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Chapter 14 

Faculty Development for Interprofessional  

Education and Practice 

Liz Anderson, Sarah Hean, Cath O’Halloran, Richard Pitt,     

and Marilyn Hammick 

14.1 Introduction 

Interprofessional education occurs when students from two or more professions learn 

about, from and with each other to enable effective collaboration and improve health out-

comes (WHO 2010, p. 7). 

Interprofessional education (IPE) is a response to specific changes within health 

and social care delivery in the twenty first century, aimed at facilitating the deliv-

ery of integrated services and patient-focused care. IPE is shaped by a commit-

ment to safe, patient-centred collaborative practice by national governments 

worldwide, including the United Kingdom (Department of Health 2000), Canada 

(Health Canada 2001), Australia (Australian Council for Safety and Quality in 

Health Care 2005) and the United States of America (Cerra & Brandt 2011), and 

global workforce policy (WHO 2010). 

In this chapter, we will look at how faculty development can prepare faculty to 

deliver a workable curriculum1 for the local context and in the process advance 

faculty members’ skills to teach, implement and offer IPE that assures student en-

gagement. In addition, we explore how IPE has the potential to involve practition-

ers in deeper reflection and analysis of their collaborative working. This, in turn, 

enhances patient care. Our examples are mainly drawn from undergraduate curric-

ulum development, but they apply equally to post-graduate, classroom and prac-

tice-based IPE. We acknowledge the challenges educators face in the development 

and delivery of effective IPE, outlining how these can be overcome. Using a theo-

retical curriculum model, we show how these challenges can be managed and how 

we can bring IPE practitioners together as a community of practice.  

                                                           
1 We use curriculum to mean the content and processes of a learning opportunity; this might be a 

lengthy undergraduate programme or short continuing professional development workshop.  
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14.2 The Challenges of Developing and Delivering 

Interprofessional Education 

We have identified five challenges associated with the development and delivery 

of an interprofessional curriculum. Our position is that faculty development is es-

sential to address these challenges, establish interprofessional learning (IPL) 

throughout a professional curriculum and promote effective interprofessional prac-

tice (IPP). 

Challenge 1: Crossing professional boundaries  

Curriculum development and other educational activities within a single discipline 

are complex and nonlinear endeavours. This complexity can be articulated at a 

professional/school level through the use of Engeström’s activity theory (2001), 

and diagrammatically as a triangle representing a single activity system (Figure 

14.1). The diagram summarises the many factors within the profession/school that 

surround and mediate curriculum development. These phenomena include the 

tools that may mediate this activity (e.g. means of assessment), the rules or social 

norms that may govern how the profession and its training is managed, as well as 

the range of individuals (e.g. teachers, students, administrators) who may be in-

volved and the manner in which different roles are allocated amongst them.  

 

INSERT FIGURE 14.1 HERE 

 

This complexity increases when faculty from different activity systems or dis-

ciplines collaborate to develop an interprofessional curriculum, as shown in Figure 

14.1. To work effectively together, faculty members must learn to understand each 

other’s activity system and work together to create new shared understandings and 

ways of working. Without an understanding and empathy for the activity system 

of the other, contradictions within their shared activity remain unidentified and un-

resolved. This allows the different expectations, priorities and cultures of each 

system to remain unexplored, and for poor intergroup attitudes and a lack of coop-

eration to grow (Hean et al. 2012a).  

Challenge 2: Integrating interprofessional education into each 

profession’s existing curricula  

If the IPE curriculum remains separate to existing curricula it can become an add-

on activity; subsequently, students can lose motivation and faculty members can 

prioritise other subjects. The challenge is the integration and alignment of the IPE 

curriculum so students and faculty members appreciate its fit with profession-
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specific curricula, its contribution to student learning and its role as a valid part of 

the educational experience. 

Challenge 3: Paying attention to the theoretical rigour and the evidence 

base for IPE 

Interprofessional education has been accused of lacking sound theoretical under-

pinnings (Reeves & Hean 2013). The design and evaluation of IPE curricula are 

said to be superficial, descriptive and lacking in rigour. There has been limited 

understanding of the outcomes or processes at work within IPE (Hean et al. 2009). 

A growing number of interprofessional educators, evaluators and practitioners 

now identify and apply theories from sociology, psychology and education in their 

work (Hean et al. 2012b). Striving to understand and apply theory needs encour-

agement, with faculty supported in work that pays attention (and gives time) to the 

development of theoretically sound and evidence-based IPE.  

Challenge 4: Managing the changeable and unpredictable nature of 

interprofessional education development and delivery 

Aligning uniprofessional and IPE elements of a curriculum needs a flexible and 

adaptable team, able to collaborate and continually learn about, from and with 

each other. Faculty members need to be comfortable with the concept of expan-

sive learning and be able to cope with uncertainty and change (Engeström 2001). 

Challenge 5: Recognising that interprofessional learning is complex and 

different 

IPE produces diverse learning groups. The students vary not only through their 

personal traits but through adherence to values which have shaped their career 

choice and become further moulded as they take on a professional identity during 

training (Anderson et al. 2009). One role for faculty development includes critical 

reflective work to appreciate the unique properties of these mixed student groups 

and to equip educators with the skills to support students to learn about, from and 

with each other. Faculty development should aim to support everyone involved in 

the design and delivery of IPE curriculum as they re-analyse their personal teach-

ing repertoires and become competent in managing interprofessional learning 

groups.  
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14.3 The Interprofessional Education Curriculum: Modelling its 

Complexity 

We have borrowed Coles and Grant’s (1985) curriculum model to identify the IPE 

faculty constituency and unpack the development needs associated with the roles 

different faculty members have in establishing and assuring a credible IPE cur-

riculum.  

The curriculum model (Figure 14.2) comprises three components - the curricu-

lum-on-paper, the curriculum-in-action and the curriculum experienced by the 

learners. There is always some incoherence between these components; not every-

thing in the curriculum-on-paper will be translated into action by those responsible 

for curriculum delivery, and learners, with their unique knowledge and skills, will 

experience different versions of the curriculum. The model recognises the dynam-

ic nature of a curriculum and can usefully guide faculty development through at-

tention to the need to maximise, as much as possible, component coherence. It is 

particularly useful in health professions learning where courses include practice 

experiences, often including unplanned, opportunistic learning.  

 

INSERT FIGURE 14.2 HERE 

 

The IPE curriculum is not only influenced by the contributions and interplay of 

its three different components but additionally by the different professions work-

ing in IPE and the diversity of the IPL students. In the following sections, we dis-

cuss faculty development initiatives for faculty members responsible for maximis-

ing the coherence of the three components of the IPE curriculum and thus, for 

ensuring effective IPL. 

14.4 The Interprofessional Faculty 

Faculty development initiatives need to be available to all involved in the planning 

and delivery of the IPE curriculum and the design of the initiatives needs to reflect 

the different roles for faculty members. This is a priority for those in roles that are 

essential to the success of an IPE curriculum which we will define and explore in 

detail: namely, the IPE Champion, the IPE Professional Leads and IPE Facilita-

tors. Table 14.1, shows there are many other individuals involved in IPE curricula 

whose contribution to IPE will be enhanced by interprofessional faculty develop-

ment. 

 

INSERT TABLE 14.1 HERE 
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The local IPE Champion can be defined as the leader and ambassador for both 

the strategic and operational aspects of the curriculum with management and re-

search responsibilities (Barker et al. 2005; Oandasan & Reeves 2005). Their major 

task is to maintain strong partnerships across professions, organisations and insti-

tutions (Bjørke & Haavie 2006; Gilbert 2005). Mostly there is one IPE Champion, 

a sole voice who is responsible for the early vision for IPE and for initiating the 

local IPE curriculum. In addition, each profession may appoint an IPE Profes-

sional Lead, with in-depth understanding about their profession-specific curricu-

lum, to work alongside the champion. 

Those involved in the IPE curriculum-in-action are IPE Facilitators. The title 

reflects the mode of interprofessional learning where the educator assists the pro-

gress of learning, paving the way for students to construct meaning through de-

bate, discussion and shared reflection (Reeves et al. 2011). IPE Facilitators are 

usually university academics or practitioners who teach in practice (also known as 

preceptors, mentors, clinical or practice teachers). They may also be pa-

tients/service users and students with a teaching role (McKeown et al. 2010; Selby 

et al. 2011).  

14.5 The Purpose of Interprofessional Faculty Development 

Initiatives  

The purpose of interprofessional faculty development is to align more closely the 

different IPE curriculum components (e.g. written, in-action and experienced). 

Outcomes should assure a vibrant community of highly competent teachers who 

advance their practice and student learning through evidenced-based teaching. To 

reach such goals, faculty development must address the five challenges we out-

lined for developing an IPE curriculum. We continue by exploring the ‘when’, 

‘where’, ‘what’ and ‘how’ of initiatives designed to achieve this. 

14.5.1 Faculty Development and the Interprofessional Education 

Curriculum-on-Paper 

Faculty development events that bring together members of different professions 

to work together on curriculum development provide opportunities to model inter-

professional learning. They promote group work and the formation of a new 

community of practice. The function of team building cannot be understated (Stei-

nert 2005). Initially we suggest organising ‘away days’ or ‘time-out’ events for 

faculty; the aim here is to encourage ownership of the curriculum-on-paper. The 

environment for these events needs to be versatile, enabling interactive debate and 
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discussion towards consensus agreements. A series of events may be necessary to 

address some or all of the aims of this faculty development, as detailed below. 

14.5.1.1 Gain an Understanding of the Education Context of the Other 

Professions Involved in Developing the IPE Curriculum (Challenge 1) 

Early activities should include opportunities for interaction and sharing of profes-

sional programmes and underpinning education values. This can be achieved 

through group work that enables participants to find out about each other, their 

courses and their interest in IPE development. The end-point of these activities 

would be the sharing of course documentation, professional body standards, and 

other relevant materials, as a starting point for identifying the common ground for 

IPE development and preliminary agreement about the local IPE curriculum strat-

egy. 

14.5.1.2 Confirm Common Ground in Professional Curricula Where IPE 

Could be Developed (Challenge 2)  

Patient safety is an example of a topic that provides common ground for the de-

sign of IPE. The seminal document within the USA on patient safety, To Err is 

Human (Kohn et al. 1999), mirrored in the UK by the Department of Health’s An 

Organisation with a Memory (Donaldson 2000), emphasises the importance of pa-

tient-centred team-working in practice. The World Health Organisation (WHO) 

has a comprehensive guide to including patient safety in health professions’ cur-

ricula with methods for teaching and assessing patient safety interprofessionally 

(WHO 2011).  

14.5.1.3 Write Interprofessional Learning Outcomes (Challenges 2 and 3) 

The goal here is for participants to experiment with writing interprofessional 

learning outcomes. This means translating the broader philosophical issues dis-

cussed in earlier sessions into learning outcomes that are coherent with the IPE 

curriculum rationale and resonate with curriculum documentation conventions in 

the academic institutions involved. Intended learning outcomes have been de-

scribed and include: patient-centred team-working, the different roles and respon-

sibilities of health and social care professionals, interprofessional communication, 

interprofessional reflection, patient safety and human behaviour and ethical as-

pects of shared practice (Thistlethwaite & Moran 2010). 
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14.5.1.4 Design Theoretically Sound and Evidence Informed 

Interprofessional Learning Activities (Challenge 3) 

Faculty development should expose participants to the wide range of theories that 

have been applied in IPE and encourage them to use these to design effective IPL. 

We recommend that this event draws on the emerging research literature which 

can provide pre-reading material for the session. Syntheses of useful theories for 

IPE are available (Colyer et al. 2005; Hean et al. 2009, 2012b) to encourage de-

bate that focuses on theories that reflect, explain or hypothesise the means to pro-

mote social learning (learning about, from and with each other) which is achieved 

in groups and mediated by social actors. These theoretical frameworks underpin 

the guidance to curriculum developers as shown in Table 14.2. 

 

INSERT TABLE 14.2 HERE 

14.5.1.5 Select Appropriate Methods for Assessing IPL (Challenge 1, 3 and 4) 

This involves sharing the assessment regimes for each profession and (finally) 

agreeing upon an interprofessional assessment strategy. The following are areas to 

consider:  

 

• Decide if the assessment will measure learning in action (e.g. how students 

behave during interprofessional learning) or the attainment of learning out-

comes (knowledge recall). There has been a recent growth in the use of 

competence frameworks to assess the knowledge, skills and attitudinal com-

ponents of IPL (Reeves 2012; Wilhelmsson et al. 2012). Consider also ca-

pability frameworks (Gordon & Walsh 2005).  

• An assessment strategy where interpretation offers some flexibility because 

it can be used for the IPE assessment while satisfying profession-specific 

requirements. For example, a case study report or essay following patient-

centred, practice-based IPE could both fulfil the professional requirements 

and the agreed local IPE assessment strategy. 

• A trajectory of assessments to show progression over time, for example, a 

Professional Portfolio. A progressive accumulation of learning can show 

student development along the continuum from novice to expert. Also, the 

use of a Professional Portfolio is now popular across the professions gaining 

increased importance in medicine (Buckley et al. 2009). As there is overlap 

between the aspects of learning for professionalism and interprofessional-

ism, a Professional Portfolio can combine both of these assessments 

(McNair 2005).  

• The value of practical examinations to reveal student performance. Today, 

in health and social care, it is common to combine performance examina-

tions with written examinations. Miller has drawn attention to the need to 
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assess student knowledge (‘Knows’), competence (‘Knows how’), how this 

knowledge is applied (‘Shows how’), and the more challenging aspect of 

what students do with this learning when in practice (‘Does’) (Miller 1990).  

 

It is wise to seek students’ views on assessment and encourage their involve-

ment in the assessment process, for example, on the use of peer assessment. Re-

member to also ask for patient/service user views on work-based assessments of 

interprofessional behaviours within practice settings (Frankel et al. 2007; Freeman 

& McKenzie 2002).  

14.5.1.6 Ensure curriculum alignment and integration within core profession-

specific curricula (Challenge 2,3 and 4) 

Finally, the group needs to agree how to align and integrate IPE throughout pro-

fession specific curricula (Biggs & Tang 2007; Stone 2010). This requires debate 

on whether IPE is to be placed within modules at set times, versus approaches 

where IPE is included as small group activities that can be easily run at different 

times. We suggest avoiding too much rigidity and focussing on a pathway of 

learning that starts with theory and knowledge and progresses to application for 

understanding in practice. Experiential learning to appreciate the complexity of ef-

fective team-based collaborative practice, based in practice, should be included as 

soon as students are familiar with learning alongside other student professions. 

To achieve this understanding, faculty development activities should include 

mapping exercises to ensure that all faculty members can articulate how the IPE 

curriculum on paper has been (vertically and horizontally) aligned and integrated 

for coherence within the core profession-specific curriculum of participating pro-

fessions. Engeström’s activity theory is a useful way of looking at alignment and 

unpacking the interplay of systems and can lead to a pictorial understanding of 

alignment (Engeström 2001). Figure 14.3 shows the result of a faculty develop-

ment activity that looked at how IPL informs uniprofessional learning and vice-

versa.  

 

INSERT FIGURE 14.3 HERE 

 

The IPE curriculum-on-paper may be subject to formal approval, and for facul-

ty members involved in approval processes we suggest a seminar to assist their 

understanding of these challenges. Do try to include (or invite) a diverse audience 

including academics or senior clinicians involved in university course approval, 

professional and regulatory body representatives and senior academics (e.g. Deans 

with resource allocation responsibility). More specifically, this type of seminar 

should aim to: 

 

1. Explain the policy drivers for IPE relevant to the approving institution(s).  
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2. Discuss options for the alignment of learning intentions and how this might 

appear in course documentation. 

3. Explain the importance of stakeholder involvement and what to look for in 

course documentation.  

4. Discuss the importance of leadership and how to recognise whether this has 

been considered by those developing the curriculum. 

5. Explain the resource implications of undertaking IPE and questions the pan-

el should ask about funding, faculty capacity and capability. 

14.5.2 Faculty Development and the Interprofessional Education 

Curriculum-in-Action 

We move on to consider faculty development for translating aspirations into reali-

ty, to the ‘IPE curriculum-in-action’ overseen by the IPE Champion and the IPE 

Leads. The IPE curriculum-in-action is what faculty members involved in assign-

ing resources and teaching IPE ‘do’ with the IPE curriculum-on-paper. This in-

cludes ensuring that sufficient time is available in the timetable, deciding whether 

student learning groups meet physically in classrooms or in practice, virtually or 

both, the size and professional mix of the learning groups, the number of appro-

priately trained facilitators needed, what learning tasks are developed and the ad-

ministration of the learning events. The translation of the curriculum aspirations 

heavily depends upon faculty support for the IPE Champion, IPE Leads and the 

IPE Facilitators. 

14.5.2.1 Faculty Development to Lead and Teach on Interprofessional 

Education Events 

The IPE Champion requires a unique skill set (Table 14.3) and we suggest that 

this person attends leadership and change management courses and is supported to 

work with national and international IPE organisations. (See Chapter 3 for more 

information about faculty development and leadership opportunities). This would 

include attending local and international conferences, for example, the conference 

series All Together Better Health (ATBH VI, on-going) and Collaboration Across 

Borders (CAB IV, on-going). Skill development can also be enhanced through 

mentoring opportunities from within the IPE national and international community 

of practice. With the support and benefits of their own professional development, 

the IPE Champion can subsequently lead the development of IPE Professional 

Leads and IPE Facilitators. 

 

INSERT TABLE 14.3 HERE 
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Developing skilled IPE Facilitators is an important faculty development role. 

IPE facilitation is a complex skill; it cannot be assumed that an experienced edu-

cator, from practice or academia, will seamlessly become a skilled IPE Facilitator 

(Anderson & Thorpe 2010; Anderson et al. 2011; Hammick 1998; Howkins & 

Bray 2008). Our experience is that IPE facilitators need preparation and develop-

ment for their role. We offer a model to guide the faculty developer to achieve the 

combination of skills required (outlined in Figure 14.4).  

 

INSERT FIGURE 14.4 HERE 

 

Educators usually develop an understanding of the interprofessional course 

content quickly. Skilled IPE facilitation means recognising the primacy of learn-

ing rather than teaching and the ability to appreciate and reflect from multiple pro-

fessional perspectives (Wackerhausen 2009). It also demands the desire to facili-

tate through understanding and managing the complexity of interprofessional 

group dynamics in a learning context. Faculty development should assist faculty 

members to achieve an in-depth understanding of these elements of mixed profes-

sion group teaching relevant to IPE. As previously acknowledged interprofession-

al student groups are more diverse than many other learning groups, different not 

just by age, gender or academic profile, but in respect of their reasons for choosing 

their profession and over time through the process of taking on a professional 

identity (Anderson et al. 2009). It follows that there can be tensions that need to be 

managed as the different individuals come together to learn together, for example, 

when a student from one profession thinks the approach from another profession is 

wrong, or where a student feels the medical student is dominant, taking on the 

leadership role unnecessarily. IPE Facilitators can be helped in this regard 

through appreciation of the psychological and sociological principles of team 

working and learning, which we will explore further in section 14.5.3.  

IPE facilitation development may include regular in-house teaching events or 

certificated programmes. Examples of successful local programmes are available 

(Deutschlander & Suter 2011; Freeman et al. 2010; Freeth et al. 2005; Howkins & 

Bray 2008). Successful faculty development programmes develop a range of 

teaching competencies and bring together mixed professional academic and prac-

tice faculty working in small groups to mirror the student IPE experience (Ander-

son et al. 2009). In this way, expert stances are shared between practice and aca-

demia and facilitation skill sets are exchanged. See Table 14.4 for a possible 

framework for facilitator faculty development. This could be set up as a credited 

course or a series of certificated workshops. The framework offers an assessment 

process to assure competent IPE Facilitators who are confident to work in pairs, 

to team teach and to support student interprofessional learning. IPE Facilitators 

who are sceptics should be offered opportunities to observe the teaching in action, 

working with positive role models as this can positively change attitudes to favour 

IPE (Anderson et al. 2011). 
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INSERT TABLE 14.4 HERE 

 

14.5.2.2 Developing a Community of Practice 

Putting the curriculum into action demands more than IPE champions and skilled 

facilitators. It needs a community with a common interest in the development, de-

livery and evaluation of IPE. Through their practice as facilitators, curriculum de-

velopers, IPE champions or researchers, faculty members face complex challenges 

and often, great uncertainty. Forming a recognised Community of Practice (CoP) 

that adopts the principles presented by Wenger et al. (2002) is a valuable way for 

colleagues from different professions to learn to deliver collaboratively a success-

ful IPE curriculum. Table 14.5 includes more details of how to do this.  

 

INSERT TABLE 14.5 HERE 

 

A Community of Practice is particularly important in the delivery of practice-

based IPE where it has been shown to enable professional exchanges and enhance 

service delivery (Lennox & Anderson 2012). Sustaining practice-based IPE is de-

pendent upon strong networks (Armitage et al. 2009). Note also that the IPE CoP 

should, where possible, include patients/service users and students whose needs 

for support may be time consuming, demanding similar processes of befriending 

and development as outlined above (Anderson & Ford 2012; Furness et al. 2012). 

14.5.3 Faculty Development and the Experienced 

Interprofessional Curriculum 

We mostly learn about the IPE curriculum-experienced by learners or, put another 

way, the students’ lived experience of IPE, through evaluations and/or research 

conducted for faculty committees. These data may identify issues where faculty 

development has worked and also where it is failing to achieve its goals. This 

should lead to an assessment of what further faculty development is needed and/or 

may help identify small issues for immediate short-term attention.  

Student assessment outcomes can similarly alert faculty to concerns that war-

rant a review of faculty development. The faculty development leadership team 

needs to ensure on-going faculty meetings to work through each issue. Involve-

ment of a student consultative group and/or researcher(s) able to analyse and col-

late random samples of uniprofessional student focus group material will ensure 

clarity of the priority of student concerns. Faculty away days provide opportunities 

for IPE Champion(s)/Leads from participating professions to have protected time 
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to re-explore and review the IPE strategy, leading to a redesigned curriculum-on-

paper and in-action that takes account of student experiences of IPL.  

We have already highlighted how learning within IPE sessions is different for 

every learner because of what each of them brings to the learning context. Our ex-

perience, supported by the literature (Anderson & Thorpe 2010; Carpenter & 

Hewstone 1996; Hean et al. 2006), is that there are some common issues within 

interprofessional learning groups. These include what students feel during the IPE 

experience, such as negative stereotyping, and may depend on how well students 

are prepared for the difference of IPL to uniprofessional learning and the per-

ceived relevance of the session and how it relates to practice (Freeth et al. 2005). 

Table 14.6 offers some ideas for faculty development relating to these issues.  

 

INSERT TABLE 14.6 HERE 

 

The underpinning differences between student groups can be easily understood 

by considering social capital theory described as ‘an unceasing effort of sociabil-

ity, a continuous series of exchanges in which recognition is endlessly affirmed 

and reaffirmed’ (Bourdieu 1997, pp. 51-52). The learning, skills and trust of other 

professional groups created within this exchange is cumulative in nature, consti-

tuting social capital, and encourages the learner to reinvest and build future col-

laborations when joining interprofessional teams in practice. The advantage 

gained through this social network may be afforded to some but denied to others. 

Similarly, not all professionals come to the IPE learning group on a level playing 

field. Students may bring in social capital (and other forms of capital such as hu-

man capital) from their professional groups (or other networks) that afford them 

greater status, skills and/or experiences. This enables them to take advantage of 

the knowledge transfer that happens in the IPE group to a greater degree than oth-

er learners denied these networks. 

Student engagement by faculty members should be encouraged with greater 

understanding of the local possibilities and constraints for IPE. Students can be-

come peer-teachers and support the development of the IPE curriculum where a 

collegiate approach is taken. 

14.6 Conclusion  

There is growing evidence of the value of interprofessional faculty development 

(Simmons et al. 2011). Preparing tomorrow’s workforce for interprofessional 

practice requires IPE to be carefully woven into health and social care professional 

education curricula. This, in turn, is dependent upon effective faculty development 

for all faculty members involved.  

In this chapter, we have suggested how to best achieve faculty development 

across the diverse faculty groups involved in IPE, planning and delivery. Our aim 
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has been to highlight effective ways to move the three IPE curriculum compo-

nents, the curriculum-on-paper, the curriculum-in-action and the curriculum expe-

rienced by the learner, into closer harmony. A future challenge for faculty devel-

opment is to ensure that faculty members are able to correctly direct the pace and 

direction of movement of each component. The question of what should move 

where will only be answered when all three are based on sound theory, shaped by 

evidence, and faculty members can apply this understanding to their teaching.  

For long lasting acceptance of the curriculum-on-paper there is a need for op-

portunities for faculty from the different professions to learn to continue to work 

together. In this way, the separate professional education activity systems embed 

an IPE curriculum that is likely to endure. Sustainability is also enhanced through 

the development of a Community of Practice. Here, a learning environment built 

on strong interpersonal relationships between faculty, alongside students and pa-

tients/service users, supports its members through the complexities of IPE devel-

opment, delivery and review.  

The IPE curriculum needs to maintain credibility and nowhere is this more so 

than within practice. The current trend is to develop practice-based IPL that is fo-

cussed on learning within already effective team-based care (e.g. rehabilitation, 

cancer care, mental health, further enriching faculty and benefitting patients) 

(Kinnair et al. 2012). This enables students to see interprofessional practice (IPP) 

at its best. Other clinical settings where teams are more fluid and practice is 

fraught with challenges are marginalised. They miss the potential to transform 

their practice and improve health and social care outcomes. These practice settings 

present new challenges for faculty members developing the interprofessional cur-

riculum-on-paper and for faculty development initiatives aimed at supporting their 

work. 

A successful curriculum-in-action requires the development of leaders and 

team members who understand how to best deliver the curriculum-on-paper. Here, 

faculty development aims to develop in faculty the same interprofessional compe-

tencies set for students: team working skills, an understanding of other faculty 

roles and responsibilities, the ability to communicate across professional, faculty 

and institutional barriers, and dealing with uncertainty. These are always likely to 

feature in interprofessional faculty development initiatives, but in the future we 

will need facilitators who are in tune with twenty-first century learning. This 

means greater use of information technology, social media and recognising the 

role of individual learning. We will need facilitators who can empower and sup-

port students as they translate the curriculum-on-paper into their own curriculum-

in-action especially in practice settings. ‘In situ’ faculty development, as suggest-

ed by Silver and Leslie (2009), may well suit emergent IPE practitioners already 

used to interprofessional learning and keen to guide practice-based interprofes-

sional learning in their work settings. 

The curriculum experienced by learners offers important clues to tailoring fac-

ulty development following implementation of the planned IPE curriculum. But, 

in writing this chapter, we have realised the lack of material from the learner expe-
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rienced curriculum available to guide faculty development initiatives. In the fu-

ture, we would hope for enhanced use of programme evaluations and robust re-

search to identify key mechanisms for bringing the experience of interprofessional 

learning closer to the curriculum-on-paper, and for ensuring that this is driven by 

student learning needs.  

The curriculum model used in this chapter offers a theoretical basis for research 

into the mechanisms needed for effective and sustainable interprofessional faculty 

development. In turn, this will lead to an evidence base for faculty development 

for IPE and IPP. There is an on-going need to refresh interprofessional faculty de-

velopment as emerging practitioners who have experienced IPL in pre-registration 

programmes and continued professional development courses shape and naturally 

develop IPE opportunities within practice. We suggest that future faculty devel-

opment needs to be continually shaped by the views of patients, service users and 

students, the fresh insights offered by developments in the theory of interprofes-

sional learning and practice and the growing evidence base of IPE and IPP. 

14.7 Key Messages 

• Faculty development for interprofessional education involves building 

strong partnerships with diverse stakeholders, including students, clinicians 

and colleagues from external organisations. 

• Interprofessional faculty development aims to enable faculty members to 

understand the work and values of colleagues from other professions and in-

stitutions. 

• As interprofessional education becomes a key part of professional curricula, 

faculty development has a role in helping faculty adapt and extend their 

teaching skills repertoire. 

• Interprofessional faculty development is an opportunity for faculty to expe-

rience and understand the processes of interprofessional learning and prac-

tice. 

• Well planned interprofessional faculty development has the potential to en-

rich and enhance all teaching, learning and research activities across univer-

sity and related practice settings. 

Acknowledgements. The authors wish to thank Dr. Deborah Craddock (formerly 

of the University of Southampton) for her contribution to the early ideas of this 

chapter. 

 

 



15 

 

References 

Anderson, E. S., Cox, D., & Thorpe, L. N. (2009). Preparation of educators involved in interpro-

fessional education. Journal of Interprofessional Care, 23(1), 81-94. 

Anderson, E. S. & Ford, J. (2012). Enabling service users to lead interprofessional workshops to 

improve student listening skills. Higher Education Mini Grant Project No: MP220. Newcastle 

University, School of Medical Sciences Education Development. Available from:  

http://www.medev.ac.uk/funding/7/22/funded/  

Anderson, E. S. & Thorpe, L. N. (2010). Interprofessional educator ambassadors: An empirical 

study of motivation and added value. Medical Teacher, 32(11), e492-e500. 

Anderson, E. S., Thorpe, L. N., & Hammick, M. (2011). Interprofessional staff development: 

Changing attitudes and winning hearts and minds. Journal of Interprofessional Care, 25(1), 

11-17. 

Armitage, H., Pitt, R., & Jinks, A. (2009). Initial findings from the TUILIP (Trent Universities 

Interprofessional Learning in Practice) project. Journal of Interprofessional Care, 23(1), 101-

103. 

Australian Council for Safety and Quality in Health Care. (2005). National patient safety educa-

tion framework. University of Sydney: The Centre for Innovation in Professional Health Ed-

ucation. Available from: 

http://www.safetyandquality.gov.au/wp-content/uploads/2012/01/framework0705.pdf 

Barker, K. K., Bosco, C., & Oandasan, I. F. (2005). Factors in implementing interprofessional 

education and collaborative practice initiatives: Findings from key informant interviews. 

Journal of Interprofessional Care, 19(Suppl. 1), 166-176. 

Belbin, R. M. (1993). Team roles at work. London, UK: Butterworth-Heinemann.  

Biggs, J. & Tang, C. (2007). Teaching for quality learning at university, (3
rd

 Ed.). Berkshire, 

UK: Open University Press. 

Bjørke, G. & Haavie, N. E. (2006). Crossing boundaries: Implementing an interprofessional 

module into uniprofessional Bachelor programmes. Journal of Interprofessional Care, 20(6), 

641-653. 

Bourdieu, P. (1997). The forms of capital. In A. H. Halsey, H. Lauder, P. Brown, & A. Stuart 

Wells (Eds.), Education: Culture, economy, and society, (pp. 46-58). Oxford, UK: Oxford 

University Press. 

Buckley, S., Coleman, J., Davison I., Khan, K. S., Zamora, J., Malick, S., et al. (2009). The edu-

cational effects of portfolios on undergraduate student learning: A Best Evidence Medical 

Education (BEME) systematic review. BEME Guide No. 11. Medical Teacher, 31(4), 282-

298. 

Carpenter, J. & Hewstone, M. (1996). Shared learning for doctors and social workers: Evaluation 

of a programme. British Journal of Social Work, 26(2), 239-257. 

Cerra, F. & Brandt, B. (2011). Renewed focus in the United States links interprofessional educa-

tion with redesigning health care. Journal of Interprofessional Care, 25(6), 394-396. 

Coles, C. R. & Grant, J. G. (1985). Curriculum evaluation in medical and health-care education. 

Medical Education, 19(5), 405-422. 

Colyer, H., Helme, M., & Jones, I. (2005). The theory-practice relationship in interprofessional 

education. London, UK: Higher Education Academy Health Sciences and Practice. 

Department of Health (2000). A health service of all the talents: Developing the NHS workforce. 

London, UK: The Stationery Office. Available from:   
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandstatistics/Pub

lications/PublicationsPolicyAndGuidance/DH_4007967 

Deutschlander, S. & Suter, E. (2011). Interprofessional mentoring guide for supervisors, staff 

and students. Alberta Health Services. Retrieved June 5
th
, 2012, from  

http://www.albertahealthservices.ca/careers/docs/WhereDoYouFit/wduf-stu-sp-ip-mentoring-

guide.pdf 



16 

 

Donaldson, L. (2000). An organisation with a memory. London, UK: The Stationery Office. Re-

trieved May 30
th
, 2012, from  

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuida

nce/DH_4065083 

Engeström, Y. (2001). Expansive learning at work: Toward an activity theoretical reconceptual-

ization. Journal of Education and Work, 14(1), 133-156. 

Frankel, A., Gardner, R., Maynard, L., & Kelly, A. (2007). Using the Communication And 

Teamwork Skills (CATS) assessment to measure health care team performance. The Joint 

Commission Journal on Quality and Patient Safety, 33(9), 549-558. 

Freeman, M. & McKenzie, J. (2002). SPARK: A confidential web-based template for self and 

peer assessment of student teamwork: Benefits of evaluating across different subjects. British 

Journal of Educational Technology, 33(5), 551-569. 

Freeman, S., Wright, A., & Lindqvist, S. (2010). Facilitator training for educators involved in in-

terprofessional learning. Journal of Interprofessional Care, 24(4), 375-385. 

Freeth, D., Hammick, M., Reeves, S., Koppel, I., & Barr, H. (2005). Effective interprofessional 

education: Development, delivery and evaluation. Oxford, UK: Blackwell. 

Furness, P. J., Armitage H. R., & Pitt, R. (2012). Establishing and facilitating practice-based in-

terprofessional learning: Experiences from the TUILIP project. Nursing Reports, 2(e5), 25-

30. 

Gilbert, J. (2005). Interprofessional learning and higher educational structural barriers. Journal of 

Interprofessional Care, 19(Suppl. 1), 87-106. 

Gordon, F. & Walsh, C. (2005). A framework for interprofessional capability: Developing stu-

dents of health and social care as collaborative workers. Journal of Integrated Care, 13(3), 

26-33. 

Hammick, M. (1998). Interprofessional education: Concept, theory and application. Journal of 

Interprofessional Care, 12(3), 323-332. 

Health Canada. (2001). Social accountability: A vision for Canadian medical schools. Ottawa, 

ON: Health Canada. Available from: 

http://www.afmc.ca/pdf/pdf_sa_vision_canadian_medical_schools_en.pdf 

Hean, S., Craddock, D., & Hammick, M. (2012a). Theoretical insights into interprofessional ed-

ucation: AMEE Guide No. 62, Medical Teacher, 34(2), e78-e101. 

Hean, S., Craddock, D., & O’Halloran, C. (2009). Learning theories and interprofessional educa-

tion: A user’s guide. Learning in Health and Social Care, 8(4), 250-262. 

Hean, S., Macleod-Clark, J., Adams, K., & Humphris, D. (2006). Will opposites attract? Similar-

ities and differences in students’ perceptions of the stereotype profiles of other health and so-

cial care professional groups. Journal of Interprofessional Care, 20(2), 162-181. 

Hean, S., Staddon, S., Clapper, A., Fenge, L. A., Jack, E., & Heaslip, V. (2012b). Interagency 

training to support the liaison and diversion agenda. Poole, UK: Bournemouth University. 

Available from: http://www.caipe.org.uk/silo/files/interagency-report-december-2012.pdf  

Howkins, E. & Bray, J. (2008). Preparing for interprofessional teaching: Theory and practice. 

Oxford, UK: Radcliffe Publishing. 

Kinnair, D., Anderson E. S., & Thorpe, L. N. (2012). Development of interprofessional educa-

tion in mental health practice: Adapting the Leicester model. Journal of Interprofessional 

Care, 26(3), 189-197. 

Kohn, L. T., Corrigan, J. M., & Donaldson, M. S. (Eds.). (1999). To err is human: Building a 

safer health system. Washington, DC: Institute of Medicine National Academy Press. 

Lennox, A. & Anderson, E. S. (2012). Delivering quality improvements in patient care: The ap-

plication of the Leicester model of interprofessional education. Quality in Primary Care, 

20(3), 219-226. 

McKeown, M., Malihi-Shoja, L., & Downe, S. (2010). Service user and carer involvement in 

education for health and social care: Promoting partnership for health. Oxford, UK: Black-

well Publishing. 



17 

 

McNair, R. P. (2005). The case for educating health care students in professionalism as the core 

content of interprofessional education. Medical Education, 39(5), 456-464. 

Miller, G. E. (1990). The assessment of clinical skills/competence/performance. Academic Medi-

cine, 65(9 Suppl.), S63-S67. 

Oandasan, I. & Reeves, S. (2005). Key elements of interprofessional education. Part 2: Factors, 

processes and outcomes. Journal of Interprofessional Care, 19(Suppl. 1), 39-48. 

O’Halloran, C., Hean, S., Humphris, D., & MacLeod-Clark, J. (2006). Developing common 

learning: The new generation project undergraduate curriculum model. Journal of Interpro-

fessional Care, 20(1), 12-28. 

Reeves, S. (2012). The rise and rise of interprofessional competence. Journal of 

Interprofessional Care, 26(4), 253-255. 

Reeves, S., Goldman, J., Gilbert, J., Tepper, J., Silver, I., Suter, E., et al. (2011). A scoping re-

view to improve conceptual clarity of interprofessional interventions. Journal of Interprofes-

sional Care, 25(3), 167-174.  

Reeves, S. & Hean, S. (2013). Why we need theory to help us better understand the nature of in-

terprofessional education, practice and care. Journal of Interprofessional Care, 27(1), 1-3. 

Selby, J. P., Fulford-Smith, L., King, A., Pitt, R., & Knox, R. (2011). Piloting the use of an inter-

professional stroke care learning package created by and for students. Journal of Interprofes-

sional Care, 25(4), 294-295. 

Silver, I. L. & Leslie,K. (2009). Faculty development for continuing interprofessional education 

and collaborative practice. Journal of Continuing Education in the Health Professions, 29(3), 

172-177. 

Simmons, B., Oandasan, I., Soklaradis, S., Esdaile, M., Barker, K., Kwan, D., et al. (2011). 

Evaluating the effectiveness of an interprofessional education faculty development course: 

The transfer of interprofessional learning to the academic and clinical practice setting. Jour-

nal of Interprofessional Care, 25(2), 156-157. 

Steinert, Y. (2005). Learning together to teach together: Interprofessional education and faculty 

development. Journal of Interprofessional Care, 19(Suppl. 1), 60-75. 

Stone, J. (2010). Moving interprofessional learning forward through formal assessment. Medical 

Education, 44(4), 396-403. 

TIGER. (2012). Transforming Interprofessional Groups through Educational Resources. Availa-

ble from: http://tiger.library.dmu.ac.uk 

Thistlethwaite, J. & Moran, M. (2010). Learning outcomes for Interprofessional Education (IPE): 

Literature review and synthesis. Journal of Interprofessional Care, 24(5), 503-513.  

Wackerhausen, S. (2009). Collaboration, professional identity and reflection across boundaries. 

Journal of Interprofessional Care, 23(5), 455-473. 

Wenger, E., McDermott, R., & Snyder, W. M. (2002). Cultivating communities of practice. Bos-

ton, MA: Harvard Business School Press.  

Wilhelmsson, M., Pelling, S., Uhlin, L., Owe-Dahlgren, L., Faresjö, T., & Forslund, K. (2012). 

How to think about interprofessional competence: A metacognitive model. Journal of Inter-

professional Care, 26(2), 85-91. 

World Health Organization. (2010). Framework for action on interprofessional education & col-

laborative practice. Geneva, CH: WHO Press. Available from:  

http://whqlibdoc.who.int/hq/2010/WHO_HRH_HPN_10.3_eng.pdf 

World Health Organization. (2011). Patient safety curriculum guide multi-professional edition. 

Geneva, CH: WHO Press. Retrieved May 30
th
, 2012, from  

http://www.who.int/patientsafety/education/curriculum/en/index.html 

 

  



18 

 

Table 14.1:  Faculty members involved in an interprofessional education curriculum 
  

Curriculum Areas Faculty Members Involved 

 

 

 

 

The Curriculum-on-Paper 

• External experts involved in curriculum approval (e.g. senior clinicians, managers or representatives from licens-

ing bodies) 

• Deans, Heads of School 

• Faculty Committee decision-making members 

• IPE Champion(s) 

• Faculty IPE leads (profession-specific) 

• Students involved in curriculum development 

• Patient/service user reference groups 

• Administrators 

 

The Curriculum-in-Action 

• IPE Champion(s) 

• IPE Faculty leads 

• Facilitators from academia and practice 

• Administrators 

 

 

The Curriculum Experienced by 

Learners 

• External reference group (e.g. external examiners, external advisors to the research group) 

• IPE lead researcher(s) 

• Evaluators responsible for IPE quality control mechanisms 

• Student feedback groups 

• University assessment committee members 

• Administrators 
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Table 14.2:  Guidance for curriculum developers (adapted from O’Halloran et al. 

2006) 
 

Questions To Be Asked of all IPL Activities 

Will the activity provide the students with a productive learning experience? Is it rele-

vant and will it allow students to meet the learning outcomes? 

• Is it sufficiently challenging? (e.g. Is it based on realistic cases from practice; is it at 

the correct academic level?) 

• Is there adequate support in place? (e.g. Are appropriate learning or technical re-

sources available; will access to a facilitator be needed?) 

• Will students have control over their own work? If the activity is overly prescribed, 

the group will have no freedom to decide how to tackle the task.  

• Does it require students to formulate questions and seek the help of other group mem-

bers?  

• Does the group have to produce something (e.g. a report, a presentation, public infor-

mation)? 

• Does it only require students to act as representatives of their profession in a way that 

is appropriate to their stage in their programme? (e.g. Final-year students can be ex-

pected to provide an informed professional perspective on a practice problem, but 

first- year students could be asked to research which professions would be involved.)   

Will the activity generate genuine interdependence? Do the students have to depend on 

each other to complete the exercise successfully? 

• Does it allow division of work between members of the group? When the work is di-

vided are there enough tasks and roles to ensure everyone has an essential contribu-

tion to make?  

• Will it allow group members to contribute unique skills that will enable the group to 

achieve goals that the individuals otherwise could not? These may be professional 

(e.g. negotiation skills, data analysis) or non-professional (e.g. artistic ability, IT 

skills). 

• Will it require students to share resources such as information, meanings, concepts 

and conclusions? 

• Does the assessment reinforce the inter-dependence? Are the students assessed as in-

dividuals or as a group? Is everyone in the group subject to the same assessment? Are 

the consequences of passing or failing the same for each profession in the group?  
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Will the activity foster differentiation and mutual inter-group differentiation? Will the 

activity allow students to explore the differences as well as the similarities in the profes-

sions they represent? 

• Will each profession be able to contribute something special to the exercise? 

• Will the contributions to be made by each profession encourage the students to 

acknowledge and value the strengths of other professions? 

Will the activity allow equal contribution? Will the activity allow all members of the 

team to invest in the success of the project? 

• Will it allow the group to generate shared goals? The patient is the reason why health 

and social care professions work together and so activities based on practice scenari-

os, clinical cases, service improvement, patient safety or public health challenges are 

helpful.  

• Will all members have equal status? Activities must not favour one professional 

group over another.  
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Table 14.3:  Unpacking the skill set of the interprofessional education champion 
 

Aptitudes that IPE Champions Should Seek Through Faculty Development 

Core Aptitudes 

• Credibility: From both the local and national IPE community which is underpinned by 

educational research and androgogy which aspires others to follow.  

• Capability: To lead and initiate the necessary steps for faculty development and to work 

alongside relevant colleagues to steer the emerging joint vision. 

• Authority: To use wisely within the IPE Community of Practice. This authority is not 

just that bestowed from Heads of Faculty for chairing meetings but earned through schol-

arship and professional behaviour. 

Other Aptitudes 

• Problem solver: Able to tackle the key obstacles in a collegial way which assures solu-

tions.  

• Communicator: To work closely with others using excellent communication strategies 

which aim to assure the delivery of the local IPE aspirations, while ensuring to listen to 

all viewpoints, to seek compromise and remain non-judgemental. 

• Scholar: Through the application and alignment of theoretical thinking to curriculum de-

sign, development and research/evaluation. 

• Political: To be aware of linked systems and issues which could undermine IPE and to 

assure solutions to sustain IPE when challenged. Seeks relevant external reference group 

support in these endeavours.  

• Reflective: Able to see things from many viewpoints and especially using second order 

interprofessional reflection (Wackerhausen, 2009). 

• Economical: Aware of financial pressures and resource issues seeking internal and exter-

nal funding where necessary. 
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Table 14.4:  A faculty development framework for preparing IPE facilitators* 
 

Competencies for IPE  

Facilitation 

(Freeth et al. 2005, p.  106) 

Proposed Faculty Development Activities 

 
 

How to Assess IPE Facilitators’ Competence  

(Anderson et al. 2009) 

A commitment to IPE and 

IPP 

 

• Knowledge exchange: Ask the group to map the national and 

international IPE policy requirements (e.g. on patient safety) 

and link research evidence on poor team working and collabo-

rative practice to outcomes. 

• Showcase the literature on how team working enhances pa-

tient care. 

a) Informal Feedback 

The IPE Champion/IPE Leader asks ques-

tions and seeks clarification for understand-

ing from attendees. 

b) Formative 

Faculty members are helped to practice and 

work through problems receiving feedback 

from both peers and the session leaders. 

c) Summative 

The attending faculty members seeking to 

become IPE Facilitators complete an IPE 

Teaching Portfolio, containing: 

 

 

 

Credibility in relation to 

the particular focus of the 

IPE to which the educator 

contributes 

 

• Explore collaborative practice in modern health and social 

care.  

• Ask faculty members to share their experience and expertise 

(e.g. within mental health, child and elderly care, acute adult 

hospital care, public health and other sectors).  

• Faculty members with expertise in research and education 

(non-clinical staff) can share their expert stances (e.g. applica-

tion of theory to practice in education and health and social 

care delivery, educational research approaches suitable to 

evaluate IPE). 
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Positive role modelling 

 

• IPE Champion/IPE Leads who run the sessions should role 

model what is required. In this way, the leads should team-

teach and come from different professional backgrounds.  

• Place participants in small and interprofessional working 

groups. Discuss group tensions throughout. 

 

i) Theory applied to IPE events in which 

they participate. (e.g. why this design?).  

 

 

 

ii) Reflections on how the teaching event 

was facilitated. (e.g. Could they have 

acted differently to support student 

learning, were there problems? What 

could have been done differently and 

why?) 

 

 

iii) A reflection on observer feedback to 

include a personal critical analysis on 

their performance. 

An in-depth understanding 

of interactive learning 

methods and confidence in 

application 

• Relate adult learning theories to IPE. 

• Ask groups to design IPE using interactive teaching methods.  

• Explore psychological and sociological theories of power and 

difference (e.g. stereotypes). 

A knowledge of group dy-

namics 

 

• Consider how to set ground rules at the start of IPL. 

• Ask participants to practice managing poorly functioning 

groups by working through real examples from IPE events. 

Ensure facilitators understand how to remain non-judgemental 

and to motivate group work and encourage student group dis-

cussions. 

Valuing diversity and 

unique contributions 

• Share medical and social models of health. 

• Share the value base of the professions. 

• Discuss patient/service user-centred care. 
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Balancing the needs of in-

dividuals and groups 
• Set up debates and discussions on corrupting factors in team 

working, leadership battles, etc.  

• Explore Belbin’s (1993) model of group roles. 

Inner conviction and good 

humour in the face of diffi-

culties 

• De-brief on how those leading the session role model IPE fa-

cilitation. Share examples within the group. 

• Explore the use of humour to dissipate group tension. 

 

*The competencies for IPE facilitation are adopted from the literature as shown. 
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Table 14.5: Developing an interprofessional community of practice (CoP) 
 

Principles of designing a community of practice 

(from Wenger et al. 2002) 

Strategies for application 

Treat the development and delivery of an IPE 

committee as an evolutionary process 

Allow facilitators, curriculum developers, IPE champions and researchers, practitioners from differ-

ent professions, faculties and institutions to share their interests. The IPE agenda evolves from the 

CoP participants. 

Create an open dialogue between people inside 

and outside of the CoP 

Enable a dialogue between the members of the CoP themselves and those outside (e.g. students, aca-

demics from other disciplines-education, psychology, and external reference groups such as the UK 

Centre for Interprofessional Education (CAIPE); Canadian Interprofessional Health Collaborative 

(CIHC); Australasian Interprofessional Practice and Education Network (AIPPEN); American Inter-

professional Health Collaborative (AIHC). 

Invite different levels of participation  

 

There are three levels of participation in a CoP. The Core group, the active membership and periph-

eral membership. The core group forms the strategic and operational committees, those engaged in 

IPE while the peripheral members may in the future take on this role if they are helped to perceive 

the benefits. Although active participation is encouraged, it should not be forced. Different faculty 

members may play different roles at different stages of development. Faculty members may begin as 

facilitators when they first enter the community but progress to greater involvement as curriculum 

designers and eventually IPE champions as their skills and confidence develop.  

Focus on value Involvement in the CoP must have an active value for its members who can perceive benefits (An-

derson et al. 2011). 

Develop both public and private community  

spaces  

A CoP is about building strong individual relationships between its members. Public spaces may in-

clude seminars, workshops, facebook pages, blogs and discussion forums open to all faculties to at-

tend and discuss. Private spaces are more protected and include confidential spaces such as emails 

between selected individuals or special interest groups engaged in more discrete or focussed activity. 
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Combine familiarity and excitement  The CoP should mix a set of activities to generate comfort and familiarity, while novel activities 

such as away days need to be included to maintain vibrancy. 

Create a rhythm for the community A regular pattern of activity should be established in the IPE CoP. This could include a schedule of 

working meetings, a seminar programme to promote sharing of ideas, teleconferences focussed on 

particular projects, with a central tenet that during these activities participants learn about, from and 

with each other. 
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Table 14.6: Listening to the students’ experiences of interprofessional education: Messages for faculty development 
 

Issues which might hinder 

student learning 

Proposed Faculty Development Activities 

 

Students arrive unprepared for 

the IPE activity 

• Design written materials (handbooks) and verbal materials (virtual or actual presentations) for 

preparing students for IPE. These could be shared within the IPE faculty community using 

blogs and wikis (e-technology). Design other educational tools (e.g. short films) to help orien-

tate students see: http://youtu.be/Fh7tIr4Tl1o 

• The TIGER Open educational resources have materials for re-purposing to help students to get 

the most out of group learning (TIGER 2012). 

• Ensure student preparation for IPE is part of the IPE Facilitator training. Ensure IPE facilitators 

have the skills to engage all students at the beginning of any event using relevant ice breakers 

and developing ground rules.  

• The IPE Champion may need to convene a meeting with all IPE Leads to ensure the same ap-

proach is followed for student preparation by all schools. 

Students fail to learn because of 

the location and the environ-

ment 

• IPE Champion and IPE Leads will need to revisit the location and reflect on student insights. 

Change venues where they are not conducive for IPE. 

• Develop partnerships with students so that they better understand why certain environments are 

chosen for IPE and seek their help to get the environment right. This may mean students repre-

sentatives at IPE faculty curriculum meetings.  

• Re-assess all materials that inform students about the ‘place’ for IPE and prepare design mate-

rials to help orientate students to the location.  

• Agree upon a neutral learning environment where an emphasis is placed on equality between 

participants.  

• IPE Champion and IPE Leads work to develop relevant clinical sites for IPE in practice. 
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Students are overwhelmed by 

the status, power and territory 

of some or one of the participat-

ing student professions 

• Reflect on the content of IPE facilitation to ensure IPE Facilitators can recognise these issues 

and deal with them in a collegial way during the sessions. This may include engaging students 

in debate on power and territory in health and social care practice.  

• Run events with facilitators to enhance their understanding of these issues from a theoretical 

perspective using, for example, social capital theory (Bourdieu 1997).  

Students fail to recognise the 

learning content as it does not 

apply to their future work (e.g. 

authenticity of the event) 

• The IPE Champion and Leads should review the curriculum map for each school(s) to ensure 

the content of IPE has relevance for all students participating in the IPE curriculum.  

• Liaise with clinical practitioners to ensure participating students are aware of how the IPE is 

appropriate for their learning requirements.  

• Run a student focus group to seek their views on orientation for, and engagement in, IPE. 
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Figure 14.1: Education as an activity system: Interprofessional integration 
 

 
The diagram is adapted from Engeström 2001 and shows the activity systems of a nursing and medical school coming together to form 

an Interprofessional Education Curriculum. The thick black line across each activity system represents a contradiction within each sys-

tem (the requirement by the regulator to deliver IPE) that is resolved if the two systems interact successfully.  If unresolved, different 

cultures, priorities and expectations prevail.

 



30 

 

Figure 14.2: Model of curriculum design (adapted from Coles & Grant 1985) 

 

 
 

Written for curriculum evaluation purposes we have taken the original concepts 

from Coles and Grant’s paper of the curriculum as three distinct overlapping cir-

cles; the curriculum on paper (A), the curriculum-in-action (B) and the curriculum 

experienced by the students (C). We have not addressed those parts of the circles 

which overlap.  

Curriculum on 

Paper (A)

Curriculum 

in Action (B)

Curriculum 

Experienced 

by Learners 

(C)
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Figure 14.3: Alignment of the IPE curriculum within the core profession-specific 

curriculum 
 

 
The cylinder represents the core profession-specific curriculum with interprofes-

sional curriculum running through as a theme of learning, here with three distinct 

learning episodes. The arrows from the IPE events link to uniprofessional learning 

as students, helped by faculty members, integrate and align their learning within 

their professional training programme. 

 

 

 

 

 

 

 

 

 

IPE learning events  
at the beginning of a 
curriculum 

IPE learning events 
towards the end of a 
curriculum 

Ongoing post-registration IPE 

IPE learning events 
in the middle of a cur-
riculum 

alignment 

 

 

Health and social care professions partic-
ipating in Interprofessional Education 

(IPE) 

alignment 

alignment 
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Figure 14.4: Developing interprofessional education facilitators 

 

 

 
 

An IPE facilitator must combine being an Expert (a full understanding of the as-

pects of teaching for learning to become a pedagogue) with competent Teaching 

Abilities (facilitation skills for managing small mixed-professional IPE students 

groups underpinned with interprofessional values) for the management of effec-

tive learning. 

 

 

 

 


