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Abstract

INTRODUCTION Community-based interprofessional education is a promising strategy for socializing students
into team-based care and centering the voices of community members in health equity-focused work. Particularly
in resource limited areas, it is vital to collaborate across institutions, professions, and constituents to plan and
implement interprofessional education offerings. However, little is known about the factors that support the process
of co-designing an interprofessional health equity program centering the community.

METHODS Using a convergent, case study framework, this mixed methods project used quantitative data (Wilder
Collaboration Factors Inventory) and qualitative data from working group feedback forms, to evaluate our
collaborative process.

RESULTS Quantitative analysis reveals collaborative strengths that include skilled leadership, unique group purpose,
and mutual respect. Collaborative challenges include appropriate cross-section of members and sufficient funds.
Qualitative themes (analyzed to further illuminate quantitative results) include sense of purpose, importance of
thoughtful leadership, and community engagement.

DISCUSSION Building sustainable academic-hospital-community relationships and centering the community in
health equity work are keys to success in co-designing an interprofessional health equity curriculum. Committed
funding also supports sustainability and sends an important message about the value of community members and
community-based work. While these recommendations may be common sense, they are not yet common practice.
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Implications for Interprofessional Practice

« While many IPE programs rightly focus on student and service-recipient outcomes, it is crucial
to address the process of interprofessional program co-design between academic and community
members, in order to move beyond the “ivory tower” and shift to convergence of expertise between

stakeholders.

o Skilled facilitation and thoughtful leadership are keys to creating a collaborative, productive working

group.

« Consider funding and continuous evaluation from the outset of the project, including funding for
community members’ time and funding for project coordination.

Introduction

Health equity, or the idea that everyone deserves the
right to be as healthy as possible, is a social and health
“movement” for change that continues to gain momen-
tum (Braveman et al., 2017). Promoting health equity
is the responsibility of all health professionals, who
must work collaboratively across disciplines to make
the greatest impact. We know that interprofessional
education (IPE), or students from different disciplines
learning from and with one another (WHO, 2010), can
support better functioning clinical teams that address
holistic health. There is a growing body of evidence that
IPE opportunities are well-received by students (Addy
etal., 2015), lead to increased confidence and plans for
future practice change (Fusco & Fultz-Ramos, 2018),
and can help dismantle racism through collaborative
skills that better promote equity in health (Cahn, 2020).

However, inclusion of health equity in IPE programs is
variable, and most often focuses on classroom knowl-
edge versus experiential learning (Stubbs et al., 2017).
In order to address specific community needs in cultur-
ally sensitive ways, we must move beyond the “ivory
tower” and include community expertise at all stages
of planning and implementation of training health pro-
fessions students about health equity (e.g. Casey et al.,
2020, Greenhalgh et al, 2016; Nandan & Scott, 2014).
Research suggests that community partners are impor-
tant in sustaining programs and contributing to positive
student learning outcomes (Bridges et al., 2011; Stubbs
etal., 2017). However, there is a gap in literature about
truly collaborative, community-based education mod-
els, in which community members are curricular “co-
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designers” and knowledge is “co-created” (Greenhalgh
et al, 2016). This is vital for health equity work, given
the unequal distribution of power traditionally seen in
medical models and academia, with community mem-
bers and organizations often devalued (Baker, et al.,
2011; Miller & Hafner, 2008). Given the paucity of
information about “collaborative knowledge genera-
tion” and effective inter-organizational collaboration,
which is inherently challenging (Karam et al, 2018),
this study aims to document and evaluate the process
of co-designing an interprofessional health equity pro-
gram centering the community.

Background

As interprofessional health educators, practitioners, and
community members living in a geographic area with sig-
nificant unmet health, behavioral health, and social needs
(Baystate, 2019), we embraced the goal of co-creating an
interprofessional health equity educational program. We
have a history of working together across universities and
medical systems through a network developed and now
housed in our regional workforce development board.
Spearheaded by pharmacy and nursing educators in 2013,
the network has hosted IPE opportunities for students
as well as training for the current health workforce on
team-based care. However, relationships with community
members and organizations were less well-developed.
When a medical educator brought forward the idea of a
health equity educational program, we were able to lever-
age already developed networks while also working hard
to ensure community members were equal partners from
the beginning of the process.
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The purpose of this case report is to describe the pro-
cess of development of a flexible program for students
enrolled in health professions programs across differ-
ent institutions. There are both synchronous (commu-
nity of practice calls) and asynchronous (learning mod-
ules) components to the program. Longitudinal student
learning at a community partner site is at the core of the
program, with community preceptors guiding student
learning. Didactic topics reflect the priorities, assets,
and needs of community organizations and educational
programs. See Figure 1.

Methods
Working Group Process & Resulting Curriculum

See Figure 2 for details of the working group devel-
opment and process. Of note, working group meetings
were led by an educator who had worked in the commu-
nity and was trained in group leadership. Meetings were
structured to value group process, relationship building,
and reaching consensus. Each group meeting started
with a gathering activity for community building and
the agenda prioritized generation of ideas from many
different perspectives. Guidelines for decision-making
were determined collaboratively. Working group partic-
ipants decided on action items for the subsequent meet-
ing at the end of each meeting.

Participants & Procedures

Approval for human subjects was waived by IRB.
Mixed-methods data for the evaluation of working
group process were obtained from all members who
participated in the working group (N = 9). Academics
and administrators from medicine, pharmacy, nurs-
ing, social work, and community health work were
represented. Local community organizations included
those with missions of public health, early childhood
education, food security, substance use disorder treat-
ment, and transportation. Authors of this paper were
also working group members.

Measures
Working group collaboration was assessed using the

Wilder Collaboration Factors Inventory, 3™ ed (Am-
herst H. Wilder Foundation, 2021). This measure
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includes forty-four items, categorized into 22 fac-
tors. Each item is on a 5-point Likert scale, with re-
sponse options ranging from 1 (strongly disagree) to 5
(strongly agree). The measure is not designed to pro-
duce a summative score. Rather, mean scores are cal-
culated for each factor. In accordance with guidance
from Inventory developers, a score of 4.0 or above
indicates a strength for the working group, a score
between 3.0 and 3.9 is of borderline concern, and a
score of 2.9 or below indicates an area of concern for
the group (Mattessich & Johnson, 2016). Wilder Col-
laboration Factors Inventory was sent to participants
via Qualtrics. No identifying information was col-
lected in the survey.

Exit tickets

To promote continuous feedback and inclusion, stake-
holders were asked to complete “exit tickets™ at the
end of three meetings between July 2019 and Decem-
ber 2019. These feedback forms were anonymous and
requested feedback on participants’ experiences of
knowledge, engagement, empowerment, and meeting
structure. Narrative feedback was also requested. The
open-ended, narrative comments were analyzed for
this project.

Analysis

A convergent, “case study” framework (Fetters, Cur-
ry & Creswell, 2013) informed our study design and
data analysis. A quantitative survey was the primary
method used to explore working group process. Qual-
itative data from working group debriefs (“exit tick-
ets”’) were used to further illuminate and add richness
to quantitative findings.

Quantitative

The score for each factor listed in the table below was
calculated by taking the mean of all responses for the
item(s) representing that factor. Number of items per
factor ranged from 1 to 3. Highest and lowest scores
are highlighted (similar to a recent study by Wells et
al., 2021).

Qualitative

Content analysis was guided by quantitative factors in
which the group had particularly high or low scores.
One author completed initial coding. All authors then
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Program vision statement: Students build foundational skills in the theory and practice of health equity solutions within the con-
text of interprofessional practice and community partnerships.
Contextual information: Current professional programs participating: medicine, pharmacy, nursing, social work, & community health.
Flexibility is built into program with online components & self-pacing. Total # of hours for certificate: 500.

Asynchronous, online
learning modules

* Intro topics: 1.Community

lens, 2 Seli-reflection,
3.Intro to Health Equity

* Health Equity topics:
1.Community History &
Context, 2 Cultural
Humility & Relationship-
building, 3.5DOH &
Community Resources,
4 Interprofessional
communication &
practice, 5 Historical &
theoretical health
systems, 6.Health equity
solutions theory &
practice

Health Equity
Community Learning

* Participate in Poverty
Simulation

* Longrtudinal health equity
project at community
partners site. Site areas
of focus include: food
Justice, rural
transportation equity,
nutritional education, &
mobile health education,
prevention, & screening.

Opportunities for
Reflection

+ Community of Practice
discussions (online,
synchronous). Members
of planning committee &
others facilitate
conversations about
health equity solutions.

+ Final student portfolio
with written reflection

Figure 1. Co-Designed Curriculum: Interprofessional Health Equity Incubator

Stakeholder
Engagement

+3 meetings, organized and led by hospital-based medical educator.
Participants included: community members, medical students,

Meetings hospital administrators, & health professions educators (members

Fall 2019

Working Group

Meetings
2020

of PV-IPEC?*). 30-40 people attended each meeting

* Monthly meetings (in person and zoom) to

design health equity program curriculum.
Consistent leadership by educator with
community based experience. Meetings
organized around framework of "inform,
empower, engage." Self-selected participants
included: community partners, hospital-based
educators & university based health
professions educators (7-9 members)

Product: «Curriculum co-

LN EEETNEIN  designed by all
Health Equity working group

Incubator members, including
2021 community members

*Pioneer Valley Interprofessional Practice & Education Collaborative (PV-IPEC) was founded in 2013 by local health professions pro-
grams/ Universities and later housed in the Hampden County Workforce Board. The goal is to promote interprofessional education &
collaborative practice, as informed by the Joint Commission standards and Interprofessional Education Collaborative (IPEC).

Figure 2. Interprofessional, Inter-Institutional Program Design Process

CASE REPORT
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Factor

Average Score

History of collaboration or cooperation in community 3.84
Collaborative group seen as legitimate leader in community 3.89
Favorable political & social climate 4.44
Mutual respect, understanding, & trust 4.67
Appropriate cross section of members 3.56
Members see collaboration as being in their self interest 4.44
Ability to compromise 4.22
Members share a stake in both process & outcome 43
Multiple layers of participation 4.06
Flexibility 4.44
Development of clear roles & policy guidelines 3.89
Adaptability to changing conditions 4.06
Appropriate pace of development 3.89
Evaluation and continuous learning 3.67
Open and frequent communication 4.37
Established informal relationships & communication links 3.89
Concrete, attainable goals and objectives 4
Shared vision 4.33
Unique purpose 4.79
Sufficient funds, staff, materials, & time 311
Skilled leadership 4.44
Engaged stakeholders 3.78

Bold: Highest scores (4.44 and above)
Italics: Lowest scores (3.67 and below)

Table 1. Average Scores on Factors: Wilder Collaboration Factor Inventory

met to review codes. Member checking and direct
quotations were used to enhance trustworthiness of
results.

Results
Quantitative

As indicated in Table 1, average scores on factors
ranged from 3.11 (sufficient funds, staff, material,
time) to 4.79 (unique purpose). The average scores
of thirteen factors were 4.0 or above, indicating ar-
eas of strength for the working group. The average
scores of nine factors were between 3 and 3.9, indi-
cating borderline concerns in those areas. No average
scores were below 3.0. Given that we used the Wilder
Collaboration Factor Inventory as an evaluative tool,
highest and lowest scores are highlighted, for reflec-
tion on areas for growth and greatest strengths.
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Qualitative
The following themes emerged from analysis: Sense
of purpose, Importance of thoughtful leadership, and

Community engagement.

Sense of purpose

Participants described feeling energized about taking
action to promote health equity in the local commu-
nity. Many individuals expressed enthusiasm about the
project and excitement about making connections with
different stakeholders.

“I was impressed with the gathering of so many in-
volved community partners and the passion of the in-
structors and students.”
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Importance of thoughtful leadership

The critical importance of skilled leadership was not-
ed throughout the qualitative feedback. Comments
included: “Amazing facilitation”; “Loved the group
work and exercises”; “Meetings are always very well
thought out and run”; “Engaging and informative.”

Community engagement

Narrative comments noted that community engage-
ment was vital to the project and provided suggestions
about how to include additional stakeholders:

“The possibility of incorporating actual (patients) into
the planning of the ‘learning experience.’”

“Need to involve religious policy makers.”

Participants also provided some critique about health
professionals’ approaches and suggestions for better
centering the community:

“Let’s be careful about using the word ‘patient’ so
much in this context. Many of the people concerned
are not ‘patients’ in terms of their roles, access to care,
and chronic needs.”

“(Providers) need to learn about historic context of
racism and inequity.”

Discussion

This process evaluation highlights some key strengths
and areas for improvement.

Strengths. The interprofessional health equity educa-
tion working group was viewed as unique and impor-
tant by members. One reason for this may be that we
live in a region beset by historic and current health
inequities and without the financial resources of other
metropolitan areas in our region. Not only is health
equity a pressing issue, but local organizations and
individuals understood the working group curricular
project could not be accomplished by any one pro-
fession or institution. Therefore, there was commit-
ment across constituencies to this project. There has
also been a history of academics and practitioners
working together (described above). Therefore, the
current project was grounded in established relation-
ships and expanded outward to include key commu-
nity partners. There was a foundation of trust, mutual

CASE REPORT

respect and successful collaborations that had been
built over several years, as well as openness to dif-
ferent perspectives. The leaders of the working group
intentionally modeled continuous communication,
consensus building, and centering the community,
to further foster group cohesion and productivity.
Qualitative comments further illuminated the impor-
tance of intentional leadership in maintaining work-
ing group motivation and helping all members to feel
valued. In centering the community, leaders aimed to
address power differentials inherent in the “medical
model,” which privileges physician-leader voices, as
documented elsewhere in the literature (Baker, et al.,
2011). Instead, the aim was to develop a shared vi-
sion of meaningful learning experiences for interpro-
fessional students that was informed by those most
impacted by the medical system (e.g., community
members from vulnerable and traditionally excluded
groups). In practice, this meant power-sharing in our
working group interactions by committing to consen-
sus decision-making and valuing diverse perspectives.
In a parallel way, this process led to contextual infor-
mation about community history and strengths in the
project curriculum. Key findings about the value of
leadership, mutuality, and sound process, support rec-
ommendations on building collaborations across uni-
versities and the community in the literature (Karam
et al., 2018; Miller et al., 2008).

Challenges. Despite efforts to invite community part-
ners to co-design the planning group and curriculum,
findings suggest that there were other stakeholders
such as patients/clients and local religious leaders,
who could have been “at the table.” Community par-
ticipants also challenged academics and administra-
tors to think in a more nuanced way about “patients”
and more broadly about “the community.” The impor-
tance of including patients as collaborative partners in
practice, planning and research has been recognized
in the U.S. over the past decade (e.g. PCORI, 2022).
Other health disciplines could also have been included
in interprofessional efforts (e.g., physician assistant,
physical therapy, etc.). It is possible that some work-
ing group members did not have full “buy-in” from
leaders in their organizations to commit institutional
time and resources to the project. The lowest score
in our analysis was “sufficient funds, staff, materials,
and time.” Recognizing this an issue for many groups
who have limited funds and competing demands, it
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is worth considering strategies to increase access to
resources. Grant funding, including funding for an
administrative project coordinator, is one option.
Funding could also “buy out” time for clinicians, aca-
demics, and community members alike, giving indi-
viduals more flexibility for project development. This
idea of valuing clinical providers’ time and expertise
as much as traditional faculty through funding and ap-
pointments has been recommended elsewhere in the
literature (Reed et al., 2022). Finally, evaluation and
continuous learning was an area in which scores were
lower. While leaders requested feedback at the end of
every working group meeting, using language of con-
tinuous learning and quality improvement might have
been helpful to make efforts more transparent. It also
would have been helpful to use the Wilder Collabora-
tion Factors Inventory several times throughout the
working group process to better evaluate and adjust
in “real time.”

Conclusion

Amid the pandemics of COVID 19 and racial injustice
in the United States, efforts to address health inequi-
ties are more important now than ever. Community-
based IPE has the benefits of socializing students into
team-based care and centering the voices of commu-
nity members in health equity. Particularly in resource
limited areas, it is vital to work across institutions, pro-
fessions, and constituents to achieve goals. By under-
standing the strengths and challenges of effective inter-
organizational collaborations, groups can implement
strategies and practices for optimal functioning.

Although there are limitations to the project described
in this report, such as inability to generalize widely,
there might also be lessons for other groups interested
in engaging in similar work. These include: 1. Lever-
age existing relationships but think “outside the medi-
cal model” to include a cross-section of community
members. 2. Center the community in health equity
work by including their expertise in the design process
and content of the health equity curriculum. 3. Con-
sider funding and continuous evaluation from the out-
set of the project. This includes funding for community
members’ time and evaluation for ongoing group learn-
ing and improvement. If the goal is long-term, success-
ful collaboration, process evaluation is key to growth
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and sustainability. 4. Skilled facilitation and leadership
are key to creating a collaborative, productive working
group. While these recommendations may be common
sense, they are not common practice. We invite those
committed to health equity to consider the importance
of process in program development.

Acknowledgements

Authors would like to acknowledge the contributions
of Peta-Gaye Porter, MSW and IHEI Working Group
Members.

Disclosures
Authors have no conflicts of interest to declare.
Author contributions

Julie Berrett-Abebe: conceptualization, methodology,
formal analysis, writing — original draft; Melissa Mat-
tison: conceptualization, writing — original draft; Sarah
Perez McAdoo: conceptualization, methodology, writ-
ing — original draft

References

Addy, C. L., Browne, T., Blake, E. W., & Baliley, J. (2015).
Enhancing interprofessional education: Integrating public
health and social work perspectives. American Journal of
Public Health, 105(S1), S106-S108.https://doi.org/10.2105/
AJPH.2014.302502

Amherst H. Wilder Foundation (2021). Collaboration factors
inventory, 3" edition. https://www.wilder.org/wilder-research/
research-library/collaboration-factors-inventory-3rd-edition?gcli-
d=CjwKCAiApfeQBhAUEiwA7K UH79FwOADdadyd-G5U-
XJM70N04e53qfYPgqL3vFbdrpM-mDOKTKN xBoCm3cQA-
vD BwE

Baker, L., Egan-Lee, E., Martimianakis, M. A., & Reeves, S.
(2011). Relationships of power: implications for interprofession-
al education. Journal of Interprofessional Care, 25(2), 98-104.
https://doi.org/10.3109/13561820.2010.505350

Baystate Medical Center (2019) Community Health Needs As-
sessment. https://www.baystatehealth.org/-/media/files/about-us/

community-programs/community-benefits/2019-community-
health-needs-assessments/bmc-2019-chna-report.pdf?la=en

Braveman, P., Arkin, E., Orleans, T., Proctor D. & Plough, A.
(2017). What is Health Equity? https://www.rwjf.org/en/library/

research/2017/05/what-is-health-equity-.html

5(2023):eP2261 | 7



HIP<E

Community Engagement

Bridges, D., Davidson, R. A., Soule Odegard, P., Maki, [. V., &
Tomkowiak, J. (2011). Interprofessional collaboration: three best
practice models of interprofessional education. Medical Educa-
tion Online, 16(1), 6035. https://doi.org/10.3402/meo0.v16i0.6035

Cahn, P. S. (2020). How interprofessional collaborative practice
can help dismantle systemic racism. Journal of Interprofessional
Care, 34(4), 431-434. https://doi.org/10.1080/13561820.2020.1
790224

Casey, B. R., Chisholm-Burns, M., Passiment, M., Wagner, R.,
Riordan, L., & Weiss, K. B. (2020). Role of the clinical learning
environment in preparing new clinicians to engage in quality im-
provement efforts to eliminate health care disparities. American
Journal of Health-System Pharmacy, 77(1), 39-46. https://doi.
org/10.1093/ajhp/zxz251

Fetters, M. D., Curry, L. A., & Creswell, J. W. (2013). Achieving
integration in mixed methods designs—principles and prac-
tices. Health services research, 48(6pt2), 2134-2156. https://doi.
org/10.1111/1475-6773.12117

Fusco, N. M., & Foltz-Ramos, K. (2018). Measuring changes

in pharmacy and nursing students’ perceptions following an
interprofessional high-fidelity simulation experience. Journal of
Interprofessional Care, 32(5), 648—652. https://doi.org/10.1080/1
3561820.2018.1496073

Greenhalgh, T., Jackson, C., Shaw, S., & Janamian, T. (2016).
Achieving research impact through co-creation in commu-
nity-based health services: literature review and case study. The
Milbank Quarterly, 94(2), 392-429. https://doi.org/10.1111/1468-
0009.12197

Karam, M., Brault, 1., Van Durme, T., & Macq, J. (2018). Com-
paring interprofessional and interorganizational collaboration
in healthcare: a systematic review of the qualitative research.
International Journal of Nursing Studies, 79, 70-83. https://doi.
0rg/10.1016/j.ijnurstu.2017.11.002

Mattessich, P., & Johnson, K. M. (2016). Collaboration: What
makes it work. Nashville, TN: Turner Publishing Company

Miller, P. M., & Hafner, M. M. (2008). Moving toward dialogical
collaboration: A critical examination of a university—school—
community partnership. Educational Administration Quarterly,
44(1), 66-110. https://doi.org/10.1177/0013161X07309469

Nandan, M., & Scott, P. (2014). An innovative interprofessional
education model to engage community and nonclinical partici-
pants. Journal of Interprofessional Care, 28(4), 376-378. https:/
doi.org/10.3109/13561820.2014.895978

Patient-Center Outcomes Research Institute (PCORI) (2022).
About PCORI. https://www.pcori.org/about/about-pcori

Reed, S.C., Berrett-Abebe, J., Moro, T., Jones, B., Golden,

R., Cadet, T. (2022, September). Re-envisioning social work
education to prepare leaders in integrated health and social care.
Health & Soc Work, 47(4), 240-243. https://doi.org/10.1093/hsw/
hlac028

CASE REPORT

Stubbs, C., Schorn, M. N., Leavell, J. P., Espiritu, E. W., Davis,
G., Gentry, C. K., ... & Wilkins, C. H. (2017). Implementing and
evaluating a community-based, inter-institutional, interprofes-
sional education pilot programme. Journal of Interprofessional
Care, 31(5), 652-655. https://doi.org/10.1080/13561820.2017.1
343808

Wells, R., Yates, L., Morgan, I., deRosset, L., & Cilenti, D.
(2021). Using the Wilder Collaboration Factors Inventory to
Strengthen Collaborations for Improving Maternal and Child
Health. Maternal and Child Health Journal, 25(3), 377-384.
https://doi.org/10.1007/s10995-020-03091-2

World Health Organization. (2010). Framework for action on
interprofessional education and collaborative practice. Geneva:
World Health Organization, pp.40-41. http://www.who.int/hrh/
resources/framework action/en/

Corresponding Author

Julie Berrett-Abebe, PhD, LICSW (MA)
Fairfield University

School of Education & Human Development
1073 North Benson Road

Fairfield, CT 06824-5195

jberrett-abebe@fairfield.edu

5(2023):eP2261 | 8



