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Collaboration in healthcare is essential

Effective IPC is hard

Does IPE lead to effective IPC?



Historical development

Some current challenges

Some paths forward



Three waves of 

Interprofessional Education in Canada



First Wave of IPE

Managing the workforce through 

shared curriculum, 1954-1979



UBC IPE Experiment.

Whyte, Paradis, et al. 2017. Misalignments of purpose and power in an early 

interprofessional education initiative. Adv Health Sci Educ. 22:1123–1149.

We asked:

How was IPE promoted, received, 
by whom, for what purposes, in what forms 

and to what effects at the 
University of British Columbia (UBC)?



The UBC IPE experiment

- Was led by Dr. John McCreary, who penned and 

articulated the IPE vision with his medical 

colleagues, and set himself to convince his 

interprofessional peers to join in.

- Was an answer to several local and national 

challenges.



In the end…

The UBC IPE experiment failed because

- The other professions did not see that it was in 

their best self-interest to join medicine’s IPE 

vision

- It didn’t garner the continued financial support of 

local and provincial stakeholders

- A tension between a logic of diversity and 

substitution remained unresolved



Second Wave of IPE

Maximizing population health through 

health workforce planning,

1978-2008



UK, USA and Canada

- Focused on better workforce management

- Anchored in the belief that it is a lack of 

knowledge that limits professionals’ ability to 

collaborate

- The goal of IPE, then, was to expose students to 

other students’ roles, which was said would 

naturally lead to integrated and higher-quality 

care. 



Third Wave of IPE

Fixing individuals to fix healthcare, 

1999-present



Third Wave of IPE, 1999-

- Overshadowed the second wave

- Now a global concern (WHO 2010; 2013)

- Rides on the coattails of the patient safety 

movement (Institutes of Medicine 1999: To Err is Human; 

Baker et al. 2001: PS and Human Error in Canada)

- Suggests that IPE will help curb errors, improve 

patient outcomes and satisfaction, and prepare 

clinicians for the complex needs of our healthcare 

system and aging patients



Some issues and challenges with 

current IPE models



IPE requires a 

“significant 

layer of 

coordination” to 

be developed 

and 

implemented 

successfully.

World Health Organization. Transforming and scaling up health professionals’ education 

and training: World Health Organization guidelines. Geneva, Switzerland 2013.



It is still unclear whether IPE should be 

implemented at the undergraduate, postgraduate 

or practice level.

(move towards practice settings)

Michalec B, Hafferty FW. Role theory and the practice of interprofessional education: A 

critical appraisal and a call to sociologists. Social Theory & Health. 2015;13(2):180–201.

Reeves S, Tassone M, Parker K, Wagner SJ, Simmons B. Interprofessional education: An 

overview of key developments in the past three decades. Work. 2012;41(3):233-245.



The claim that 

IPE can actually 

change healthcare 

practices 

rests on very 

fragile grounds.



A Cochrane systematic 

review covering 30 years of 

IPE research found only 15 

studies that met inclusion 

criteria. 

The authors wrote that “it is 

not possible to draw 

generalisable inferences 

about the key elements of 

IPE and its effectiveness.”

Reeves S, Perrier L, Goldman J, Freeth D, Zwarenstein M. Interprofessional education: 

effects on professional practice and healthcare outcomes (update). Cochrane Database of 

Systematic Reviews. 2013;3(3):Art. No.: CD002213.



IPE has been widely criticized for 

being atheoretical and ahistorical.

Paradis E, Whitehead CR. Louder than words: Power and conflict in interprofessional 

education articles, 1954-2013. Medical Education. 2015;49(4):399-407.

Burford B. Group processes in medical education: learning from social identity theory. 

Medical Education. 2012;46(2):143-152.

Kuper A, Whitehead C. The paradox of interprofessional education: IPE as a mechanism of 

maintaining physician power? Journal of Interprofessional Care. 2012;26(5):347-349.

Barrow M, McKimm J, Gasquoine S. The policy and the practice: Early-career doctors and 

nurses as leaders and followers in the delivery of health care. Advances in health 

sciences education. 2011;16(1):17-29.



Its model of 

“learning with, 

from and about 

other healthcare 

professionals” 

hinges implicitly on 

contact theory.



This theory 

suggests that 

bringing members 

of different groups 

together should 

reduce prejudice 

and improve 

intergroup 

relationships.

Allport GW. The nature of prejudice. Reading, MA: Addison-Wesley; 1954.



IPE avoids power and 

conflict



Paradis E and CR Whitehead. 2015. “Louder than words—

Power and conflict in interprofessional education 

articles, 1954–2013.” Medical Education. 49: 399–407



We found that only 

6 of the 2,191 articles 
actually discussed sociological 

rather than statistical power.



0.3%



By ignoring power and 

conflict, the IPE literature 

obscures what exactly it 

is that IPE initiatives are 

(theoretically) aiming to 

correct.



Our belief in the 

ability of educational 

interventions to 

change our 

healthcare system 

sets our students up 

for disappointment, if 

not failure.



Without structures 

that support 

collaborative care 

delivery, students 

cannot become the 

clinicians they 

hoped to be.



By over-emphasizing 

education, we blind 

ourselves to the 

structural and systemic 

issues that limit our 

ability to collaborate.



Fourth Wave: Education for Collaboration

Addressing workplace systems

and structures



Learn from the past

We should:

- Build initiatives interprofessionally rather than 

seeking buy-in for a vision pre-determined 

uniprofessionally.

- Develop allies across governance levels to 

emphasize sustainability and funding.

- Express our goals in terms of local and national 

priorities.



Learn from the social sciences

We should:

- Make sure that learning objectives and activities are 

developmentally appropriate

- Consider that healthcare is an inertial system

- Maximize the potential of interactions by avoiding 

coercion and equalizing the status of the different team 

members during activities, debriefs, and planning

- Tackle issues of power and conflict directly



Two concrete next steps



?

Instead of 

undergraduate 

interprofessional 

education, consider at 

times substituting 

uniprofessional

education for 

collaboration .



We should ground 

education for 

collaboration where it 

has the greatest 

likelihood to impact 

and transform care 

delivery:



On the ground. In practice settings.



Paradis E and CR Whitehead. 2018. Beyond the Lamppost—

A proposal for a fourth wave of education for collaboration. 

Academic Medicine. bit.ly/BeyondLampp

@ep_qc

@cynthiarw29


