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ing higher education in dentistry, medicine 
(allopathic and osteopathic), nursing, phar-
macy, and public health formed the Interpro-
fessional Education Collaborative (IPEC) to 
help advance IPE and promote team-based 
care. In 2011, the collaborative published 
Core Competencies for Interprofessional 
Collaborative Practice (Core Competencies) 
to help guide development of health profes-
sions curricula and prepare students to ef-
fectively practice teamwork and team-based 
health care.12-13 These core competencies are 
grouped into 4 domains: (1) values/ethics, (2) 
roles/responsibilities, (3) interprofessional 
(IP) communication, and (4) teams/team-
work. For a complete listing of the core com-
petencies, please refer to Appendix A. 

Although many health care professions, 
including physical therapy, were not repre-
sented directly in the development of these 
core competencies, the competencies are 
widely applicable. Many health professions 
have adopted and promoted the competen-
cies and, in some cases, have integrated them 
into educational accreditation standards 
along with the requirements for IPE. 

 The physical therapy profession histori-
cally has been involved in interdisciplinary 
initiatives in the educational setting, learn-
ing alongside students from other professions 
such as occupational therapy. Similarly, the 
profession is involved in collaborative prac-
tice initiatives in patient care in areas such 
as pediatrics, geriatrics, and rehabilitation. 
“Collaborative practice,” (CP) as defined by 
WHO, is “health care that occurs when mul-
tiple health workers from different profes-
sional backgrounds provide comprehensive 
services by working together synergistically 
along with patients, their families, careers 
and communities to deliver the highest quali-
ty of care across settings.”5 The acronym often 
used when referring to both interprofessional 
education and collaborative practice in pa-
tient care settings is IPECP (interprofessional 
education and collaborative practice). Thus, 
IPECP initiatives have included professional 
development activities, participation at inter-

————————————————————   research paper  ———————————————————

Interprofessional Education:  
An Exploration in Physical Therapist Education

Holly H. Wise, PT, PhD, Jody S. Frost, PT, DPT, PhD, FNAP, Cheryl Resnik, PT, DPT,  
Beth P. Davis, PT, DPT, MBA, and Z. Annette Iglarsh, PT, PhD, MBA, FNAP

Holly Wise is a professor of physical therapy in 
the Department of Health Professions, Medi-
cal University of South Carolina, 151 Rutledge  
Avenue B 312, MSC 962, Charleston, SC 29425-
9620 (wisehh@musc.edu). Please address all cor-
respondence to Holly Wise. 
Jody Frost is program director of the Education 
Leadership Institute Fellowship and the lead aca-
demic affairs specialist with the American Physi-
cal Therapy Association, Alexandria, VA.
Cheryl Resnik is an associate professor of physi-
cal therapy and associate chair, Division of Bio-
kinesiology and Physical Therapy, University of 
South California, Los Angeles, CA.
Beth Davis is an assistant professor in the 
Division of Physical Therapy,Department of 
Rehabilitation Medicine, Emory University,  
Atlanta, GA.
Annette Iglarsh is a professor and associate 
dean of Interprofessional Education at Endicott  
College in Beverly, MA.
The Institutional Review Board at the Medical 
University of South Carolina reviewed this study 
and acknowledged that the study was exempt 
from review.
The authors report no conflicts of interest.

findings, at least 62 (58.5%) of the 106 
(50.7%) respondents reported that IPE is a 
focus of their physical therapist education 
curriculum. Eighty respondents (75.5%) 
identified up to 3 reasons for the success 
of their initiatives. Faculty buy-in/cham-
pions was the most frequently cited reason 
followed by institutional support, student 
support, curriculum, and external factors, 
respectively. The majority of respondents 	
(n = 56) did not identify a collaborative 
practice partnership in which their stu-
dents obtain interprofessional experience. 
Discussion and Conclusion. Based on 
the work of national and international or-
ganizations and forums, and the results of 
this survey, physical therapist education 
programs developing IPE within their in-
stitutions typically elect to first target IPE 
within classroom experiences before inte-
grating IPE within clinical experiences. In 
order to advance IPE within clinical expe-
riences, development of more formalized 
clinical partnerships will be needed to 
better enable the expansion of IPE within 
patient care experiences for learners. This 
study raised additional research questions 
for future investigation.
Key Words: Interprofessional education, 
Collaborative practice, Physical therapist 
education, Student physical therapist. 

Background and Purpose. Interprofes-
sional education (IPE) has been a topic 
of national and international discussion 
for several decades. The recent develop-
ment of the Interprofessional Education 
Collaborative (IPEC) Core Competencies 
prompted the American Council on Aca-
demic Physical Therapy (ACAPT) to con-
sider ways the physical therapy profession 
could become more involved. In 2013, the 
ACAPT Board of Directors appointed a 
4-person task force to: (1) compile, col-
lect, and analyze data on current and pro-
jected IPE initiatives in physical therapist 
education programs; (2) develop a means 
to disseminate information on IPE among 
these programs; and (3) recommend ways 
for physical therapists to collaborate with 
other health care practitioners. 
Outcomes. Data was collected from rep-
resentatives from each of the 209 ACAPT 
member institutions. Based upon the 

BACKGROUND AND PURPOSE
Interprofessional education (IPE) has been 
a topic of national and international discus-
sion for several decades.1-8 As defined by the 
World Health Organization (WHO), IPE is 
education in which “students from two or 
more professions learn about, from, and with 
each other to enable improved health out-
comes.”5 Widely accepted as being integral 
to the provision of safe, high-quality, and ac-
cessible patient-centered care, IPE has gained 
momentum and support during the past de-
cade and has been adopted and promoted 
by many health profession organizations.9-16 

In 2009, 6 national organizations represent-
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professional meetings and conferences, and 
integration of IPE activities in an increasing 
number of physical therapist education pro-
grams, as evidenced in the 2010 issue of Jour-
nal of Physical Therapy Education devoted to 
IPE.17 However, with the recent development 
of the IPEC Core Competencies and con-
sidering the role rehabilitation and physical 
therapy play in improving health care, it be-
came apparent to the American Council on 
Academic Physical Therapy (ACAPT) that 
the physical therapy profession needed to 
become more involved in promoting efforts 
related to IPECP. Although the 2014 version 
of the Evaluative Criteria for Physical Thera-
pist Education Programs did not address the 
IPEC Core Competencies or specifically men-
tion IPECP, the recently adopted Standards 
and Required Elements for Accreditation of 
Physical Therapist Education Programs (ef-
fective January 1, 2016) include a criterion 
for didactic and clinical curriculum interpro-
fessional learning activities that are directed 
toward the development of interprofessional 
competencies. It should be noted that this cri-
terion will not become effective until January 
1, 2018.18 

The mission of ACAPT, a component 
of the American Physical Therapy Associa-
tion (APTA), is to “serve and lead academic 
physical therapy by promoting excellence in 
education, scholarship and research, practice, 
and service to improve the health and well-
ness of society.”19

In 2012, consistent with its mission, 
ACAPT joined the Institute of Medicine 
(IOM) Global Forum on Innovation in Health 
Professional Education in an effort to increase 
the national and international role of physi-
cal therapy with IPECP initiatives. The IOM 
Global Forum brings together international 
stakeholders from a variety of professions 
and sectors to engage in dialogue and discus-
sion related to contemporary issues in health 
professional education. In 2013, the ACAPT 
Board of Directors appointed a 4-person IPE 
task force to: (1) compile, collect and analyze 
data on current and projected IPE initiatives 
in physical therapist education programs; (2) 
develop a means to disseminate information 
on IPE among physical therapist education 
programs; and (3) make recommendations 
for further collaborative efforts. The purposes 
of this paper are to present the task force data 
obtained on current and projected IPE initia-
tives in ACAPT-member physical therapist 
programs and to provide task force recom-
mendations for future collaborative efforts. 

PARTICIPANTS
For this study, the sample from which the data 
was collected consisted of representatives 

from each member institution of ACAPT. 
At the time of the study, the sampling frame 
included 209 ACAPT member institutions.20 

METHODS

Instrument Development

Because this research is the first of its kind 
in physical therapy, no valid, reliable instru-
ment was available for use in data collection. 
Therefore, the study comprises 2 surveys: the 
IPE task force developed a 10-question initial 
survey and a 6-question detailed follow-up 
survey (surveys available upon request). 

The initial survey was derived from ques-
tions previously used in 2012 by a workshop 
committee made up of members of the IOM 
Global Forum on Innovation in Health Pro-
fessional Education.21 To gather information 
for workshop participants, the committee 
members reached out to 31 universities that 
were implementing IPE initiatives. Due to 
time constraints, the IOM survey was not 
meant to be a comprehensive scan of all IPE 
efforts. However, the initiatives that were in-
cluded in the scan ranged widely in duration, 
geographic location, and breadth of program-
ming. All 31 universities were surveyed with 
7 questions that requested information about 
such areas as IPE initiatives, reasons for suc-
cess, and factors associated with sustainabil-
ity. Using the 2012 IOM survey as a starting 
point, the ACAPT IPE task force developed 3 
additional questions for its initial 10-question 
survey. The survey was distributed to ACAPT 
program representatives to elicit responses 
regarding specific physical therapist curricu-
lum initiatives, knowledge about the IPEC 
Core Competencies and their 4 competency 
domains, and state licensure. 

ACAPT then developed a follow-up sur-
vey to supplement information obtained 
from the initial survey. The follow-up survey 
was sent to physical therapist education pro-
grams that identified IPE initiatives as a part 
of their curriculum. The follow-up survey 
consisted of 6 questions related to IP com-
petencies during clinical experiences, chal-
lenges and strategies for implementing IP 
faculty development initiatives, standardized 
language regarding IPECP, and inclusion of 
CP in state practice acts. 

Procedure

Task force members piloted both surveys pri-
or to electronic dissemination in late spring/
summer 2013. In all cases, returned survey 
questionnaires constituted informed consent. 

The initial survey was electronically ad-
ministered to the 209 ACAPT member in-
stitutions along with a cover letter explaining 
the purpose of the study, requesting their 

participation, and requesting identification 
of key contacts. Representatives who did not 
feel they were able to complete the survey 
were asked to forward it to the appropriate 
individual at their institution for completion. 
Participants were asked to complete the sur-
vey within 30 days and identify a key contact 
at their institution for participation in a fol-
low-up survey. Three reminder emails were 
sent to nonresponders, one with a personal 
request from the ACAPT president. The sur-
vey was closed after the deadline was extend-
ed by 2 weeks. The follow-up survey was then 
disseminated to the identified key contacts. 
The second survey closed after 6 weeks, with 
2 reminders sent to nonresponders. 

Data Analysis

Upon receipt of the completed surveys, quali-
tative and quantitative data analyses were 
systematically performed to determine the 
frequency of aggregate responses for each 
question. Several strategies were used to 
minimize bias and optimize credibility and 
trustworthiness of the data.22-23 Individually 
and collectively, the task force reviewed all 
responses to open-ended questions. Through 
collaborative discussion and reflection, the 
task force identified themes and subthemes 
and grouped the responses for congruity and 
accuracy. Saturation was achieved after 3 sep-
arate reviews. 

RESULTS

Initial Survey 

One-hundred-and-six (50.7%) member insti-
tutions responded to the initial survey. 
University/Physical Therapist Education 
Curriculum Focus. Two questions requested 
information on whether IPE is a focus of the 
ACAPT institution or the physical therapist 
education curriculum, and asked respon-
dents through open-ended questions to pro-
vide support for their responses. Eighty-three 
respondents (78.3%) reported that they are 
involved in various IPE initiatives, with 49 
(46.2%) identifying it as a focus of their in-
stitution and supported by the institution’s 
strategic plan, mission, or vision. Sixty-two 
respondents (58.5%) identified IPE as a 
physical therapist curriculum focus with 34 
(53.1%) citing their strategic plan as evidence 
of this focus. When asked to identify the 
educational preparation phase that the IPE 
initiatives targeted, 67 individuals (63.2%) 
identified the preprofessional classroom and 
53 individuals (50%) reported preprofession-
al clinical experiences. All other educational 
phases (postprofessional education, residen-
cies, etc) received 10 or fewer responses. 
IPE Initiatives. Eighty-five respondents 
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(80.2%) provided a total of 120 examples of 
IPE initiatives (Table 1). The most frequently 
reported example was IP courses ranging from 
a single course to a sequence of 3-4 courses 
(n = 31), followed, in descending frequency, 
by case collaboration (n = 17), university IP 
days (n = 14), IP lab classes including those 
with simulation (n = 13), volunteer/service 
learning (n = 8), and pro bono clinics (n = 
7). Seventy-nine respondents (74.5%) cited a 
total of 74 examples of support for IPE ini-
tiatives (Table 2). Funding either through the 
university budget, extramural, or intramural 
grants was the most frequently cited example 
of support (n = 40) followed by inclusion of 
IPE in the annual review process (n = 25). 
IPE Successful Outcomes. Seventy-seven 
respondents (72.6%) identified examples of 
evidence of the success of IPE at their institu-
tion. The most frequently reported examples 
were inclusion of IPE-related activities in fac-
ulty performance appraisals and promotion/
tenure criteria (n = 34), positive outcomes on 
quantitative and/or qualitative measurement 
tools (n = 34), and increased student involve-
ment (n = 26) (Table 3).

Eighty respondents (75.5%) each identi-
fied up to 3 reasons for the success of their 
initiatives. The reasons for success were cat-
egorized as either (1) faculty buy-in/cham-
pions, (2) institutional support, (3) student 
buy-in, (4) curriculum, (5) environmental 
drivers such as patient-centered care and 
community engagement, or (6) scholarly 
products. Faculty buy-in/champions was the 
most frequently cited reason for success, fol-
lowed by institutional support. (Table 4). 

Eighty-seven respondents (82.5%) each 
identified up to 3 factors that contributed to 
the sustainability of their initiative or will be 
needed to make it sustainable over time. The 
factors were categorized as either (1) institu-
tional support, (2) faculty buy-in/champions, 
(3) curriculum, (4) student buy-in, (5) evi-
dence/standardized assessment, (6) clinical/
community partners, and (7) other. Institu-
tional support was the most frequently cited 
theme, followed, in descending frequency, by 
faculty buy-in, curriculum, and student sup-
port. In addition, corresponding changes to 
the Guide to Physical Therapist Practice24 and 
changes with billing/reimbursement were 
mentioned under “other” (Table 5).
Clinical Practice Partnerships. The majority 
of respondents (n = 56) did not identify a CP 
partnership within which their students ob-
tain IP experience. Four of these respondents 
reported that they were uncertain as to the 
meaning of CP partnership. Fifty respondents 
(47.1%) provided at least 1 example of a suc-
cessful partnership. The partnership respons-
es were grouped according to whether they 

Table 1. Current and Projected IPE Initiatives 

Reported Initiativesa

(n = 120)
Frequency 

Courses: Inclusion of teamwork/roles/responsibilities; 3–4 course 
sequence; electives

31

Case collaboration 17

University IP day 14

Simulation lab experience 13

Volunteer service-learning 8

Collaborative practice: pro bono clinic 7

Research 6

Community health experience: assigned to family, elderly mentor, 
pediatric play group

5

Healthcare team/IPE case competition and clarion challenge 5

Collaborative Practice: clinical experience 4

Faculty teaching for other programs 4

IP faculty conference/workshop 3

IP grand rounds 2

IP fellowships for faculty and students 1

a85 member institutions

Table 2. Examples of Support for IPE Initiatives

Reported Supporta

(n = 74)  
Frequency

Funded: budget, extramural, or intramural funding 40

Inclusion in annual review 25

IPE center/dedicated staff 5

Included in promotion and tenure guidelines 3

Faculty development 1

a79 member institutions

Table 3. Evidence of Successful IPE Initiatives

Reported Evidencea Responses

Faculty evaluated on their annual reports and promotion/tenure 
guidelines

34

Quantitative outcomes and qualitative feedback from patient/families/
students 

34

Increased student engagement 26

Increased faculty involvement and scholarship 16

Clinical outcome: Decreased in cost of care 2

Other: Bridging of 2 state universities 1

a77 member institutions
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were associated with a clinical experience, 
community-based experience, pro bono/stu-
dent-run clinic, or outpatient clinic. Clinical 
experience was the most frequently identified 
site for partnerships (Table 6). 
IPEC Core Competencies. Eighty-two in-
dividuals (77.4%) reported familiarity with 
the IPEC Core Competencies12 and the gen-
eral competency domains, with 75 of the 82 
(91.5%) supporting endorsement of these 
general competencies by the profession in 
both education and clinical practice. 

Follow-Up Survey 

The initial survey identified 46 key contacts 
for follow-up. Of these, 30 (65.2%) responded 
to the follow-up survey. 
IP Competencies During Clinical Experi-
ences. Fifteen key contacts (50%) responded 
that IP competencies are not addressed dur-
ing clinical experiences. Three key contacts 
(10%) mentioned that they were in the plan-
ning or beginning stages of addressing com-
petencies, and 1 respondent indicated the 
institution was seeking guidance from APTA. 
Twelve key contacts (40%) reported that IP 
competencies are being addressed during the 
clinical experiences at their institutions, and 
9 of those gave examples of competencies that 
students are expected to achieve. Cumulative-
ly, 2–5 examples of reported competencies for 
each of the 4 IPEC domains were cited by the 
9 key contacts and are presented in Table 7. 
Challenges and Strategies With IPE Imple-
mentation. Thirty key contacts each identified 
their 3 greatest challenges to implementing 
IPE initiatives. The identified challenges were 
categorized as administration, faculty, curric-
ulum, or other. The most frequently reported 
challenges were faculty resources/credit for 
faculty time (n = 20) and organization/coor-
dination of schedules (n = 20), both in the ad-
ministration category. Faculty buy-in (n = 16) 
was the next most frequently reported chal-
lenge. The results are presented in Table 8.

The key contacts were also asked to identi-
fy strategies used to overcome the implemen-
tation challenges (Table 9). The responses 
were categorized under administrative sup-
port, curricular design, or faculty support. 
The 11 responses (50%) associated with ad-
ministrative support included flexibility with 
scheduling IP initiatives with dedicated times 
for all students, faculty development, internal 
grant funding, and awarding faculty credit for 
participation in IP initiatives. The 6 responses 
attributed to curricular design included em-
bedding the activities within existing courses 
or accreditation requirements that helped to 
implement initiatives. The 5 responses attrib-
uted to faculty support included the presence 
of faculty champions and the inclusion of 

Table 4. Reasons for Success

Reported Reasonsa Responses

Faculty buy-in/champions 52

Institutional support
•	 Senior leadership support (n = 27)
•	 Initiatives/mission/culture (n = 12)
•	 Funding (n = 7)
•	 Dedicated support staff (n = 4)
•	 Space/IPE center/simulation (n = 3)
•	 Faculty development/reward system (n = 2)

51

Student buy-in 29

Curriculum
•	 Organization/scheduling (n = 12)
•	 Mandatory (n = 3)
•	 Accreditation standards (n = 2)

17

Current health care environment drivers (cost, patient-centered care, 
community engagement, improved outcomes, etc)

10

Scholarly products (standardized assessment, presentations, 
publications, grants)

8

a80 member institutions

Table 5. Factors Contributing to/Needed for Sustainability 

Reported Factorsa Responses

Institutional support: 
funding, senior leadership support, reward system, culture, faculty 
development, dedicated space, support staff

118

Faculty buy-in/champions 22

Curriculum: organization, scheduling, accreditation standards, 
mandatory 

18

Student buy-in 10

Evidence/standardized assessment 10

Clinical/community partners 9

Other: update Guide to Physical Therapist Practice, change billing/ 
reimbursement

2

a87 member institutions

Table 6. Collaborative Practice Partnership Setting

Reported Partnership Settinga Responses

Clinical experience 35

Community-based: 
section 8 housing, assisted living, apartments, independent living 
center, community health center, state funded preschool, gym, 
international service-learning, migrant health fair

13

Pro bono student-run clinics 6

Outpatient clinics 3

a50 member institutions
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clinical faculty in the design and implemen-
tation of IP initiatives. 
Faculty Development Initiatives. Twenty-five 
key contacts (83%) described some degree of 
university support for IPE faculty develop-
ment initiatives (Table 10). Responses were 
grouped in 3 levels of university support that 
ranged from minimal level, with little or no 
faculty development initiatives established, to 
a strong level, with well-established initiatives 
that receive university funding. Five respons-
es were identified as having minimal univer-
sity support, 10 responses as having moderate 
support, and 10 responses as having strong 
support. All but 1 respondent expressed in-
terest in attending an IPEC Faculty Work-
shop if APTA could fund a limited number of 
faculty to attend. 
Other: Standardized Language and State 
Practice Act Inclusion. Although 6 key con-
tacts did not feel there was a need for de-
velopment of standardized terminology for 
IPECP, and 5 key contacts did not have an 
opinion or were uncertain, 19 (63%) believed 
there was a need for standardized terminolo-
gy. Twenty-nine key contacts (97%) reported 
that their state practice acts did not address 
CP, and the remaining respondent was un-
certain. No responses were obtained for the 
question regarding decisional authority for 
physical therapy students involved in CP.

(funding, leadership buy-in, dedicated space, 
etc) and faculty champions—mirrored the 
IOM Global Forum responses.21

In addition, 1 of the critical factors identi-
fied by the 2012 IOM survey as integral to the 
success of IPE was partnerships with clinical 
practice sites and with other higher education 
institutions.21 The responses to question 9 in 
the initial ACAPT survey, concerning part-
nerships with practice settings for student 
physical therapists to obtain IP experience, 
indicate that either the question was confus-
ing to some or that partnerships are not well-
developed for the majority of respondents. 
For physical therapist education programs 
to succeed in incorporating IPECP, they will 
need to invest in partnerships with clinical 
practice sites and other higher educational 
organizations to advance IPECP. This is espe-
cially critical for physical therapist education 
programs without easy access to health care 
facilities or an association with an academic 
health center. More creative partnership op-
portunities may need to be explored and de-
veloped to sustain institutional IPE in these 
environments. Examples of these partner-
ships might include online patient simulation 
and cases,29 opportunities for shared online 
classroom discussions involving multiple 
professions,30-33 and partnerships with other 
academic institutions and clinical practic-
es.34-36

Based on the work of national and interna-

DISCUSSION
The purposes of this study were to compile, 
collect, and analyze data on current and pro-
jected IPE initiatives in ACAPT-member 
physical therapist education programs; and 
to provide task force recommendations for 
future collaborative efforts. The response 
rate to this survey was acceptable, with 50% 
of the programs providing a contemporary 
“snapshot” of IPE in physical therapist pro-
fessional education. Portney and Watkins25 
suggest that a survey questionnaire return 
rate of 30%-60% in a clinical setting is realis-
tic, and this response rate compares favorably 
with or exceeds other surveys using similar 
contact sources and methods.26-28 Overall, 
based upon the survey responses, there was 
a positive response to the integration of IPE 
within the physical therapist curriculum for 
programs currently involved in collaborative 
endeavors. 

To advance and sustain IPE within high-
er education, survey respondents indicated 
that strong institutional support is required, 
faculty champions are needed, and measur-
able positive outcomes need to be assessed 
and demonstrated. These survey results were 
consistent with the 2012 IOM Global Forum 
responses of 31 academic institutions to a 
7-question survey about issues associated 
with implementing, advancing, and sustain-
ing IPE. Two of the 3 most frequent ACAPT 
survey responses—institutional resources 

Table 7. Clinical Experience IP Competencies Categorized by IPEC Domain

IPEC Domains Direct Quotes Regarding IP Competencya

Values and Ethics 
for IP Practice
Nb = 2

•	 Values/ethics of IP practice. 
•	 �Reinforcement of multiple expectations relative to appropriate referral and multiple factors from guidelines 

specific to ethics and jurisprudence that support appropriate IP competencies. These address communication, 
collaboration, appropriateness of referral, appropriateness of treating (or not), and knowledge of other 
professional skill sets for making referral.

Roles and 
Responsibilities 
for Collaborative 
Practice
N = 5

•	 Expect students to be able to appreciate the role of other professions in care. 
•	 �Share accountability with other professions, patients, and communities for outcomes relevant to prevention and 

health care.
•	 Use available evidence to inform effective IP collaboration in the delivery of patient care.
•	 One of the institutional outcome goals for all students is to collaborate with colleagues across disciplines.
•	 Understanding their specific role on the health care team.

Interprofessional 
Communication
N = 3

•	 Interact with other professionals in a professional and respectful manner. 
•	 Explanation of the relationship of results to the clients program of care proposed by the health care team. 
•	 �Expect them to not only shadow, but to interview a select number of other health professionals during their 

internships.

Teams and 
Teamwork
N = 4

•	 Expect students to be able to work in teams and discuss collaboratively in care teams or case conferences. 
•	 �Identify cognitive needs and resources of other person(s), including health professionals, and facilitate a 

team environment (communication, flexibility, responsibility, initiative, request, and/or assistance provided to 
coworkers).

•	 Require advanced intermediate level on CPI on relationships with others and working with others.
•	 Apply leadership practices that support collaborative practice and team effectiveness.

a9 key contacts
bN = Theme total responses
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Table 8. Reported Challenges to IPE Initiative Implementation

Theme Examples of Reported Challenges (Sample Direct Quotes)a 

Administration
Nb = 53

Faculty resources and credit for faculty time (nc = 20)
•	 Finding a way to award academic credit
•	 Time required for faculty champions without designated time being set aside
•	 Faculty time
•	 Overwork load
•	 Getting faculty release time
•	 Faculty resources 
•	 Faculty development
•	 Tied to promotion/career advancement

Organization and coordination of schedule/(n = 20)
•	 Coordination of academic and clinical schedules
•	 Coordinating logistics
•	 Diverse program schedules
•	 Scheduling educational opportunities
•	 Scheduling joint student sessions 
•	 Schedules across disciplines
•	 Scheduling and geography

Administrative support and communication (n = 7)
•	 Need for more administrative support
•	 Awareness of IPE and importance at the administrative level
•	 Centralized communication
•	 Carve out a full-time position for coordination of logistics
•	 Space

Funding (n = 6)
•	 Currently, there is no funding
•	 Money

Faculty
N = 19

Buy-in (n = 16)
•	 Some faculty do not see the value
•	 Faculty interest
•	 Faculty involvement
•	 Clinical facilities buying in and inviting clinical faculty to participate

Need for assessment (n = 3)
•	 Study the outcomes 

Curriculum
N = 4

•	 Curricular alignment with concerted effort to find places of intersection where student levels and 
needed objectives are in synergy

•	 Integration into professional curriculum; not add-on 
•	 Making content credible, authentic, meaningful, skill-based 
•	 Accreditation requirements 

Other
N = 2

•	 Professional priorities and legal/reimbursement structures do not support 
•	 Different ethical codes 

a30 key contacts 

bN = Theme total responses
cn = Subtheme total responses

tional organizations and forums,1-8,21
 IPEC’s 

Core Competencies,12-13 and the results of 
this survey, physical therapist education pro-
grams developing IPE within their institu-
tions typically elect to first target IPE within 
classroom experiences before integrating IPE 
into clinical experiences. In order to advance 
IPE within clinical experiences, development 
of more formalized clinical partnerships will 
be needed to better enable the expansion of 
IPE within patient care experiences for learn-

ers. Perhaps further direction and support 
is needed to assist physical therapist educa-
tion programs in how to develop and sustain 
clinical education partnerships to advance 
collaborative practice and clinical education 
models. 

Task force members noted the diversity 
in IPE terminology used by the key contacts. 
For example, several key contacts referred to 
working with physical therapist assistants as 
an example of IPE when it would more ap-

propriately be described as “intraprofession-
al” education. Several key contacts referred to 
guest lecturing as an example of IPE, which 
does not meet the WHO definition of IPE.5 
Given survey results expressing a need for 
further clarification of terminology associat-
ed with IPECP and some possible confusion 
about what constitutes IPE, the investigators 
have provided suggested terminology defini-
tions in Appendix B. 

The majority of survey respondents noted 
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that their state practice acts do not address 
CP. It is unknown whether the reported ab-
sence of an explicit statement about CP with-
in state practice acts would support or hinder 
advancement of CP models for physical ther-
apist clinical education. Given the time and 
financial investment required, the question 
must be posed whether the profession is pre-
pared to take up the challenge to incorporate 

explicit language in practice acts to make 
innovative collaborative models of care for 
clinical education available in all states.

In the follow-up survey, question 6 pro-
vided information about the level of interest 
in physical therapist program faculty attend-
ing an IPEC Faculty Development Institute 
later that year to advance IPE within their 
respective institutions. Because APTA’s 2013 

Strategic Plan37 supported IP collaborative 
initiatives under Goal 3, 12 physical therapist 
faculty teams were able to participate in the 
IPEC institute with funding to offset some of 
their costs. 

Physical therapist education should be 
designed to prepare a collaborative prac-
tice-ready workforce in response to ongo-
ing changes in practice such as patient- and 
family-centered team-based care. New prac-
tice models must be developed to accomplish 
3 critical objectives, known as the triple aim 
of health care,38 to optimize health system 
performance by: (1) improving the health 
of the population; (2) enhancing the patient 
experience of care (including quality, access, 
and reliability); and (3) reducing, or at least 
controlling, the per capita cost of care.39 So 
how does an IPE curricular model in physi-
cal therapist education support and foster in-
tegration in clinical education in an effort to 
improve health outcomes? 

Based upon the findings from the sur-
vey, at least 62 (58.5%) of the respondents 
reported that IPE is a focus of their physical 
therapist education curriculum. In contrast, 
student physical therapist opportunities for 
CP through clinical experiences occur much 
less frequently. The responses to question 9 
in the initial survey concerning partnerships 
with practice settings for students to obtain 
IP experience indicate that either the ques-
tion was confusing to some or that partner-
ships are not well-developed for the majority 
of respondents. 

Although the profession has made some 
strides within physical therapist education 
programs in advancing IPE, additional effort 
needs to be targeted to develop strong part-
nerships with clinical practice sites and other 
higher education institutions to advance CP 
in patient care. The basic premise of IPE is 
to advance best practice by learning about, 
from, and with each other and then integrat-
ing IPE concepts into clinical practice with 
patients to achieve the triple aim. Additional 
partnerships with other health profession as-
sociations and IPE organizations highlighted 
in Appendix C would help the profession ad-
vance IPECP. Other opportunities to interact 
in shared partnerships with external fund-
ing agencies that support IPECP research 
initiatives are noted in Appendix D. Finally, 
a growing body of literature on the topic of 
IPECP is identified in Appendix E. 

Limitations

The study sample included only ACAPT 
member institutions. At the time of the sur-
vey administration, there were 219 accredited 
and developing programs in physical thera-
pist education,40 and the 50% response rate 

Table 9. Strategies for Overcoming Challenges to IPE Initiative Implementation

Theme Examples of Reported Strategies (Sample Direct Quotes)a 

Administration
N = 11

•	 Flexible scheduling with dedicated time (nc = 6)
•	 Faculty development (n = 2)
•	 Funding (n = 2)
•	 Faculty-awarded credit (n =1)

Curriculum
N = 6

•	 Embedded in current curriculum, student credit given (n = 5)
•	 Accreditation requirement for some professions (n = 1)

Faculty
N = 5

•	 Champions (n = 3)
•	 Clinicians included in design, implementation (n = 2)

a22 key contacts 

bN = Theme total responses
cn = Sub-theme total response

Table 10. Examples of Faculty Development Programs by Level of University 
Support

Examples of Faculty Development Initiativesa 
Sample Direct Quotes

Responses

Minimal level of supportb

•	 Recently dedicated center and personnel, little/no faculty 
development

•	 Charged with implementing 
•	 IPE conference attendance support 

5

 Moderate level of supportc

•	 Optional IP team training day 
•	 Annual IPE summit
•	 IPE simulation teaching
•	 2–3 faculty development sessions on IPE
•	 Hosting of guest speakers on IPE

10

Well-developed level of supportd

•	 Annual IPE summit linking multiple institutions
•	 Master Educators Guild with dedicated funding and expertise
•	 Biannual faculty development workshops
•	 Strong faculty development program specifically related to IPE
•	 1:1 assistance by IPE staff with faculty for IPE program 

development 

10

a25 Key Contacts
binitiatives currently being developed or requested
cinitiatives in place with moderate support
dinitiatives well-established and funded
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for the initial survey of 209 ACAPT member 
institutions makes the results difficult to gen-
eralize to all physical therapist academic in-
stitutions. The results of this study represent 
only physical therapist academic programs 
that responded to the survey with the pres-
ence of IPE within their academic institu-
tions. As such, the results reflect a response 
bias from those respondents reporting IPE 
within their academic institutions, where the 
investigators do not know the status of IPE 
for those institutions not responding. Ad-
ditionally, the initial survey posed selected 
questions about IPE as an initial exploratory 
survey about the status of IPE within physical 
therapist education. Based upon the results, 
many questions remain. 

Early Implications From the  
ACAPT Study

Based upon the recommendations from the 
IPE Task Force, the following steps have been 
taken to further IPECP within the profession:

•  �ACAPT has disseminated its survey 
results to key stakeholders via publica-
tions and presentations.

•  �ACAPT and APTA endorsed the IPEC 
Core Competencies.

•  �APTA helped fund 12 physical therapist 
program faculty to attend the October 
2013 IPEC Faculty Institute.

•  �ACAPT Board of Directors approved 
the formation of the National IPE Con-
sortium (NIPEC) to provide a forum 
for those interested in discussing, re-
searching, and furthering IPE in physi-
cal therapy and other health professions 
and organizations, with the first meeting 
convened at CSM 2014 in Las Vegas.

•  �The 2014 APTA House of Delegates ad-
opted the position Endorsement of In-
terprofessional Education Collaborative 
Core Competencies (HOD P06-14-14-
09) to “encourage team-based interpro-
fessional education and collaborative 
practice by endorsing the 4 IPEC Core 
Competency domains and their respec-
tive general competency statement.” 
APTA and its members will endeavor to 
integrate these IPEC core competencies 
into practice and education initiatives, 
where feasible.41

•  �APTA established a staff work group to 
develop an IPE Policy Paper for the pro-
fession.

Future Research Questions

This exploratory survey raised a number of 
future research questions that could be posed 
as a follow up to this initial IPE survey of 

physical therapist academic programs. Some 
of these future questions might include but 
not be limited to: 

1. �How have academic institutions inte-
grated IPE within the culture for faculty 
including tenure, workload, salary, po-
sition expectations, and faculty devel-
opment?

2. �What successful models are being used 
to support faculty in their ability to 
teach in an IPE-model curriculum? 

3. �What successful models have been 
developed to support partnerships in 
higher education and clinical practice?

4. �What do physical therapist programs 
need to effectively develop, advance, 
and sustain IPE within their institu-
tions?

5. �What valid and reliable assessment 
tools are available to measure IPE stu-
dent classroom outcomes, collaborative 
practice student outcomes during clini-
cal education, IPE outcomes in relation 
to patient care and the triple aim, and 
innovative models of IP collaborative 
practice for new graduates?

CONCLUSION
This exploratory survey of ACAPT member 
physical therapist education programs iden-
tified areas of strength and opportunities for 
growth of IPE within professional physical 
therapist education along with the develop-
ment of external partnerships within prac-
tice, other academic institutions, and other 
health profession organizations. Although 
78.3% of physical therapist program respon-
dents indicated that, to varying degrees, they 
are involved with IPE in their programs and 
curriculum, the issues raised by this survey 
warrant further exploration and investigation 
and provide an excellent baseline upon which 
to build for the future.
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Appendix A. IPEC Core Competencies

Work with individuals of other professions to maintain a climate of mutual respect and shared values. Values/ethics/behavioral 
expectations:
•	 Place the interests of patients and populations at the center of interprofessional health care delivery. 
•	 Respect the dignity and privacy of patients while maintaining confidentiality in the delivery of team-based care. 
•	 Embrace the cultural diversity and individual differences that characterize patients, populations, and the health care team. 
•	 Respect the unique cultures, values, roles/responsibilities, and expertise of other health professions. 
•	 �Work in cooperation with those who receive care, those who provide care, and others who contribute to or support the delivery 

of prevention and health services. 
•	 Develop a trusting relationship with patients, families, and other team members (CIHC, 2010). 
•	 Demonstrate high standards of ethical conduct and quality of care in one’s contributions to team-based care. 
•	 Manage ethical dilemmas specific to interprofessional patient- and population-centered care situations. 
•	 Act with honesty and integrity in relationships with patients, families, and other team members. 
•	 Maintain competence in one’s own profession appropriate to scope of practice.

Use the knowledge of one’s own role and those of other professions to appropriately assess and address the health care needs of 
the patients and populations served. Roles/responsibilities/behavioral expectations: 
•	 Communicate one’s roles and responsibilities clearly to patients, families, and other professionals.
•	 Recognize one’s limitations in skills, knowledge, and abilities.
•	 �Engage diverse health care professionals who complement one’s own professional expertise, as well as associated resources, to 

develop strategies to meet specific patient care needs. 
•	 Explain the roles and responsibilities of other care providers and how the team works together to provide care. 
•	 �Use the full scope of knowledge, skills, and abilities of available health professionals and health care workers to provide care that 

is safe, timely, efficient, effective, and equitable. 
•	 �Communicate with team members to clarify each member’s responsibility in executing components of a treatment plan or public 

health intervention. 
•	 Forge interdependent relationships with other professions to improve care and advance learning. 
•	 Engage in continuous professional and interprofessional development to enhance team performance. 
•	 Use unique and complementary abilities of all members of the team to optimize patient care. 
 
Communicate with patients, families, communities, and other health professionals in a responsive and responsible manner that 
supports a team approach to the maintenance of health and the treatment of disease. Interprofessional communication behavioral 
expectations:
•	 �Choose effective communication tools and techniques, including information systems and communication technologies, to 

facilitate discussions and interactions that enhance team function. 
•	 �Organize and communicate information with patients, families, and health care team members in a form that is understandable, 

avoiding discipline-specific terminology when possible. 
•	 �Express one’s knowledge and opinions to team members involved in patient care with confidence, clarity, and respect, working to 

ensure common understanding of information, treatment, and care decisions. 
•	 Listen actively and encourage ideas and opinions of other team members. 
•	 �Give timely, sensitive, instructive feedback to others about their performance on the team, responding respectfully as a team 

member to feedback from others. 
•	 Use respectful language appropriate for a given difficult situation, crucial conversation, or interprofessional conflict. 
•	 �Recognize how one’s own uniqueness, including experience level, expertise, culture, power, and hierarchy within the health care 

team, contributes to effective communication, conflict resolution, and positive interprofessional working relationships (University 
of Toronto, 2008). 

Communicate consistently the importance of teamwork in patient-centered and community-focused care. Team and teamwork 
behavioral expectations: 
•	 Describe the process of team development and the roles and practices of effective teams. 
•	 Develop consensus on the ethical principles to guide all aspects of patient care and team work. 
•	 Engage other health professionals (appropriate to the specific care situation) in shared patient-centered problem solving. 
•	 �Integrate the knowledge and experience of other professions (appropriate to the specific care situation) to inform care decisions 

while respecting patient and community values and priorities/preferences for care. 
•	 Apply leadership practices that support collaborative practice and team effectiveness. 
•	 �Engage self and others to constructively manage disagreements about values, roles, goals, and actions that arise among health 

care professionals and with patients and families. 
•	 Share accountability with other professions, patients, and communities for outcomes relevant to prevention and health care. 
•	 Reflect on individual and team performance for individual for improvement in both. 
•	 Use process improvement strategies to increase the effectiveness of interprofessional teamwork and team-based care. 
•	 Use available evidence to inform effective teamwork and team-based practices. 
•	 Perform effectively on teams and in different team roles in a variety of settings.

Adapted from Interprofessional Education Collaborative Expert Panel. (2011). Core competencies for interprofessional collaborative 
practice: Report of an expert panel. Washington, D.C.: Interprofessional Education 
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Collaborative practice in health care occurs when multiple health workers from different professional backgrounds provide 
comprehensive services by working together synergistically along with patients, their families, careers, and communities to deliver the 
highest quality of care across settings.1

Interdisciplinary health care occurs when health care professionals representing expertise from various health care disciplines 
participate in the support of clients and their families in health care delivery.

Interprofessional collaboration is a patient-centered approach to health care delivery that synergistically maximizes the strengths and 
skills of each contributing health worker to optimize the quality of patient care (adapted from Hoffman et al; in press).1

 
Interprofessional education (IPE) occurs when learners from 2 or more professions learn about, from, and with each other to enable 
effective collaboration and improve health outcomes. 1

 
Interprofessionalism refers to the delivery of care by members of different health professions.2 

Interprofessionality refers to the bridge between interprofessional education and interprofessional practice where learners 
and practitioners from 2 or more professions translate and use what has been learned about, from, and with each other in the 
educational experience to enable more effective collaboration as a team directed toward a common purpose, commitment, and 
mutual respect with a focus on patient-centered care.3

Interprofessional learning (IPL) is learning arising from interaction between members (or students) of 2 or more professions. This may 
be a product of interprofessional education or happen spontaneously in the workplace or in education settings (Freeth et al; 2005).1

 
Interprofessional practice (IPP) occurs when practitioners from 2 or more professions work together with a common purpose, 
commitment, and mutual respect.1

Interprofessional professionalism is the consistent demonstration of core values evidenced by professionals working together, aspiring 
to,2(19) and wisely applying principles of altruism, excellence, caring, ethics, respect, communication, and accountability to achieve 
optimal health and wellness in individuals and communities.4

Interprofessional team is a group of people from different professional backgrounds who deliver services and coordinate care 
programs to achieve different service needs. Goals are set through consensual decision-making and result in an individualized care 
plan which may be delivered by 1 or 2 team members, thus maximizing shared expertise and minimizing barriers of professional 
autonomy.1

Multidisciplinary is an adjective used to describe types of teams or education and indicates that people from different disciplines 
are involved in the given activity. In other words, individuals from 2 or more disciplines coming together only for specific issues and 
problems.1

 
Transdisciplinary or transdisciplinarity are terms first used by Piaget to denote something that is at once between the disciplines, 
across the different disciplines, and beyond each individual discipline. Its goal is the understanding of the present world, of which an 
imperative is the overarching unity of knowledge.1

Triple Aim5 is a framework developed by the Institute for Healthcare Improvement that describes an approach to optimizing health 
system performance. It is IHI’s belief that new designs must be developed to simultaneously pursue 3 dimensions, referred to as the 
“Triple Aim”:

•	 Improving the patient experience of care (including quality and satisfaction);

•	 Improving the health of populations; and

•	 Reducing the per capita cost of health care.

1.	 �World Health Organization Study Group on Interprofessional Education and Collaborative Practice, Interprofessional Education 
and Collaborative Practice Glossary. Canadian Interprofessional Health Collaborative. Accessed April 9, 2012. 
http://cihc.wikispaces.com/Interprofessional+Glossary+-+Online+Version

2.	 Stern DT. Measuring Medical Professionalism. Oxford University Press. New York, NY: 2006. 

3.	 �Royeen CB, Jensen GM, Chapman TA et al. Is interprofessionality a concept for education and health care practice? J Allied Health. 
2010; 39(3 pt 2):251–252.

4.	 �Interprofessional Professionalism Collaborative. Glossary. Accessed April 9, 2012. 

5.	 http://interprofessionalprofessionalism.weebly.com/uploads/1/8/8/6/1886419/glossary_ipc_terms_08_2011.pdf

6.	 �Institute of Health Care Improvement. Triple Aim Framework. Accessed February 17, 2014. 

7.	 http://www.ihi.org/engage/initiatives/TripleAim/Pages/default.aspx

Appendix B. Definitions of IPE Terminology
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Appendix C. IPE Organizational Resources

Organization Name Website

American Interprofessional Health Collaborative 
(AIHC)

http://www.aihc-us.org/

Australasian Inter Professional Practice and 
Education Network (AIPPEN)

http://cihc.wikispaces.com/Australasian+Interprofessional+Practice+%26+Educa
tion+Network

Canadian Interprofessional Health Collaborative 
(CIHC)

http://www.cihc.ca/

European Interprofessional Education Network 
(EIPEN)

http://www.eipen.eu/

Institute of Medicine Global Forum on Innovation in 
Health Profession Education (IOM Education Forum)

http://www.iom.edu/Activities/Global/InnovationHealthProfEducation.aspx

Interprofessional Education Collaborative (IPEC) https://ipecollaborative.org/

Interprofessional Professionalism Collaborative (IPC) http://interprofessionalprofessionalism.weebly.com/

National Academies of Practice (NAP) https://www.napractice.org/eweb/startpage.aspx

National Center for Interprofessional Practice and 
Education (Nexus)

http://nexusipe.org/

National Health Sciences Students’ Association in 
Canada (NaHSSA)

http://www.who.int/workforcealliance/members_partners/member_list/nhssa/en/

Nordic Interprofessional Network (NIPNET) http://cihc.wikispaces.com/Nordic+Interprofessional+Network

The Network: Towards Unity for Health http://www.the-networktufh.org/

UK Centre for the Advancement of Interprofessional 
Education (CAIPE)

http://caipe.org.uk/

World Health Organization (WHO) http://www.who.int/en/

Appendix D. Agencies Supporting Interprofessional Funding

Organization Name Website

Agency for Health Care Research and Quality 
(AHCRQ)

http://www.ahrq.gov/funding/index.html

Department of Health and Human Services (HHS) http://www.hhs.gov/grants/

Josiah Macy Foundation (Macy) http://www.macyfoundation.org/

Office of Research Integrity (ORI) http://ori.hhs.gov/

Robert Wood Johnson (RWJ) http://www.rwjf.org/

Gordon and Betty Moore Foundation http://www.moore.org/programs/patient-care?


