects that all students,
independently of professional training, are part of daily work which
shapes practice, for instance caring for the basic needs of the patients,
e.g. patients’ morning routines. This arrangement seems to produce con-
flicting understandings. The ‘unexpected’ overall responsibility for and
allocation of time for the basic care and needs of the patient clashes with
the preparation for professions-specific work for the rest of the day and
creates a conflict regarding the understanding of professional responsibil-
ity, a characteristic of a specific profession, and the general understanding
of the tasks, roles and mobility of the professions in question.
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The socio-material arrangements of the ward, requiring all students
to be in the ward at all times, are an authentic feature of practice to
the nursing students. Their practical understanding of tasks and general
understanding of the role of the nurse is that of ‘being stationary’, in
other words that the nurse’s activities are confined within the ward. The
nurse supervisor, usually the team supervisor too, reinforces this by being
present in the ward. For the medical students, this ‘practice’ is not in
harmony with their practical understanding of a doctor’s practice. They
have the general understanding that physicians are mobile, connected to
different practices in the hospital throughout the day, e.g. the ward, out-
patient clinic and operating theatre. This unforeseen conflict between the
learning practice and the experience from earlier professional placements
is also reinforced by the fact that the medical supervisor is only available
in the ward for part of the day. The student team supervisor is usually a
nurse who cannot compensate for the medical students’ perceived need
of professional supervision.

Capabilities for Leadership

As described, the IPE activities at FMHS are sequentially arranged and
with increasing levels of demands, achieving progress to fulfil learning
objectives defined from the core competency domains of the Interprofes-
sional Education Collaborative Expert Panel (IPEC, 2011), including:
(1) values/ethics for interprofessional practice, (2) roles/responsibilities,
(3) interprofessional communication, and (4) teams and teamwork.
These domains constitute and realise the socio-materiality of health-
care practice within the professional curriculum in a tangible way
(Abrandt Dahlgren, Dahlgren, & Dahlberg, 2011). The domains cut
across the practices of education and learning and are enacted within
curriculum practice, with each step involving enactments of leadership
activities in different social and material settings, progressing in the
development of the competences described. Therefore, it is essential that
an interprofessional curriculum is integrated from the outset through to
the successful completion of a programme.
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What Does It Take to Make IPE Sustainable?

Professor Nils-Holger Areskog was the leader and champion at FMSH in
the early days (Areskog, 1994). He played a pivotal role in the develop-
ment and implementation of IPE. At the time, as Dean of the faculty, he
demonstrated courageous leadership and acted as a role model for many,
both locally and internationally. Over time, the setup and the different
activities within the IPE curriculum can be seen as a dynamic interplay
between the policy level, the organisational level, the curriculum level,
and the learning activity level. This is facilitated and made possible by the
management structures within the faculty, where the Board of Education
have a leading role. The Director of the IPE curriculum has a mandate
in the Board of Education, possessing the responsibility and mandate
from the Dean towards the programmes involved, for the planning and
realisation of the educational activities, with interprofessional learning as
a focus across the faculty. The Director is also a member of the Strate-
gic Centre of Development and Research of IPE at FMHS, bringing a
continuous reflexivity into the management of the IPE curriculum.

So, what makes the IPE curriculum sustainable? This question is diffi-
cult to answer. Over the years, barriers and challenges to IPE have arisen
(Lawlis et al., 2014) but have been overcome due to robust organisation,
committed leadership and dedicated teachers. Our impression is that the
IPE curriculum per se has never been in question; the discussion has been
about the length and content of the programme. Perhaps there is some-
thing in the Swedish academic culture, where the commitment from the
leadership and the unquestionable value of an IPE learning experience
bring stability and assertiveness to everyday work?
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12
Developing andMaintaining

Interprofessional Teams in Rural
and Remote Settings

Tony Smith, Simon Munro, and Monica Moran

Introduction

The authors of this chapter all live in rural Australia and work in
what are known as University Departments of Rural Health (UDRHs),
which are part of the multimillion dollar, Australian Government funded
Rural Health Multidisciplinary Training (RHMT) Programme (Aus-
tralian Government Department of Health, 2018a). The purpose of the
RHMT programme is to ‘improve the recruitment and retention of med-
ical, nursing, dental and allied health professionals in rural and remote
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Australia ’, thus, in the longer term, improving the health status of the
population living in those locations. As such, the objectives of the pro-
gramme are to provide high quality rural health education experiences
for health professional students, as well as to support existing rural and
remote health professionals, engaging with the local community, includ-
ing the local Indigenous population, and performing relevant research.
There are 16 UDRHs dotted across regional, rural and remote Aus-

tralia and each is linked to one or more Australian universities that
offer various health professional degrees. Supported by locally based
interprofessional teams of educators and researchers, students under-
take practice-based education with a real world, rural focus. As part
of this approach and under their contractual obligations to the Aus-
tralian Government Department of Health, all UDRHs are required
provide opportunities for students to have interprofessional education
experiences. Consequently, with co-located students and academic staff
members from multiple health care disciplines, UDRHs have developed
substantial expertise in interprofessional education and collaborative
practice. This strategy promises to contribute to graduates’ appreciation
of sustaining existing models, as well as developing new models of
interprofessional team-based care.
This chapter describes the features of rural and remote health service

delivery and the numerous intersections with interprofessional education
and collaborative team-based care. Rural and remote Australia encom-
passes multiple differing contexts including geographical, political,
economic, cultural and spiritual variations. While the authors’ personal
experiences are grounded in the physical places and social spaces where
we live, it is anticipated that there will be similarities with health care
services and jurisdictions in other parts of the world, as well as contrasts
that we hope will be informative.

Australia is a big country (some 7672,024 square kilometres) with a
comparatively small population of 25 million people (Australian Bureau
of Statistics, 2016a). Australia’s total land area is larger than mainland
Europe but with much lower population density. There are fewer than
three persons per square kilometre in Australia compared to France with
117 people per square kilometre, Japan with 337 per square kilometre
and even NZ with 15 people per square kilometre (http://alldownunder.

http://alldownunder.com/australian-facts/compare-size.htm
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com/australian-facts/compare-size.htm). However, Australia’s population
is not spread across the entire land area. Figure 12.1 shows the Australian
land mass shaded by degrees of remoteness, according to the Australian
Standard Geographical Classification—Remoteness Area (ASGC-RA)
(Australian Government Department of Health, 2018b). The vast,
arid interior is sparsely populated, with most population concentrated
along the Eastern and Southeast coast. The majority of Australians live
less than 50 kilometres from coastal areas, which is where most large
towns and major cities are located. There are, however, more than 1500
communities across Australia that are classified as rural or remote and

Fig. 12.1 Australian Standard Geographical Classification—Remoteness Area
(ASGC-RA) (Source Australian Bureau of Statistics [ABS], 2016b)

http://alldownunder.com/australian-facts/compare-size.htm
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over seven million people (almost one third of the population) live in
those communities.

What Makes Rural and Remote Different?

While there are various ways of defining rural and remote and differ-
entiating it from urban or metropolitan, there is a school of thought
that it is not so much a matter of where people live, as the way they
live that defines the difference. Geographical location and distance from
the nearest large population centre are not the only defining character-
istics. Rather, based on our observations, when people choose to live in
smaller rural or remote communities they develop resilience and a sense
independence, balanced by awareness of their dependence on each other,
especially in the face of hardship and adversity. Although people who live
outside the city may be relatively less affluent and have poorer access to
services, it can also be argued that they tend to be more resilient and
innovative in the way they approach such challenges than those who live
in large cities. Rural communities are often described as rich in social
capital (Alston, 2002), referring to the norms, values, beliefs and net-
works that bind communities together, as opposed to material symbols
of wealth.

In an article titled ‘Defining remote health’, John Wakerman (2004)
drew distinctions between ‘rural’, on the one hand, and ‘remote’ on
the other. He wrote that in Australia ‘remote health’ is characterised
by factors such as ‘social isolation of practitioners ’; ‘a strong multidisci-
plinary approach ’; ‘overlapping and changing roles of team members ’; and,
‘a relatively high degree of GP [general practitioner] substitution’ (p. 210).
Consequently, he argued, in order to meet the needs of relatively less
healthy, isolated and dispersed populations, a greater proportion of who
are Indigenous, practitioners need particular capabilities, including being
able to work across cultural, as well as professional boundaries.
The health needs and health disparities of Aboriginal and Torres

Strait Islander people have been well documented. While they are
intrinsically linked to intergenerational oppression since Australia was
colonised, they also bear similarities to the needs of other First Nations
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populations around the world who have experienced dispossession of
land, diminishment of cultural identity and loss of sovereign autonomy
(Saggers, Walter, & Gray, 2011). Historical outcomes of colonisation in
Australia continue to play out in the health and wellbeing of Aboriginal
and Torres Strait Islander peoples and ‘closing the gap’ on the health
disparity between Indigenous and non-Indigenous Australians is an
ongoing national priority (Australian Government Department of the
Prime Minister and Cabinet, 2019).
The need for health care and health professional education teams in

rural and remote settings to include Aboriginal and Torres Strait Islander
team members, as well as for all Australian health care workers to be
able to practice in a culturally responsive framework, is well recognised
(Indigenous Allied Health Australia [IAHA], 2015). The challenges of
introducing interprofessional competencies in training programmes have
also been well reported; however, much less has been written about the
challenges of implementing culturally responsive interprofessional teach-
ing and learning in health professional training programmes. Most health
professional education and training focusses on attainment of technical
skills, often at the expense of the inclusion of developing collaborative
skills that are applicable to person, family and community-centred care,
communication and shared decision-making, and cultural respect (Frenk
et al., 2010; WHO, 2010).

In the next section, Simon Munro, one of this chapter’s co-authors,
himself a health professional educator and an Aboriginal man, explores
the challenges health professionals may experience in developing colle-
gial and culturally responsive relationships with Aboriginal colleagues.
Informed by Aboriginal sources of knowledge, and particularly relevant
to health care teams in rural and remote settings, these concepts also have
broader relevance to the functioning of health care teams in general.

WhatWe Can Learn from Indigenous Culture

Working with Aboriginal people as colleagues in a collaborative and
understanding way seems to present as a mountain too high for many.
It need not be so if we work collaboratively. For a non-Aboriginal health
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professional, engaging with the many unknowns associated with Abo-
riginal knowledge and ways of knowing and learning can be a daunt-
ing prospect. That is why there are Aboriginal identified positions in
health care and health education teams. The Indigenous team members
in those positions are often appointed for a dual purpose; primarily, to
meet the standard requirements and duties of their position but also,
importantly, to be available for everything else to do with Aboriginal
culture, as required.

On the second point, speaking from personal experience, Aboriginal
workers may be guarded about the role they play in the work envi-
ronment when it comes to acting as a representative of their culture.
Sometimes, for Aboriginal workers, local politics and cultural beliefs
may preclude them from getting too involved in capacities outside their
general professional roles and responsibilities. They must know and
respect cultural, as well as professional boundaries and thus, practice in
culturally safe, as well as physically, mentally and emotionally safe ways.

Cultural links in a collaborative sense are about being prepared to
engage with knowledge systems to achieve understanding and then main-
taining ongoing and meaningful systems of ‘cultural praxis’. Cultural
Praxis stems from general notions of praxis (distinct practices or customs)
but with themes that relate specifically to Indigenous ways of knowing
and learning. At the heart of cultural praxis is equity and parity of par-
ticipation in decision making. Thus, ‘cultural praxis’ reflects the notions
of Fraser (2008) that working towards greater equity involves holding
together three interconnected social justice dimensions. Those dimen-
sions are redistribution, recognition and representation, with close atten-
tion paid to the personal influences or embodied subjectivities (McNay,
2008) experienced by Aboriginal and Torres Strait Islander people, as
well as the politics of emotion (Ahmed, 2004).
There is a vast interconnectedness of influences and established hege-

monic biases affecting Aboriginal and Torres Strait Islander workers
from the perspective of their non-Aboriginal colleagues. In the con-
text of cultural praxis, these need to be identified, acknowledged, talked
about, dismantled, reimagined, actioned and revisited. Martin Nakata
(in McGloin, 2009) proposed locating oneself in both Indigenous (Abo-
riginal) and Western knowledge systems. In simple terms, it is about



12 Developing and Maintaining Interprofessional Teams … 223

knowing where you are and where you stand; about a big ‘knowledge
map’, the distinct features, the quicksand that might swallow you, the
difficult areas that slow you down, the elements that obscure what is
beyond, the blurred boundaries and the paths to negotiate. These con-
cepts will be familiar to those who have attempted to find their way
as part of an interprofessional health care team, especially in a rural and
remote work environment with the added complexity of a cultural divide
between team members, as well as with those needing care. When col-
laborating with Aboriginal co-workers and Aboriginal communities more
broadly it is worthwhile to reflect on the numerous long-standing histor-
ical inequalities (Burke, Crozier, & Misiaszek, 2017) experienced directly
and indirectly by Aboriginal and Torres Strait Islander people in an array
of social, as well as professional domains.

It is important, therefore, to explore culturally sensitive strategies to
support cross-cultural workplace collaboration. Indigenous Allied Health
Australia (IAHA), an organisation that represents twenty-two different
health professions, developed a culturally responsive framework based
on six core capabilities embedded in a ‘knowing, being, doing’ context.
The capabilities are: Respect for the centrality of cultures; Self-awareness;
Proactivity; Inclusive engagement; Leadership; and, Responsibility and
accountability (IAHA, 2015). These capabilities provide a structure and
action plan for rural health care teams to work in a deeply collabo-
rative and respectful way with Aboriginal health professionals for the
benefit of all Australians. The IAHA framework has wider applicability,
both within health care teams and for their engagement with commu-
nities more generally. Creating an environment that values diversity and
welcomes Aboriginal and Torres Strait Islander health professionals has
potential to increase the resilience of health care teams, with transfor-
mation of service delivery to meet the needs of individuals, families and
communities.

Rural Practice Can Help Build Resilient Teams

There is a common perception that, because urban communities are
more affluent and have greater access to resources and services, they are
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better than rural communities and, therefore, set the standard in health
care. That perception can be challenged in terms of the inherent capac-
ity of rural and remote people and communities to innovate in ways of
delivering care, largely driven by necessity. Faced with a greater burden
of disease and more limited health care resources, including workforce
shortages, many rural practitioners and health care organisations explore
creative solutions to ensure that their communities receive the care they
need (Panagariya, 2014). This is in spite of, if not due to the unpre-
dictable nature of rural life, including flood, fire, drought and, in the
future, the ravages of climate change.

One of the greatest innovations in the delivery of health care to rural
and remote Australians was the Royal Flying Doctor Service (RFDS).
Pioneered by Reverend John Flynn in 1928 and first flying out of
Cloncurry in Queensland, the service now covers virtually the entire
continent. Interestingly, the RFDS was also the precursor to other
fly-in fly-out (FIFO) models of care. The RFDS is highly regarded and
provides an excellent service but FIFO has been referred to as a ‘necessary
evil ’ (Hanley, 2012) and the question asked as to whether it is ‘the
panacea or the problem’ (Wakerman, Curry, & McEldowney, 2012). Fly-
ing specialised services into more remote population centres has obvious
benefits in terms of access; however, the principal problem with FIFO, as
well as with drive-in drive-out (DIDO) services, is that communities are
reliant on a non-resident health workforce, so immediacy and continuity
of care are still lacking. The further problem is that, although the FIFO
and DIDO teams of health professionals may be effective, it is ques-
tionable whether they contribute to team-building and interprofessional
leadership in the locations they visit. The valuable contributions of the
FIFO and DIDO teams need to be backed-up with models of care that
also support interprofessional team building and leadership development
on the ground in relatively isolated, less well-served communities.

Rural practice is characterised by individuals with a common goal
of ensuring sustainable local health service delivery, the withdrawal or
absence of which can threaten the well-being of the entire community.
In urban communities, if the hospital is closed or downgraded, or if the
local general medical practice closes down, perhaps the worst outcome
would be a longer journey by public transport to another hospital or
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general practice. In contrast, in rural and remote areas, the next nearest
hospital may be hundreds of kilometres away, with no public transport
available. Such challenges and potential threats build strong commu-
nities of resolute individuals, including committed health professionals
who value each other’s roles. Typically, rural health professionals practice
in teams in which working and learning, as well as socialising together,
often across professional boundaries, build a stronger sense of collegial-
ity. When health professionals may be relatively isolated from their pro-
fessional peers, the tendency is to rely on support or advice from those
from another health profession. In the urban context, where there are
more health professionals, each occupational group has great capacity
and opportunity to form intra-professional rather than interprofessional
relationships and teams.

Let us consider the style of leadership that might be appropriate to
a situation where the workforce is transient and less permanent than in
urban settings. While the team may share the common goal of provid-
ing health care to the community, as is the case in other contexts, indi-
viduals within the team may not share common professional attitudes,
values and beliefs about how that goal might be best achieved. The lead-
ership challenge, therefore, is how to bring disparate health professionals
together so that common goals are represented in the way that the team
works together. In real terms, consider how a rural or remote health ser-
vice manager, who has their own particular professional affiliation and
identity, might influence the performance of a team of rural health pro-
fessionals, many of who are from a discipline other than their own.

In the late 1960s and early 1970s, Paul Hersey and Ken Blanchard
developed a theory referred to as situational leadership (Hersey & Blan-
chard, 1969), the fundamental principle of which is that no single
leadership style can be successfully applied in all circumstances. Leaders
and managers need to be responsive to situations and being effective
requires flexibility and a willingness to change style as needed. Hersey
and Blanchard categorised leadership styles or behaviours as:

• Telling, where the leader or manager instructs the team with a unidi-
rectional flow of information, the aim being to complete the task at
hand safely and in a timely manner;
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• Selling, where the idea is to open a two way communication aimed at
convincing the team of the need to achieve the goal or complete the
task;

• Participation, where decision-making is shared, with a more demo-
cratic approach and greater emphasis on relationship-building; and
lastly,

• Delegating, where the manager or leader allocates tasks or duties, over-
seeing or monitoring activities, making sure the targeted outcomes are
achieved.

According to Hersey and Blanchard, one behaviour is no better than
the others; it is entirely situationally dependent. However, in a diverse
interprofessional team in a small rural or remote health service, where
team members may have considerable clinical experience, as well as com-
petence and strong commitment, the more collegial and consultative
leadership styles (Participation and Delegation) are perhaps likely to be
more effective than the more authoritarian approaches (Telling or Sell-
ing ). The particular situation is one where the capabilities of individual
team members must be acknowledged and guided accordingly. The man-
ager or leader is like the conductor of an orchestra, trusting in the ability
of each member to deliver when called upon, even if their services are not
always required. Thus, the situationally dependent challenge is to ensure
that when those more transient practitioners are present, such as FIFO
or DIDO service providers, they are integrated into the team effectively
and are thus ‘playing the same tune’ as more permanent, locally-based
team members.

Sustaining a Culture of Rural Collaborative
Practice

The culture of an organisation, such as a health service, speaks to the way
that things are done within that organisation. The development of a cul-
ture that values diversity and change is an essential element of leadership
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of interprofessional rural health care teams. Champions of interprofes-
sional practice may come and go within a rural health organisation; how-
ever, individuals do not sustain teams that genuinely embody a culture of
interprofessionalism. The culture needs to be embedded and enshrined in
the vision and mission statement within the strategic plan of the organ-
isation, so that even if the champion or champions move on, the cul-
ture of interprofessional collaboration is supported and sustained within
a reconstituted team. Careful consideration should be given to how the
vision and mission of the organisation are framed in order to represent
the key elements of interprofessional collaborative practice. Although it
is possible to tease-out generic aspects, it is also important to appreci-
ate that each organisation is different and these differences also need to
be acknowledged and represented among the team if the vision is to be
sustained.
The World Health Organization (WHO) published a Framework for

Action on Interprofessional Education and Collaborative Practice in 2010.
In that document, collaborative practice is defined as ‘when multiple
health workers from different professional backgrounds provide comprehen-
sive services by working with patients, their families, carers and communities
to deliver the highest quality care across settings ’ (WHO, 2010, p. 7). Part
of the argument in the framework is that collaborative practice is most
effective where care addresses and is organised around the target popu-
lation’s needs. Effective leadership of interprofessional rural health teams
needs to value the uniqueness of the community it serves and respond
according to defined community need.

It is sometimes said that, ‘if you have seen one rural community, you
have seen one rural community’, meaning that they are all different in
various ways. The generic aim is to create a ‘collaborative practice-ready’
health care team, while at the same time recognising that all rural com-
munities are not the same and so the population needs may differ sub-
stantially from one community to another. For example, a coastal rural
community with a high retiree population will have greatly different
health care needs compared with an inland mining community. In a sim-
ilar sense, no two teams are the same, whether because of the different
disciplines represented within the team or because of the different indi-
viduals involved at different times. While diversity and change may be
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assured elements of rural practice, it is nevertheless possible to distil cer-
tain core components that contribute to the development of a sustainable
culture of collaborative practice. These are summarised in Table 12.1, as
informed by and formulated from multiple sources. Though perhaps not
uniquely rural, they are certainly fundamental considerations in the rural

Table 12.1 Key elements, features and characteristics that support development
and maintenance of interprofessional collaborative rural practice (D’Amour,
Ferrada-Videla, San Martin Rodriguez, & Beaulieu, 2009; Lindeke & Block,
1998; Morris & Matthews, 2014; Norsen, Opladen, & Quinn, 1995; San Martín-
Rodríguez, Beaulieu, D’Amour, & Ferrada-Videla, 2009; WHO, 2010)

Key elements Features and characteristics

Defined community
needs

• Familiarity with patient, family and carer populations
and locally-relevant health care needs

• Deep appreciation of local Indigenous health

• Evidence-based indicators and predictors of need

• Evaluation of health care outcomes
Staff education and
training

• Sound foundational profession-specific knowledge and
skills

• Continuing development of interprofessional and
cross-cultural competencies

• Awareness and appreciation of practice roles and
boundaries

Shared goals,
attitudes, values
and beliefs

• Valuing diversity and potential for change

• Respect and trust between team members

• Interpersonal communication and relationships

• Welcoming environment for new, part-time and casual
staff

Responsive
situational
leadership

• Participatory governance, with shared decision-making

• Delineation of authority and accountability

• Champions of, and advocacy for interprofessional
collaborative practice

• Awareness of organisational policies and politics
Targeted resourcing
and built
environment

• Adequate available resources and information technology

• Alignment of resources with organisational and human
needs

• Physical representation of local Indigenous art and
culture

• Efficient use and equitable allocation of resources and
funding

• Shared, negotiated space and time
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and remote context and are a useful guide to leaders of rural interprofes-
sional health care teams.

Case Study—What to Do About Macaloo?

The following case study of the fictional town of Macaloo reflects our
shared experiences of health service delivery in remote communities.
While Macaloo does not really exist, the challenges and the joys of work-
ing in rural and remote locations such as Macaloo are very real. We invite
you to make use of the comments at the end of the case study to help
you contemplate how we as educators, managers, clinicians, planners and
health policy makers can support the sustainability and resilience of rural
health services and the communities they serve.

Macaloo is a small remote town 800 kilometres inland from the near-
est metropolitan city on the Australian East coast. It has a population of
1300 people, approximately 60% of whom are of Aboriginal heritage and
are a collective of several different Aboriginal nations in that area. The
town was once prosperous in wool, cattle and cotton production. The
effects of drought and advent of mechanised mega-farming has resulted
in business closures, unemployment and families relocating to find work.
The main land use is now large-scale cattle farming and open-cut coal
mining. The mines have a mostly FIFO workforce accommodated on
the mine site, so the town sees little of the financial benefit from the
Macaloo mine.
The town still has one medical centre, with a sole doctor who trained

in India and moved to Australia eight years ago. There is also an Aborigi-
nal practice nurse and an Aboriginal Health Worker, both of whom grew
up locally, a part-time physiotherapist who is married to a local farmer,
and an Egyptian-born pharmacist who runs the chemist shop and works
closely with the local doctor.
The Macaloo health services are supplemented by a DIDO chronic

disease management team, which visits once per month to support peo-
ple living with a range of metabolic and cardio-vascular conditions. This
team includes a dietitian, exercise physiologist, diabetic educator and
nurse coordinator. Because of the way their funding works, they are not
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able to see people with anything other than chronic diseases. There is also
a FIFO paediatric team, which provides occupational therapy, speech
pathology, psychology and audiology services for one week every three
months. Children who are referred to this service must first been seen by
the regional consultant paediatrician who flies in once every six months.
The medical centre is the hub for all health service delivery in the dis-

trict and operates five and half days each week. Otherwise, afterhours,
there is a telehealth service but, unfortunately, the technology is unreli-
able. There are no hospital beds in the town and no residential aged care
or mental health services. For all in-patient care, local people must travel
to the nearest rural hospital, which has 40 acute care and 24 aged care
beds. It is over 200 kilometres away by road. For more complex inpatient
care, patients must be evacuated to one of several metropolitan hospitals,
the nearest of which is 850 kilometres away. The Royal Flying Doctors
service operates an air transport service for urgent transfers.

For most of the Aboriginal population in the Macaloo district, barri-
ers restricting timely engagement with health services in the larger centres
are financial, suitable transport, concerns about being away from home
and family, accommodation and the cultural insensitivity and judgemen-
tal attitudes of unfamiliar health service providers and other staff. For
those health professionals who do work in the region, living in a rural
or remote community and providing wrap around primary health ser-
vices also comes with a range of challenges and barriers, so few stay for
very long and recruitment is always ongoing. Their challenges include
differing funding streams that make service integration difficult, a tran-
sient health workforce, with the exception of a few locals who experience
‘change fatigue’ due to the frequent personnel changes on the visiting
teams, and difficulty accessing continuing professional development.
Therefore, it is important to remember that:

• Teams must actively intersect and engage to provide support to one
another.

• The local population can be engaged in and become part of the
team-based care in remote communities to minimise fragmentation
of service delivery.
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• Personnel changes provide challenges for collaboration. Visiting and
resident teams must actively connect in order to provide high quality
care in a high-need community like Macaloo.

Summary and Conclusion

Living and working in a rural and remote location presents health care
challenges that have potential to strengthen the resilience of both individ-
uals and teams. The construct of resilience, or the ability to successfully
adapt to life’s demands has moved beyond being considered a fixed
personality trait to be re-conceptualised as a developmental pathway
that can be enhanced via experience and over time (Luthar, Cicchetti,
& Becker, 2000). Resilience is an important capability for the successful
transition into practice for new graduates and, therefore, for sustaining
the rural and remote health professional workforce. Indeed, this is why
strategies such as the Australian Government’s funding of the RHMT
programme are important for future workforce development. However
challenging, rural and remote health care provides a broad variety of
professional development opportunities, including interprofessional col-
laborative practice and the development of cross-cultural competencies,
which helps create highly capable and resilient practitioners.
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in Brazil
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Introduction

This chapter presents the trajectory of interprofessional collaboration in
health care in Brazil and discusses the most successful practices and chal-
lenges for promoting the sustainability of the model.

Universal health systems, which focus on comprehensive care, face the
challenge of adopting strategies to improve interaction among profes-
sionals, with a view to providing care that is centred on the needs of
patients and communities.
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The debate on initiatives for enhancing interaction among health pro-
fessionals began in the twentieth century, gaining visibility in the late
1970s through publications focused on multiprofessional approaches and
proposals for implementing interdisciplinary education to promote col-
laboration among health professionals (D’Amour & Oandasan, 2004;
Matuda, Aguiar, & Frazão, 2013).
Interprofessional collaboration is a way of working that involves pro-

fessionals from different areas/specialties/professions who act in an inter-
dependent, integrated manner with clearly defined functions, sharing a
sense of teamwork, objectives, values, and responsibilities to meet the
health needs of users, families, and communities, with the aim of pro-
viding patient-centred comprehensive care (D’Amour, Goulet, Labadie,
San Martín-Rodriguez, & Pineault, 2008; Morgan, Pullon, &McKinlay,
2015; Reeves, Perrier, Goldman, Freeth, & Zwarenstein, 2013; West &
Lyubovnikova, 2012; World Health Organization [WHO], 2010).
There is a set of core elements that health professionals must incor-

porate into their work dynamic in order to implement interprofessional
collaboration. These are: sharing, partnership, power, and interdepen-
dence (D’Amour & Oandasan, 2005). Collaboration occurs only when
professionals recognise that their work and practice is incomplete by
its very nature and that collaboration through horizontal relationships
geared towards users’ needs will promote better health actions (D’Amour
& Oandasan, 2005).
To obtain the desired health outcomes, interprofessional collaboration

must extend beyond the team in a given sector; in other words, it must
occur between different teams in a specific service or sector and between
different services in the health care network and across sectors, to facili-
tate patient-centred comprehensive care (Agreli, Peduzzi, & Bailey, 2017;
Agreli, Peduzzi, & Silva, 2016; Reeves et al., 2013).

Some authors identify two potential levels of collaboration among
professionals: interprofessional collaborative practice, which occurs when
collaboration is incorporated into health services’ practice; and interpro-
fessional teamwork, which is a deeper level of interprofessional work,
with strong interdependence (Morgan et al., 2015). In this chapter, inter-
professional collaboration will be discussed along with the achievements
through mutual effort, dialogue, information-sharing, and joint action,
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resulting from training processes based on Interprofessional Education
(IPE), all focused on solving the population’s health problems (WHO,
2010) (Fig. 13.1).
Interprofessional collaboration and education are integrated and

mutually influential in providing comprehensive care, as called for in
universal health systems. In Brazil, an understanding of IPE and primary
health care (PHC) practices provides input for implementing and con-
solidating the interprofessional collaboration model.
The framework of the structural model of interprofessional collabo-

ration that approximates the Brazilian reality emphasises that collective
actions can be analysed in respect of four dimensions and ten associated
indicators involving relationships between individuals and the organisa-
tional settings which influence collective action. The four dimensions of
this model that allow us to analyse interprofessional collaborative action
are:

1. shared goals and vision;
2. internalisation;

Fig. 13.1 Relationship between interprofessional collaboration, collaborative
practice, and teamwork
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3. formalisation and
4. governance.

To measure the shared goals and vision, which refers to the existence of
common goals and their appropriation by the team, the predicted indi-
cators are goals achieved and client-centred orientation vs. other alle-
giances.

For the internalisation dimension, which represents the awareness
of professionals about their interdependencies and the importance of
managing them, use indicators related to obtaining of mutual acquain-
tanceship and establishing trust.
The third dimension that refers to formalisation clarifies expectations

and responsibilities and its indicators are the ability to establish formali-
sation tools and information exchange.

Finally, the fourth dimension, Governance, aims to guide and sup-
port professionals toward collaborative interprofessional and interorgani-
sational practices with the indicators being centrality, leadership, support
for innovation, and connectivity (D’Amour et al., 2008).
This model has viable characteristics for sustaining interprofessional

collaboration, since it allows the development of educational activities
through the use of IPE being established in a curriculum, making it per-
manent, as well as the governance function, which plays a strategic role
in ensuring the sustainability of interprofessional collaboration.

Interprofessional Collaboration in Brazil

The constitutional foundation for Brazil’s public health system—the
Unified Health System (SUS)—includes important elements that favour
interprofessional collaboration and education in health care, such as uni-
versal access to health, comprehensive care, social participation and team-
based work (Barr, 2015; Ceccim, 2004; Costa, 2016). Based on the
premise that ‘SUS is interprofessional’, its principles are recognised to
be closely aligned with the theoretical and methodological frameworks
of interprofessional collaboration and education, particularly with the
advent of PHC, which has various health professions and social services
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work together on teams in the service delivery structure and in the daily
tasks (Peduzzi, 2016; Starfield & Shi, 2002).

In Brazil, PHC is guided by the Family Health Strategy, which was
first instituted in 1994 as the Family Health Programme. The strategy
focuses on collaboration to reorient health care by increasing its response
capacity (Costa, 2016; Pinto & Giovanella, 2018). Important aspects
that sustained this strategy were the political and social movements
to ensure its implementation in the national health model (Pinto &
Giovanella, 2018). The Family Health Strategy has worked because it
contributes to the expansion of PHC, along with institutionalisation of
evaluation and promotion of equity and expansion of service provision,
being a sustained model in Brazil. At a minimum, PHC includes a
physician, nurse, technician or nursing auxiliary and community health
workers, supported by other multidisciplinary teams, such as oral health,
dental surgeons, auxiliaries, oral health technicians, and the Expanded
Family Health Nucleus teams. These teams include social workers,
pharmacists, physical therapists, speech pathologists, occupational thera-
pists, physical educators, and psychologists, among others (Freire Filho,
Forster, Magnago, Caccia, & Rivas, 2015; Matuda et al., 2013; Peduzzi,
2016; Starfield & Shi, 2002).
Therefore, Brazil has a PHC-focused health care model with interpro-

fessional teams, in which users and their needs guide health promotion,
disease prevention, and health recovery work. PHC is therefore the locus
of best practice initiatives for sustainable interprofessional collaboration.
In Brazil, PHC is still recent, as is the inclusion of interprofessional ini-
tiatives. However, PHC in the country is expected to support an inter-
professional model, as this is the opportune space for the development
of health collaboration (Giovanella & Mendonça, 2014; Starfield & Shi,
2002). Beyond PHC, there are other initiatives in mental health services
and public hospitals (Câmara et al., 2016), which are also focusing on
IPP.

Brazil has a tradition of implementing relatively advanced public
policies for health and health education that are consistent with the
needs of the population. These policies address important problems
such as: hospital-centric and technician-focused teaching; proposed
curricula based on the transmission of knowledge, with little incentive
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for critical and reflexive thinking; and training institutions distanced
from the real issues in people’s lives and health (Costa & Borges, 2015;
Haddad et al., 2010, 2012). However, this tradition favours IPC because
of initiatives that the country has historically had to transform its health
and education model, such as the publication of the National Policy on
Continuing Health Education, the implementation of interprofessional
collaboration and education in the country, and the operationalisation of
changes in health practices aimed at enhancing care (Peduzzi, Norman,
Germani, Silva, & Souza, 2013).

One noteworthy event for introducing interprofessional collabora-
tion and education in Brazil was the establishment of the National Pol-
icy on Continuing Education in Health, through the Minister’s office
of the Minister of Health Decree number 198/2004, which consoli-
dated key elements for implementing health education from the perspec-
tive of teaching/health service/community integration. It recognises the
national health system as a privileged space for shared learning by health
professionals and students from the various areas of health, managers,
and users of the services (Brasil Ministério da Saúde, 2018; Peduzzi et al.,
2013).
Pursuant to the National Policy on Continuing Education in Health,

different initiatives were created to ensure that the education and devel-
opment of workers and health professionals is aligned with SUS prin-
ciples of universality, comprehensiveness and equity in the health care
system and, therefore, are suitable for teamwork. Two such examples are
the Multiprofessional Health Care Residency Programme for Education
through Labor for Health (PET-Saúde), both established through part-
nerships between the Ministry of Education and the Ministry of Health
(Câmara & Pinho, 2015; Costa & Borges, 2015).

Multiprofessional residencies, formally established in 2005, are geared
towards local and regional needs and situations and involve various
health care professions in a single training process, with teaching activ-
ities carried out in the health services. PET-Saúde, a programme for
education through work for health in turn, was established in 2008
to strengthen teaching/health service/community integration with the
direct involvement of health care students in SUS services, through the
formation of learning groups made up of students, professionals, and
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educators from different health care professions. Both initiatives pro-
vide an enabling environment for building interprofessional competen-
cies (Brasil Ministério da Saúde, 2018; Câmara & Pinho, 2015). These
IPE models in Brazil are expected to be sustainable, as they are being
incorporated into the whole process of professional health education,
being institutionalised by the country’s government and applied at the
institutional level, and included in the country’s national plan to con-
tinue. The current edition of PET Saúde began in April 2019 and will
end in 2021. The periodicity of the programme is biennial and there is
a Brazilian network of education and interprofessional work (ReBETIS)
that maintains the country’s strong desire for change so that the IPC is
sustainable, besides promoting champions in the theme.

Another significant move was the incorporation of IPE into an
important legal framework: the National Curriculum Guidelines for
undergraduate studies in medicine, published in 2014. The Guidelines
explicitly state that the teaching-learning process for future medical
professionals must include building competencies for teamwork, centred
on integration and interprofessionality (Freire Filho, Costa, Forster, &
Reeves, 2017). However, the expectation is that, starting with doctors,
the IPE can be incorporated for all health professionals.

IPE-based initiatives for all health professions are found in the cur-
ricula of institutions of higher education in the states of Ceará, Rio
Grande do Sul, Rio Grande do Norte, Rio de Janeiro, Minas Gerais,
and São Paulo and in the Federal District, with most of the initiatives
focused on teaching/health service/community integration processes, in
connection with PHC. These experiences, have sparked a change in the
health professionals’ education for making shared learning spaces viable,
demonstrating how it has been possible to strengthen teaching based
on interprofessionality at the undergraduate and postgraduate levels in
Brazil (Barr, 2015).
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Interprofessional Collaboration Strategies
Underway in Brazil

Brazil is striving to guarantee the sustainability of collaboration at the
national level through the health care and the education systems since
the SUS implementation to trigger processes of change and strength the
SUS. Many of its efforts are the result of Brazil’s track record, but they
also respond to calls made by international health agencies.
The year 2016 marked a milestone in interprofessional collaboration

and education in the Region of the Americas, through the active work
done by the Pan American Health Organization (PAHO), which called
on its Member States to study and discuss IPE at a technical meeting in
Bogota, Colombia, where it encouraged countries to prepare a national
action plan for implementing this approach (Pan American Health Orga-
nization [PAHO], 2017).

Starting in 2017, motivated by the agenda put forward by PAHO,
Brazil’s Ministry of Health gave priority to including guidelines on IPE
in its health care professional training policies and education. It imme-
diately promoted linkages with the Ministry of Education, institutions
of higher education, and the ReBETIS to prepare Brazil’s action plan for
2017 and 2018 (Brasil Ministério da Saúde, 2018).
The plan formalises the incorporation of IPE within the Secretariat

of Management of Work and Education in Health agenda to strengthen
the continuing education in health professions for practices that promote
reflection on the work process and the construction of collaborative and
meaningful learning activities. It was structured based on a compilation
of the main educational initiatives underway in Brazil, to which the the-
oretical and methodological premises of IPE could be applied (taking
into account the organisational structure of SUS) in order to strengthen
interprofessional collaboration.
The plan made headway on strategic points for strengthening inter-

professional collaboration and education in the context of health care
education, training and work. This included professional development
for teachers in IPE, mapping IPE initiatives in Brazil’s institutions of
higher education in health professions, dissemination and production of
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knowledge on IPE and collaborative practice. Along with this, encour-
agement of interprofessional collaboration and education in forums,
where health professionals at both undergraduate and post-graduate
level, receive continuing and permanent education (Silva, Cassiani, &
Freire Filho, 2018).
The plan’s developments include: publication of Resolution the

National Health Council 569, of 8 December 2017, adopting Technical
Opinion number 300/2017, which presents general principles including
diversity of interdisciplinary practices and interprofessional teamwork in
health care among others to be incorporated into the National Curricu-
lum Guidelines for all undergraduate health care courses, to guide the
development of curricula and teaching activities with an IPE approach;
and publication of an edition of the journal Interface-Comunicação,
Saúde, Educação [Interface: Communication, Health, Education] focus-
ing on interprofessional collaboration and education in health (Brasil
Ministério da Saúde, 2018; Costa, Freire Filho, Brandão, & Silva, 2018).
The framework for action to implement the IPE plan in Brazil was

structured according to five action lines: strengthening IPE for the reori-
entation of undergraduate health care courses, analysis of IPE initiatives
currently underway in the country, faculty development for IPE, enrich-
ment of spaces for dissemination and production of knowledge on IPE,
and including IPE within the context of health professional continu-
ous education (Brasil Ministério da Saúde, 2018). The implementation
process already has many advances, nevertheless, it is important to con-
tinue monitoring and evaluating the planning activities and status of the
planned actions. Also, investing in processes that can approximate the
relations between Ministry of Health and Ministry of Education is cru-
cial for this process (Brasil Ministério da Saúde, 2018; Freire Filho &
Silva, 2017).

Noteworthy was the Second Regional Technical Meeting on Interpro-
fessional Health Education: Building the Capacity of Human Resources
to Move Towards Universal Health, held from 5 to 6 December 2017,
in Brasilia, DF. The event, organised by the Ministry of Health, together
with PAHO/WHO, set a broad agenda for incorporating the subject into
health education policies in the countries of the Region of the Ameri-
cas and formalised the Regional IPE Network of the Americas (REIP),
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aiming to promote IPE and collaborative practice in health care in the
Region of the Americas, with Brazil serving as representative of the exec-
utive secretariat for 2018–2021, together with Argentina and Chile (Silva
et al., 2018).
With the development of Brazil’s action plan, there was also the launch

of the Health Education Innovation Laboratory in September 2017.
This was a strategy that aimed to provide a flexible, useful and collab-
orative tool for information and knowledge exchange that will enable
a descriptive analysis and evidence of successful and innovative experi-
ences. The first round of this focused on continuing education in health
and included IPE and practices as one of its themes. This initiative
stemmed from the need to strengthen the links between IPE and the
National Policy on Continuing Education in Health, which serves as the
mechanism for dialogue with the base level of Brazil’s educational and
health systems. The aim of the Health Education Innovation Laboratory
was to highlight national experiences in interprofessional practices cur-
rently underway and encourage their replication elsewhere.

Another major step forward in 2018 in terms of promoting the
alignment of undergraduate courses in health with the theoretical-
conceptual and methodological frameworks of IPE was the PET-
Saúde/Interprofessionality decree, which states that the IPE should be
incorporated into the curricula of all undergraduate courses in the health
area, with activities of interactive learning with the community, targeting
public and private non-profit institutions for higher education through-
out Brazil (Oandasan & Reeves, 2005). This alignment occurs through
the articulation between the educational institutions and the SUS. In this
sense, it can be stated that the PET-Saúde/Interprofessionality initiative
and the whole process for its implementation is considered as success-
ful practices in Brazil for the establishment of a resilient health system
that can generate sustainable public value, capable of supporting com-
plex transformations in health through the establishment of effective col-
laborative practices. The Ministry of Health has provided technical and
financial support to projects, programmes and public policies aimed at
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qualifying and adapting the workers’ profile to social health needs, hav-
ing as an axis the teaching-service integration to maintain the develop-
ment of IPE in the country (França, Magnago, Santos, Belisário, & Silva,
2018).

Challenges for Interprofessional
Collaboration in Brazil

In the Brazilian context, since the creation of SUS, there have been many
initiatives to reorient the education of health professionals and the health
care model. All have been aimed at enhancing health care work processes,
through interprofessional collaboration, to provide comprehensive care
consistent with users’ needs. Nevertheless, to move this process forward
in a more consolidated manner, interprofessional collaboration and edu-
cation must be implemented in all entities involved in patient care. To
sustain interprofessional collaboration in Brazil it is necessary to make it
an integral part of the competencies of health professionals. Also, it is
essential to make every profession recognise the role of the other, miti-
gating conflicts among them. And it is having the clarity that through
interprofessional activities it is possible to improve resilience in the area
of health (França et al., 2018; Ministério da Saúde, 2018). This process
is still in the implementation level in the whole country.
The challenges to effectively implement interprofessional collabora-

tion through IPE in Brazil can be analysed at three levels: macro,
which demands sustainable policies for reorienting professional edu-
cation, such as the National Curriculum Guidelines and PET-Saúde,
and maintenance of the care model organised around interprofessional
teams; mezzo, which includes implementation of curriculum designs,
programmes, and components and proposes continuing education ini-
tiatives focused on building competencies for collaboration; and micro,
which considers interpersonal and interprofessional relationships and
interactions The success of interprofessional actions in the micro context
and their systematisation will depend on coordination among the three
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levels, of which there are initiatives for the development of interpro-
fessional competences among health professionals (Oandasan & Reeves,
2005).
The Ministry of Health, together with the Ministry of Education,

pledges to coordinate, monitor, and support the measures taken at the
mezzo and micro levels, taking into account the policies established at
the macro level. However, despite the gains made, investment is still
needed in a fundamental component of the macro dimension: regulation
of health care work, which is still under development in the country.
In this area, mechanisms for regulating scopes of practice need to be
discussed and adopted by the ministries and professional boards, in
order to move beyond traditional models of self-regulation and a strict
biomedical approach, as well as isolated and independent professional
work (Peduzzi, 2016).

Brazil has seen comparatively greater progress in interprofessional col-
laboration and practice in health services and in the daily work of profes-
sionals than in the area of teaching (Batista, 2012; Peduzzi et al., 2013;
Silva et al., 2018). As a result, greater investment is needed today in ini-
tiatives that promote IPE in undergraduate and graduate programmes
that educate health professionals, as has been done with the launch of
strategic programmes of the Ministry of Health, such as PET- Saúde. In
the coming years, this will guarantee that interprofessional collaboration
in Brazil is sustained. It is important to mention that in interprofessional
practice, initiatives sustained through the reality of work are those from
permanent health education actions, such as those proposed with the
inclusion of students and health professionals from different professions
learning and practicing interprofessionality together. These interprofes-
sional characteristics within Brazil’s health system will facilitate the sus-
taining of interprofessional practice.

PET-Saúde, launched more than a decade ago, is one of Brazil’s great
innovations to sustain the interprofessional practice in the country. This
programme presents evidence that the SUS is a health system that enables
the development of sustainable interprofessional teams, due to its own
conformation that involves different health professionals in practice.
Besides this it allows the socialisation of students in the context of inter-
professional health teams, as well as with patients, bringing benefits to
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the population. Research shows that having a team-friendly health sys-
tem is essential to sustain interprofessional teamwork, and this is present
in Brazil (Nuffer, Gilliam, McDermott, & Turner, 2015; Peduzzi, 2016;
van Dijk-de Vries, van Dongen, & van Bokhoven, 2017).
To sustain the interprofessional activities in practice it is necessary to

provide incentives for continuing education for the entire team. There-
fore, it is crucial to provide excellent communication experience, con-
flict resolution, and shared decision-making with students, to maintain
an ongoing relationship with interprofessional collaborative teams, and
recognise sites and professionals who demonstrate exceptional perfor-
mance in interprofessionally team-based care (Nester, 2016).
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Leadership in IPE: Experience

with the Knowledge and Skills Exchange
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Introduction

Student-led IPE occurs when healthcare students:

design, deliver and evaluate events and activities that bring their peers
together to “learn about, from and with each other” to enable effective collab-
oration and improve health outcomes. (adapted from Hoffman, Rosenfield,
Gilbert, & Oandasan, 2008; World Health Organization, 2010)
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IPE societies are an important component of student-led IPE and can
range in scope from the institutional to the national (Aberdeen IPE Soci-
ety, 2018; Global Health Workforce Alliance, 2019). Since 2015, we
have worked to build and sustain the Knowledge and Skills Exchange
(KASE), an IPE society for health professions students at our own insti-
tution. The University of Birmingham offers pre-registration training for
a range of health professions, including dentistry‚ dental hygiene and
therapy‚ medicine, nursing, physiotherapy, pharmacy, clinical psychology
and, relatively new to the UK context, physician associate. Via the Uni-
versity Guild of Students, trainee health professionals can access many
different academic, sporting and recreational societies. Whilst many of
these attract members from different faculties and programmes across
the university, KASE is the first student society to focus on enabling its
members to understand their and others’ professional roles, to commu-
nicate across boundaries and to learn from each other’s skills.
The last five years have been an exciting and‚ occasionally‚ frustrating

journey for us, as we have sought to establish, grow and sustain KASE.
We hope that our experience and insights, illustrated throughout this
chapter by our individual comments and reflections, will inspire you to
start your own dynamic society for the benefit of trainees and the patients
they will care for.

Establishing the Knowledge and Skills
Exchange (KASE)

In June 2015, the University of Birmingham hosted a national student
conference for the UK Centre for the Advancement of Interprofessional
Education (CAIPE). Inspired by this event, medical student, Emily
Audet, and nursing student, Hayley Lawley, shared their desire to expand
IPE opportunities for Birmingham students with Sharon Buckley, Chair
of the university Interprofessional Education steering group:

I was saddened by the modest number of medical students attending inter-
professional events and dismayed at hearing inaccurate assumptions about
doctors and medical students from other healthcare professions. I wanted to
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bring healthcare students together to help overcome the cultural barriers that
were becoming apparent to me as I gained more clinical experience. I believed
that introducing IPE at a student level would prepare us for better multi-
disciplinary working once qualified. (Emily, medical student, founder and
KASE president 2015–17)

Sharon acted as a catalyst for discussion by introducing Emily and Hay-
ley to a pharmacy student completing an IPE-related final year project
and to a dental student active in a group working to promote the United
Nations Sustainable Development Goals (United Nations Department
of Public Information, 2015); and the founding committee was born:

Together we (four) formed the nucleus of the new student society. A varied
group with diverse experience and ideas of how the society could work, our
first challenge was to agree aims and common goals, then develop a name and
mission statement that encompassed these. (Emily)

After two lively brainstorming sessions, the group agreed that the
Knowledge and Skills Exchange (KASE ) captured their mission to ‘bring
healthcare students together for better patient care ’; and that KASE’s goals
were to provide opportunities for all Birmingham healthcare students
to share experiences, whilst improving their understanding of each
other’s professional roles. KASE would also aim to promote good cross-
profession communication and relationships, to enhance collaborative
practice and patient safety, and to generate ideas for projects for the
betterment of the local community and advancement of IPE. The group
held an ‘Introduction to Birmingham’s Healthcare courses’ presentation
and ‘Question and Answer’ session, at which they publicised their work
and elicited student views on these aims. Attendees were enthusiastic
about the society’s direction and several students from programmes not
previously represented joined the group (Fig. 14.1).

Growing the Knowledge and Skills Exchange

Once established, the founding group worked hard to build the society
by holding themed clinical workshops, arranging regular volunteering
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Task Students Faculty 
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colleagues and friends 
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snacks and consumables, 

publicity and rooming 

Fig. 14.1 Summarises practical steps for students and faculty to establish a stu-
dent IPE society

opportunities in the community and organising an interprofessional
team-building weekend away, together with the University’s first Health-
care Team Challenge. They created a formal committee with defined
structure and roles and worked with the Guild of Students to establish
KASE as a recognised student society.

Capitalising on members’ strengths, interests and networks, the com-
mittee offered a variety of educational and fun activities that appealed to
students across healthcare programmes:
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With the University of Birmingham United Nations Sustainable Develop-
ment Goals Society, I organised regular volunteering with the Midland Lan-
gar Seva Society (MLSS). Interprofessional teams of students helped to dis-
tribute food to homeless people in the city, after which volunteers socialised
together. These events were always oversubscribed and have run regularly since
the establishment of KASE. (Mehmuna, dental student and KASE Volun-
teering and Communications Lead 2016–19)

The group often used topical themes as the basis for activities, timing
them to coincide with national events:

I organised a KASE event to coincide with World Tuberculosis Day 2018.
Participants learned about TB and explored the patient experience of hav-
ing the illness; and different KASE members contributed their professional
expertise to the discussion. (Travis, nursing student and KASE President
2017–18)

Previous experience of IPE events also informed activity choice, partic-
ularly the weekend away and Healthcare Team Challenge, which proved
to be a major success for the society; and which resulted in a significant
increase in KASE membership (see Box 14.1).
As leaders of an official Guild society, KASE committee members

had access to a bank account, insurance, university-wide publicity chan-
nels and other facilities that enabled the society to grow. Meeting Guild
requirements proved to be a challenge, but one that the committee con-
sidered worthwhile:

Complying with Guild regulations proved challenging, as committee mem-
bers were often away from campus on clinical placement. Despite this, the
benefits outweighed the difficulties and linking with an institutional body
is something that I recommend wholeheartedly. (Kalyaani, medical student
and KASE secretary 2016–19)

Faculty supported KASE enthusiastically from its inception, attending
committee meetings as needed and inviting members of the committee
to join the University’s IPE steering group. This proved to be a collabo-
ration with major advantages for both parties:
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As members of the IPE steering group, we can promote KASE events to all
healthcare programmes and have better access to event space, funding, staff
support and resources. We give student input, opinion and feedback to faculty-
led IPE initiatives. KASE members have co-facilitated IPE events with staff,
including a series of half day interprofessional simulations, and a ‘Health-
care, teams and IPE’ introductory event for all incoming health professional
students. (Travis) (Fig. 14.2)

Box 14.1 The KASE weekend away and healthcare team
challenge 2017
The KASE leadership applied to the university Alumni Impact Fund, which
supports student projects on a competitive basis; and used their £2000
award to arrange a team-building weekend away and Healthcare Team
Challenge at the University outdoor activity centre in the Lake District,
a UK national park. The event attracted students not previously involved
with the society and brought together twenty-six students from eight
different professions.

Over three days, four interprofessional teams worked together to
problem solve, attempt physical challenges and complete domestic chores.
Organisers challenged teams to generate and present a holistic care plan
for a patient with complex needs in readiness for a HealthCare Team
Challenge to be held on campus 10 days later. In evaluation, participants
reported that their understanding of the challenges that other health-
care professionals face had increased, as had their respect for other pro-
fessions; that they had learned more about themselves and others and
planned to continue their interprofessional learning. Organisers reported
benefits to committee cohesion and team working; and increased confi-
dence in their own leadership and resilience:

As a final year medical student with clinical exams loom-
ing, leading the weekend away and Team Challenge
was sometimes hard for me. The very positive feedback
from participants and my own enjoyment in juggling
the competing demands on my time, gave me confi-
dence in my ability to cope that has transferred into my
clinical work. (Emily)
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Task Students Faculty 

Create a 

programme 

of events 

Include a variety of educational 

and social activities, taking into 

account student availability and 

interests 

Consider a high profile event 

e.g. Team-building Weekend 

Away, Healthcare Team 

Challenge 

Make full use of committee’s 

strengths, interests and 

networks 

Look for funding opportunities 

Offer expertise in organising and 

running events 

Suggest options in the university 

or affiliated organisations e.g. 

sporting and outdoor pursuits 

venues  

Suggest sources of funding and 

assist with preparation of 

applications 

Work with 

others 

Learn from other student 

societies; consider joint events 

Link to national events e.g. 

health awareness days 

Work with local societies to 

offer interprofessional 

volunteering opportunities 

Suggest societies and organisations 

of interest, and broker 

introductions 

Contribute 

to faculty-

led events 

Facilitate teaching sessions, 

simulations, ethical dilemma 

workshops, conferences, 

patient safety events 

Integrate student-led IPE into 

formal IPE teaching and events 

Advocate with faculty on behalf of 

the group 

Advertise 
events 
widely

Establish a society identity and 

branding 

Use all available channels for 

publicity  

Assist distribution of promotional 

materials  

Promote the society to other 

faculty 

Fig. 14.2 Summarises practical steps for students and faculty to grow their
nascent student IPE society
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Set-up and use society social 

media e.g. Twitter, Facebook, 

Apps etc. 

Build 

formal 

committee 

structures 

Join the institutional union or 

guild 

Hold team-building events to 

build cohesion and skills 

Role model collaborative working 

Learn each other’s strengths 

Offer expertise in organising and 

running events 

Offer constructive feedback on 

activities and events 

Fig. 14.2 (continued)

Sustaining the Knowledge and Skills
Exchange

The founding group worked to ensure society sustainability in various
ways, the most influential of which was continuing to offer an exciting
programme of activities, particularly the ever popular community vol-
unteering. KASE publicised events as enjoyable opportunities for devel-
opment and provided certificates of participation for professional port-
folios. Assisted by faculty, KASE members contributed to a UNESCO
funded project to develop bioethics scenarios (University of Birming-
ham, 2017) and, in 2018, had the opportunity to share their KASE expe-
rience at All Together Better Health IX IPE conference (Powell et al.,
2018). Participant feedback and suggestions for new events informed
choice of activities; being mindful of the capacity and limitations of com-
mittee members was essential:

Our guiding principle was to do a few events, but do them well so that, over
time, the reputation of KASE as a lively and effective society would grow.
(Mahisa Arain, dental student and KASE events co-ordinator 2016–19)

More prosaically, two committee members recruited from each pro-
gramme helped to provide the continuity so essential to sustainability:
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We planned always to have two representatives (from each programme) on
the committee, one junior and one senior. This improved representation at
meetings and meant that, for example, when one nursing student graduated,
there would still be a nursing student on the committee whilst we recruited
another, more junior, individual. The bigger committee also allowed us to
develop additional roles, sharing work and opportunities with a larger group.
(Emily)

The Guild of Students requirement to have a minimum number of pay-
ing members also supports sustainability:

We offered paying members free access to events and also prioritised them
for events with limited space. This encouraged attendance and contribution.
(Mahisa)

Sustaining a student IPE society is an ongoing challenge and cyclical lev-
els of interest and activity are to be expected. Our experience is a power-
ful example of the importance of teamwork and leadership for continued
survival and growth:

KASE has now existed for over four years, long enough for us to see fluctu-
ations in its vibrancy as the interest, enthusiasm and capabilities of student
organisers wax and wane; and to witness the importance of committee team-
work and leadership in building a resilient society: teamwork to avoid ‘single
point of failure’ and leadership to harness the enthusiasm and energy of mem-
bers to good effect. (Sharon Buckley, IPE lead and KASE faculty support)
(Fig. 14.3)

What HaveWe Learned?

Through reflecting on our experiences (Driscoll, 1994) and in the con-
text of others who have followed the same journey, we have articulated
the benefits and challenges of IPE societies as a vehicle for student leader-
ship of IPE; and considered how such societies might grow and develop
in the future.
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Task Students Faculty 

Plan for 

succession 

Include one junior and one senior 

committee member from each 

programme 

Establish annual budget and funds 

by: membership, affiliation to 

Student guild etc. 

Promote the society opportunities to 

programmes 

Advise on formal tasks 

Expect fluctuations in activity, 

support as needed 

Promote 

membership 

Attend institutional student 

fairs/inductions  

Consider a membership fee 

Offer members’ benefits: free 

events, priority etc. 

Establish and maintain 

communication channels with 

programmes 

Build local 

reputation 

Establish popular events in a 

society calendar 

Consider fewer events, done well 

Advertise activities as 

opportunities for professional 

development 

Generate certificates for 

participation 

Vibrant social media presence 

Link with local charities and 

organisations 

Gain and act on event feedback 

Advocate for the society 

Offer opportunities for curriculum 

development projects, research and 

evaluation 

Recognise student engagement 

Help maintain student energy 

Build wider 

reputation 

Link to organisations with student 

chapters e.g.  CAIPE 

Attend conferences and events to 

share experience and ideas 

Support student conference 

attendance and events 

Share information about upcoming 

interprofessional events 

Suggest and support participation in 

curriculum development 

Fig. 14.3 Offers practical ways to build a sustainable student IPE society
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We have found that the relaxed learning and social environments that
KASE offers, away from the rigours of professional programmes, foster
IPE outcomes well, including open communication, appreciation of the
value of teamwork and collaboration and commitment to culture change:

Great opportunity for discussion and sharing ideas, learning from one
another’s ideas and experiences. (Participant, End of Life Care event)

I want to break the barriers between different healthcare professionals.
(Participant, weekend away and Healthcare Team challenge)

Not only have participants reported skills development from KASE
events, but naturally‚ as committee members took ownership of different
roles and events, they too developed a multitude of professional, per-
sonal and team-work skills. They acquired competence and confidence
in leadership:

I have been impressed at the transformative effect that leading IPE had upon
those individuals involved – seeing students grow in confidence and insight.
(Sharon)

I developed skills in writing funding applications, presenting to large dynamic
groups of people, teaching, events organising, chairing a committee, writing
and creating academic presentations and submitting work to international
conferences. I have learned that I am most comfortable with leading in a
collaborative way, that taking into account the perspectives of my colleagues
is very important to me and that my approach is completely different to that
of the traditional ‘heroic’ leader. (Emily)

And in their ability to build their own resilience and that of the society:

Volunteering is a regular event and, as volunteering lead, I have learned
to delegate tasks through simple, reproducible instructions so that others can
lead these outings when I am unavailable. Following a spate of last-minute
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cancellations, I discussed with the committee ways of improving student com-
mitment and of managing an event with reduced numbers. I generated a
waiting-list system and began to contact students who missed events without
sending apologies. Through tackling these issues with committee and students,
I have gained confidence in problem-solving and in having difficult conver-
sations with my peers. (Mehmuna)

It is evident that these benefits are starting to carry forward into practice,
particularly for the founding group, who are now early career clinicians:

With KASE , I developed better understanding of other healthcare roles in the
care of my patients, whilst gaining confidence in how my own professional role
complements others delivering care. (Mahisa)

Being part of KASE improved my understanding of other healthcare roles,
and thus my confidence in communicating within the multidisciplinary team,
facilitating more appropriate and timely patient referrals. (Travis)

I am now more comfortable approaching different healthcare professionals for
help in the clinical environment, which increases the pool of knowledge and
experience that I can draw from to provide good patient care. My experience
has motivated me to look for opportunities in clinical education as I progress
through my career. (Kalyaani)

I saw the enthusiasm and collaboration among the group; witnessed the skill
and leadership of Emily and Travis and the commitment and expertise of
other committee members. I watched a small group of students turn into
30+ students, all committed to the cause of progressing IPE and collaborative
practice; who I felt sure would be standard bearers for culture change in their
organisations when they qualified. (Sharon)

And, for some, has led to unexpected opportunities:

This experience has given me the confidence, motivation and skills to take
on big team and leadership challenges within healthcare. I now Chair the
interprofessional expert advisory board of a national charity. (Emily)
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We worked with Sharon and Christine to represent the University of Birm-
ingham and present our work at the All Together Better Health IX conference
in New Zealand. This gave us experience in the team-work and collaboration
involved in co-production of presentations and papers. (Kalyaani)

Witnessing the work of KASE has influenced faculty perceptions too:

Working with a group of enthusiastic students who shared our ideals and
aspirations for IPE at Birmingham was a great motivator for staff involve-
ment. It fosters a stronger IPE team-working approach when developing our
programme of IPE activities and provides a level of vibrant energy that con-
nects with the student body and sustains and motivates the supporting faculty.
(Christine Hirsch, IPE pharmacy programme lead)

Through working with KASE, I have greater awareness of the importance of
integrating students into IPE development and implementation. I was very
positive about the society and keen to support in any way that I could. I felt
that some suggested ideas were rather over ambitious – I was proved wrong
on several occasions. (Sharon)

Our experiences resonate with those of others, including the value
of informal environments offered by student led IPE (Rosenfield,
Oandasan, & Reeves, 2011; VanderWielen, Do, et al., 2014; Vander-
Wielen, Enurah, Osburn, LaCoe, & Vanderbilt, 2013) and opportuni-
ties to overcome curricular, financial and attitudinal barriers that often
limit faculty-led initiatives (Chicorelli et al., 2016; Curran, Deacon,
& Fleet, 2005; Hoffman et al., 2008; Sunguya, Hinthong, Jimba, &
Yasuoka, 2014); by generating IPE advocates, a source of student-
feedback and collaboration, and student volunteers (Bridges, Davidson,
Odegard, Maki, & Tomkowiak, 2011; Hoffman et al., 2008; Sunguya
et al., 2014). We agree that student-led activities may allow students
to challenge assumptions more effectively, whilst also promoting more
socialisation and peer-respect than institutional-led initiatives (Cooper,
MacMillan, Beck, & Paterson, 2009; Hoffman et al., 2008; Vander-
Wielen, Do, et al., 2014); we echo the experience of Hoffman and col-
leagues that student-led IPE provides early exposure to multidisciplinary
team working, a powerful preparation for future practice (Hoffman et al.,
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2008). It will be interesting and instructive to witness how student atti-
tudes change with time as their practice and acculturation into their pro-
fessional careers progress.
The challenges we experienced also reflect those of others (Chicorelli

et al., 2016; Cooper et al., 2009; Hoffman et al., 2008), with the excep-
tion of lack of faculty support and difficulties in appealing to culturally
diverse student groups (Chicorelli et al., 2016; Hoffman et al., 2008),
which were not problems that KASE experienced. Timetabling, place-
ment and assessment differences across programmes skewed profession
participation in events to an extent that the committee did not antici-
pate; and complying with Guild regulations for student societies, though
it gave valuable support, was unexpectedly time consuming for students
who were often away from the campus on clinical placement. Over time,
faculty and students came to appreciate the reserves of energy, commit-
ment and time needed to ensure that KASE remained a lively and vibrant
society, resonating with the experience of Sunguya and colleagues (2014).
We have found that‚ through coping with these challenges‚ committee
members have developed better resilience.

Organising committee, planning events and encouraging participation to a
level where KASE was a continuously active group was a task that I worked
on for 2 years alongside working towards my medical degree. It took persis-
tence and stamina, and taught me the importance of delegation. As a Foun-
dation Doctor I have felt better prepared in managing my time and energy:
performing my clinical duties, ensuring a strong training portfolio and then
taking on extra opportunities to further support my personal and professional
development. (Emily)

As KASE secretary I was constantly ensuring that I was up to date with paper-
work and deadlines, this required regular communication with the KASE
committee and the Student Guild. I learnt to organise and prioritise my time
between my degree course requirements and outstanding KASE tasks. I feel I
am now in a better position to cope efficiently with the demands of working
and training as a Junior Doctor. (Kalyaani)

Whilst the society has achieved many of its aims, some remain an
aspiration:
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We hoped to establish the weekend away and Healthcare Team Challenge as
a recognised KASE annual event. However the alumni fund was a ‘one-off ’
and we continue to look for other funding to support the establishment of a
legacy event. (Travis and Christine)

Since the society’s inception, collaboration with faculty has provided a
valuable network of support for meeting the challenges associated with
establishing, growing and sustaining KASE:

Early identification of challenges was essential for KASE to establish itself as
a successful student-led society that could withstand an ever changing student
population. This has been achieved through the close collaboration between
students and staff, who facilitated and shared expertise, offered guidance on
events and mentored us through the process from developing an identity to
advising us on funding applications and abstract submissions. (Kalyaani)

The success of collaborative student and faculty IPE projects has been
highlighted by Bridges et al. (2011). We have found that support from
faculty staff has been essential in enabling the process of establishing,
growing and sustaining KASE, and helping overcome barriers. Other
literature also emphasises the importance of faculty support for student-
led IPE, to help overcome challenges such as resource location, funding,
recruitment and sustainability (Hoffman et al., 2008; Sunguya et al.,
2014; VanderWielen, Do, et al., 2014; VanderWielen, Vanderbilt, et al.,
2014).

KASE in the Future

We anticipate that sustainability for KASE will be an ongoing chal-
lenge, funding being a major issue in today’s climate of competition for
resources to support extracurricular activities. Campaigning by faculty to
gain top-down support will need to be matched by creativity from the
society to overcome this inevitable hurdle:

Through widening participation in student-led IPE, there could be greater
incentive for institutional financial support. We are exploring giving formal
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accreditation for time spent delivering or participating in interprofessional
events, and supporting the development of formal leadership skills for the
KASE committee. We hope that this will improve incentive for those con-
sidering participating in IPE and further encourage KASE membership and
recruitment to the committee supporting sustainability. (Sharon)

Individuals representing views of patients, carers and other users of the
healthcare services have recently started working with the IPE steering
group to provide additional perspectives on care, and we hope that these
representatives will start to work with KASE.

At present, KASE stands alongside a wide range of traditional uni-
professional student societies offering activities for students from spe-
cific healthcare programmes and fostering a sense of professional iden-
tity. Whilst there will always be a place for these societies, we look to a
future in which a society for healthcare students from all programmes is
predominant, so that collaborative learning is seen as the norm, within
which particular professional specialisms flourish. A national Healthcare
Student Society, with chapters in different universities, as in Canada
(Global Health Workforce Alliance, 2019) is a model to which we aspire
and we hope that, in the long term, KASE makes a contribution towards
realising this vision.

As our experience grows, so will our understanding of how to over-
come challenges. We will continue to learn, develop and adapt to achieve
KASE’s goals and to facilitate culture change in healthcare for the benefit
of all:

It is essential to support students in their autonomous IPE activity. It is today’s
students who will be the change agents of the future and they will be more
effective in this if they themselves are convinced not only of the importance of
collaborative practice, but also how to do it. (Sharon)
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Introduction

Trends in health care such as consumerism, the increased need for
chronic care, and more involvement of patients in decision-making,
provide powerful reasons to involve patients1 in the education of health
professionals (Towle et al., 2010). In order for students to acquire the
knowledge, skills, and especially the attitudes and behaviours, to put
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collaborative patient-centred care into practice, patients must become
a core part of interprofessional education (IPE). Although examples
of patient involvement in IPE have appeared in the literature (Brault
et al., 2016) most innovations and initiatives are described only in their
initial stages (Towle et al., 2010). We do not know whether the effort
expended in their implementation results in long-term programmes or
what the key factors are that promote sustainability. In this chapter
we describe factors that have sustained the work of the Patient and
Community Partnership for Education (PCPE) unit at the University
of British Columbia (UBC), Canada, from university and community
perspectives. For 15 years we have designed, implemented and evaluated
multiprofessional and interprofessional educational initiatives that aim
to give patients and community members the power to educate students
without the mediation and control of faculty and to put patients at the
centre of the education process in a way that enhances their authentic
and autonomous voices (Towle & Godolphin, 2015).

AModel of Sustainability

Our conceptual framework is derived from that developed by
Shediac-Rizkallah and Bone (1998) for community-based health pro-
grammes, and subsequently modified by Vogel (2009) for her study
on sustainability of service-learning programmes. Although there are
some important differences between community-based health pro-
grammes and educational programmes, such as the involvement of
learners, Shediac-Rizkallah and Bone’s (1998) framework is the most
referenced, inclusive framework for summarising empirical studies on
sustainability. Vogel defined three degrees of sustainability: durability;
routinisation/institutionalisation; and adaptability (see Fig. 15.1). Both
Shediac-Rizkallah and Bone (1998) and Vogel (2009) found three major
groups of factors to be influential in sustainability: factors in the broader
community environment; programme design and implementation fac-
tors; factors within the organisational setting. We use these groupings to
categorise facilitating factors and barriers to sustainability for our work
(see Fig. 15.2).
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Fig. 15.1 Definitions of degrees of sustainability

Fig. 15.2 Factors of most importance in our work according to the conceptual
framework for sustainability (Note These are factors that others have found to
be important. The ones most important in our work are bolded)
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Our Work in Patient/Community Involvement
from 2005 to 2019

Our first patient and community involvement in education initiative
arose out of research we conducted into the difficulties that Indigenous
people have with health care communications, with funding from the
Ministry of Health targeted at ‘special’, i.e. underserved, populations.
When we asked Indigenous informants for a solution, they said that
health professionals should ‘come and spend time with us’. Our first
community pilots were in summer 2005, and a long-term partnership
with Sto:lo First Nation started in 2006 (Kline, Chhina, Godolphin,
& Towle, 2013). In what we call the ‘Community as Teacher’ pro-
gramme students learn alongside Aboriginal youth at summer camps led
by Elders, youth workers and cultural leaders. These continue despite
several changes in leadership at the community level. Since the pro-
gramme began over 200 students from 13 different health professional
programmes have participated.

In 2005 we organised an international conference: ‘Where’s the
patient’s voice in health professional education?’ At that time, we were
beginning to realise that patient involvement in education is key to
promoting truly patient-centred care and shared decision-making. This
entails changing attitudes towards patients so that they are viewed as
experts with experiential knowledge and partners in care. The confer-
ence, in Vancouver, brought together many isolated pioneers in moving
from patient as passive to active participant in the education of health
professionals (Farrell, Towle, & Godolphin, 2006).
At the conference we heard about a number of successful models

of ‘Patient Centres’ that led us to explore the concept of a Commu-
nity Centre for Health Professional Education that would address chal-
lenges faced by health professional programmes such as facilitating and
strengthening patient involvement and interprofessional collaboration.
The project resulted in the engagement of a core group of community
organisations, students and faculty to contribute to and support a vision
for community-campus partnerships and guiding principles.
This initiative laid the foundations for a three-year project funded

by the UBC Teaching and Learning Enhancement Fund (TLEF) that
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resulted in the Patient and Community Voices (PCV) workshop series
and the Patient & Community Fair. The PCV workshops are designed
by community members, with input from faculty and students, and are
led by a panel of patients/caregivers who share with students their unique
medical experiences and health care expertise (Towle & Godolphin,
2013). Learning outcomes depend on the workshop topic (e.g. mental
health peer support, stigma and HIV, communicating with people with
aphasia or hearing loss). Each workshop has 20–30 students from multi-
ple programmes. The initial four workshop topics have now expanded to
eight and new ones continue to be developed, some as student projects.
From offering workshops on an ad hoc one-off basis we now offer a
series that has become integrated into the occupational therapy curricu-
lum. The Fair was an annual one-day event that ran from 2009 to 2014
attended by students between, or instead of, classes. Between 20 and 40
community organisations had a booth to display information, and sev-
eral one-hour patient panels were held on various topics throughout the
day (Towle, Godolphin, & Kline, 2015).
In 2010 we began planning our interprofessional Health Mentors Pro-

gramme (HMP) and admitted the first cohort of 90 students in 2011.
The HMP is a longitudinal programme in which teams of four students
from different health professions learn from and with a mentor who has a
chronic condition or disability, or is a caregiver (Towle et al., 2014). The
goals of the programme are to learn about living with a chronic condition
from the patient’s perspective and to develop interprofessional competen-
cies. Since 2011, over 200 mentors have taught over 1500 students from
12 different professions; 50 mentors have taught three or more cohorts.

In 2012 the ‘Special Populations’ fund changed parameters to focus
on postgraduate medical education. This opportunity led us to develop
a programme of activities to involve patients and community organisa-
tions in teaching health advocacy. Initial research led to a grant-funded
project to develop, implement and evaluate a workshop for postgrad-
uate trainees. The workshop is currently being adapted for students in
physiotherapy, occupational therapy and pharmacy with a TLEF grant.

Not all health professional students are able to participate in the
programmes described above. A two-year TLEF grant (2017–2019)
allowed us to expand opportunities for student experiential learning
from patients. One result has been the creation of a Living Library,
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a flexible on-line resource consisting of video-vignettes of patients
and caregivers talking about their health care experiences that can be
integrated into existing curriculum. We are also responding to increas-
ing requests for patient involvement in curricula in different health
professional programmes.

Examples of Factors Important
for the Sustainability of Our Work

External Environment

Patient and Community Interest

Initial and ongoing interest and commitment from individual patients
and community organisations has been critical. Without that none of
our work would have been possible. From our early community consulta-
tions about a Community Centre, it was clear that the public want to see
a shift in training so that health professionals work in partnership with
patients and other health professionals. Partnership requires health pro-
fessionals to recognise the expertise of others, understand patients’ lived
experiences, take a holistic approach, be non-judgmental, and be more
sensitive to cultural and language barriers (Kline, Asadian, Godolphin,
Hewitt, & Towle, 2018). Being able to shape the hearts and minds of
the next generation of health professionals is an intrinsically attractive
idea to patients and community members.

Individual patients value and want to strengthen the Canadian health
care system that provides universal access to publicly funded health ser-
vices. Patients are motivated by their desire to give back and the internal
gratification of ‘knowing you are making a difference’. Feedback from
students provided to patients directly through conversations, through
unsolicited personal acknowledgement from students in private e-mails
and thank-you notes, or through PCPE (e.g. at support meetings) shows
them how they influence the students’ thinking. In turn the patients’
own thinking is broadened as they learn. Recognising the accumulated
knowledge a patient holds and building on intrinsic motivation is more
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sustainable than creating a fee-based, transactional service in which a
patient is hired to stand in front of students and tell their story. Involve-
ment in education can be a ‘foot in the door’ of the university: with
long-term involvement other doors open, new opportunities arise.
The mission statement of many patient advocacy organisations

includes reference to the education of health professionals, citizens, board
members, policy makers and funders. For community organisations,
engaging with the university is seen as a good thing to do and offers
both short and long-term benefits. In the short-term such community-
university partnerships validate the work of organisations, are viewed
favourably by funders and have direct benefits to their members (e.g.
personal growth, empowerment). It allows organisations to involve their
volunteers outside of the agency to keep them engaged while taking them
out of their disease and reconnecting them with the world.

In the long-term there is the promise of better health care provided by
health professionals who are more responsive to community needs. Sus-
tained partnerships provide an opportunity for community agencies to
garner further contacts in the university for other collaborative activities
(e.g. summer student placements, or research partners). Although there is
recognition of the value of combining expertise and incentives to foster
relationships with the university that may lead to other opportunities,
maintaining these relationships requires commitment and is taxing for
community organisations. Many are under-funded and under-resourced
when it comes to participating in large-scale, ongoing educational activ-
ity. It requires capacity to keep these relationships alive and build new
ones and they have to decide how much effort to put in—is it a one off
or has it long term potential that needs to be built into work plans?

Accreditation

An external factor that has been useful in our context is the introduc-
tion of requirements for IPE in Canadian accreditation standards for
health professional programmes. This imperative has prompted faculty
to increase IPE and provides an opening to promote/include our patient
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engagement interprofessional activities in the opportunities they offer
students in otherwise over-full curricula.

However, there are tensions associated with playing the IPE accredita-
tion card. To meet requirements programmes want to offer all students
the same opportunities. We do not have the capacity to deliver high qual-
ity patient-centred learning experiences for all students, nor is it desirable
for these experiences to be mandatory. It is critical that we offer a variety
of options.

Community and Patient Engagement Policies

National and international movements to involve patients in health ser-
vices and research affect sustainability indirectly, providing a rationale
for the importance of patient engagement in education (Towle et al.,
2016). Many patients involved in our work also participate in multiple
health-related engagement activities through different organisations and
projects. Because of their long-term engagement in building knowledge
around their condition, patients are often better informed than some
of their providers. They have networks of peers they can draw from,
not just their own lived experience, and can bridge silos between service
delivery, research and education. We hear that workplaces value students
with these patient-centred experiences that set them apart from the many
good candidates they are able to choose from.

A parallel movement of relevance to our work has been the increased
public scrutiny of higher education, leading universities to reaffirm their
dedication to preparing students for engaged citizenship, to changing
social and economic inequalities, and to contributing to their com-
munities as place-based institutions (Fitzgerald, Bruns, Sonka, Furco,
& Swanson, 2012). In many universities community engagement has
become integrated into the core mission of teaching and research, and
institutional commitment is manifest through their strategic plans. Such
has been the case in the last two UBC strategic plans.
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Programme Design and Implementation

Curriculum Design

Various aspects of curriculum design have been key factors in ensuring
the sustainability of our work. We categorise them into: purpose and
philosophy; design and governance principles; variety and flexibility; and
quality assurance. Some of these aspects are not only important for sus-
tainability of programmes within the academy but for sustainability of
patient and community interest.

Purpose and Philosophy

Our work is underpinned by the intent to educate students to practice
shared decision-making with their patients in a multiprofessional and
interprofessional context (Brault et al., 2016). We focus on the patient
as a uniting lens for IPE, reinforcing collaborative practice via real life
experience. Unlike most IPE that is competency based, the nature of
learning in our programmes is cognitively ill-defined, not prescriptive;
most is in the affective domain and transformative. Because our work is
based on principles and values, it allows flexibility with respect to edu-
cational activity and promotes sustainability in the face of circumstances
beyond our control (e.g. if funding is reduced, or curricula change).

Design and Governance Principles

Putting shared decision-making into practice we follow the principle of
involving students, faculty, and patients/community in everything we
do, though we are flexible in the ways of getting input. Co-creation of
the educational design ensures relevance and buy-in. Another principle is
that learning experiences that involve relationship development are elec-
tive. In-depth longitudinal relationships with patients such as occur in
the HMP are not for all students—they are at different stages in readi-
ness to learn in the affective domain. A requirement to participate by
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reluctant students would be disruptive and the kiss-of-death for sustain-
ability. A third design principle is the autonomous and authentic voice of
the patient as teacher with students in small groups to facilitate discov-
ery, with faculty in a supporting role to ensure genuine patient-centred
learning, consistent with our philosophy.

Variety and Flexibility

Students have a wide variety of interests and ways they want to learn,
hence the importance of providing a variety of learning opportunities
from one-off workshops, to an immersive three days (cultural camps), to
a longitudinal experience (HMP). Grounding the offerings in a common
purpose means that students learn similar things even though delivery is
different. Variety in patient mentors is also important for rich student
learning, e.g. having a large mix of chronic illnesses, and a diverse range
of persons across culture, ethnicities and sexual identities.

In our experience, flexibility is important for sustainability from the
perspective of patients and students. It allows for different levels of com-
mitment depending on patient interests, availability, life or health cir-
cumstances. Flexibility in curriculum design provides freedom for explo-
ration on the part of patients and students and promotes ownership of
learning. For example, a success of the HMP is the generous time frame
for meetings and reflective journaling and the flexibility to accommodate
scheduling problems incurred by students or mentors. The HMP manual
is non-prescriptive; it provides a starting point for further discussion.

Quality Assurance

Quality programmes lead to positive experiences and increase the likeli-
hood that students, faculty and patients will want to keep them going.
We take a scholarly, evidence-informed approach to curriculum design
that leads to rigour and quality. We look at other models of active
learning, conduct needs assessments, and evaluate both short and longer
term outcomes. We innovate and learn through small-scale pilots. All
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our programmes have ongoing mechanisms to obtain feedback from stu-
dents, faculty and patients so that we can monitor and maintain quality.
Our connections with the community (relationships and conversations)
are structured so we already have a vetting process before people become
involved in our programmes since organisations know their volunteers
and they and peers can make recommendations. The staff of organisa-
tions are best suited to recruit and support patients as they know their
members’ skills and abilities, special needs, individual circumstances,
and readiness to participate. We have a rigorous selection process for
the HMP that has resulted in high quality mentors who have impressed
faculty with their enthusiasm and wealth of expertise. As a consequence
the HMP has been our ‘flagship success’ and marked a turning point
in the sustainability of our work. Students were enthusiastic, and when
faculty read the honest and authentic student reflections they became
champions. It raised our profile and credibility. The publications and
presentations that result are also important for recognition of our work
locally and beyond (e.g. Cheng & Towle, 2017; Towle et al., 2016;
Ruitenberg & Towle, 2015).

Strong Leadership and Personal Interest

Strong leadership has been identified as an important factor in imple-
menting all educational innovation, including partnering with patients
(Brault et al., 2016). In our case leadership came from two faculty mem-
bers who were recognised leaders in the field of shared decision-making.
Between them they had different but vast experience in educational
design, delivery, innovation, grant writing and scholarship. Through pre-
vious leadership roles they had forged many connections with faculty
in the different health programmes and earned credibility in their own
institution (social capital). Their leadership was based on a clear vision
of patients as educators, underpinned by a set of guiding principles. The
solid goal/philosophy (informed, shared decision-making) allowed them
to talk to others about our rationale and use as a lens for others and
ourselves (touchstone).
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Infrastructure and Resources

Of critical importance to the sustainability of university-community
engagement is the broker or boundary spanning role (Weerts &
Sandmann, 2010) to manage and maintain connections with both the
community (individual patients and organisations) and the academy.
Our unit (consisting of two faculty co-directors, two full-time staff and
one or two student staff ) plays this role and is the holder of many
relationships. We have adopted a number of approaches to build and
maintain community relationships that foster long-term commitment
for sustainability. Regular community consultations and dialogues, and
the Patient and Community Fair (made possible because of community
interest) have resulted in large and growing number of community con-
tacts (patient groups, non-profits). A monthly newsletter has created a
sense of being part of an active community even though an individual’s
involvement may be episodic. The continuity role our unit plays main-
tains relationships with organisations when staff turn over.
We have developed over time a pool of experienced patient educa-

tors and provided acknowledgement of their contributions in the form
of certificates, photos, awards, and support meetings, as well as imme-
diately accessible support when things are not working. The relation-
ships we have with patients allow us to be sensitive to their cycles of
wellness and know when they are interested in deeper involvement or
unable to meet commitments to the programme. We manage difficult
situations such as when mentors become too ill to continue or die, sup-
porting their students and also honouring those who have died. Sharing
one’s story takes a toll and we need to be mindful of the burnout fac-
tor and/or life getting in the way. We recruit new mentors each year to
replenish the pool as well as increase diversity, and we find alternative
roles that patients may play if they are unable to be a health mentor. We
go to great lengths to involve patients/community in co-presenting (e.g.
at conferences, research rounds) and co-authoring publications. Sharing
power deepens their investment in us and creates deeper levels of com-
mitment from community.
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Our wide community connections and engagement expertise is avail-
able as a central resource to the health professions faculty, reducing the
burden for faculty who are trying to involve patients on their own but
do not have, or only have restricted, relationships with the community.

Student Interest

Students play important roles in sustainability through their interest,
motivation and feedback on positive experiences. Students recognise the
limits to textbook and classroom learning; patients are able to tie in
the current real-world events that affect their lives, bring out-of-the-box
thinking into the mix of textbook learning or provide a ‘real case study’.
They reinforce the classroom teachings but also highlight that there are
sometimes different perspectives. Students are inspired when they learn
about the lived experience of health and health care from patients in a
setting where they are not responsible for their care or providing a ser-
vice, and in a safe environment where they can ask sensitive questions
and explore difficult topics. They contrast it to drier ways of learning IPE
such as contrived case-based learning or on-line modules. They also want
opportunities that set them apart from peers and better prepare them for
the workplace. Through reading student reflections (that are not defined
or scored according to a rubric but simply provide a basis for conver-
sation) faculty recognise and value the power of these experiences with
patients and how it results in learning at the affective level. In patient-
led IPE, students are focused on the patient and the contributions of
their profession to their care, rather than on professional identities or
hierarchies. The patient experience thus unites students in ways that are
meaningful and constructive rather than competitive.
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Organisational Setting

Institutional Funding

Sustainability would be impossible without institutional funding. We
took advantage of small amounts of money available on a regular basis for
educational innovation through the university. For example, the Teach-
ing and Learning Enhancement Fund, a low-barrier fund for educational
innovation, and the Equity Enhancement Fund for community-based
initiatives that enhance equity, diversity, and inclusion at UBC. Although
short-term, these funds forced us to be nimble and do pilots, to be con-
tinually innovating. The challenge has been to find funding to sustain
these successful innovations when project funding ends. The Ministry of
Health Special Populations fund gave us stable funding over a number of
years for our work with indigenous communities and other marginalised
populations. Over the past few years we have received institutional fund-
ing from UBC Health on an annual basis to partially cover the costs of
our patient engagement activities because we have been able to demon-
strate the benefit. However, we have not yet secured permanent ongo-
ing funding for our work. We have made several unsuccessful attempts
to work with university fund raisers to find support from corporate or
alumni donors, though we still believe there are missed opportunities.

High Level Administrative Support

There is a central body that provides coordination across all the health
and human service programmes at UBC and that is the home for IPE.
Although the institutional identity of this body has changed over the
years it has given us a permanent home and infrastructure and some
financial support. Its leaders have supported and encouraged us, and
facilitated relationships with health professional programmes. However,
turnover of leadership and key faculty resulted in loss of champions at
several levels and the need to re-make the case for our work every few



15 Building and Sustaining Patient and Community Partnerships … 285

years. High level support and institutional funding are critical to com-
munity organisations because it signals how much effort will likely be
put into maintaining this outside relationship.

Institutional Culture

Institutional culture is made manifest through university policy. UBC
has made commitments through its strategic plan to Community
Engagement and Student Transformative/Experiential Learning. Both
these commitments are relevant to our work and legitimise what we
do. In demonstrating its commitment the institution provides oppor-
tunities for us to present our work, through news stories and presen-
tations at showcase events. Sustainability is enhanced if you are able
to hitch your wagon to whatever relevant institutional policies there
are, including re-using the same words as appear in strategic plans. We
have also shaped policy, for example by facilitating development of the
UBC Health Patient Engagement Framework that generated recommen-
dations approved by the UBCHealth Council (leaders from all the health
professional programmes). We have subsequently used these recommen-
dations to legitimise our work, so setting the path for future sustainabil-
ity. In another example, establishment of a named award (the Kerston
award) in 2014 to honour outstanding patient and community educa-
tors who have made a difference to student learning at UBC, triggered an
institutional change when it became included in the work of the central
awards committee. Recognition of need for patient/community mem-
bers on that committee to judge the award led to patient/community
membership on other committees.

Conclusions

The strengths of our work that contributed to sustainability were: build-
ing trust between university and community; high quality programmes;
strong relationships with leaders /significant champions in the university
and community; student evaluations; culture of safety; constant efforts to
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evaluate, disseminate and publish. Adaptability was essential to sustain-
ability, not just an outcome. Working with the community drives ways
of adapting (few people in the community can afford to provide long-
term commitment like the HMP but more people can show up for a
one-off interview with a student). Sustainability has also been due to the
resilience of the volunteer patients who had the strength and support to
live with their chronic conditions and are dedicated to helping students
learn despite their own health problems. Their resilience is matched by
that of PCPE members who have persisted in their vision and found cre-
ative ways to overcome challenges, and who have had the fall-back of
regular jobs and/or tenure if their experiments were unsuccessful.

Overall the barriers to the sustainability of our work came from inside
the institution; environmental factors were facilitating. Barriers included:
competing institutional priorities; systemic problems with IPE such as
scheduling, funding, assigning credit and extra workload; curriculum
changes; turnover of faculty. We had to work continually to raise and
maintain the profile of our work, but it was hard to find time for mar-
keting and engaging with faculty when we were busy innovating and
seeking funding.

In conclusion, our key messages for the sustainability of patient and
community involvement in IPE are: the importance of relationships at
different levels (student-patient; PCPE-organisation); long term commit-
ment leading to other opportunities for involvement of the community
and academy; reciprocity (mutual benefits); and the importance of cre-
ating positive experiences.

Note

1. We use the word ‘patient’ as an umbrella term to include people with
health conditions (service user, client, consumer, etc.), their caregivers
(including carers, parents and family members) and others with relevant
lived experience (community member, citizen or lay person).
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16
Interprofessional Collaborative Leadership

in Health Care Teams: From Theorising
toMeasurement

Carole Orchard, Margot Rykhoff, and Erin Sinclair

Background

It has long been presented that leadership roles in health care are held
by individuals who have a formal title and responsibility to hire, to
monitor, and to evaluate those under their direct supervision. Theories
of leadership have usually considered describing a leader as an indi-
vidual who has some characteristics that are associated with leading
or using skills to guide others. More recently, leadership scholars have
challenged this view in light of the shifting trends towards team based
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practice in organisations and in particular health care settings. Since the
early twenty-first century a shift in viewing the leader as working with
followers through a relational perspective is being proposed.
While a number of books have been published with a focus on Col-

laborative Leadership many view this form of leadership between a focus
on organisations, (Archer & Cameron, 2009) or as part of communities
of practice (Frydman, Wilson, & Wyler, 2000). The latter seems to be
more related to collaborative leadership within health care teams. At the
same time, rarely is there consideration given to the traditional organisa-
tional leader and their workers whom they supervise within even newer
models of leadership. One example of this is the focus on authentic lead-
ership (Avolio & Gardner, 2005) which begins to focus on followership
or leadership within the context of the leader’s role. There is an emerging
scholarship within organisational management leadership beginning to
explore team leadership focusing on ‘shared leadership’ (Bligh, Pearce,
& Kholes, 2006; D’Innocenzo, Mathieu, & Kukenberger, 2016; Hoch,
2012; Klein, Ziiegert, Knight, & Xiao, 2006; Muethel & Hoegl, 2013;
Nicolaides et al., 2014; Wang, Waldman, & Zhang, 2014), leader-
ship structures and processes (Morgenson, DeRue, & Karam, 2010);
and distributed leadership (Mehra, Smith, Dixon, & Robertson, 2006).
Rarely is the combination of formal organisational and team leadership
addressed with the exception of the work by Ensley, Hmieleski, and
Pearce (2006), Pearce (2004) and Pearce and Sims (2002). Thus while
there is a growing attention to the process of leadership which according
to Northouse is ‘a process whereby an individual influences a group of
individuals to achieve a common goal’ (Northouse, 2019, p. 5) rarely is
it envisioned within the context of health care team collaboration.
The implementation of the Canadian Interprofessional Health Col-

laborative’s Interprofessional Collaborative Competency Framework
(CIHC) in 2010 identified collaborative leadership as a competency
domain for health providers who share the leader role as collaborators
within their teams. Collaborative leadership is described as: ‘learn-
ers/practitioners work[ing] together with all participants including
patients/clients/families, to formulate, implementation and evaluate
care/services to enhance health outcomes’ (CIHC, 2010, p. 15).
There has been some work done in the area of clinical leadership.

Patrick, Laschinger, Wong, and Finegan (2011) published a measure for
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staff nurses providing direct care that utilised Kouzes and Posner’s Lead-
ership Elements (2007) but did not focus on the attributes being used
related to team working and their collaborative leadership. Edmonstone
(2009) also discussed the importance of focusing on clinical leadership
as a part of sharing the leading with health providers in direct care, but
no measure for this form of practice was presented. Thus there is a gap in
the literature that fully explores the conceptualisation and measurement
of Interprofessional Collaborative Leadership within the health care team
context. The purpose of this chapter is to address this gap.

Literature Review

A growing number of authors have published papers focusing their schol-
arship and research specifically on forms of team leadership (Chen,
Kanfer, Kirkman, & Allen, 2007; Pearce, 2004; Pearce & Sims, 2002;
Raelin, 2006; Salas, Cooke, & Rosen, 2008) with each providing more
clarity around how team leadership could be enacted.

Raelin (2006, 2011) is a strong proponent of new ways of addressing
team leadership. He states ‘the dominant Western tradition of centering
leadership within the individual, [there is a need for] replacing this ori-
entation with a focus on practice including the social interaction among
the practitioners to the activity in question’ (2011, p. 199). Raelin
puts forward what he terms leaderful practice (2011) as a collaborative
agency in teams (2017). He identifies this form of practice leadership as
‘collective action emerging from mutual, discursive, sometimes recurring
and sometimes evolving patterns in the moment and over time among
those engaged in the practice’ (2017, p. 216). In contrast Pearce and
colleagues have focused on the intersection between formal leaders in an
organisation and their interface with those within their areas of responsi-
bility who function in teams. Pearce (2004) presents the view that both
are relevant but vertical leaders need to be able to assess when shared
versus directive leadership is required; how to prepare teams to enact this
shared leadership within their work group; and how shared leadership
can utilise the best capabilities within knowledge workers. Pearce and
Sims (2002) also studied vertical versus shared leadership associated
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with change management and found vertical and shared leadership
is significantly related to team effectiveness. They also found that
shared leadership is a predictor to team effectiveness and concluded
that vertical leaders need to enact transformative, transactional, and
empowering leadership practices to support team effectiveness (2002).

A number of papers were found that are beginning to study associ-
ations between shared leadership and both team effectiveness and team
performance (D’Innocenzo et al., 2016; Ensley et al., 2006; Mehra et al.,
2006; Wang et al., 2014). Most of the authors have focused on structural
elements within team leadership with limited attention to relational and
social dynamics within the teams. Only one of the articles found focused
on professionals in a team and identified a variance between profession-
als within a team who due to their professionalisation seek for autonomy
(Muethel & Hoegl, 2013). When one professional asserts a position
within the team their ability to influence acceptance of the viewpoint is
more readily challenged by another professional who holds a divergence
to that position (Muethel & Hoegl, 2013). Given that health care teams
are comprised of a number of professionals from different disciplines, the
above dynamic is likely consistently at play and needs to be considered
within the context of health care practice. Bligh et al. (2006) provided an
interesting perspective that may have some credence to professionals and
their functioning within teams. They suggest that each member needs
to have developed self-leadership in order to have effective team based
leadership. They suggest that self-leadership is comprised of their sense
of individual trust, self-efficacy, and commitment to the work which
then influences how they share in leadership which is further moderated
by team interdependence and task complexity evolving into knowledge
creation (Bligh et al., 2006). In further papers Wang et al. (2014) and
D’Innocenzo et al. (2016) identified complexity of work as impacting on
team effectiveness. Wang et al. (2014) assert that what is shared between
team members influences their team effectiveness and improves when
the work is more complex, while D’Innocenzo suggests that while team
tasks are significantly moderated by complexity, there is a point when
the level of complexity can impact negatively on performance. What
this balance is needs to be further studied. Given that health care teams
deal with new patients having increasing complexity and uncertainty
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for their care needs, rarely do individual professionals have the required
knowledge, skills, and expertise needed to deal alone with their total
care. Thus what might be the maximum level of complexity in health
care teams to work effectively together to achieve shared goal outcomes is
beyond simply attending to team performance issues. This is particularly
relevant within the strong ethos of many health care systems pressuring
for higher levels of performance as a means to contain costs within a care
environment comprising increasingly complex patients (Hunter, 2008).

A further challenge in understanding collaborative leadership within
client-centred collaborative practice in health care is the inclusion of each
patient into their health care team’s collaborative care. A dimension that
has not been addressed as yet in literature found.
While there is growing literature on shared leadership in teams, in

most cases this form of leadership does not address the uniqueness of
health care teams. Team leadership that allows for the dynamic shifting
in teamwork within each patient’s care coupled with dealing with groups
of diverse health professionals representing varying disciplinary foci
coming together in such new models of leadership. Hence, while shared
leadership and the studies and theorising associated with this form of
leadership have been helpful, it required a deeper understanding of the
meaning of interprofessional collaborative leadership. Leadership that
addresses the fundamental understanding of what is this form of and
how might it be enacted, and measured. In the remainder of this chapter
we will re-introduce our theorised model of leadership, provide a syn-
opsis of a concept analysis of interprofessional collaborative leadership
leading to the development of an instrument to test for this form of
leadership within health care teams and finally the initial testing of the
new measure.

Theorised Model of Leadership

What then are the unique elements in interprofessional collaborative
leadership? Orchard, Sonibare, Morse, Collins, and Al-Hamad (2017)
proposed that within such health care teams there is: an interdependency
in their work, a sharing in responsibilities for patients’ care leading to
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effective outcomes, viewing themselves members of a cohesive partner-
ship, and having the capacity to manage their relationships with each
other. If we then apply the conceptualisation of both Raelin’s leadership
practice to the team itself along with Pearce’s view of vertical and shared
leadership, a theorised model was proposed by Orchard and Rykhoff
(2014). In this model an inter-relationship between vertical (formal)
leaders proposed by Pearce and Sims (2002) discussed above and a collab-
orative team with linkage between both through relational coordination
as proposed by Gittell, Godfrey, and Thistlethwaite (2013) is presented.
Relational coordination as theorised by Gittell (2002) comprises working
relationships that integrate shared goals, shared knowledge, and mutual
respect. Support for the interface of relational coordination between for-
mal (vertical) and collaborative leadership in health care relates to the
three mediators of intergroup contact theory found by Pettigrew and
Tropp (2008). These being: reduction of anxiety in coming into a team,
with the team members showing both empathy and respect for the new
member, and then clarification of others’ roles at both a contextual level
(focal role) and at a team functioning level (functional role) (Fig. 16.1).

If we relate back to Gitell’s constructs of relational coordination one
can see an interface with shared knowledge and mutual respect. This
interface then focuses teamwork being on shared goals in addressing each
patient’s needs. While the literature cited does present other concepts to
consider that might descript the elements associated with collaborative
leadership, at the present time the theorised model integrates Kouzes and
Posner Leadership practices (2006). These being: challenging the process,
inspiring a shared vision, enabling others to act, modelling the way, and
encouraging the heart. In Table 16.1 is shown how both a vertical leader
and a team using collaborative leadership would demonstrate these ele-
ments.

Studies are now needed to test this theorised model to determine
its relevance to interprofessional collaborative practice. While measures
were available to assess vertical leadership, relational coordination and
leadership practices there were no validated instruments located related
specifically to the application of collaborative leadership to team-based
collaborative leadership. Thus the need is to learn whether the constructs
of collaborative leadership accurately measure this form of leadership.
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Fig. 16.1 Framework for integration of vertical and collaborative leadership
(Source Orchard & Rykhoff, 2014)

This resulted in Rykoff, Orchard, and Wong (2015) conducting a con-
cept analysis of collaborative leadership as applied to interprofessional
health care teams.
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Concept Analysis

A concept analysis of ‘collaborative leadership’ was undertaken using the
strategy proposed by Walker and Avant (2011). For the purposes of this
chapter the meaning of the concept, a literature review on the current
use of the concept, the identification of the attributes, antecedents and
consequences leading to a definition will be provided. An independent
article on the total process is in review for publication.

Meaning of the Collaborative Leadership

Although there are definitions for terms that include ‘collaborative’, ‘col-
laboration’, and ‘leadership’ as single concepts, the combined words ‘col-
laborative leadership’ were not found in either of the online dictionaries
(i.e. online Lexico English Dictionary or online Merriam-Webster). Like-
wise, none of the medical, nursing, or allied health dictionaries provided
a definition of ‘collaborative leadership’. The CIHC collaborative lead-
ership domain as stated earlier in this chapter describes this domain as
‘Leaders/practitioners understand[ing] and can apply leadership princi-
ples that support a collaborative practice model by supporting the fol-
lowing collaborative functions: promoting patient outcomes, facilitating
working relationships, team processes, decision making, positive climates,
shared leadership, and principles of quality improvements’ (p. 15). A cul-
ture of collaborative leadership seems to require teams to contribute their
combined knowledge, skills and expertise in transforming patients’ care
(Nickitas, 2012).

Literature Search

An in depth literature review was carried out searching several databases
including: Academic Search Complete, Business Source Complete,
Cumulative Index to Nursing and Allied Health Literature, Medline,
PubMed, Proquest, and Google Scholar. The search applied keywords of:



300 C. Orchard et al.

‘collaborative leadership,’ ‘shared leadership,’ ‘shared governance,’ ‘shared
decision making,’ ‘interprofessional collaborative practice,’ and ‘health
care teams’. A further search of books on shared or collaborative leader-
ship was also undertaken. Finally grey literature from organisations, such
as the CIHC, and Institute of Medicine (IOM) was reviewed resulting in
a total of 14,638 citations. Next a narrowing of the search focusing on
‘collaborative leadership’, ‘shared leadership’, ‘interprofessional collabo-
ration’ (IPC), and ‘frontline health care teams’ reduced the total to 1092
articles. The titles and abstracts of these articles were reviewed using the
CIHC working definition of collaborative leadership that reduced the
articles to 116. Finally the full paper of this latter group of articles was
carried out and a further 80 were eliminated due to their lack of rele-
vance to team based practice in health care. Thus the final literature used
for this review included 36 papers (Fig. 16.2).
The literature reviewed is more focused on shared rather than collab-

orative leadership within teams and is most frequently associated with
project work. Only in health care is the role of the patient within the
team discussed as part of collaborative team leadership. At the same time
discussion related to collaborative or shared leadership has been found
in several disciplinary fields including: arts (Kramer & Crespy, 2011);
business (Archer & Cameron, 2009; Carson, Tesluk, & Marrone, 2007;
Chrislip & Larson, 1994), psychology (Bligh et al., 2006; Drescher,
Korsgaard, Welpe, Picot, & Wigand, 2014), education (Morrison &
Arthur, 2013; Raelin, 2006), and military studies (Lindsay, Day, &
Halpin, 2011). Within these fields the focus has been on collabora-
tive leadership within the context of team effectiveness as an outcome
of shared leadership processes. Collaborative leadership has also been
reported as a predictor of organisational success (Archer & Cameron,
2009).

Elements associated with shared leadership include: common shared
goals, knowledge and work alignment, and a shared agreement to inte-
grate members’ own interests within those of the teams (Drath et al.,
2008). Overall, there is consistency in viewing shared or collaborative
leadership as a form of leadership within a group of individuals who
share a common goal to reach an agreed upon outcome. However,
within health care an added unique feature of this form of leadership
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Fig. 16.2 Literature research refinement process

is the inclusion of the patient as a member of the collaborative team
(CIHC, 2010; Kneibel & Greiner, 2003; WHO, 2010). Thus collabora-
tive leadership within health care settings is seen as having elements that
are both convergent and divergent from those discussed in the literature
reviewed. Thus there does not seem to be a consistent understanding of
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the conceptual clarity around collaborative leadership that necessitated
an exploration of its relevant attributes, antecedents and consequences.
And how this will fit into the previously presented theorised model of
collaborative leadership. While the literature reviewed was helpful in
understanding the elements that comprise the structure of collaborative
leadership, it was somewhat limited in exploring the relational aspects
such as what comprises how teams arrive at shared goals, shared knowl-
edge, and enact mutual respect. Therefore, a more in depth analysis of
the literature related to relational aspects associated with the meaning of
collaborative leadership was undertaken.

According to McCallin (2007) interdisciplinary leadership is a form
of shared leadership applied within a specific situation where all team
members are prepared to assume responsibility for their shared care plan-
ning and goal setting. In a patient care situation shared care planning is
dependent on unique needs of each patient. Other authors have focused
more fully on specific situations and those aspects that need to be
addressed within a team. One aspect presented is situational awareness
(Bleakley, Allard, & Hobbs, 2013; Mackintosh, Berridge, & Freeth,
2009) while Van Vactor suggested situational awareness also incorpo-
rates a mindfulness around how team members share their combined
knowledge, skills and expertise (2012). Situational awareness is defined
as a process in which team members present their unique knowledge
and skills that can be considered to address specific needs within each
goal setting event (Bleakley et al., 2013). Being mindful seems to relates
to how individual team members consider how the team identify a plan
of care that has the capacity to overcome patients’ identified health
and social challenges (Van Vactor, 2012). Casimiro, Hall, Kuziemsky,
O’Connor, and Varpio (2015) suggest that when a team uses situational
awareness there is a greater opportunity for engaging patients in their
own care (i.e. a fundamental aspect associated with interprofessional col-
laborative patient-centred care). For example, in any patient encounter
with health professionals the care interface is not directed by a vertical
leader but by the team of health professionals working together to
develop interventions for a specific patient in addressing the means to
overcome health issues for which they are seeking help (Pearce, Manz, &
Sims, 2014). In contrast, mindfulness focuses on how each team member
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focuses his/her attention to the context (situation) and to its variability
needed to be attended to (Langer, 2014). Langer further asserts that
when a person is attending to its variability there is an allowance to
ensuring we are not being judgmental of others and being respectful to
others views (Langer, 2014). Mindful people allow openness to others
that can encourage innovation through new ways of thinking from the
sharing of differing perspectives (Langer, 2014). Thus both situational
awareness and mindfulness appear to be two relational aspects that need
to be present for team members to enact collaborative leadership.

How team members then work together is dependent on their ability
as a team to have shared purposes, and vision about their teamworking
and how it will be applied to each patient situation (Chong, Aslani, &
Chen, 2013; Weller, Barrow, & Gasquoine, 2011). Hence, collaborative
leadership is about how team members agree to work interdependently
with each other to achieve shared goals (van Schaik, O’Brien, Almeida,
& Adler, 2014). Weingardt (1996) suggested that when professionals
work ‘across each other’s’ professions (e.g. in his paper engineers work-
ing with architects) there needs to be a partnering between these two
professions to achieve a shared outcome. He termed this partnership
as needing a symbiotic relationship. This approach was in response to
ongoing disagreements between the two professions that impeded their
shared work. In health care Li (2004) presented a slightly different
dimension to a relationship between patients and nurses as being about
what she termed as symbiotic niceness that she defined as ‘the sharedness
of patients and nurses’ experiences and a reciprocal notion of therapeutic
help’ (p. 2571). If we expand this thinking into teamwork, it can relate
to how team members work together in a reciprocal relationship in
which there is respect for each other’s contributions to their teamwork-
ing. These contributions then can result in achieving set goals for the
team and for their patients’ care (Anonson et al., 2009; D’Amour,
Ferrada-Videla, Martin-Rodriguez, & Beaulieu, 2005; Henneman, Lee,
& Cohen, 1995).
Therefore, while collaborative leadership requires a situational aware-

ness and mindfulness it also needs to comprise a willingness of team
members to enter into symbiotic relationships that allow for reciprocal
sharing between its members for the purpose of achieving team goals
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(Anonson et al., 2009; van Schaik et al., 2014; Weller et al., 2011).
To achieve the above necessitates a team as a whole, utilising shared
assets that individual team members bring into their collaborative work
(Bethea, Holland, & Reddick, 2014; Thompson, Navarra, & Antonson,
2005; Van Vactor, 2012). Costa’s (2003) conceptualisation of trust in
teams is comprised of two dimensions—cognition and affect-based that
is helpful in understanding team trust. In health care teams when a new
member enters into a relationship with other team members that person’s
competence in professional practice is first assessed (cognition) and then
the person’s ability to ‘fit into’ the team follows (affective-based) (Costa,
2003). It then seems that the capability of each member to competently
contribute his/her skills and expertise to the team’s work is a requirement
for IP collaborative leadership. Weller et al. (2011) suggests this sharing
also needs to include known information, and their understanding of
mental models associated with care (Weller et al., 2011), along with
each member’s contribution to team decision making, and willingness
to share power with each other (Bohmer, 2013; Jabbar, 2011).
When power is shared within a team and collective trust exists within

the membership it opens opportunities for any of the members to par-
ticipate in leading the team. The ‘leading’ role is more associated with a
coordination and follow up across the membership related to each agreed
upon plan of care, rather than as a traditional ‘directing role’ enacted
through vertical leading (Orchard & Rykhoff, 2014). In the competency
domain for IP collaborative leadership all team members are expected to
be willing to lead the team with the support and cooperation of their
fellow team members (CIHC, 2010). Hence in a health care team all
members demonstrate a willingness to assume a collaborative leadership
role and in so doing contribute to the team’s credibility (Frenk et al.,
2010; IOM, 2010). Collaborative leadership necessitates interdependent
working relationships; effective team processes; shared decision making,
shared expectations; and focusing on continuous quality improvement
(Adams, Greiner, & Corrigan, 2001; IOM, 2003; Markle-Reid et al.,
2017; Saint et al., 2010).
In summary, the literature reviewed and the concept analysis process

applied resulted in the following definition of ‘collaborative leader-
ship’ as a dynamic process with four critical attributes that constitute the
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phenomenon—(a) situational interactive process (mindfulness, complex-
ity of care required, facilitating patient-engaged care), (b) collaborative
interdependence (symbiotic relationship, respect, trust for each other’s
expertise, shared capacities to achieve goals), (c) shared assets (informa-
tion, mental models, decision making and power), and (d) capacity to
lead (professional competence, knowledge, skills, expertise, credibility in
the team) (Rykhoff, Orchard, & Wong, 2019). Each of these attributes
was then explored within further literature to gain a depth of under-
standing of their meaning within collaborative leadership (Fig. 16.3).

Next the attributes were reviewed to consider which antecedents are
needed to ensure they can be enacted (Walker & Avant, 2011). Personal
factors such as professional role awareness and competence (Baker,
Egan-Lee, Martimianakis, & Reeves, 2011) are foundational to allow
for the attribute of situational awareness to be present. Environmental
factors may also influence a team member’s personal factors such as
complexity of patient care (Casimiro et al., 2015), team members’
perception of their psychological safety at both team and organisational
levels (Nembhard & Edmonson, 2006; van Schaik et al., 2014), team

Fig. 16.3 Collaborative leadership attributes with sub concepts (Source Rykoff
et al., 2015)
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trust (Barczak, Lassk, & Mulki, 2010; Costa, 2003; McAllister, 1995)
and structures within an institution or agency that are perceived to
support team work (Nembrand & Edmonson, 2006).

Finally each attribute was considered as to what would be the
consequences if both the antecedents and attributes were present.
Consequences then are the outcomes of a concepts attributes to goal
achievement within a team (Walker & Avant, 2011). Overall when the
attributes are present the outcomes can be considered at the patient,
health care team, and institution/agency levels. For the patient there
is a likelihood of enhanced health outcomes resulting from decreased
potential patient safety issues and care fragmentation (CIHC, 2010;
Adams et al., 2001; IOM, 2003; Markle-Reid et al., 2017; Saint et al.,
2010). For the health care team members, it has been reported that
collaborative teamwork results in enhanced job satisfaction through a
sense of empowerment (Boyle & Kochinda, 2004; Houghton, Pearce,
Manz, Courtright, & Stewart, 2015; Nembhard & Edmondson, 2006).
Benefits for health care institutions/agencies could be through reduc-
tions in staff turnover, shortened patient lengths of stays (for inpatients),
fewer patient untoward events from the impact of effective teamwork
from IP collaborative team leadership (Poulton & West, 1993; West
et al. 2015). Figure 16.4 outlines the attributes, their antecedents and
consequences of IP collaborative leadership.

Fig. 16.4 Antecedents, attributes and consequences of collaborative leadership
in interprofessional teams (Source Rykoff et al., 2015)
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Development and Testing of the Assessment
of Interprofessional Collaborative Leadership
Scale (AICLS)

To lay the ground work for the Assessment of Interprofessional Collabo-
rative Leadership Scale (AICLS) instrument development the attributes
emerging from the concept analysis developed by Rykoff et al. (2015)
were studied further to identify attributes that could be measured
including: situational interactive process, collaborative interdependence,
shared assets and capacity to lead. A literature review for each was
further carried out to determine what constructs could be used to create
items for measuring the attributes. This process resulted in selecting
sub-constructs for the generation of items that impacted both situational
awareness and collaborative interdependence. A transformation from the
stated attribute for situational awareness became the construct for symbi-
otic relationship and mindfulness for collaborative interdependence. Care
was taken to ensure all the intents from the concept analysis and mean-
ings of each attribute were captured in the item generation. Both shared
assets and capacity to lead were retained as identified in the analysis.
An operational definition for each of the constructs for the AICLS was

then generated.
Symbiotic relationship: is a collaboration in which team members

have their own well-established roles and also mutually adapt to changing
demands of the dynamic

Mindfulness: is a thoughtful and extended focusing of one’s attention
on immediate experiences as they transpire

Shared assets: are environments that encourage an openness to
distribute knowledge, skill and expertise within a team and

Capacity to lead: is a willingness to both lead and accept account-
ability for the position of leadership (Sinclair & Orchard, 2018).

Finally an operational definition for collaborative leadership reflect-
ing the instrument constructs was arrived at, this being ‘Collabora-
tive leadership occurs when all members of a team, including the
patient/family, symbiotically accept their capacity to lead the group
by demonstrating mindfulness of the value in working together, and
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using their shared assets to assist patients to reach achievable and desired
health outcomes’ (Sinclair & Orchard, 2018).

Item Generation

In the next phase of the AICLS item generation was carried out. A total
of 28 items that were believed to reflect each of the concepts within
the four attributes were generated. Symbiotic Relationships comprised
5-items; mindfulness 9-items; and both shared assets and capacity to lead
each contained—7 items. The initial items generated are provided below.

Following the item generation a Content Validity Assessment was
carried out (Table 16.2).

CVI Review

A group of 12 international interprofessional experts (from Canada,
US, UK, Australia, New Zealand and Germany) were contacted and
requested to rate each of the AICLS’ 28 items using a 5 point rating
scale (1 = never to 5 = always) and a content validity index (Lynn,
1986) using a 4 point relevancy scale with 1 = completely irrelevant
to 4 = extremely relevant was provided in an online Qualtric Platform
(Turning Point National Program, 2017). Six of the experts completed
both the instrument and CVI index. The overall CVI mean was 15.32
(SD = .65); all of the subscales were rated from 3.66 to 3.96 out of
4.00 (symbolic relationships M = 3.96, SD = .08; mindfulness M =
3.84, SD = .13; shared assets M = 3.86, SD = .23; and capacity to
lead M = 3.66, SD = .21). Of the 28 items, only one item received a
score of 2 from one respondent—which seemed to be wording related.
A revision in the wording was carried out to finalise the instrument for
stage 2 testing. Thus, based on the CVI the instrument was rated to be
very relevant by the experts.
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Table 16.2 AICLS items by construct

Symbiotic relationships

1. Help the members to appreciate their contributions to the group’s
teamwork

2. Encourage team members to value each other’s individual expertise
3. Encourage team members to harness their complementary capabilities
(shared knowledge, skills & expertise) to address care plans

4. Allow all team members to have a chance to voice their opinions
5. Promote the team members’ seeing their shared outcomes as
meaningful and valuable

Mindfulness

6. Encourages team members to develop processes to lead to creating a
shared decision-making environment

7. Encourages team members to focus beyond the status quo (i.e. normal
way of doing things) on relevant key issues

8. Encourages team members to consider creative solutions to complex
patient/client care planning

9. Encourages team members to re-evaluate traditional ways of dealing
with similar situations

10. Encourages open discussions amongst all team members around
patient care issues

11. Is receptive to supporting team member suggested changes
12. Encourages team members to adapt to varying situations
13. Encourages team members questioning of things that do not make
sense

14. Supports team members’ creative innovation in solutions where there
is uncertainty to patient/client care planning

Shared assets

15. Ensure there are opportunities for all team members to share their
perspectives around patient/client care planning issues

16. Encourage team members to establish shared goals around their
teamwork

17. Facilitate team members’ adjustments to situational role needs
18. Encourage team members to participate in accepting responsibility for
their contributions within team decision-making processes

19. The decision-making process focuses on shared goals of all team
members

20. There is attention to encouraging integrated perspectives to facilitate
shared decision-making processes within patient/client care plan
development

(continued)
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Table 16.2 (continued)

Shared assets

21. When plans of care are implemented the work is distributed across
the team members depending on members’ capabilities

Capacity to lead

22. Team members support patients/clients being the collaborative leader
23. Team members are willing to serve in a team leading capacity when
asked

24. All team members accept ownership and accountability for their
shared teamwork

25. All team members contribute to common goals shared by the team
26. Team mentor one another to be able to lead the team effectively
27. There is support for the leader of the team rotating depending on
the needs for our developing care planning

28. Together we select the leader for our team

Initial Testing of the AICLS

Ethics approval for the next stage of testing was obtained by both the
Ethics Board at Western University and also from the practice site used
for the testing.

Study Design

A cross sectional validation of the AICLS was planned to be carried out
using both an exploratory factor analysis (EFA) and a confirmatory factor
analysis (CFA) to determine the final subscales’ evidence of its dimen-
sional structure and reliability. To carry this out a two staged analysis
process for validation of the instrument was planned.

Sample/sampling frame: Health providers working within a South-
western Ontario hospital were approached through the Vice President
of Patient Services and Chief Nursing Executive (VP & CNE) at the
health care setting. There was a planned sample size of 400 to allow for
both an EFA and a CFA of the instrument. This sample size would allow
for random separation of equal numbers of respondents into two groups
(Group A data would be analysed for the EFA and group B for the CFA.
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Data Collection

Once ethics approval was received the setting’s VP & CNE sent an email
(short summary of the study and URL to access the survey) invitation
via their settings’ intranet system to all staff. The survey contained both
the letter of information and the 28-item instrument located on the uni-
versity’s Qualtrics Platform (Turning Point National Program, 2017) was
accessed online by respondents. Respondents were asked to read the let-
ter of information and if they agreed to then complete the instrument
by rating each item on a 5-point rating scale (1 = never to 5 = always)
as well as entering their demographic information (gender, age, employ-
ment status, educational preparation and health provider role; years in
practice and years in current teams). Respondents’ implied consent was
obtained by completing the survey. All staff received reminders one week
after the initial invitation and a further reminder at the beginning of the
3rd week.

Data Analysis

Analysis of data was carried out using SPSS v. 26. A total of 101
responses were obtained which was far less than the 400 planned for.
Thus the plan for both an EFA and CFA was not feasible. We were able
to provide only a descriptive analysis of the data obtained and evidence
of reliability for the instrument.

Characteristics of the Respondents

Female respondents represented slightly more than three-quarters of the
pool (n = 74, 77.9%) while males were slightly less than one-quarter
(22.1%). The mean age of respondents was 43.22 years (SD = 12.395)
with a range from 21 to 66 years of age. Sixty-eight percent of the
respondents were employed full-time (n = 65) with one-quarter (n =
24, 25.3%) employed part-time and only 6.3% (n = 6) reporting they
worked on a casual or other basis. Slightly more of the respondents
reported their professional educational preparation as a bachelor degree
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Table 16.3 Characteristics of respondents to survey

Variable n Male Female Missing

Gender 101 20 (22.1%) 74 (77.9%) 7 (6.9%)
M SD Range

Age 83 43.22 12.395 21–66 years
Employment status n %

Full time 65 68.4
Part time 24 25.3
Casual/other 6 6.3

Educational preparation
Certificate/diploma 31 33.0
Bachelor degree 33 35.1
Master’s degree 11 11.7
Ph.D. 3 3.2
Other 16 17.0

(n = 33, 35.1%) than those with certificate or diplomas in their practice
fields (n = 31, 33.0%). Almost 16% of the respondents reported gradu-
ate preparation in their professions (n = 14). A further 16 respondents
selected other (Table 16.3).
When the respondents’ professional designations were analysed the

largest number of respondents reported being a registered nurse/clinical
nurse specialist (n = 47, 49.5%) followed by physicians (n = 17,
17.9%), practical nurses (n = 9, 9.5%), then respiratory therapists (n =
4, 4.2%) with equal numbers of both nurse practitioners and pharmacy
technicians (n = 5, 3.2%), and finally physical therapists (n = 2, 2.1%.
A further 7.4% of respondents selected other (n = 7) (Table 16.4).
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Table 16.4 Distribution of respondents across health professional roles by
percentage of total

10 15 20 25 30 35 40 45 50 5 0 

OTHER 

RESPIRATORY THERAPIST 4.2 

PHYSICIAN 

PHARMACYTECH 3.2 

PT 2.1 

OT 1.1  

NURSING (CNS) 2.1 

NURSING (NP) 3.2 

NURSING (RPN) 9.5 

NURSING (RN) 

DIETITIANS 2.1 

%

%

47.4

17.9 

7.4 

Results

Descriptive analysis of the ACLS items was carried out to assess the
means and standard deviations for each of the sub-concepts and overall
concept of collaborative leadership. Symbiotic relationship had a mean
of 19.35 (SD = 3.190); mindfulness had a mean of 33.56 (SD = 6.06);
shared assets had a mean of 26.18 (SD = 4.899); and capacity to lead
had a mean of 25.41 (SD = 4.135). The overall collaborative leadership
mean was 104.82 (SD = 16.747). Thus the evidence of collaborative
leadership within the respondent group showed a mean item score of
3.74 which indicates some areas where collaborative leadership has some
weaknesses.

Evidence for the reliability of the ACLS was carried out using Cron-
bach’s α. The overall internal consistency of the ACLS was .96 with its
subscales ranging from .85 to .92 (see Table 16.5). Thus the scale is show-
ing good internal consistency. Only one item has a corrected item-total
correlation less than .3 with the other 27 items ranging from .486 to
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Table 16.5 Means, standard deviations and internal consistency for overall scale
and subscales

Concept Items M SD Cronbach α

Symbiotic relationship 5 19.35 3.190 .868
Mindfulness 9 33.56 6.06 .920
Shared assets 7 26.18 4.899 .916
Capacity to lead 7 25.41 4.135 .853
Collaborative leadership 28 104.82 16.747 .961

.840. If the one item was removed from the scale the impact is only a

.002 decrease in the scale α. While the internal consistency appears to
be very good there are likely some items that are redundant and once a
full EFA and CFA are carried out it is likely that removal of cross-loaded
items may further enhance the reliability to closer to .90 (see Table 16.5).

Findings

The findings from the study demonstrate strong internal consistency for
each of the sub-scales with an overall consistency at .96. While the rec-
ommended maximum for an instrument consistency is .90 it means that
there are likely redundancies within the instrument. Once further test-
ing is carried out and its EFA and CFA are carried out it is more likely
that some items will be deleted. Further testing will provide evidence to
determine whether the AICLS is a reliable and valid instrument to be
used to measure collaborative leadership within interprofessional health
care teams. Further testing of the AICL is needed before this instrument
can be used for measuring this form of leadership.

Chapter Summary

We have provided an overview of the stages taken to theorise, to con-
ceptualise, and to define the meaning of collaborative leadership and
its attributes, antecedents, and consequences. These were then applied
in the development of the Assessment of Interprofessional Collaborative
Leadership and two stages of testing—content validity assessment and
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testing in a health care setting. Collaborative leadership is comprised of
four attributes—symbiotic relationships, mindfulness, shared assets, and
capacity to lead.
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17
Leadership Resilience in Collaborative
Practice Projects inMental Healthcare

in Sabah,Malaysia

Wendy Diana Shoesmith, Loo Jiann Lin, and Sue Fyfe

The issue of sustainability is a problem for many people trying to lead
projects, but it is particularly the case for informal leaders, who rely on
influence rather than power. The following excerpt describes the experi-
ences of one of the authors (WS) in trying to lead a collaborative practice
project, which provided the impetus for writing this chapter:

I have been running a project in a psychiatric hospital, to try to improve
collaborative practice. A ‘collaborative practice committee’ was started,
where staff, patients and carers discussed ways of improving collaboration
in the hospital. Although there was initial enthusiasm and high engage-
ment and turnout to meetings, the enthusiasm gradually reduced, both in
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the committee and in myself. Some of the reasons for that were that deci-
sions were made in the committee meetings and then not carried out, and
people who had been initially engaged were transferred to other places.
Meetings and training sessions were regularly postponed, normally due to
the limited number of staff having more responsibilities than they could
cope with. Some of the few initiatives that the committee implemented
were reversed. Time was limited for both the leader and the committee
members, and our core work and other projects started to take priority.
The turnout to meetings and engagement reduced and this reduced my
own motivation. However, there have been some positive outcomes from
the committee and these successes have recovered motivation.

This chapter attempts to answer questions about what makes a resilient
leader in collaborative projects in a low resource setting and explores
leadership in three community based collaborative practice projects in
mental health. The project leaders were interviewed as a part of a larger
research project aiming to understand the decision making environment
and design a new model of collaborative care for the mental healthcare
system in Sabah, Malaysia. The projects discussed in this chapter are ‘pas-
sion projects’ that were initiated and managed by the leaders themselves
and had not been ordered or commissioned by people above them in the
hierarchy. Resources and influence had to be gained, rather than com-
ing automatically. In this chapter we will also return to the concept of
‘distributed leadership’, which was discussed in the previous book (Shoe-
smith, Sawatan, Abdullah, & Fyfe, 2016) and consider whether the lead-
ership seen in these projects was a function of the individuals or an emer-
gent property of the networks of which they were part.

The Mental Healthcare System in Sabah

Sabah is one of the Malaysian states on the island of Borneo, with
a population approaching 4 million. The mental healthcare system is
slowly developing, but is still under severe strain, with approximately
0.5 psychiatrists per 100,000 people, which compares to 5.2 psychia-
trists per 100,000 in Kuala Lumpur and approximately 10 psychiatrists
per 100,000 people in Europe (Guan, Lee, Francis, & Yen, 2018). Other
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staff are also very limited, with around 40 trained psychiatric nurses and
only one clinical psychologist working in healthcare in the state public
sector. Patients coming to the psychiatric clinic will typically have only 5
minutes with a doctor who has not had formal training in mental health
and whom they have not usually met before. Religious professionals, tra-
ditional healers and community leaders fill the gaps in the system and
are the first contact for many patients (Shoesmith, Borhanuddin, et al.,
2018).
Qualitative research was carried out in 2013 to explore collaborative

practice in the mental health system (Shoesmith et al., 2017). We found
that most relationships within the healthcare system were hierarchical
rather than collaborative. There were six main factors that influenced
collaboration in the existing system: collaborative behaviours, autonomy
around decision making, motivation toward common goals and values,
relatedness (caring, trusting, feeling connected to others), resources and
motivation to collaborate. Barriers to collaboration in this system were a
hierarchical organisational culture, a lack of persistent relationships (e.g.
staff regularly getting transferred, patients seeing a different doctor each
time), a lack of resources (including a lack of time to collaborate and a
lack of staff trained in basic mental health skills and collaborative skills)
and a lack of motivation to collaborate—in that even though many staff
saw the value in collaboration they felt that it was too difficult to achieve
within the existing system.

In order to try and change or influence these system features, a ‘Col-
laborative Practice Committee’ was established, as described in the box
above. It aimed to use the research findings to create a model of collab-
orative care effective in Malaysia. Although this committee made many
recommendations, it was very difficult to implement them in the con-
text of the psychiatric hospital. However, three new collaborative projects
have developed which have been more successful. These projects are
described below, and the ways in which collaboration, motivation and
resilience have been developed and sustained by those leaders are then
explored.
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Project to Reduce Alcohol Related Harm

The Intervention Group for Alcohol Misuse was started in 2009 under
Mercy Malaysia (a medical NGO) by Dr. Helen Lasimbang (HL), a con-
sultant obstetrician and gynaecologist, who was the chair of the Sabah
chapter of Mercy Malaysia. This group grew into the Association for
Alcohol Misuse in 2016. In Sabah, high risk drinking and alcohol related
problems are prevalent among some communities (Mutalip, Kamarudin,
Manickam, Abd Hamid, & Saari, 2014) and some consider drinking
to be part of their culture. Projects have included training community
leaders to reduce alcohol related harm in their community, through mea-
sures such as preventing the sale of alcohol to children by village shops
and awareness building programs (Lasimbang et al., 2017). The group
has produced a ‘toolkit’ of materials for village leaders to help them run
activities and is now training village leaders in motivational interviewing
techniques. The group collaborates with the Ministry of Health, the
Church, schools, the university, NGOs and community organisations.
They have secured funding from a large international NGO and have
partners in Australia, Thailand and Sweden who advise and help support
the work. A new conference -the Borneo Quality of Life Conference—
developed from some of the collaborations with the alcohol work.

Collaboration of the Psychiatric Hospital
with Traditional Healers

This project was started in 2017, led by specialist psychiatrist Dr. Chua
Sze Hung (CS). In indigenous Kadasandusun communities Bobohizan
are village elders and spiritual leaders who perform rituals at traditional
ceremonies. In Sabah many people wish to rule out spiritual causes of
mental health disorders by seeking help from Bobohizan, before seek-
ing help from mainstream health services. Delays in seeking treatment
for mental disorders negatively affect outcomes and make recovery less
likely (Perkins, Gu, Boteva, & Lieberman, 2005), and traditional healers
are in a good position to help reduce delays in treatment seeking. This
project aims to train traditional healers to recognise mental disorders to
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ensure that treatment is given early, through a collaboration between the
psychiatric hospital and the Kadasandusun Association.

Collaborative Practice Project on the Island
of Labuan

Labuan is an island off the coast of Sabah with a population of approx-
imately 100,000. In 2016 Dr. Boon Seng Ng (BS) set up a psychiatric
service there that he has gradually built into a team of eight healthcare
workers trained in the principles of working collaboratively with patients.
He has used these principles from the outset, collaborating with school
counsellors, village leaders, local NGOs, other specialties, other govern-
ment departments and a local gym.
The leaders of these three projects were interviewed and transcripts

coded to better understand the factors that had made these projects suc-
cessful. All the leaders were well known by WS and she was one of the
team members in the alcohol project. Two of the leaders were also mem-
bers of the collaborative practice committee (BS and CS). All the leaders
gave written informed consent and this project was done as part of the
‘Collaborative care in psychiatry’ project which had ethical approval from
the Ministry of Health ethics committee. All of the leaders were sent the
manuscript to approve prior to publication. The transcripts were initially
open coded, using N-Vivo software by WS and SF and then discussed to
consider higher level themes. A decision was taken to use the same frame-
work that had emerged from previous research on collaboration, since the
themes were very similar: (1) Collaborative behaviours (shown in Table
17.1), (2) Motivation towards goals and values, (3) Autonomy, power
and influence, (4) Relatedness and personal connections, (5) Resources
and (6) Motivation to collaborate with others.
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Table 17.1 Collaborative behaviours seen in the leaders

1. Asking for, accepting and valuing help from others (asking for help,
referring to each other, appreciating and valuing the contribution of
others)

All three leaders regularly asked for help from others, referred to others
and showed appreciation of others. HL described how asking for help
required courage and sometimes led to rejection and that accepting
occasional rejection was an important part of resilience

2. Creating goals and a common vision
All of the leaders reported that common goals and values were
important for motivation. CS described how he deliberately looks for
common ground with the Bobohizan:

CS: yes. I think the most important thing in approaching the traditional
healer is that we are trying to find common things. There will be a lot of
differences but they do agree some things. So we talk about common
things first, before we talk about something else

3. Creating and respecting boundaries and roles
BS deliberately created a role for himself and made sure that people
understood this role by making himself known across the island

BS: And of course I’m trying to market myself - I’m not sure if this is
approved method - I’m trying to market myself as someone ‘Dr Boon -
mental health’. I am trying to familiarise people so that when they talk
about Dr Boon they think about mental health. So wherever I go they will
say ‘ah Dr Boon - I can ask about mental health’. Then they will approach
me about mental health

He also created roles for his team roles in leading projects
4. Sharing information and learning from each other
All three leaders described sharing knowledge and skills with the people
that they are collaborating with as well as these people learning and
sharing knowledge with them.

BS: during my mental health talk they actually point out and say ‘this
person might need some help’

5. Sharing decision making and creating a plan (including eliciting
opinions, sharing opinions, listening, giving opportunity to ask
questions)

BS described teaching his staff to do shared decision making with the
patients and discussing with the village leaders about how the project
should be done, finding out their ideas and expectations. HL regularly
uses shared decision making in community workshops to consider ways
to reduce alcohol related harm (Shoesmith, James, Lasimbang, Salumbi,
& Eckermann, 2018)

6. Sharing responsibility and accountability (e.g. proactivity and
assertiveness, offering to help, following the agreed plan)

It was clear that all three of the leaders were extremely proactive,
looking for opportunities, rather than feeling afraid of accountability.
This is clear from the way that they offer to help people and
deliberately find out what people want and need

(continued)



17 Leadership Resilience in Collaborative Practice Projects … 329

Table 17.1 (continued)

7. Sharing experiences, rewards and problems
The leaders tried to make the work rewarding for the other team
members. BS described how making the environment fun to work in,
for example cooking for them, was important for maintaining morale of
the team. Sharing the reward of meeting a small goal was mentioned
by CS

8. Undertaking activities together and sharing resources
BS described joint activities with other medical specialties, with the
welfare department and the special school department. He also
described how the resources of a local gym were used to help motivate
kids with behavioural problems, by giving a free session

Motivation Towards Goals/Values

All the leaders appear to have been initially motivated by values, partic-
ularly a belief in empowerment and compassion towards an underserved
group. Motivation was generally high for all the leaders and a common
factor was the persistence with which they worked at the projects and
the number of hours of work that they invested.

Chua: given that we are probably 1:300,000 [number of psychiatrists per
head of population] so everyone is overburdened with their own clinical work,
they rarely have time to do something new. So even the Bobohizan thing that
we have been doing, … we are actually doing it over the weekend. This is
something like medical volunteerism, it is passion driven.

All of them described motivation fluctuating and being affected by fac-
tors in the external environment as well as their own thoughts and
feelings. External factors which affected motivation included access to
resources (see section “Resources” below), the perceived response of other
people and the perceived outcome.

Effect of Values on Motivation

All project leaders were internally motivated by strong values, which
was the trigger for the projects starting and what recovered them dur-
ing times when things were not going so well. BS had been motivated
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seeing school children with mental health problems not receiving skilled
care and being managed by ‘disciplinary action’. CS was motivated by
seeing people not seeking help for treatable mental health problems and
realising that working together with traditional healers might mean that
more of them get help. The reasons for HL were extremely personal, in
that she had grown up in an environment with alcohol problems and
described stories of violence and illness of people who were close to her.

HL… there was a personal thing, in my village. I am surrounded by people
who drink. My parents don’t actually drink. My father drink but not very
much. My mum don’t drink at all. But I am surrounded by people who
drink and many of them actually become violent after they are intoxicated
with alcohol. And they don’t seem to have any place to go for help.

Empowerment was also mentioned as a motivator for BS and HL. As
well as triggering projects, values also led to persistence with the project
when things got hard.

HL: You know that it is for a good cause, so you just keep persisting and
doing it.

Effect of Perceived Outcome on Motivation

The way that the leader perceived the outcomes of the project affected
the motivation of the leader. BS and HL mentioned that their projects
were complex, with complex outcomes which were difficult to measure.
This affected motivation since they sometimes had doubt about whether
their projects were making a difference.

HL: I think the main challenge is that you don’t see the results. It is very hard
to measure the result. Whether you are actually making a difference. Should
I continue with this or not? Am I making a difference or not? We have been
working on this for so long.

And sometimes you work so hard and people don’t recognise -you don’t see the
outcome, especially in alcohol, you don’t see the outcome very fast. We have
been working in … for so long and you still see people drinking like crazy. So
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you are wondering whether you are making a difference at all. So that causes
the motivation to go down.

Outcomes which increased motivation for BS included high turnout
rates for events, perceived higher awareness of mental health problems
and seeing people learning and skills increasing. HL described how other
people telling her that the project was making a difference improved
motivation. CS deliberately set small goals in order to keep the moti-
vation of the team.

CS: I guess it is about organising meeting and getting smaller projects going,
because every success in the smaller project will reinforce the passion and the
energy of the people.

Effect of Other People on the Leader’s Motivation

All the leaders described how the perceived motivation of other people
affected their motivation in continuing with a project. Meeting someone
with a similar passion was an important trigger for HL and this meet-
ing pushed her to go to the next step. BS had been inspired by another
project run by his lecturer from training and by the original collaborative
practice project. Project members and collaborators with high motivation
increased the motivation of the leader. Similarly, when team members
appeared to disengage, for example by not coming to meetings, it made
their motivation reduce.

Recognition and appreciation by other people was an important factor
affecting motivation, which was also used as a way of motivating other
members of the team.

HL: Of course friends, and we do have people who come to us and say that it
has made changes in their life. Some of those people say – thank you so much,
I appreciate it and think that our activities help them, so that also motivates
… your reading, your friends, working together and the people that you are
trying to help to reduce alcohol related harm, the community.
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One leader described how the misinterpretation of some of his moti-
vations by one of the parties with whom he was trying to collaborate
severely affected his motivation and nearly ended the project. The effect
of others is also seen in the way that they recovered from setbacks, using
their social circle as a form of support and a way of gaining courage to
discuss the problem.

I went to one of my good friends - my support circle … and I managed to
pull through. Eventually I went to see the top management … and I managed
to talk to them and clear the misunderstanding. And then the collaboration
started to build up again and my motivation started to build up again.

Effect of Thoughts, Feelings and Personal Coping Style
on Motivation

The way that external circumstances were perceived made a difference to
the leader’s motivation. BS described how he had to modify his expecta-
tions in order to not get frustrated and to stay motivated.

BS: Initially I was so perfectionist - initially I thought everybody is going to
like this, then from time to time I was frustrated by some small thing. Then
I realised I can’t force everybody to collaborate. That is one of the lessons that
I get.

Reading articles and self-help books helped adjust expectations of a quick
outcome and built resilience.

HL: Because you read a lot of articles and you can see that it is not overnight,
it doesn’t happen overnight, so that is what keeps you persevering and persis-
tent with the course that you want to do.

HL also described how persistence was part of her personality.

HL: Well I think that one is more like personal. There are some people that
really have resilience. I mean I am not saying…I am always a person who
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don’t give up easily. I think it is a little more personal, an attitude, a person-
ality. From young I never easily give up, even in my study. So I think it goes
through to the work that I do.

Autonomy, Power and Influence

In the original research project, lack of autonomy was a significant barrier
to collaboration for the staff in the hospital, with many staff reporting
that it was difficult to do anything new because of targets, the risk of
being blamed if something goes wrong and rigid boundaries and roles.
This is mentioned by CS in relationship to the original project, which
had attempted to change things in the hospital.

CS: I guess it is a barrier at the top. The bureaucracy, the hierarchy, there
are a lot of things that people need to go through before you can actually get
things done, but that also getting things done from up to down, there are a
lot of barriers as well because there are not many enthusiastic people.

This was an issue for BS in collaborating with other government workers,
in that they normally needed to seek permission from people higher in
the hierarchy, which led to delays.
The leaders in these projects were clearly autonomous and making

decisions for themselves, although those working within the healthcare
system mentioned the need to navigate the hierarchy and influence deci-
sion makers, as well as taking risks.

CS: so every service development is going to be a challenge because you are
trying to do something new, there will be barriers, you will have to convince
a lot of people because I believe in every organisation – everyone will try to
play safe, to do things the old way and if we do things the old way. But in
order for us to progress there has to be some courage to do new things, there
are risks to be taken, but those risks are calculated risks, reasonable risks.

Higher autonomy was partly due to circumstances. CS described how
being a professional was helpful for gaining influence.
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CS: I guess it is that patriarchal thing in Malaysia. That old concept that doc-
tors know everything. Whatever we say carries more weightage than patients.

BS mentioned that it was easier to do this kind of project on an island
than in a large city. It was notable that he had a personal relationship
with the hospital director and appeared to know many of the key deci-
sion makers on the island. He was also invited to budget meetings, which
allowed him to ask for resources. Having access to some money was
important for all of them.

Higher autonomy was also due to deliberate attempts of the leaders to
increase their influence, in order to get things done. BS used his access to
key decision makers and educated them about mental health problems.

BS: So I repeatedly presented this report to the administration in my hospital
and I think that was the trigger … so they started to realise that yes this is
something we need to take care of that we should pay attention to.

He also researched who to talk to before starting projects:

BS: I do good preparation. Before I meet someone for what I want, I do a
study who to approach what to approach and I assess the financial state of
the hospital.

BS and CS described using professional associations and councils to
influence the people that they want to collaborate with. All the lead-
ers used personal relationships and friendships as a way of gaining influ-
ence to get things done. BS used deliberate self-marketing as another
way of gaining influence. He also ensured that people working with him
would get their own goals met, for example combining the mental health
screening with blood pressure and glucose screening. The frequency of
contact with people and inviting people to events was also a factor, as
described in the next section.



17 Leadership Resilience in Collaborative Practice Projects … 335

Relatedness and Personal Connections

All the leaders used personal relationships and connections as a way of
getting things done. BS was new to the island and set out from the start
to gain personal connections with people, using his interest in fitness.

BS: I have a lot of social contact I have a lot of fitness circles. The whole of
Labuan is my fitness circle … I do a lot of networking because I know this is
very important. I started to find stakeholders who would help me to promote
mental health in Labuan.

He also formed close personal connections with the people that he was
collaborating with, allowing them to contact him at any time:

BS: I allow them to contact me at any time - I receive email, I receive text
messages from teachers every alternate day about how to manage.

BS: One day in the hospital I can walk 10,000 steps. Because I’m frequently
going to the office and to other units to invite them to our programs.

CS described how the project was started with a personal connection and
how they developed during the project. HL also described finding people
to work with through friends.

Resources

Access to resources was an important factor for all the leaders and the
most important resource was enthusiastic people to work with. HL
described actively looking for these people, as described above in the
‘decision to collaborate’ section. CS described how this was an impor-
tant factor in his decision to start the project.

CS: actually I have a lot of things going on at the same time, but this is
probably something to do with the resources availability and practicability of
it. Because I know that here I do have enough medical officers and staff that
are quite enthusiastic when it comes to such projects.
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BS described how he created an engaged and passionate team and created
passion in other hospital staff:

BS: Initially I find it hard to engage them. I was hyperactive, I am very hyper-
active here. And people see me as someone who can’t stop working. Because
I’m frequently going to the office and to other units to invite them to our
programs. I sponsor by giving a free t-shirt. I bought the unit shirt for them
- for the paramedic staff. I cook for them - of course I like to cook. We are
working like a family actually.

Getting new resources, for example more funding, was important in
motivating them to continue with the project and gave a feeling of recog-
nition.

H: Yes definitely, getting the money, getting the support from them really
motivates you, that actually you are being recognised and they can see that
you are working.

Losing resources by staff being transferred away was described as demo-
tivating by CS.

Motivation to Collaborate

All the leaders decided to work with others, rather than trying to fulfil
their objectives alone. The common factors for deciding to work collab-
oratively were the recognition that resources were very limited and that
working with others would leverage the resources that they had and get
more done. BS mentioned that his referral rates had come down as a
result of collaborating, but that they had gone up initially.

BS: I get less referrals because what I did was I don’t take all the referral-
s…Initially, in the first phase of the collaboration there was a lot of referrals.
Even they referred me someone with schizophrenia … So there is a few more
schizophrenia and autism - now I think they’re quite confident to refer autism,
now that they have a basic knowledge about autism already.
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The leaders all mentioned the rewards of working within a team, for
example having fun and sharing experiences. They also mentioned the
frustrations of working with others, which had an effect on motivation.

HL described the process of recognising people that she is motivated
to collaborate with.

HL: how I find these people … normally we ask friends, who is interested
in working towards this. Looking for people with the same passion, the same
drive, the same objective. Sometimes you can judge, not judge, you can kind
of have an instinct whether these people are interested or not. You start talking
and then you call for a meeting and they turn up. That is good enough to
show that they are actually interested … Enthusiasm from them, responsive.

Conclusions

Interrelated personal, organisational and situational factors motivate and
sustain leadership in this system. An understanding of these factors and
interactions could help capacity building in this system and help new
leaders emerge. Most of the ‘leadership behaviours’ that these leaders
exhibited were also collaborative behaviours. These behaviours and
examples of how these leaders show them are listed in Table 17.1. The
personal, organisational and situational factors influence the occurrence
of these collaborative behaviours. They also showed how they managed
thoughts (for example by re-evaluating expectations) and feelings (e.g.
fear and shame) so that they did not distract from goals and values.

Understanding the organisational and situational factors is also
important if we wish to create systems where new leaders emerge and
thrive. Some of the circumstances that allowed these leaders to thrive
included adequate autonomy, financial support, mentoring, having a
good support network, recognition by others, having access to people in
power and getting invited to meetings where decisions are made. Being
specialist doctors is also likely to have mattered in this environment in
gaining the influence and resources needed to run these projects. BS said
that working on an island, rather than a big city, made it much easier to
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run the project, indicating that working in a small, defined geographical
area with clear boundaries mattered. Recreating some of the benefits of
this kind of environment in a large hospital or big city may be possible,
if thought is given to boundaries and ensuring people on the ground
have adequate autonomy and access to people who make the decisions
affecting their work. Support networks and training of healthcare staff
in using them, for example through peer supervision groups, would also
be helpful (Newman, Nebbergall, & Salmon, 2013). Consideration also
needs to be given to structural issues, for example how to ensure that
potential leaders are not blocked because they are outside a profession
that typically leads.

Collaborative practice projects are inherently complex, both because
of the complexity of interactions and because collaborations are normally
initiated to manage a complex issue. This complexity makes it more dif-
ficult to maintain motivation, in that outcomes are difficult to appreci-
ate. The complexity also makes it hard to convince and influence others,
because the evidence is more difficult to understand and the expected
quantitative evidence base is more difficult to produce and may not be
the best form of outcome measure for these kind of projects (Harvey &
Walshe, 2007). Measuring outcomes is important because it is one of the
things that will make these projects sustainable in the end and because
systems based research has been identified as a research priority in low
and middle income countries (Sharan et al., 2009). This is more difficult
if resources are low, in that the staff need to focus on serving and treat-
ing people which leaves little time for research, staff have less access to
journals, fewer people are trained in research methods and there is less
research funding. Support and collaboration between people from other
settings could help with this and with supporting emerging leaders, as
was seen in some of these projects.

Collaboration is a double edged sword, with benefits and costs, and
sometimes the cost of collaboration is more than the benefit (Huxham
& Vangen, 2004). The leaders all described the frustrations of working
with others, but also the rewards. There were differences between these
leaders and people interviewed in previous projects, because they had
persevered with a collaborative approach despite the frustrations that it
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sometimes gave them. In these projects, the initial investment in collab-
orative relationships appears to have paid off.
We have previously discussed how an interprofessional education

project started as a result of ‘distributed leadership’ (Shoesmith et al.,
2016). This is where change in a system emerges from the interactions
within the system rather than through individual action (Bennett, Wise,
Woods, & Harvey, 2003; Bolden, 2011; Gronn, 2000). Although this
chapter has focussed on the actions of three individual leaders, one of
the most important learning points is the role of the networks of which
they are part. Projects started as a result of conversations and interactions
with other people, and one project nearly ended due to one of these
interactions. The motivation of the leaders fluctuated based on the
people that surrounded them, whether they came to meetings, appeared
motivated, had similar goals and values, appeared to understand their
motivations and whether they gave recognition to and valued their
work. These leaders all recognised that they were part of a network and
both actively used it and, in some ways, inoculated themselves against
the negative effects. They surfed the waves of motivation from the
network, rather than drowning in them, and created and used influence
to make new waves. Leadership can be considered an emergent property
of the network, but it would not have crystallised without the individual
actions of the people described here.
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18
Concluding Reflections

Jill Thistlethwaite and Marion Jones

The themes of this book are sustainability and resilience within the
interprofessional milieu, though they have applicability in many areas of
health professional practice and education. In this final chapter we reflect
on these two words, their meanings and relevance to interprofessional
education and collaborative practice. We also consider the recurring
language and concepts used by chapter authors to define, describe and
analyse their work, and how these have resonated with ourselves.

Sustainability

The word sustainable is typically used these days to relate to the envi-
ronment. To be sustainable for future generations, we all need to protect
our planet’s environment from harm by reducing carbon emissions and
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the depletion of our natural resources in order to support ecological bal-
ance in the long term. The move to sustainability requires evidence of
damage to persuade the deniers of the need for change, and what will
reduce or reverse this damage, as well as climate champions, large scale
human behaviour change, committed leadership, appropriate legislation
and global collaboration. Yes: the parallels with sustainable health care
and health professional education initiatives are obvious.

In this book our chapter authors are interprofessional champions.
Some describe interventions that have stood the test of time and have
become embedded in their local environments. Some chapters report on
more recent initiatives and steps that are being taken to ensure longevity.
Some talk of the champions who have been critical for the sustainability
of interprofessional development. From our experience and knowledge
of the literature, factors that improve the likelihood of sustained change
for interprofessional initiatives are individual and institutional motiva-
tion, interprofessional champions with a passionate desire to improve
health care provision and learner experience, adequate resources includ-
ing protected funding and personnel, and both top down and bottom
up approaches.

It is important to remember that IPE dates back over fifty years.
Interprofessional learning involving students from many health pro-
fessions has been reported in Australia, the United Kingdom and the
USA as well as other countries since the 1960s (Barr, 2014). IPE as a
concept is therefore resilient. However, over the last 20–30 years of our
personal work in this area we would describe the journey of IPE as one
of peaks and troughs, with each peak slightly higher than the one before.
The implementation of interprofessional approaches and activities into
mainstream health professional education has taken time and we have
seen many false starts and false dawns. For those with less practical
experience than ourselves, the depth and breadth of IPE globally cannot
be gauged solely from reading the literature, which is still dominated
by English-language journals and western-facing authorship. We know
from our travels and networking that there is much going on in coun-
tries under-represented in academic publications outside their own
jurisdictions. Some of the projects have been included in our series of
books, of which this is the fourth volume. We are also aware of projects
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that have not been sustained: champions have moved on, leadership has
changed, accreditation standards have failed to emphasise the need for
interprofessionalism, and so on.

Frequently IPE initiatives during pre-qualification begin as pilot
projects or student selected placements. Logistics then become difficult
if such small-scale interventions need to be scaled up for larger cohorts,
which may include over 500 students from the different health profes-
sions. In our experience the logistical issues of timetables and student
numbers are often cited as major barriers to reform. However, with
interprofessional and interdisciplinary collaboration, these barriers can
be overcome by strong leadership and collaboration across and within
faculties and schools. In more recent years, when and where national
accreditation standards mandate for IPE, universities and postgraduate
training bodies actively seek interprofessional expertise and momentum
builds. The World Health Organization’s guidelines (WHO, 2013)
define the transformative scaling up of health professionals’ education
and training as: ‘the sustainable expansion and reform of health pro-
fessionals’ education and training to increase the quantity, quality and
relevance of health professionals, and in so doing strengthen the coun-
try health systems and improve population health outcomes’ (p. 11).
The WHO goes on to describe the key issues that change agents need
to consider: cost of changes to education and whether these can be
afforded; the sources of funding; how and where to allocate money; how
to ensure that funding is sustained (WHO, 2013). Alongside these issues
is the all-important ‘buy in’ to be gained from the institutions, senior
staff, educators and practitioners, who all need to work together in the
development, motivation to work interprofessionally and sustainability
of interprofessional learning and working.

In the pre-qualification space, we recommend that appropri-
ately designed learning experiences should be explicitly designated
in the formal curriculum as interprofessional to emphasise the
importance of IPE. These can be through programmes of study
including simulation, clinical placements, informal and formal learn-
ing experiences both in class as well as in practice. However,
we feel that isolated interprofessional elements that are not inte-
grated with other areas of clinical practice can leave IPL vulnera-
ble and open to being dropped from the curriculum. We therefore
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advocate that, to enhance the likelihood of interprofessional sustainabil-
ity, interprofessional learning is embedded with other clinical activities
(Freeth, Savin-Baden, &Thistlethwaite, 2019). Examples include: mixed
teams of students shadowing clinical teams and/or providing patient care
under supervision; placements with agencies that work with patients
whose needs are met though interprofessional or interagency collabora-
tion; and patient-safety projects (Freeth et al., 2019).

In addition to considering the sustainability of programmes and inter-
ventions, we also need to mention the sustainability of the impact of
IPE and subsequent interprofessional collaborative practice. As we know,
interprofessional pioneers are still asked to provide evidence of effec-
tiveness of interprofessional education for collaborative practice (IPECP)
before widespread adoption at their institutions. In many cases such evi-
dence is expected to include impact on patient outcomes, and indeed
sustained impact in relation to improved health care. We concur with
the Institute of Medicine’s statement in its review of impact:

Optimally, the business case would include evidence on the sustainability
of IPE interventions; their impact on system outcomes, including organ-
isational and practice changes and health care costs; and the resulting
patient and population benefits. However, it is worth noting that com-
plex analyses of this type typically are not being conducted for any educa-
tion reform effort and that IPE should not be held to a unique standard.
(Institute of Medicine, 2015, p. 42)

This all reinforces the importance of educational institutions and clinical
practice areas working together to develop interprofessional capability
and practice (Nisbet et al., 2018).

Resilience

The concept of resilience is trending in health professional education
and health care practice. This has been mainly in relation to health pro-
fessionals’ own resilience and its possible role in preventing or recovering
from stress and burnout, though this onus on the individual is not with-
out its critics (Thistlethwaite, 2018). In terms of sustainability, while
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the self-care element is important, we are more interested in institu-
tional or organisational resilience, an attribute defined in business terms
as an organisation being able to adapt and evolve as global circumstances
change, to respond to short-term shocks and longer-term challenges in
order to survive and prosper (Australian Government, n.d.). In health
care a more succinct definition has been proposed: ‘a system’s ability to
continue to perform and meet its objectives in the face of challenges’
(Barasa, Mbau, & Gilson, 2018, p. 496). The hallmarks of this type of
resilience are adaptability and transformation. In the broadest terms IPE
and interprofessional practice, while needing to stay within the defini-
tion of learning from, with and about, are paramount in development
together. They need to adapt to local circumstances and be transformed
over time as health care needs also change locally and nationally. Without
such adaptation and transformation, they are unlikely to be sustained.
Working together across education and practice requires the type of lead-
ership that can build bridges, demonstrate resilience when adverse events
happen for individuals and teams, and can continue to move forward.

What the Authors Are Saying: Recurring
Language and Concepts

The concept of leadership, as expected, runs throughout this book, as it
is the overarching theme of the series. Authors discuss different types of
leadership including: collaborative, shared, distributed, transformational
and the concept of servant as leader. These are not top down, hierarchi-
cal models but those that reflect the nature of the word ‘interprofessional’
itself. However, the engagement with the more traditional institutional
type of leadership within universities is important to facilitate sustain-
ability and, importantly, to negotiate resources.

Funding is certainly necessary but not sufficient for change, including
funding for curriculum and faculty development, networks, meetings,
travel, start-up costs and continuing implementation. In addition, to
be truly patient and client-centred, and to include patients and com-
munities as partners in education, payment should be given for such
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involvement—altruism has a real and worthwhile cost. However, when
there are fewer resources, solutions tend to be more creative.

Partnerships are imperative: consensus-based, perhaps with formal
constitutions, certainly with shared purposes, a clear, collective vision
and commitment, as well as regular meetings, which may be virtual. The
role of technology is important in keeping connected. But partnerships
too need to adapt and transform. Members need to be culturally sensitive
and opportunities should be equitable. There must be trust and respect.
Both take time to build and both are vulnerable at times of stress.
With the acknowledgment of being patient with gains over time, inter-

professional leadership development requires champions working with
others to help the sustainability and development of new leaders. Inter-
professional.global is a confederation which has the mission of serving as
an agent of change in providing global leadership to advocate for, col-
laborate on, promote, develop, and research IPECP innovation. It pro-
vides the forum for interprofessional networks, special interest groups
and special working groups (for example, academic and workforce) to
meet through video conference and to use each other’s resources to
develop interprofessional learning and working globally. With regular
meetings online and the ability to network for specific guidance and
support, Interprofessional.global fosters interprofessional collaborative
working and learning globally. In addition, there is the need for resilient
leaders and organisations that move forward with interprofessional values
and principles, in combination with integrity and strength during times
of adversity, and realistic knowledge of risk and success (Novak, 2016;
Southwick, Martini, Charney, & Southwick, 2016).
Finally, we must never forget the role of learners and students. They

need to be involved from an early stage in interprofessional learning and
educators need to listen to their feedback and suggestions. These are out
future leaders and thinkers, those who will need to sort out the challenges
of the later parts of the twenty-first century.
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