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P hysicians and medical educators have been slow to rec-
ognize the practice of medicine as a team sport. Over the

past decade there have been dramatic changes in American
hospitals, health care systems, and how health care is orga-
nized which have affected the way we deliver health care, the
role of the health care professional, and the expectations of the
patient. These changes have, in turn, impacted how the health
care team functions and interacts. Interprofessional care has
become the norm, with the physician being but one important
player on the team. For too long the division between physi-
cians and other health care providers has been hierarchical and
rigid, with physicians feeling they were in charge and with
other occupations seen as subordinate. We have done little to
help our trainees understand the role and approaches to care
offered by other team members, which includes social
workers, psychologists, nurses, and physician assistants/
nurse practitioners, as well as complementary and alternative
care providers including chiropractors, acupuncturists, and
others whom our patients visit for care. When we attempt to
teach Bsystems-based practice,^ too often the model has been
to teach our trainees leadership skills with the explicit and
implicit assumptions that they will always be captains [of the
ship] rather than just one important member of the crew.
In this issue of JGIM, Alexandraki et al. detail the institu-

tional and professional resistance to change within the culture
of both medicine and academia.1 Despite the Liaison Com-
mittee on Medical Education (LCME) mandate to include
interprofessional practice within professional health care train-
ing, most doctors, nurses, social workers, physical therapists,
and others are still learning their trade in separate silos. In
medicine, this is a result of our medical training systems
having evolved from a Flexnerian academic mind-set rather
than from a health care delivery mind-set. When we place
trainees in academic hospitals, they are typically organized in
silos and units, taught by one specialty at a time and focused
on disease management rather than on broader issues of
health. Medical education programs would never fail to teach
our trainees cardiac auscultation, history taking, or anatomy,
because these are considered by most in the profession as

mission-critical. In stark contrast, the skills and attitudes in-
volved in interprofessional education (IPE) are often consid-
ered fluff.
While excuses for excluding interprofessional experiences

from the curriculum have been heard for at least a decade,
Alexandraki et al. have given us some indication that the
attitudes of internal medicine (IM) clerkship directors are
starting to change. Slowly, schools have taken small steps to
incorporate IPE into the curriculum, although the additions
often seem perfunctory. While 71% of respondents believed
that IPE should be part of IM clerkships, in practice, respon-
dents indicated that their programs often front-loaded their IPE
experiences prior to their clerkship year, with decreasing IP
exposure in the clinical years of medical school, when it would
arguably have the greatest impact.
Most programs have included IPE in their curricula by

placing groups of students from different professions together
in lectures or including them on ward rounds. More intentional
and integrated IPE models include students from two or three
disciplines addressing a clinical case presented as text, using a
simulation lab, or using standardized patients, while students
observe others conducting their discipline-specific assessments.
Given that IPE is rarelymore than an occasional addition within
long-established medical and nursing curricula, most of the
current models of IPE not only lack a diversity of health care
disciplines, but also lack the time needed to explore and under-
stand cultural differences in the approach to care.

Alexandraki et al.’s concluding remarks highlight the need
for IPE curriculum and faculty development and other
Bclinical immersion experiences.^ What is still missing from
IPE curriculum is the core ingredient of interprofessional
teams in practice: relationships. Students gain a deeper under-
standing of health and healing when they learn from, and with,
other health care students. Simply increasing IPE clerkship
experiences or providing faculty development for IM faculty
will not necessarily make a student Binterprofessional team-
ready .̂ What is needed is for trainees to have the time and
opportunity to share their passion for medicine, patient care,
and approaches to health care. Relationship building does not
happen when individuals are briefly exposed to one another in
the hall or at the bedside to listen to each other’s professional
assessment. Relationship-based IPE requires repeated longitu-
dinal interactions that include time to get to know one another.
Difficult interactions such as interprofessional conflicts also

offer unique learning opportunities. Conflict refers to aPublished online May 11, 2017
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struggle between people with opposing needs, ideas, values, or
goals, and it is inevitable when people work together. No-
where is this truer than in health care, where the overall focus
is often on the patient, but our perspectives, experiences,
personal styles, gender, race, religion, and a host of other
factors color our interactions. If not managed properly, conflict
can have negative effects on patient care, job satisfaction, and
professional productivity.2 Eighty percent of health care
workers have reported that they experienced intimidation
and conflict with other members of the health care team.3

The impact of conflict on patient safety and care are well
documented.4 In many ways, the need for education around
conflict is a metaphor for the need for IPE. Successful strate-
gies used to resolve conflict include direct communication,
willingness to explore solutions, and demonstration of respect
and humility. These IPE communication skills are rarely
taught in health sciences training programs.
As mentioned by Alexandraki et al., there are a host of

excuses provided for why IPE has not happened (differences
in work/class schedules, lack of time, workload difference,
lack of faculty expertise, etc.). Not surprisingly, many of these
barriers have their roots in interprofessional attitudes toward
collaboration and the low priority given IPE education.5 As
interprofessional teams are becoming increasingly important
in health care delivery, the benefits and liabilities of interpro-
fessional collaboration are becoming more apparent as well.
Welp and colleagues6 found that interpersonal teamwork led
to improved morale, decreased burnout, and increased patient
safety. While there is certainly a need for new curricula em-
phasizing IPE in areas such as problem solving, communica-
tion skills, and conflict management, simply teaching these in
a revised formal curriculum is not enough. Much has been
written about the informal or hidden curriculum and its power
to reinforce or extinguish previously learned behaviors.7 No-
where is this more important than with IPE. Of course we
should provide creative, innovative, interactive exercises that
involve health science trainees working together in case-based
learning or in such settings as hospices, senior centers, jails,
and drug treatment centers, where IPE is crucial to high-
quality health care. However, if the role models our trainees
are exposed to outside the classroom or simulation lab do not
reinforce core concepts such as respect, collaboration, and
careful listening to all disciplines, there is little hope of chang-
ing our trainees’ behaviors.
Many of us believe that assessment is a potent driver of

learning, and another important tool for changing behavior.
Alexandraki et al. found little formal assessment of IPE in IM
clerkships. Clearly, IPE assessments do not lend themselves to
multiple-choice questions, short answers, fill-in-the-blank
questions, or board examinations. Fortunately, many programs
have evolved their assessment exercises to include objective
structured clinical exercises (OSCEs), objective structured
video exercises (OSVEs), simulation, and some variation on
360-degree evaluations, where trainees are assessed by faculty,

staff, and patients/families on a host of behaviors, many of
which relate to IPE. At the end of the day, the goal is to
determine what trainees have learned rather than what was
taught. A common educator fallacy is apparent when faculty
report a long list of content that they have taught their students,
but students report a far more limited list of what they actually
learned.
While the LCME has attempted to elevate the importance of

IPE, it remains simply one of many boxes to be checked
during curriculum accreditation. There are no required out-
comes. It is time for some pedagogical imagination. Interpro-
fessional faculty development would be one place to start with
an eye toward creating new learning opportunities that focus
on problem solving rather than factual content. Some schools
have begun sponsoring Blunch and learn^ faculty development
opportunities, where faculty from all health professions are
invited and interprofessional activities are planned. Simply
introducing faculty from differing disciplines can be the first
small step toward moving outside the silo. Lastly, and most
importantly, we all need to cultivate a culture change within
the clinics and hospitals. Our students learn to practice as a
team only when their instructors and mentors model the re-
spect and trust for colleagues that we would like to see in the
next generation of health care providers.
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