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Outline of Presentation
 ExamineExamine

 Context for Context for interprofessional interprofessional education (IPE) andeducation (IPE) and
practice (IPP) in the USpractice (IPP) in the US

 ReviewReview
 Selected historical programsSelected historical programs

 SummarizeSummarize
 Lessons from history for the presentLessons from history for the present

 DevelopDevelop
 Some recommendations and guidelines forSome recommendations and guidelines for

designing IPE programsdesigning IPE programs
 Some reflections specifically on respiratory therapySome reflections specifically on respiratory therapy

and teamworkand teamwork



Some Good News

 Recent Institute of Medicine (IoM) reports inRecent Institute of Medicine (IoM) reports in
the US supporting the US supporting interprofessional interprofessional educationeducation
(IPE) and practice (IPP) in health(IPE) and practice (IPP) in health
 Health Professions Education: A Bridge toHealth Professions Education: A Bridge to

QualityQuality (2003) (2003)
 Retooling for an Aging America: Building theRetooling for an Aging America: Building the

Health Care WorkforceHealth Care Workforce (2008) (2008)

 Primary focus is on quality improvement toPrimary focus is on quality improvement to
avoid medical errors and mistakesavoid medical errors and mistakes



Some Bad News

 Since the 1940s, the US has had a roller-Since the 1940s, the US has had a roller-
coaster history of developing IPE and IPPcoaster history of developing IPE and IPP

 ““As with the mythical Sisyphus, each forwardAs with the mythical Sisyphus, each forward
push seems to end with a return to the point ofpush seems to end with a return to the point of
origin, with little tangible evidence of impactorigin, with little tangible evidence of impact
or permanence. . . [E]ach new generationor permanence. . . [E]ach new generation
seems to have to repeat the experiences andseems to have to repeat the experiences and
frustrations of the pastfrustrations of the past”” (Baldwin, 1996, p. (Baldwin, 1996, p.
182).182).



Understanding Differences in the US
Background

 Different historiesDifferent histories
 ““Life, liberty, and the pursuit of happinessLife, liberty, and the pursuit of happiness””

 US Declaration of Independence (1776)US Declaration of Independence (1776)

 ““Peace, order, and good governmentPeace, order, and good government””
 Canadian Constitution Act (1867)Canadian Constitution Act (1867)

 Different social valuesDifferent social values
 Independence and personal autonomyIndependence and personal autonomy
 Collectivism and communityCollectivism and community



Understanding the US Background
(cont’d.)

 Emphasis onEmphasis on
 Developing models, not on fundamentallyDeveloping models, not on fundamentally

changing the contextchanging the context
 US as the US as the ““land of the demonstrationland of the demonstration

projectproject””



Implications for Health Care
 Health care systemsHealth care systems

 Universal health care (Canada)Universal health care (Canada)
 Fragmented care (US)Fragmented care (US)
 Change is more deliberate (Change is more deliberate (RomanowRomanow

report in Canada) vs. more incrementalreport in Canada) vs. more incremental
(divisive debate in US)(divisive debate in US)

 Health professions educationHealth professions education
 Lack of support external to educationalLack of support external to educational

settings for IPEsettings for IPE
 Lack of clear link between IPE and IPPLack of clear link between IPE and IPP



Some Major Models from the Past
and the Present
 Veterans Administration Medical CentersVeterans Administration Medical Centers

 Interdisciplinary Team Training ProgramsInterdisciplinary Team Training Programs
(ITTP)(ITTP)

 Geriatric Education CentersGeriatric Education Centers
 US Bureau of Health ProfessionsUS Bureau of Health Professions

 Rural Interdisciplinary Training ProgramsRural Interdisciplinary Training Programs
 US Bureau of Health ProfessionsUS Bureau of Health Professions

 Hartford FoundationHartford Foundation (New York) (New York)
 Geriatric Interdisciplinary Team TrainingGeriatric Interdisciplinary Team Training

(GITT) Program(GITT) Program



Veterans Administration (VA) ITTP

 Embedded in clinical education settings atEmbedded in clinical education settings at
12 VA Medical Centers across the US12 VA Medical Centers across the US

 Trained a whole generation of clinicians andTrained a whole generation of clinicians and
leaders in IPE and IPPleaders in IPE and IPP

 One of longest-lived programs, eventuallyOne of longest-lived programs, eventually
falling victim to VA budget cuts in the latefalling victim to VA budget cuts in the late
1990s1990s

 Recent major initiative in developingRecent major initiative in developing
primary care teams within the VAprimary care teams within the VA



Geriatric Education Centers
 Program in existence since 1983Program in existence since 1983
 Currently, 48 Currently, 48 GECs GECs nationallynationally
 Required to offer interdisciplinary education andRequired to offer interdisciplinary education and

training in geriatricstraining in geriatrics
 Academic programsAcademic programs
 Continuing educationContinuing education

 Substantial variabilitySubstantial variability
 Little in-depth Little in-depth interprofessional interprofessional teamwork trainingteamwork training
 Increasing emphasis on evaluation of programIncreasing emphasis on evaluation of program

impacts on clinician behavior and patientimpacts on clinician behavior and patient
outcomesoutcomes



Rural Interdisciplinary Training
 Program started in 1990 (no longer funded)Program started in 1990 (no longer funded)
 Focus on unique context of ruralFocus on unique context of rural

environment for IPEenvironment for IPE
 Broader definition of healthBroader definition of health

 More psychosocial and health promotion basedMore psychosocial and health promotion based

 Need for community focus on problemsNeed for community focus on problems
 Blurring of traditional roles and responsibilitiesBlurring of traditional roles and responsibilities

among professionsamong professions
 Wider array of team membersWider array of team members

 Paraprofessionals from communityParaprofessionals from community



Hartford GITT
 Demonstration projects in 8 academic healthDemonstration projects in 8 academic health

science centers, linked to provider settingsscience centers, linked to provider settings
 Successful inSuccessful in

 Developing curricula and materials to be implementedDeveloping curricula and materials to be implemented
in other settings (in other settings (““GITT KitGITT Kit””))

 Modestly successful inModestly successful in
 Making measurable impacts on trainee attitudes andMaking measurable impacts on trainee attitudes and

skills in IPPskills in IPP

 Not so successful inNot so successful in
 Long-term maintenance or program sustainabilityLong-term maintenance or program sustainability



Discussion of Implications
 Sometimes we can learn as much, or more,Sometimes we can learn as much, or more,

from failures as from successesfrom failures as from successes
 If youIf you’’ve seen one ve seen one interprofessional interprofessional program,program,

youyou’’ve seen one ve seen one interprofessional interprofessional programprogram
 Context matters!Context matters!

 Acute careAcute care
 Long term careLong term care
 Community careCommunity care
 Health promotionHealth promotion
 UrbanUrban
 RuralRural



Discussion of Implications (cont’d.)

 Some based on specific evaluationsSome based on specific evaluations
 Hartford GITTHartford GITT

 Leipzig et al. (2002)Leipzig et al. (2002)
 Reuben et al. (2004)Reuben et al. (2004)

 Others on general patterns andOthers on general patterns and
observationsobservations
 Qualls & Qualls & Czirr Czirr (1988)(1988)
 Baldwin (1996)Baldwin (1996)
 Satin (1987)Satin (1987)
 Clark (2004)Clark (2004)



Hartford GITT Findings
(Leipzig et al., 2002)

 Attitudes toward working on IP teamsAttitudes toward working on IP teams
 Medical residents and advanced practiceMedical residents and advanced practice

nursing and MSW students all support IPPnursing and MSW students all support IPP
as benefiting geriatric patientsas benefiting geriatric patients

 Significant differences between MDs andSignificant differences between MDs and
NPs/NPs/MSWs MSWs with regard to leadership,with regard to leadership,
authority, and responsibility on teamsauthority, and responsibility on teams

 Is earlier teamwork intervention neededIs earlier teamwork intervention needed
for MDs before attitudes are set?for MDs before attitudes are set?



Hartford GITT Findings (cont’d.)
 (Reuben et al., 2004)

 Concept of Concept of ““disciplinary splitdisciplinary split””
 Attitudinal and cultural traditions of theAttitudinal and cultural traditions of the

different health professions faculty anddifferent health professions faculty and
students are important obstacles to creatingstudents are important obstacles to creating
an optimal interdisciplinary team trainingan optimal interdisciplinary team training
experienceexperience

 In most cases, these obstacles impedeIn most cases, these obstacles impede
planned operation or effectiveness of aplanned operation or effectiveness of a
programprogram



Hartford GITT Findings (cont’d.)
 (Reuben et al., 2004)

 Attitudes and experienceAttitudes and experience
 Differing histories of collaboration/independenceDiffering histories of collaboration/independence

 Regulatory requirementsRegulatory requirements
 Limitations on preceptor qualifications/experiencesLimitations on preceptor qualifications/experiences

for certificationfor certification

 Faculty supportFaculty support
 Generally, low level of medical supportGenerally, low level of medical support

 Participation of traineesParticipation of trainees
 Variability in duration and dose of trainingVariability in duration and dose of training



Hartford GITT Findings (cont’d.)
 (Reuben et al., 2004)

 Level of trainingLevel of training
 More vs. lessMore vs. less

 Trainee expectationsTrainee expectations
 Based on model of care in the professionBased on model of care in the profession

 Hierarchy within systemHierarchy within system
 Hierarchy/egalitarian tensionHierarchy/egalitarian tension

 Faculty and trainee roles in clinicalFaculty and trainee roles in clinical
experiencesexperiences
 Hospital settings reinforce hierarchyHospital settings reinforce hierarchy
 Home care settings attenuate itHome care settings attenuate it



Models of Professional and Team
Functioning (Qualls & Czirr, 1988)

 Models of professional functioningModels of professional functioning
 Logic of assessmentLogic of assessment

 ““Ruling inRuling in”” vs.  vs. ““ruling outruling out””
 Focus of professional effortsFocus of professional efforts

 Acute/medical vs. social/functionalAcute/medical vs. social/functional
 Locus of responsibilityLocus of responsibility
 Pace of actionPace of action

 Models of teamworkModels of teamwork
 Focus of groupFocus of group’’s attentions attention

 Outcome vs. processOutcome vs. process
 Expectations about decision-makingExpectations about decision-making
 Beliefs about interdisciplinary practiceBeliefs about interdisciplinary practice



Some Lessons Learned (Baldwin, 1996)

 Understanding and achievementUnderstanding and achievement
 Interdisciplinary concepts are not easy toInterdisciplinary concepts are not easy to

understand and even more difficult to achieve inunderstand and even more difficult to achieve in
practicepractice

 Challenges to sustainabilityChallenges to sustainability
 Few programs are able to sustain their efforts inFew programs are able to sustain their efforts in

the absence of prolonged sponsorship andthe absence of prolonged sponsorship and
fundingfunding

 MeasurementMeasurement
 This same problem has hampered efforts toThis same problem has hampered efforts to

measure the true educational and clinicalmeasure the true educational and clinical
potential of IPE and IPPpotential of IPE and IPP



More Lessons Learned (Satin, 1987)

 High priorityHigh priority
 IPE itself must be the highest priorities of theIPE itself must be the highest priorities of the

programprogram
 Participants must be conscious and supportive ofParticipants must be conscious and supportive of

thisthis

 PowerPower
 The power controlling the educational programThe power controlling the educational program

must understand and be committed to IPEmust understand and be committed to IPE

 LocationLocation
 Successful IPE may have to be located outside ofSuccessful IPE may have to be located outside of

traditional academic structurestraditional academic structures



More Lessons Learned (cont’d.)

 VirtuesVirtues
 There must be honesty, trust, and respect amongThere must be honesty, trust, and respect among

key participantskey participants

 ResourcesResources
 Resources must be provided to support theResources must be provided to support the

goals and objectives of IPEgoals and objectives of IPE



Final Lessons Learned (Baldwin, 1996)

 ““The issue is not The issue is not ‘‘team vs. no team,team vs. no team,’’ but but
rather what kind of team, for what purpose,rather what kind of team, for what purpose,
and under what conditions.and under what conditions.

 ““Interdisciplinary health care teams are notInterdisciplinary health care teams are not
an end in themselves, but a means for morean end in themselves, but a means for more
effective communication and cooperationeffective communication and cooperation
among health professionals in the service ofamong health professionals in the service of
patient needs.patient needs.””



Two Laws of IPE Program
Development (Clark, 2004)

 Law of Academic InertiaLaw of Academic Inertia
 Law of Permanency of AcademicLaw of Permanency of Academic

ChangeChange



Law of Academic Inertia

 ““Academic curricula and theAcademic curricula and the
departments in which they reside willdepartments in which they reside will
resist change unless they experienceresist change unless they experience
an external force, such as grantan external force, such as grant
funding or accreditationfunding or accreditation
requirements.requirements.””



Corollaries of First Law

 Situation in higher educationSituation in higher education
 Disciplines are built on unique ways ofDisciplines are built on unique ways of

understanding knowledge and professionalunderstanding knowledge and professional
socialization into characteristic sets ofsocialization into characteristic sets of
values and behaviorsvalues and behaviors

 Faculty and administrators have beenFaculty and administrators have been
trained within traditional structures andtrained within traditional structures and
systems that resist interprofessionalsystems that resist interprofessional
innovationinnovation



Corollaries of First Law (cont’d.)

 ConsequencesConsequences
 Higher ed programs tend to be bufferedHigher ed programs tend to be buffered

from external economic, social, andfrom external economic, social, and
political contextspolitical contexts

 Academic programs generally areAcademic programs generally are
conservative and slow to change inconservative and slow to change in
response to external forcesresponse to external forces

 Educational programs focus on supplyingEducational programs focus on supplying
graduates for jobs that exist now, notgraduates for jobs that exist now, not
necessarily those that will develop in thenecessarily those that will develop in the
futurefuture



Law of Permanency of Academic
Change

 ““The degree of permanency ofThe degree of permanency of
interprofessional change in academicinterprofessional change in academic
programs is directly proportional to theprograms is directly proportional to the
size of the pressure acting upon themsize of the pressure acting upon them
and inversely proportional to theand inversely proportional to the
structural and financial resistance tostructural and financial resistance to
change within the institution.change within the institution.””



Corollaries of the Second Law
 External pressures, such as from theExternal pressures, such as from the

health care system and jobs availablehealth care system and jobs available
within it, may cause long-term changewithin it, may cause long-term change
within the within the ““upstreamupstream”” academic academic
programs preparing professionals forprograms preparing professionals for
work within that systemwork within that system

 When faced with such internal stressorsWhen faced with such internal stressors
as reduced resources, academic systemsas reduced resources, academic systems
tend to revert to their old ways oftend to revert to their old ways of
operatingoperating



Overall Observations and
Recommendations
 Some general observationsSome general observations

 Academic and health care systems areAcademic and health care systems are
only indirectly connected and interrelatedonly indirectly connected and interrelated
in the area of workforce developmentin the area of workforce development

 Academic institutions may change in theAcademic institutions may change in the
short term, but long-term change requiresshort term, but long-term change requires
consistent and persistent pressures,consistent and persistent pressures,
incentives, and supportsincentives, and supports



Overall Observations and
Recommendations (cont’d.)

 Recommendations within academiaRecommendations within academia
 Solutions need to be found in systemicSolutions need to be found in systemic

and systematic change, rather than in adand systematic change, rather than in ad
hoc programs and personalitieshoc programs and personalities

 We need to work top-down and bottom-We need to work top-down and bottom-
up, inside and outside the academicup, inside and outside the academic
setting to bring about meaningful, long-setting to bring about meaningful, long-
lasting changelasting change



Overall Observations and
Recommendations (cont’d.)

 Recommendations within academiaRecommendations within academia
(cont(cont’’d.)d.)

 We must work further up the academicWe must work further up the academic
stream in terms of creatingstream in terms of creating
interprofessional graduate programs tointerprofessional graduate programs to
educate new generations of faculty andeducate new generations of faculty and
administratorsadministrators

 Theory-based research on IPE and IPPTheory-based research on IPE and IPP
needs to be funded to support theneeds to be funded to support the
development of scholarship in this areadevelopment of scholarship in this area



Overall Observations and
Recommendations (cont’d.)

 Recommendations within health careRecommendations within health care
systemsystem
 We must create a health care system thatWe must create a health care system that

supports and rewards the interprofessionalsupports and rewards the interprofessional
delivery of health care servicesdelivery of health care services

 This means changing the financialThis means changing the financial
incentive/disincentive structure forincentive/disincentive structure for
teamwork and educating administrators onteamwork and educating administrators on
its importanceits importance



Some Reflections on Respiratory
Therapy and Teamwork
(Massachusetts General Hospital, Boston)

 EntryEntry
 Recognizes the need for a team approachRecognizes the need for a team approach

to patient careto patient care
 Begins developing relationships with theBegins developing relationships with the

health care teamhealth care team
 Benefits more from than contributes toBenefits more from than contributes to

team workteam work



Some Reflections on Respiratory
Therapy and Teamwork (cont’d.)

 ClinicianClinician
 Collaborates with members of the patientCollaborates with members of the patient

care team to develop an integrated care plancare team to develop an integrated care plan
 Identifies the need for improvement in theIdentifies the need for improvement in the

respiratory care departmentrespiratory care department
 Begins to see positive effect of ownBegins to see positive effect of own

contribution to team workcontribution to team work



Some Reflections on Respiratory
Therapy and Teamwork (cont’d.)

 Advanced clinicianAdvanced clinician
 Actively seeks other health care teamActively seeks other health care team

members to provide an integrated care planmembers to provide an integrated care plan
 Develops solutions for implementingDevelops solutions for implementing

improvements in practiceimprovements in practice
 Mobilizes team workMobilizes team work
 Contributes to more than benefits fromContributes to more than benefits from

team workteam work



Some Reflections on Respiratory
Therapy and Teamwork (cont’d.)

 Clinical scholarClinical scholar
 Leads and coordinates operationLeads and coordinates operation

improvement activities for clinical practiceimprovement activities for clinical practice
and system improvementsand system improvements

 Consultation is sought by peers and otherConsultation is sought by peers and other
members of the health care teammembers of the health care team

 Projects a professional image and positivelyProjects a professional image and positively
influences practice for better patient careinfluences practice for better patient care

 Often leads teamsOften leads teams



Some Final Observations
 ““Interdisciplinary education is a field litteredInterdisciplinary education is a field littered

with the bodies of good intentions.with the bodies of good intentions.”” ( (Clark,Clark,
2004)2004)

 ““Despite its logical advantages andDespite its logical advantages and
productivity, interdisciplinary education is aproductivity, interdisciplinary education is a
hard road to travel, with few guides and onlyhard road to travel, with few guides and only
sketchy maps. It requires flexibility, creativity,sketchy maps. It requires flexibility, creativity,
persistence, and, above all, commitment to findpersistence, and, above all, commitment to find
ways of continuing to exist. It can be done.ways of continuing to exist. It can be done.””
((Satin, 1987)Satin, 1987)



Final Questions to Consider
 ““How can we more effectively linkHow can we more effectively link

academic IPE with health care systemacademic IPE with health care system
IPP in a way that mutually sustainsIPP in a way that mutually sustains
them?them?””

 ““What are the reciprocal What are the reciprocal ‘‘levers oflevers of
changechange’’ that can be employed to create that can be employed to create
synergistic and positive changes in bothsynergistic and positive changes in both
IPE and IPP?IPE and IPP?””
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