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Evidence Review 
IPE    E v i d e n c e  i s  G r o w i n g  –  

N o w  Is   T h e  T i m e  T o  G e t  I n v o l v e d

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

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

managing some of 
the health human 
resource shortages 
currently facing our 
health care system.

Unfortunately, 
while there is some 
evidence for how 
IPE can positively 
impact the health 
care system, much 
of the evidence 
has been collected 
using different 
measurements in 
short-term or pilot 

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

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

What We’ve Learned About the 
Quality of Evidence on IPE 

While the quality of evidence is limited 
and variable it is improving.
It’s difficult to compare qualitative and 
quantitative methods – and decision-
makers require both.

What We’ve Learned About  
How IPE Is Viewed 

IPE is generally well received by 
participants.
IPE has the potential to enable students 
and practitioners to learn the knowledge 
and skills necessary for collaborative 
working.
IPE has the potential to enhance practice, 



F r e q u e n t l y  As  k e d  Q u e s t i o n s 

About Interprofessional Education 

1.	 What is interprofessional education 
(IPE)?

A profession is an occupation, vocation 
or career requiring special training (for 
example, doctor, licensed practical nurse, 
respiratory therapist, air traffic controller, 
lawyer, accountant).

Interprofessional Education (IPE) occurs 
when two or more professions learn with, 
from and about each other in order to 
improve collaboration and the quality of care. 

http://www.cihc.ca/resources-files/CIHCStatement_IPE_Final.pdf
http://www.cihc.ca/resources-files/CIHCStatement_IPE_Final.pdf
http://www.cihc.ca/resources-files/CIHCStatement_IPE_Final.pdf


5.	 What are some practical applications 
of IPE? 

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

6.	 What are the key ingredients for 
successful IPE? 

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

One size does not fit all
Resources are required
Curricula changes are essential
Collaborative learning environments 
must be created
Structures must be modified to support 
collaboration
IPE should be embedded in the system
Evidence makes the best case for IPE
Interprofessional players must engage the 
wider community 

7.	 How does IPE benefit healthcare 
providers and patients? 

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

•
•
•
•

•

•
•
•

8.	 How can students learn IPE skills?
Many universities and colleges now offer 
IPE courses and practicums to health and 
human service students. Most studies report 
that students enjoy their interprofessional 
experiences. Curricula changes are essential 
to enhance the ability for schools to offer 
these experiences. For more information on 
student engagement in IPE, the National 
Health Sciences Students’ Association at 
www.nahssa.ca is a national student-run 
organization with active chapters across 
Canada. 

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

10.	Where do I go to find out more about 
IPE?

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

www.cihc.ca 

www.cihc.cacpiscihc

http://www.cihc.ca/resources/ipe-in-action.html
http://www.cihc.ca/resources/ipe-in-action.html
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Synthesis of Review Evidence for 
Interprofessional Education 

T e c h n i c a l  R e p o r t

In the 2004 Pan-Canadian Health 
Human Resources Strategy, the 
Canadian Government identified 
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Table 1: Kirkpatrick’s Modified Typology

Level IPE Outcome

Level 1
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Table 2: Overview of information on methods and inclusion criteria of the IPE reviews

Review Details Methods Inclusion criteria

Barr et al 
(2000)

Review of UK of the general 
effects of IPE 

Located 19 published and 
unpublished studies

Searches: hand searches of 
published/unpublished studies

Quality: assessment of quality of 
studies undertaken
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This synthesis aims to provide an 
analysis and comparison of critical 
overview of the evidence included in 
the IPE reviews. While reviews aim 
to identify as many relevant studies 
as possible, the quality of the studies 
they include can differ widely (Hunt & 
McKibbon 1997). Review syntheses allow 
the evidence contained in reviews to be 
combined and appraised, resulting in 
more generalizable and applicable results 
(e.g. Ernst 2002, Derry 2006, Stinson et 
al 2008).

Given the broad range of evidence 
(quantitative, mixed methods and 
qualitative studies) contained in the 
reviews, an interpretative approach� to 
synthesizing the IPE evidence-base was 
adopted. 

Synthesis process
The synthesis of the evidence contained 
in the reviews was undertaken by the 
adoption of a process described by 
Sandelowski et al (1997). This approach 
aims to generate synthesized summaries  
 
�	  Interpretativism assumes that reality and knowledge 
as constructed and interpreted by people in different ways, 
as a result there is not a single truth, rather different 
(sometimes competing) versions of truth, dependent 
upon an individuals’ viewpoint. This approach allows a 
variety of methodologies to be used to help to understand 
different elements and perspectives of the social world 
(Crotty 1998). 

of the key elements related to the 
evidence presented in reviews. The 
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Programs Studied
In relation to the nature of IPE programs 
contained in the six reviews, the 
following key issues were:

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

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

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

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

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

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

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

•

•

•

•

•

•

•

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

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

Few IPE programs included any form 
of formal academic accreditation.

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

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

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

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

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

•

•

•

•

•

•
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Across the studies, there was a 
propensity to report the short-term 
impacts associated to IPE in relation 
to learner changes of attitude and 
knowledge. As a result there is only a 
limited idea of the longer term impact 
of IPE, particularly on organizational 
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profession integrates into the 
healthcare team. Their reactions, 
knowledge, skills and attitude 
change after focusing on the 
interprofessional aspects of their 
work.

Similarly, these five reviews report 
that IPE can result in positive learner 
reactions, where the learner ‘enjoyed’ 
or ‘valued’ their interprofessional 
experiences (Barr et al 2000, Cooper 
et al 2001, Reeves 2001, Barr et 
al 2005, Hammick et al 2007). 
Most learners who participate in 
interprofessional programs provide 
positive feedback about the benefits 
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for example referral practices 
between professions, working 
patterns, processes and improved 
documentation (guidelines, protocols, 
shared records) (Barr et al 2000, 
Reeves 2001, Barr et al 2005, 
Hammick et al 2007, Reeves et al 
2008). When IPE is consistently 
practiced, some of the most 
noticeable changes can be to the 
organization itself. 

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

•

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

•
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As indicated in this report, the evidence 
for the effects of IPE rests upon a 
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Based on the findings from the synthesis 
five recommendations are offered to 
strengthen the evidence base for IPE:

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

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

•

•

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

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

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

•

•

•

R e c o m m e n d a t i o n s 
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