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Summary

Background: Interprofessional education (IPE) is cru-
cial in fostering effective collaboration and optimal
team-based patient care, all of which improve pa-
tient care and outcomes. Appropriate interprofes-
sional communication is especially important in
geriatrics where patients are vulnerable to adverse
effects across the care continuum. Transitions in
geriatric care are complex, involving several discip-
lines and requiring careful coordination. As part of
the University of Virginia’s initiative on IPE, we de-
veloped and implemented an interprofessional geri-
atric education workshop for nursing and medical
students with a focus on transitions in care.

Methods: A total of 254 students (144 medical stu-
dents, 107 nursing students and 3 unknown) parti-
cipated in a 90-min interactive, case-based
workshop. Nursing and medical faculty facilitated
the monthly workshops with small groups of med-
ical and nursing students over 1 year. Self-perceived
competencies in IPE skills and attitudes toward inter-
professional teamwork were measured through

post-workshop surveys. Data were analyzed using
descriptive and nonparametric statistics, excluding
the three unknown students.

Results: Over 90% of students were better able to
describe the necessary interprofessional communi-
cation needed to develop a patient-centered care
plan in transitioning patients between clinical sites.
Four out of five students reported an enhanced ap-
preciation of interprofessional teamwork. They were
also able to identify legal, financial and social im-
plications in transitions of care (75%). Nursing stu-
dents consistently rated the workshop more highly
than medical students across most domains
(P<0.05).

Conclusions: Students improved and demonstrated
their knowledge of interprofessional communication
and teamwork skills required in transitions of
geriatric care. Introducing these concepts in medical
and nursing training may help in fostering
effective interprofessional communication and
collaboration.

Introduction

Interprofessional education (IPE) is increasingly es-
sential for all healthcare professions and is crucial in
fostering effective team based patient care, which in

turn improves the quality of care and patient out-
comes.' Effective team based care is especially im-
portant in caring for older adults whose needs are
often not recognized or met in very complex health-
care delivery systems and who are particularly
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vulnerable to adverse effects across the continuum
of care.? Transitioning care of the elderly, especially
those with cognitive or functional deficits, is a very
complex process involving several disciplines
and requiring careful coordination of care.
Inappropriate transition of geriatric care can lead
to increased hospital readmissions and adverse
drug effects including medication errors, all of
which adversely affect patient outcomes. In add-
ition, it leads to increased cost of health care
through duplication of services.>™ Several studies
show that comprehensive interdisciplinary assess-
ments can greatly improve outcomes in transitions
of geriatric care.®” Utilizing IPE experiences in train-
ing healthcare professionals can foster effective col-
laboration across these professions and greatly
improve transitions of care in the elderly. There
are few published articles describing interprofes-
sional pre-licensure geriatric education programs
for medical and nursing students that address care
transitions in older adults.®

As part of a Josiah Macy Jr. Foundation funded
initiative on IPE at the University of Virginia
(UVA), we developed and implemented an interpro-
fessional geriatric education workshop for fourth-
year nursing and third-year medical students with
a focus on transitions in geriatric care. The object-
ives of the program were to enable students to dis-
cuss the roles of physicians and nurses in
transitioning patient care from one clinical setting
to another and to demonstrate competence in inter-
professional communication skills and strategies in
transitions of care.

Methods

A total of 254 students (144 third-year medical stu-
dents, 107 fourth-year bachelors of science in nur-
sing (BSN) students and 3 unknown) participated in
a 90-min interactive, case-based workshop. The
workshop was developed using the Macy
Foundation-funded UVA approach based on
Collaborative Care Best Practice Models.” Through
collaboration with members of the IPE team invol-
ving educators from the schools of nursing and
medicine and focus groups made up of community
physicians, social workers, medical and nursing stu-
dents, the workshop was developed to reflect best
practices for the care of cognitively impaired elderly
and their families as they face increasing care needs.

The workshops were conducted monthly with
groups of an average of 12 medical and 9 nursing
students over 1 year. In preparation for the session,
students were given articles and handouts on transi-
tions in geriatric care, including information on the

healthcare financing in geriatrics, several days
before the workshop. Nursing and medical faculty
facilitated the interactive session utilizing audiovi-
sual aids in the first aspect of the workshop and
trained standardized patients to guide students
through the interprofessional process of appropri-
ately transitioning the care of the elderly in the
second portion of the workshop (Appendix 1). The
workshop featured a clinical case of an elderly
woman with dementia being transitioned from the
hospital to her home and addressed issues on dis-
charge from the hospital as well as within the home
related to her physical, psychosocial wellbeing and
family support network. The standardized patients
provided students with a real-life perspective of the
challenges and questions that patients with demen-
tia and their family members face as they navigate
the healthcare system.

The session also focused on the interprofessional
communication that needs to be demonstrated be-
tween the two health disciplines.'® In the clinical
scenario, medical and nursing students were asked
to play the roles of the physicians and nurses, re-
spectively, so as to demonstrate competence in the
interprofessional skills required in transitions of care.
Surveys measuring students’ self-perceived compe-
tencies in necessary IPE skills and attitudes toward
interprofessional teamwork were administered im-
mediately after the workshop. In the surveys, stu-
dents were asked to compare their current
knowledge and competence in IPE skills to their
pre-workshop ~ knowledge and  competence
(Appendix 2). Data were analyzed using descriptive
statistics and the Kruskal-Wallis nonparametric test.
We excluded the survey data on three students with
unidentifiable professions.

Results

Students’ self-perceived competency in IPE
skills

Two-hundred twenty-five out of a total of 251 (90%)
medical and nursing students were better able to
describe the necessary interprofessional communi-
cation needed to develop a patient-centered care
plan in transitioning patients between clinical sites.
Most students also reported that they were better
able to actually demonstrate interprofessional com-
munication skills and strategies in family meetings in
transitioning care of patients (85%, 213 out of 251
students) and to develop a patient and family-cen-
tered plan of care (89%, 223 out of 251 students).
One-hundred eighty-eight of 251 (75%) students
were also able to identify legal, financial and social
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Table 1 Student self-perceived competencies in IPE skills and attitudes toward interprofessional teamwork
Evaluation item (results: 5, strongly agree; 1, strongly disagree) Avg Avg Overall %
rating rating avg. rated
nursing medicine rating 4+
Learning with other professional student was valuable 4.49 4.00 4.21 84
The/my group’s facilitator sought participation from all learners. 4.50 4.48 4.49 92
This learning activity enhanced my appreciation of interprofessional 4.50 3.81 4.12 79
teamwork.
This learning activity increased my knowledge of another 4.00 3.48 3.71 63
profession.
This learning activity improved my teamwork skills 4.24 3.64 3.90 72
I am better able to discuss the roles of physicians and nurses when 4.22 3.92 4.06 81
planning the care of older adults transitioning from hospital to
home.
I am better able to describe the necessary communication between 4.59 4.18 4.36 92
physicians, nurses and family members when initiating transitions
of care
I am better able to identify legal, financial and social implications of 4.14 3.86 3.99 75
transferring older adults from hospital to home.
| am better able to demonstrate interprofessional communication 4.50 4.03 4.24 85
skills and strategies in family meetings about transitions of care
I am better able to develop a patient and family-centered plan of 4.45 4.13 4.27 89
care for older adults who are transitioning from hospital to home
I am better able to recognize and respond to caregiver issues when 4.44 4.16 4.29 91

planning transitions in care for older adult patients

implications in transitions of care. Eighty-one of 107
(76%) nursing students indicated that the workshop
increased their knowledge of the medical profes-
sion, whereas only 63 out of 144 (44%) of medical
students increased their knowledge of the nursing
profession (Table 1).

Students’ attitudes to IPE workshop

Four out of five students reported an enhanced ap-
preciation of interprofessional teamwork and stated
that the learning experience was valuable. Nine of
10 students agreed that there was adequate partici-
pation from all learners. Interestingly, nursing stu-
dents consistently rated the workshop more highly
than medical students, and this was statistically sig-
nificant in all domains except with regard to the
degree of participation from all learners, in which
there was general agreement (Table 2).

Students’ qualitative feedback on IPE
workshop

Themes of the qualitative feedback from both med-
ical and nursing students were similar and show that
most feel open and effective communication be-
tween team members and with patients/family or
caregivers is very important in care transitions of
older adults. Other factors considered important

include patient factors such as patient/family under-
standing of medical condition and goals of care,
understanding of patient’s financial situation, social
support system, assessment safety of home environ-
ment and availability of community resources.
Students also rated mutual respect for team mem-
bers, patient and family as very important.

Students indicated that they planned to apply
good communication with patients and family mem-
bers to future practice, through active listening, vali-
dating their feelings and including them in
discussions (even when cognitively impaired), to es-
tablish trust and rapport. Most also liked the standar-
dized patient role play format of the workshop and
thought it was very helpful as it closely simulated a
real life situation. Some medical students indicated
that they would have preferred more interaction
with nursing students during the workshop (Table 3).

Discussion

Students expressed improved knowledge and under-
standing of the need for appropriate interprofes-
sional communication in the transitions of care of
elderly patients. Students also indicated that their
teamwork skills were enhanced. It is interesting
that both disciplines, though a smaller percentage,
gained more knowledge about the other profession

¥20¢Z Mdy 60 uo 1s8nb Aq 2818%G1/S97/9/80 1 /8101e/pawlb/woo dno-olwepeoe//:sdyy woly pepeojumoq


81
il
.
.
ten 
s
.
.
,
as well as
in order 
.
.

468 S.A. Balogun et al.

Table 2 Comparison of nursing and medical students” average score on workshop evaluation items (independent samples

Kruskal-Wallis nonparametric test of significance)

Evaluation item (ratings: 5 =strongly agree, 1=strongly disagree) Avg rating Avg Rating P
nursing medicine
(N=107) (N=144)

Learning with other professional students was valuable. 4.49 4.00 0.000

The/my group’s facilitator sought participation from all learners. 4.50 4.48 0.905

This learning activity enhanced my appreciation of the value of 4.50 3.81 0.000
interprofessional teamwork.

This learning activity increased my knowledge of another profes- 4.00 3.48 0.000
sion/s.

This learning activity improved my teamwork skills. 4.24 3.64 0.000

| am better able to discuss the roles of physicians and nurses when 4.22 3.92 0.001
planning care for older adults transitioning from hospital to home.

I am better able to describe necessary communication between 4.59 4.18 0.000
physicians, nurses and family members when initiating transitions
of care.

| am better able to identify legal, financial and social implications of 4.14 3.86 0.003
transferring older adults from hospital to home.

| am better able to demonstrate interprofessional communication 4.50 4.03 0.000
skills and strategies in family meetings about transitions of care.

| am better able to develop a patient and family-centered plan of 4.45 4.13 0.000
care for older adults who are transitioning from hospital to home.

I am better able to recognize and respond to family caregiver issues 4.44 4.16 0.001
when planning transitions in care for older adult patients.

Total evaluation score 48.07 43.58 0.000

through discussions of the roles of physicians and
nurses during the session. This was more evident in
nursing students than medical students (76% vs.
44%, respectively). Although this was not a specific
objective of the workshop, we believe that the struc-
ture of the learning activities fostered this increased
understanding of the roles of physicians and nurses.

Though both groups largely agreed on the in-
volvement or degree of participation of all of the
learners, the difference in ratings of the workshop
between the two disciplines was striking, with nur-
sing students consistently rating the workshop
higher than medical students. Although the reason
for this is unclear, these findings are consistent with
other studies comparing changes in attitudes and
perceptions when IPE is provided to students from
different health professions.'

One possible reason for this finding could be the
different training levels of the medical and nursing
students in the sessions. The nursing students were
in their fourth and final year of study in the BSN
program, having had significant exposure to clinical
care, while the third-year medical students had only
just transitioned to clinical medicine during the
clerkship phase of their training when they partici-
pated in these sessions. Without adequate prior ex-
posure to clinical medicine, the medical students

may not have adequate appreciation of the difficul-
ties and intricacies in transitions of care, particularly
in geriatric aged patients. Another possibility is that
medical students may not place as much value on
topics such as the development of interprofessional
communication skills that may be viewed as ‘non-
medical’, though these communication skills are
very important, especially as they relate to transi-
tions in geriatric patient care. Nursing students, on
the hand, have exposure to a variety of ‘non-med-
ical” issues in their training, with a lot of curricular
emphasis on communication and teamwork.
Themes of the qualitative feedback from both med-
ical and nursing students were, however, similar and
revealed that most students appreciated the import-
ance of good communication with patients/families
and between health professions. It is also interesting
the some medical students indicated that they would
have liked to interact more with nursing students
during the session. With very little exposure to IPE
opportunities in medical school education, one may
wonder if the attitudes of medical students would be
more favorable if more of such programs were
available.

Though our IPE program has a limited scope as it
was administered at a single healthcare center and
limitations in the evaluation of the student
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Table 3 Themes of students’ qualitative feedback on IPE

Identify three factors you feel will be important for the physician and nurse to consider to achieve
and maintain the highest possible quality of care transitions for this patient.

Patient/family factors

Understanding of medical condition, prognosis and goals of care.

Functional and cognitive status.
Medication compliance.
Patient autonomy.

Financial resources.

Safety of home environment.

Support system/availability of resources in community.

Medical team factors

Open communication with team members and patient/family

Good listening skills/empathy/caring attitude.

Mutual respect for team members and patient/family.
Understanding of the strengths of other team members

Collaboration between family and medical team.

Exploring all care options with patient and family.

Please share one thing you learned today that you plan to apply in your future practice
Good communication and teamwork with all members of health team.
Good communication with patients and family members/caregivers.

Consider the needs of the elderly.

Knowledge and discussion of community care resources for the elderly.
Involvement of other professionals when planning care (importance of ‘the huddle’)
Discussion about progressive diseases with patient and family.

Knowledge of the financial aspects of health care.

Reassessing home health needs periodically.

Please share any other comments about this learning activity:
More interaction between medical and nursing students.
More specific details of healthcare financing (i.e. Medicare/Medicaid).
Standardized patient role play was realistic and informative.
Interactive workshop with multiple chances for student participation.
Would have liked social work involvement in workshop session.

participants with use of self-assessment post-
workshop surveys, interprofessional programs like
ours are one of the few opportunities in medical
and nursing training in which both disciplines get
to learn side by side. Introduction of these concepts
in medical and nursing education may help to foster
effective interprofessional communication and col-
laboration in complex patient care processes such
as in transitioning care. With the existence of few
interprofessional  geriatric  education  programs
targeting medical and nursing students, there is an
obvious need to seek more of such opportunities
with a focus on complex collaborative aspects of
geriatric patient care.
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Appendix 1. Learning objective and outline of workshop

Learning Objectives

After attending the workshop, students will be able to:

1. Discuss the roles of physicians and nurses when planning care for older adults being transferred from one clinical setting
to another, i.e. hospital environment to home.
2. Describe necessary communication between physicians, nurses and family members when initiating a transition in care
for older adults.
3. Identify legal, financial and social implications of transferring older patients from one clinical site to another.
4. Demonstrate competence in interprofessional communication skills and strategies in meetings with older adults and
family members in transition of care.
Outline:
Introductions 10 min
Video #1 (http://www.youtube.com/watch?v=xDvvMpu]Fsw) 5min
Case discussion: breakout groups—SOM and SON 15 min
Huddle #1 5 min
Family meeting #1 (with standardized patients) 20 min
Link #2 (http://www.virginianavigator.org/sn/IndexSN.aspx?.f=1&API=6) 5 min
Huddle #2 5 min
Family meeting #2 (with standardized patients) 15 min
Wrap-up/follow-up survey 10 min
Total 90 min
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Appendix 2. Workshop evaluation form
Date: which program are you in (BSN, CNL, MD, MD/PhD)?

1. Please rate the following using the scale: 5 =strongly agree to 1=strongly disagree

Strongly Neutral Strongly
agree disagree
Learning with other professional students was valuable. 5 4 3 2 1
The/my group’s facilitator sought participation from all learners. 5 4 3 2 1
This learning activity . .. 5 4 3 2 1
e Enhanced my appreciation of the
value of interprofessional teamwork.
Increased my knowledge of another profession/s. 5 4 3 2 1
Improved my teamwork skills. 5 4 3 2 1
2. Specifically, as a result of this workshop:
| am better able to Strongly Neutral Strongly
agree disagree
Discuss the roles of physicians and nurses when planning 5 4 3 2 1
care for older adults transitioning from hospital to home.
Describe necessary communication between physicians, 5 4 3 2 1
nurses and family members when initiating transitions of
care.
Identify legal, financial and social implications of transferring 5 4 3 2 1
older adults from hospital to home.
Demonstrate interprofessional communication skills and stra- 5 4 3 2 1
tegies in family meetings about transitions of care.
Develop a patient and family-centered plan of care for older 5 4 3 2 1
adults who are transitioning from hospital to home.
Recognize and respond to family caregiver issues when plan- 5 4 3 2 1

ning transitions in care for older adult patients.

3. Identify at least three factors you feel will be important for the physician and nurse to consider to achieve
and maintain the highest possible quality of care for this patient transitioning from the hospital environ-
ment to the home:

4. Please share one thing you learned today that you plan to apply in your future practice:

5. Please share any other comments about this learning activity:
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