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Abstract

As health care organizations, accrediting bodies, 
and research support and promote interprofessional 
approaches for treatment programs, an introduction to 
interprofessional education and practice should occur 
during pre-professional education for this practice 
to become habit. This paper looks at applying these 
principles to pre-professional behavioral health student 
participants in nursing, recreation therapy, psychology, 
and social work through an interprofessional simulated 
group therapy experience. While the main objective of 
this project was to create an interprofessional experience 
for mental/behavioral health participants, the study 
also aimed to build an affinity for working within an 
interprofessional team and to develop empathy for 
individuals living with a mental/behavioral health 
diagnosis. All students acknowledged the benefits of 
empathy and collaborative affinity for both the team 
and consumers, and expressed concern about the lack 
of interprofessional learning within pre-professional 
programs.
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Introduction
 Understanding consumer needs through a variety of lenses can help inform ef-

ficient and effective treatment plans with realistic health goals (National Center for 
Interprofessional Practice and Education [NCIPE], 2018; World Health Organization 
[WHO], 2019). As health care organizations, accrediting bodies, and research results 
support the use of interprofessional approaches to care, an introduction to interpro-
fessional practice should be offered early and throughout pre-professional education. 
This project sought to apply the principles of interprofessional collaboration with pre-
professional health care students in recreation therapy, nursing, social work and psy-
chology programs. The intent was to improve student affinity for collaboration through 
a simulated group therapy experience. 

Within the mental health field, recreation therapists, physicians, nurses, licensed 
therapists, and social workers engage in interprofessional problem-solving on a daily 
basis. Pre-professional and continuing education for these disciplines, however, is 
largely delivered in silos due to a range of barriers to a multi-professional approach 
(Bressler & Persico, 2016; DeVries, 2016; Pecukonis et al., 2008; Snow et al., 2011; 
Wilkes & Kennedy, 2017). This interprofessional project, utilizing a simulated group 
experience, was designed to build an affinity for collaborating with an interprofessional 
team on an adult acute inpatient psychiatric unit. 

A summary review presents the foundational elements used by this project, for 
improving interprofessional collaboration in mental/behavioral health services by 
providing interprofessional experiences at the outset and throughout pre-professional 
education. Such elements include understanding the function and value of interprofes-
sional experiences in pre-professional education for mental/behavioral health-focused 
students; the role collaborative affinity plays in an interprofessional team; and the value 
of simulation-based learning.

Interprofessional Experiences in Pre-Professional Education
The WHO (2019) defines interprofessional education (IPE) as occurring when 

“two or more professions (students, residents and/or health workers) learn with, about, 
and from each other to enable effective collaboration and improve health outcomes” 
(IPEC, 2016, p. 8). The renewed focus on the concept is a result of multiple factors, 
including data supporting the need for improved understanding and communications 
among health care teams, decreasing medical errors, and increasing safety, quality, and 
efficiency of services (Interprofessional Education Collaborative [IPEC], 2016; Judge 
et al., 2015; NCIPE, 2018; Newhouse & Spring, 2010; WHO, 2019; Zahl et al., 2016). 
Due to this renewed focus on and advocacy for IPE, recommendations were made to 
develop these opportunities at various levels in order to address the shortage of skilled 
health care workers (NCIPE, 2018; WHO, 2019). The WHO (2019) proposed improv-
ing educational programs by including a mix of clinicians and community health per-
sonnel in order to provide an array of perspectives and approaches to collaborative 
care. Collaborative learning among this mix of professionals would yield improve-
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ments in cross-disciplinary communications, planning, and delivery of services by an 
interprofessional team, thus improving overall quality.  

Research has identified many benefits resulting from IPE and interprofessional 
collaborative care (IPCP) (Bressler & Persico, 2016; NCIPE, 2018; Pechak et al., 2018; 
WHO, 2019; Zahl et al., 2016). The most reported benefit being improved quality of 
services (Bressler & Persico, 2016; NCIPE, 2018; Pechak et al., 2018; WHO, 2019; Zahl 
et al., 2016). The quality of health care services is improved when providers learn to 
communicate and collaborate effectively. The development of formal and organized 
communication structures via education, training, and/or policy supports quality im-
provement (NCIPE, 2018; Varkey et al., 2007). 

Providing professionals at all levels with interprofessional learning opportunities 
can enhance understanding of the roles and responsibilities of each member of the 
team. This knowledge can contribute to more productive communications for plan-
ning and efficiently working towards patient goal achievement. Additionally, commu-
nicating and collaborating across disciplines, similar to other skills, are improved over 
time the more they are practiced. Therefore, providers would be more confident in 
their approaches to team-based service delivery as a result of more exposure and op-
portunities to learn, communicate and work alongside one another. Improvements in 
confidence, communications and planning also yield increased safety in service de-
livery (e.g., reduction in medical errors) via risk management for both patients and 
providers (DeVries, 2016; Nancarrow et al., 2013; Snow et al., 2011; Wilkes & Kennedy, 
2017; WHO, 2019). An additional benefit to patient care through improved collabora-
tion and communication among providers is increased screening rates that identify 
risk factors and at-risk patients in a timelier manner (Snow et al., 2011).   

Approaches to Interprofessional Learning and Collaboration
Although health care organizations and providers show support by encouraging 

and promoting interprofessional care, the ability to operationalize it is a challenge. This 
challenge provides support for the need to develop interprofessional opportunities at 
the pre-professional level. Multiple models have been developed to meet this challenge, 
some by simple trial and error, and others more systematically (Judge et al., 2015; 
Moxham et al., 2017; Zahl et al., 2016). Popular models presenting a pre-professional 
interprofessional experience include discussion, immersive clinical experiences, and 
simulations (Judge et al., 2015; Moxham et al., 2017; Zahl et al., 2016 ). These models, 
though they have distinct differences, share important common characteristics. They 
benefit students, the community, organizations, as well as the consumers. Additionally, 
they began with a shared value of collaboration across disciplines in order to best serve 
clientele.

There is not an abundance of research on IPE at the pre-professional level. 
Most published comparative reviews/syntheses of interdisciplinary programs are 
at the clinical/practice level, not at the pre-professional/education level (Chen et al., 
2016; Goolsarran et al., 2018; Mahdizadeh et al., 2015). Furthermore, all relevant 
publications generally identify very similar, and significant, barriers to either providing 
interprofessional experiences in pre-professional education or operationalizing 
interprofessional care in the field (DeVries, 2016; Pecukonis et al., 2008; Snow et al., 
2011; Wilkes & Kennedy, 2017).



439

Interprofessional Education for Group Processes

Barriers to IPE/IPCP
Barriers to conducting IPE and IPCP occur at both the organizational and proce-

dural levels (Dallaghan et al., 2016; DeVries, 2016; Pecukonis et al., 2008; Snow et al., 
2011; Wilkes & Kennedy, 2017). Common barriers such as time, money, resources and/
or personnel reflect the associated attitudes and value placed on IPE/IPCP experiences. 
DeVries (2016) noted a difference in how rehabilitation therapists view collaboration 
and how these attitudes influence their behaviors. For example, some viewed it as “a 
way to deliver care, while for others it is a means to an end or a way to shift respon-
sibility or tasks from one person to another” (DeVries, 2016, p. 14). These clinician-
held beliefs can be traced back to their pre-professional preparation and socialization 
process (DeVries, 2016). This process or culture, which includes segregated learning 
(e.g., curricula, projects, opportunities), creates barriers for students to effectively col-
laborate and possibly desire to collaborate in future practice (Pecukonis et al., 2008). 
Professional and learning cultures create barriers including hierarchies and separate-
ness among and between professionals (DeVries, 2016; Pecukonis et al., 2008). Little 
to no information, or misinformation, may lead clinicians to make assumptions about 
the scope or roles of other professionals on the health care team, and perhaps fur-
ther perpetuate stigma and/or stereotypes, which all may negatively affect patient care 
(DeVries, 2016; Pecukonis et al., 2008).  

Negative outcomes related to a lack of information about the other profession-
als’ scope and/or role(s) in patient care include: general conflict, territorialism, power 
struggles, miscommunication or resistance to communicate, lack of job satisfaction, 
and decreased productivity (DeVries, 2016; Pecukonis et al., 2008). Wilkes and Kenne-
dy (2017) found, if not managed, interprofessional conflict has “negative effects on pa-
tient care, job satisfaction, productivity and patient safety” (p. 859). In addition to time, 
money, resources, personnel, attitudes, culture, and lack of information, the literature 
also identifies the following structural barriers limit interprofessional collaboration at 
a pre-professional level (education): lack of consistency in terminology (e.g., multi, 
inter, cross, joint, and shared), accrediting agencies (e.g., discipline-specific require-
ments), government regulators, lack of leadership support, lack of faculty expertise, 
working in different departments or locations, workload difference, scheduling, and 
grading requirements (e.g., differences across disciplines) (DeVries, 2016; Pecukonis et 
al., 2008; Snow et al., 2011; Wilkes & Kennedy, 2017). Snow et al. (2011) found the top 
three barriers to IPE participation by students to be scheduling, financial aspects, and 
lack of interest. Pre-professionals and professionals must understand the importance 
of IPE and IPCP and how collaboration boosts not only client goal-achievement, but 
also job satisfaction for the providers.    

DeVries (2016) found the following areas benefit from collaboration in IPE: in-
creased staff satisfaction, morale and retention, with a sense of team cohesion and 
shared responsibility, reduced workloads, increased accountability, reduced stereo-
types among professionals, improved coordination of care, and enhanced communica-
tion and creative problem-solving, among other things. Additionally, collaboration was 
found to result in a decrease in overall burnout (Wilkes & Kennedy, 2017). Teamwork 
and collaboration positively affect patients, providers and health care organizations, as 
demonstrated by increases in quality, satisfaction and efficiency.
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Empathy and Collaborative Affinity
The positive influence of collaboration on both patient and provider outcomes 

is well documented (DeVries, 2016; NCIPE, 2018; WHO, 2019). Increases in patient 
safety, improvement in the well-being of patients, increases in quality of care while 
controlling costs, and increases in patient goal-achievement are all documented ben-
efits of interprofessional collaboration on patient outcomes (DeVries, 2016; Nancarrow 
et al., 2013; Snow et al., 2011; Wilkes & Kennedy, 2017; WHO, 2019). Nevertheless, 
personal factors, such as empathy and collaborative affinity, help create the foundation 
from which these outcomes can be actualized. 

Empathy has been identified as a factor that has the ability to enhance, or also 
potentially hinder, patient care (Bubandt & Willerslev, 2015; Lambert, 2019; Luft & 
Schlimme, 2013; Prinz, 2011; Stebnicki, 2000). Empathy is the ability “to consider the 
perspective of others—to put ourselves in their shoes and imagine their experiences” 
(Lambert, 2019, personal communication). While this project sought to build an affin-
ity for interprofessional collaboration, the students’ empathy for other students in the 
roles of various providers could not be overlooked. Collaborative affinity, a new term 
presented in this current project, refers to developing a rapport or an inclination to-
ward working together in order to serve patients’ needs. Both empathy and collabora-
tive affinity have a role in the interprofessional team, in addition to influencing overall 
patient care. 

The benefits of empathy on the care team stem from the ability to first consider, 
and/or imagine, the care that the other health care professionals are providing to the 
patient. This perspective taking can have considerable effects on valuing the roles and 
responsibilities other professionals have in the care being provided to the patient. 
Understanding how each profession contributes to patient care may lead to increased 
advocacy for the inclusion of these other professionals and their services on the care 
team, which again may lead to the patient receiving more comprehensive, prompt, and 
effective care. Taking time to consider the perspective or experience of the patient and 
his/her health condition may provide insight to available resources and new clinical 
pathways. Possessing an openness to listen, learn and collaborate supports the positive 
outcomes from collaboration for both patients and providers, which has been identified 
in the literature (Bressler & Persico, 2016; NCIPE, 2018; Pechak et al., 2018; WHO, 
2019; Zahl et al., 2016). 

As noted in the literature, health care providers with high levels of empathy may 
deliver better care (Bikker et al., 2017; Corrigan & Penn, 1999; Mercer et al., 2016; 
Overton & Medina, 2008) and perform better on interprofessional teams. Furthermore, 
the literature has identified empathy and collaboration to be critical factors in 
successfully treating persons with mental illness; therefore, the development of these 
skills is needed. Optimally, this skill development would occur simultaneously within 
standard pre-professional curricula. Providing additional information and training 
opportunities for practice elements, processes and/or initiatives affecting multiple 
disciplines can further strengthen communication skills, among other skills, and the 
confidence to effectively communicate with one another for patient care. 

IPE and Experiential Learning
Pre-professional health care students’ lack of preparation related to optimally car-

ing for patients with mental illness is indicated in the research (Overton & Medina, 
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2008; Phokeo et al., 2004). This lack of preparedness is  largely due to a lack of experi-
ence with patients in health care environments required to develop the necessary skills 
and/or feel confident using those skills, including the ability to work effectively on an 
interprofessional team. 

Simulation learning, a type of experiential learning, gives students the opportunity 
to learn, develop, and practice necessary skills, including empathy and interprofessional 
collaboration, in a safe and controlled environment. Utilizing IPE further enhances 
skill development and understanding of roles. When students understand how to work 
inter-professionally, they are better prepared to enter the workplace as a member of 
the collaborative practice team. Providing students with these experiences often and 
throughout their preparation will support development of skills needed to empathize, 
collaborate, and most importantly communicate with members of the team, including 
the patient. Moreover, by providing various opportunities throughout student 
preparation (i.e., at the beginning, middle, and end of the respective program), students 
may reflect upon how and why they have changed and/or improved in these areas, 
which can bolster confidence in their competence. The development of reflective and 
critical thinking would likely also have a positive impact on patient care and outcomes. 

The focus of this project was to create an interprofessional experience for stu-
dents interested in going into mental/behavioral health practice and build an affinity 
for working with the interprofessional team. The student learning objectives for this 
project were to: (a) identify descriptive characteristics of various psychiatric diagno-
sis; (b) increase understanding of the experience(s) of being a patient in an inpatient, 
acute-care psychiatric unit; and (c) increase knowledge of the roles of the interprofes-
sional team in mental/behavioral health care.

Methods

Design
This project used experiential learning and a mixed methods research approach. 

The project sessions combined basic lectures, learning activities, a simulation-based 
experience, and pre-post surveys containing both quantitative and qualitative ques-
tions. The quantitative portions of the pre-post surveys assisted in measuring the ef-
fectiveness of the simulation and its direct impact on interprofessional collaborative 
affinity, as measured by the Readiness for Interprofessional Learning Scale Question-
naire (RIPLS) Questionnaire. The qualitative component of the mixed methods design 
aimed to fill in the gaps of the quantitative data by allowing participants to openly 
discuss their feelings about their experiences with a therapeutic group, patients on an 
adult acute inpatient unit, working on an interprofessional team and learning along-
side other disciplines. The overall time commitment for both faculty and students in-
cluded standard enrollment, attendance and engagement in their course on mental/
behavioral health and an additional four hours for the project session.

Data Collection 

Participants
Participants in this project included students (hereafter referred to as “Partici-

pants”) enrolled in mental/behavioral health classes during the Fall 2018 and Spring 
2019 semesters at a mid-size university in the Southeastern United States. Participants 
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were enrolled in one of the following pre-professional health care programs at this 
university: recreation therapy, nursing, social work or psychology. Participants were 
invited by their respective course instructor (in the classroom, via email, Blackboard, 
and/or Canvas) to participate in one of five simulated group therapy project sessions 
each semester, with a total of 10 sessions offered throughout the academic year. Par-
ticipants notified their instructors (i.e., faculty) in person (i.e., in class) or via email 
to register for a specific simulation date. Participation in the simulated group therapy 
project was voluntary, as was participation in completing the pre- and post- simula-
tion surveys. There was no set sample size required for this project, aligning with the 
practice rule of holding group even if only one person shows up. Participants did not 
receive any compensation for their participation.   

Scenario 
Each participant portrayed either a patient recently admitted to an acute care 

psychiatric department within a hospital, or a staff/professional working on the unit 
for this simulation exercise. The scene began after all the patients (i.e., participants) 
arrived in the group therapy room to attend a session focusing on coping skills and 
stress management, run by the recreation therapist (i.e., participant portraying the 
recreation therapist). Other staff/professionals (i.e., participants) needed to decide what 
their role(s) would be based on how the group session unfolded. One aspect that made 
this an empathy-building experience for other members of the interprofessional team 
was that participants were not permitted to portray the role of the profession for which 
they were studying to join. For example, recreation therapy students could not be the 
recreation therapist, nursing students could not be the nurse and so forth. Participants 
from all disciplines participating in this project had an equal opportunity to portray 
patients. The instructors helped the scene along, if necessary, and/or announced their 
“new” character, stating a situation had just occurred, which prompted patients or staff/
professionals to react and respond according to their preparation during this four-hour 
experience. The scenario concluded after 30-40 minutes, or when the instructors felt all 
participants could engage in a thorough debrief of the group therapy session. 

Instruments
Participants received an email with a link to an anonymous survey prior to partici-

pation in the project session and again after the simulation debrief. Participation in the 
survey was voluntary and was not required for participation in the project. The survey 
included the RIPLS and was administered via Qualtrics Survey Software. Prior to par-
ticipation in the simulation, and again after the initial survey had been administered, 
participants were informed about the project/experience and provided with the Fic-
tion Contract to review and sign. This contract states that participants will perform as 
trained while in character and show respect for the process of interprofessional learn-
ing. Signed informed consent was required for participation.   

Quantitative. Data were collected via the RIPLS scale. The scale was digitized in 
Qualtrics Survey Software and distributed by one instructor to participants via a link 
embedded in an email at the outset of the simulation and during the simulation de-
briefing session. The same instructor performed this function at every session to en-
sure data collected were stored in one location to assist with storage, security, access 
and analysis.  



443

Interprofessional Education for Group Processes

The RIPLS assesses attitudes toward IPE for students in training, and was chosen 
due to its relevant focus on teamwork, shared learning, and communications. Addi-
tionally, the RIPLS was used due to its ease of completion for the participants and time 
requirements (Parsell & Bligh, 1999; Talwalkar et al., 2016). The RIPLS is a standard 
Likert-type scale measured on a range of 1 (Strongly Disagree) to 5 (Strongly Agree). 
The maximum value of the scale for the RIPLS is 95, with higher scores indicating 
positive attitudes towards interprofessional learning. The RIPLS has an internal consis-
tency of 0.90 (Cronbach’s alpha) (Parsell & Bligh, 1999). This 19-item self-report scale 
contains three validated subscales: Teamwork and Collaboration; Negative and Profes-
sional Identify; and Roles and Responsibilities. The 19-item self-report scale contains 
three validated subscales; however, the full scale (all 19 items) was used for this project 
(i.e., subscales were not applied and their metrics not included).

Qualitative. The project also sought to collect qualitative data on attitudes toward 
interprofessional learning and the project itself. This information was provided by the 
responses from the open-ended question on both pre-post simulation surveys and 
during the post-simulation debrief. All responses were anonymous and aggregated for 
the instructors to analyze after all five simulated group therapy sessions commenced 
each semester, totaling 10 for the academic year.  

Processes
For every session of the simulation, both researchers (i.e., faculty instructors) 

led the entire four-hour experience. First, researchers provided the two-hour pre-
brief, which included active learning. The pre-brief involved discussion about 
interprofessional team roles and responsibilities, as well as an overview of psychiatric 
diagnoses and a discussion of how each diagnosis often presents in a group process 
setting. Researchers also formally pre-briefed the participants (i.e., students) on safety 
measures for simulation and the importance of realistically portraying simulated roles 
without furthering stigma and stereotypes. Participants then enjoyed a 30-minute 
lunch break, then had 30 minutes to prepare for their roles in the simulation. The 
simulation itself lasted approximately 30 minutes. Debriefing was then completed by 
both researchers, which consumed approximately 30 minutes and included participant 
feedback on the experience and their thoughts and feelings related to it.

The Simulation Session. The session began with a pre-brief, which consisted of 
welcoming participants to the simulated group therapy project session and an over-
view of simulation-based learning, as well as the focus of the project. Participants were 
then instructed to read and sign the Fiction Contract while the pre-project session 
survey was emailed to them. Participants were then given approximately 10 minutes to 
respond to the pre-survey. Researchers observed participants to ensure no one was still 
completing the survey before moving on.

Participation in the session began after the Fiction Contract and surveys were 
completed. First, two instructors, one from recreation therapy and one from nursing, 
introduced themselves and provided an overview of the agenda. Next, participants 
were oriented to the purpose of the project, learning objectives, methods of evaluation, 
and the scenario for the simulated group therapy session. Then, participants were al-
lowed to select the character (provider or patient) they desired to play in the simulated 
group therapy session. Participants were not permitted to choose roles based on the 
program they were in; rather, they were encouraged to take roles outside their pre-
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professional training. Mandatory characters for the scenario included the recreation 
therapist, one of the nurses (e.g., RN, charge nurse or psych nurse), and one other staff/
professional listed (e.g., social worker (LCSW), mental health technician, milieu man-
ager, psychologist, or psychiatrist). The remaining characters needed for the scenarios 
were the patients. Patient-roles included persons on the acute care unit experiencing 
the following: mania, severe depression, anger and withdrawal from chronic substance 
use, thoughts of suicide, grief, confusion associated with dementia, visual hallucina-
tions, auditory hallucinations, olfactory hallucinations, and/or tactile hallucinations. 
After all participants selected their roles, they were given a notecard to create notes 
during the lecture and discussion sections, if needed, and to assist them prior to and 
during the simulated group therapy session.  

The first lecture, lasting approximately 45 minutes, addressed psychiatric 
diagnoses, their etiology, characteristics, prognosis, and common treatments, including 
pharmacotherapies. A group learning activity was included amidst the lecture, and the 
lecture concluded with a discussion. The first learning activity, included in the first 
lecture, focused on identifying the level of support from providers each patient with 
the diagnosis discussed needed in order to be successful/meet his/her goals in the 
group session. After a brief five-minute break, the second lecture identified, defined 
and described the interprofessional team on a psychiatric inpatient acute care unit. 
This lecture lasted approximately 45 minutes, included a group learning activity and 
concluded in a discussion. It focused on identifying how much each member of the 
interprofessional team, by percentage, contributed to success of an individual patient 
on the mental health inpatient unit. 

After all questions were answered and all participants were in agreement about 
what was going to occur during the simulated group therapy experience, the instructors 
gave the participants a 30-minute break to research their characters in preparation 
for the simulated group therapy session. During this time, the recreation therapy and 
nursing instructors helped the participants who would be portraying the health care 
providers prepare. After the break, the simulated group therapy session began by having 
either the recreation therapy instructor or nursing instructor invite the patients (i.e., 
participants) into the group therapy room from the common area. The scenario ran for 
30-40 minutes then was stopped by the instructors (abruptly) and/or the participant 
acting as the recreation therapist (naturally). 

The debrief aspect of the project began immediately after the simulated group 
therapy session ended. The instructors debriefed the participants via semi-structured 
questions to encourage them to share their thoughts about what went well, what could 
have been done better, and what about this activity, if anything, they found valuable. 
Finally, the post-project session survey was emailed to all participants for completion. 
Again, participation in the survey was voluntary. Out of 146 simulation participants, 
104 completed the pre-survey and 105 completed the post-survey. Pre-survey and 
post-survey results (n = 96 each) were included in data analysis after participants who 
indicated prior health care work experience were excluded. Qualitative questions on 
the post-simulation survey addressed participants’ feelings regarding this experience 
and interprofessional education.

Analysis 
These processes were repeated after each simulation session, then again at the end 

of the final simulation session for this project. Quantitative data analysis occurred in 
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three phases and was conducted by one instructor. First, data were reviewed to identify 
participants who had previous experience(s) with interprofessional teaching/learning. 
Data from participants with previous experience(s) were omitted from the analysis (n 
= 15 total from pre and post survey responses). The total composite score for the full 
RIPLS was computed for all participants, and then a basic univariate analysis was run. 
Subscale scores were not calculated. IBM SPSS Statistical Software, Version 22.0 was 
used for all statistical calculations. Using a significance level of p < 0.5, a two-tailed t-
test was conducted to examine whether change occurred in the mean RIPLS score be-
tween pre and post simulation surveys. After all descriptive statistics and analyses from 
the RIPLS data were completed, the qualitative remarks from the RIPLS were recorded 
on a Microsoft Word document to be analyzed with the other qualitative data from the 
post-simulation debrief. This same process was repeated after each simulation.               

Qualitative
Participants were encouraged to provide narrative comments on the pre- and 

post- survey; however, this was not a requirement for completing the surveys. Ad-
ditionally, participants provided verbal feedback during the debriefing period of the 
group simulation session and instructors recorded these notes. A basic content analysis 
was conducted on all qualitative information gathered. Researchers reviewed and ana-
lyzed the responses and statements made by the participants, paying close attention to 
themes mirroring the intended learning objectives previously discussed.

Results and Discussion
While 146 participants completed the simulation itself, a total of 96 who partici-

pated in the 10 interprofessional simulated group therapy experiences completed both 
the pre- and post-simulation surveys in their entirety, and did not report having previ-
ous health care experience. The 96 pre- and post-surveys were analyzed. The surveys 
were anonymous and unmatched. These 96 pre- and post-surveys were included be-
cause they were complete and indicated no prior experience(s) with interprofessional 
teaching/learning or health care work experience.

 
Quantitative

The mean score for the aggregated data on the RIPLS was 84.3 pre-simulation 
and 87.6 post-simulation, indicating an increase in positive attitudes toward interpro-
fessional learning. Based on paired t-test analyses, there was a statistically significant 
increase (p < 0.01) in the mean RIPLS score after the session. These results show an 
increase in collaborative affinity. The increase in collaborative affinity, as measured by 
readiness on the RIPLS, was expected due to the novelty and rarity of interprofessional 
simulation-based activities in these pre-professional programs at this university. The 
increase in collaborative affinity and/or value of IPE was also apparent in the qualita-
tive data.  

Qualitative
Through the content analysis of both the anonymous qualitative survey responses 

and the debriefing sessions, four main themes were identified: (a) Students want op-
portunities to better understand the roles and boundaries of other disciplines and, spe-
cifically, how other disciplines can help them be successful in their roles; (b) IPE creates 
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both negative and positive perceptions of interprofessional teamwork in the education 
setting and in the future workplace; (c) Students feel the need to explain or defend the 
profession for which they are studying; and (d) Students feel that hybrid classroom 
and simulation learning is the ideal manner in which to receive IPE to improve their 
knowledge, skills, and confidence. Table 1 includes these themes and examples of com-
mon responses supporting each theme. 

Table 1
Themes and Supportive Statements

 

INTERPROFESSIONAL EDUCATION FOR GROUP PROCESSES
   
	

18	

Theme Examples of Supporting Responses 

Desire for more education on other 
discipline’s scopes of practice  

“We want more frequent opportunities to learn about how real 
(work) life is going to be, which is interprofessional. We want to 
understand how they can be successful and how we can avoid 
making mistakes, including who can help us.” (Nursing student)  
 
“I wish we had more opportunities like this, to work together and 
understand who does what how, while we are in school.” (Recreation 
Therapy student) 
“I’m so glad that we are doing this. It makes me feel so much better 
to know that everyone is on the same page and to know what 
everyone’s goal really is. I think every semester should have 
something like this.” (Social Work student) 
 
“We need to do this more often and get used to working together 
now so it’s just ‘what we do’ when we get out there in real world 
and it doesn’t seem like something new and weird. We need to know 
and understand each other so we can all help each other to help our 
patients.” (Nursing student) 

  
Positive and negative perceptions of IPE  
 

“In my clinical rotation I saw the rec therapist and how the patients 
responded to him and it was like night and day between him and 
how they acted with the techs. The nurse couldn’t wait for rec 
therapy to get there and she said she always goes to rec therapy 
group to help out and to see the patients happy.” (Nursing student) 
 
“I’ve seen a lot of times, though, when there just was no one to help 
out and the group is basically just watching movies and patients just 
sleep or go to their rooms. There’s no therapy there and the 
therapists really get jaded because no one wants to help, then how 
motivated are you to help people that don’t help you?” (Social Work 
student) 

 
Defending their profession  
 

“Well, that’s just what nurses do though, that holistic care. It’s the 
model that we base everything on so it comes natural to us.” 
(Nursing student) 
 
“We are the only ones that are really there just to make sure the 
patient is enjoying themselves and getting leisure time, so maybe 
they open up more to us because they don’t feel like we are asking 
for anything from them.” (Recreation Therapy student) 
 
“Once we are prepared enough, we can provide that one on one care 
that no one else has time for. That’s really what the patient 
remembers from us, that time that we have for just them.” (Social 
Work student) 

 
Need for interprofessional experiential 
learning 
 

“I was afraid of being in the role of the nurse in the sim, but then we 
had time to plan it together and I felt much better. Then, really we 
just worked together to make it work no matter what was going on 
with everyone in the group. I think everyone did a great job and I 
think I will remember this every time I go to plan a group activity, 
and I’ll be looking for my team so we can have plan A, B, and C!” 
(Recreation Therapy student) 

 
 375	
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Comments from the participants in this simulation activity reinforced the value 
of this experience and provide evidence as to why it needs to continue. Many students 
had significant positive feedback regarding interprofessional teamwork at work and 
IPE, citing improved confidence and new knowledge and skills. Students appeared to 
desire external validation from peers and faculty, as well as feel the need to explain or 
defend the knowledge or skills of the position for which they are studying. They want 
immediate feedback, are motivated by feeling appreciated, and unhappy about feeling 
“called out.” Additionally, they appreciate the uniqueness and importance of the skills 
they are learning in their programs of study. Students understand that they all learn in 
different ways, and that different topics and content may be better learned by different 
methods. They also feel that IPE improves their general knowledge and teaches them 
new skills, while simulation learning specifically increases their confidence. Frequent-
ly, participants were concerned about the lack of interprofessional learning offered in 
their programs of education. Additionally, many participants commented on their de-
sire to have more opportunities to learn with students in other programs to know more 
about the roles of their future interprofessional teammates prior to working in the field. 

Research has revealed a relationship between provider preparation and degrees 
of quality care for persons with mental illness (Overton & Medina, 2008; Phokeo et 
al., 2004). Further, there is evidence that a lack of preparation, whether perceived or 
real, yields mediocre or at best, fair outcomes for patients (Overton & Medina, 2008; 
Phokeo et al., 2004). Simulation learning provides opportunities to overcome these 
challenges, as seen in this project. Additionally, interprofessional experiential learning 
through simulation or real-life immersion programs can support the development of 
collaborative affinity in pre-professionals, which has been found to facilitate success-
ful team work and success in daily interactions serving persons with mental illness 
(Goldstein & Winner, 2012). Moreover, there is growing evidence to support develop-
ing programs that foster empathy in health care providers, at the pre-professional level 
and throughout practice, indicating this characteristic correlates with providing better 
care to patients (Corrigan & Penn, 1999; Overton & Medina, 2008) and performing 
better on interprofessional teams. While some organizations are finding difficulty get-
ting started with IPE or IPCP, solutions or starting points can be found within this and 
other studies.  

Limitations and Future Recommendations 
This project provided a unique opportunity to bring students from different pre-

professional programs together to experience an interprofessional approach to group 
therapy on an adult, inpatient psychiatric unit, as well as the experience(s) of persons 
with mental/behavioral health conditions on the unit. While this project did not en-
counter many of the barriers (e.g., time, money, support in leadership) identified in 
the current literature, limitations were still identified, as well as areas for improvement 
(Dallaghan et al., 2016; DeVries, 2016; Pecukonis et al., 2008; Snow et al., 2011; Wilkes 
& Kennedy, 2017). It is vital to note the two main challenges instructors at this uni-
versity faced when conceptualizing this project were time and personnel. Contrary 
to the discussions around time being a barrier to implementing IPE, this project only 
encountered a minimal aspect of this. There was no difficulty in finding the time to 
complete this project, instead the challenge was identifying what the students had go-
ing on in each of their respective programs, and when an opportunity like this would 
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be viewed as inviting or burdensome. Basically, the instructors identified what would 
work for them and the students before making a final decision about simulation dates 
and times. The other barrier, personnel, had similar challenges as noted in the litera-
ture, with instructors having widely varying schedules. The social work instructor also 
has a private practice, so it was difficult for her to be present for the simulation when 
not teaching, due to serving clientele. These were two minimal barriers that were over-
come by communication and planning, but worth noting. 

Promoting the value of these experiences and making them available, if not 
mandatory, for students in their pre-professional programs is needed. Integration 
of these experiences in the core curricula for pre-professionals seeking employment 
in health care may better communicate to students the importance of developing 
these interprofessional skills of communication and collaboration, in addition to 
understanding the roles and scope of the other professionals who assist with patient 
care. One possibility for this change to occur, and to increase participation by all 
students in pre-professional programs, is to audio/video record these experiences in 
order to share them with students before and after the simulation. This may enable and/
or bolster strategic planning, communications with students from other professions, 
and development of clinical reasoning skills. 

A limitation noted in this project was that all simulations were not audio/video 
(AV) recorded, despite having approval from the university IRB to do so. The reason 
for this was the inability to access the AV equipment during specific times due to it 
being checked out by other faculty in the college. Moving forward, using smartphones, 
or writing a grant to purchase an AV recorder for the courses to ensure AV capability, 
would be suggested to ensure the experiences can be maximized for pre-professional 
education and to augment standard curriculum. Use of AV for future projects could 
make the experiences and data from each session available for other students who 
are unable to participate, but who could benefit from seeing this type of intervention 
without confidentiality issues, especially in mental/behavioral health practice. These 
recordings could decrease, yet augment pre-brief, if students watch the videos prior to 
participation. Further, due to the simple nature of AV recording, data collection and 
analyses would be strengthened by the ability to return and review sections to verify 
documentation and data. The reality of including every student in-person will always 
present as a challenge; however, with the use of technologies such as live-streaming or 
pre-recorded links, as well as incorporating it into the curriculum, all students could 
perhaps gain similar benefits as those who participate in person.  

As evidenced by the literature, interprofessional teamwork itself is an area in need 
of further development, especially for the promotion of IPE initiatives. Attitudes and 
feelings toward IPE were discussed extensively amidst the two learning activities and 
during the post-simulation debriefs, but insufficient recording/documenting of these 
qualitative statements during the learning activities portions omitted valuable informa-
tion, which could have been very valuable to record and analyze. Additionally, recruit-
ing another researcher to record/document observations throughout the simulated 
group sessions may better triangulate the findings, as well as provide more descriptive 
information. Lastly, evaluating the impact this approach to IPE has on pre-professional 
health care students will require repetition with a larger, more diverse sample size.
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Implications for Future Research and Practice 
Amidst the limitations and recommended changes to be made in order to improve 

this project and these types of opportunities for pre-professional health care students, 
areas for further inquiry were discovered. Future studies including the consumers of 
mental health services (i.e., patients) are needed. Including patients in research to 
collaboratively problem solve and test methods and improve service delivery with 
providers could help identify challenges on both sides of service delivery, as well as ways 
to address them. The voices of the consumers and their active participation, as indicated 
by Moxham et al.’s (2017) camp model, would likely improve communications, rapport, 
and confidence in both patients and providers. Additionally, replicating this learning 
activity with patients could potentially lead to improvements in group facilitation, 
processes, and navigating policy changes to maintain or improve quality and effective 
service delivery in group sessions.

Research is also needed to provide more comprehensive comparative reviews of 
the current models and approaches being used for IPE in pre-professional programs, 
health care, and beyond. It is possible this type of inquiry could identify many similar 
approaches being used and/or some similar elements proving to be effective. Lastly, an-
other future study would be to survey the beliefs about collaboration by professionals 
in the field to determine perspectives prior to attempting to change beliefs and behav-
iors, as indicated by DeVries (2016). Findings from this may result in the development 
of education or training opportunities to increase alignment with a particular concept, 
such as collaboration, interprofessional care, and/or risk management.  

Growth as a health care provider does not begin and end in pre-professional 
training, it is a lifelong journey. Developing interprofessional continued education 
and training opportunities for both junior and senior professionals in all fields could 
benefit both providers and consumers of health care services. Creating retreats or 
live-labs with multiple service providers, from both clinical and community settings, 
to collaboratively problem solve and create solutions for refining service delivery 
processes and the challenges that arise from policy changes is possible. Collective 
discussions about conditions that equally affect recreation therapy, nursing and social 
work in patient care (e.g., open door, ratios, goal achievement, reimbursement) could 
bolster advocacy efforts for system changes. These unified voices and actions may 
have a bigger impact on creating and changing policy, benefitting both consumers and 
providers alike. Furthermore, working together toward a common goal, to improve 
patient care, is sure to yield benefits for all.  

Conclusion    
For the initial development and pilot of this experience, overall student and faculty 

satisfaction and perceived achievement of the learning objectives occurred despite the 
limitations identified. These limitations have promoted the identification of concepts 
to consider in both maintaining and improving the quality, experience, and outcomes 
of IPE simulations to improve pre-professional education and building an affinity for 
working with the interprofessional team moving forward. This project also shed light 
on elements in practice to strengthen, as well as areas to collaboratively problem solve 
and advocate. 
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Through collaborative interprofessional discussions around the principles of 
IPE and elements for improving interprofessional care in psychiatric inpatient acute 
care, everyone can benefit. Familiarizing pre-professionals with group processes 
and dynamics before entering the field through a variety of experiential learning 
opportunities, including simulation, will yield more confident professionals. Similar 
to patients engaging in treatment in a group setting, professionals at all levels can gain 
mastery in their skills through repetition and interactions with others. The majority 
of participants in this project commented on how either portraying a provider or 
observing the provider (i.e., as a patient) made them reflect and think of how they 
would do it (facilitate group) differently the next time. These experiences provide 
opportunities for lasting growth through post-activity reflection. Therefore, the pre-
professionals who have these and other experiences prior to entering practice should, 
in theory, be more skilled, confident, empathetic, collaborative, deliver better patient 
care, perform better on a team and be more satisfied in their job.

Currently, this interprofessional group therapy simulation is embedded in the core 
curriculum for the recreation therapy, nursing and social work programs; however, this 
is a first step in developing interprofessional programs at the pre-professional level, 
in addition to providing interprofessional opportunities for students both within and 
outside the standard curricula. While using guidelines provided by the World Health 
Organization (WHO) and National Center for Interprofessional Practice and Education 
(NCIPE), this outcome was only possible due to the value placed on IPE experiences 
at the faculty, organizational and professional levels; leadership to promote, create and 
sustain these efforts; commitment to IPE; and increased communications and learning 
opportunities for faculty to develop these types of interprofessional programs within 
and external to core curricula. Additionally, feedback from students about their desire 
to have more interprofessional opportunities indicates there is a need and interest to 
continue developing such programs.   
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