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Abstract
Introduction Although the Core Competencies for Interprofessional Education (IPE) provide guidance in developing interpro-
fessional learning experiences, the literature is sparse in how to incorporate them across varying levels of learning activities.
Thus, the purpose of this study was to explore consensus for leveling the IPEC Core Competencies for use across four levels of
interprofessional practice. Initially, Benner’s novice to expert theory was used to develop a leveling document for planning
educational experiences appropriate for pre-licensure through practice learners. Using this document, a Delphi study was
conducted to gain consensus on leveling the Core Competencies.
Methods A modified Delphi technique was employed using an expert panel of 48 healthcare faculty experienced in interpro-
fessional education. Participants were asked to select their opinion of the level of learner for which each of the competencies were
most appropriate.
Results After three rounds of questionnaires, 34 of the 38 competencies achieved consensus at a 70% agreement. Four compe-
tencies did not reach consensus.
Conclusions Using a developmental approach, this study provides a foundational point for establishing guidelines for progressive
organization and consistency in interprofessional learning activities. Although four competencies did not reach consensus, the
results suggest that leveling is possible. Ongoing research is needed to further validate or revise the findings from this study.

Keywords Interprofessional education . Core competencies . Learner leveling . Competency leveling

Introduction

Recognizing the need to educate Ball health profession students
for deliberately working together,^ the Interprofessional
Education Collaborative (IPEC) developed the Core
Competencies for Interprofessional Collaborative Practice [1].
IPEC identified 38 competencies that were categorized into
four domains: Roles and Responsibilities (RR), Values and
Ethics (VE), Interprofessional Communication (CC), and
Teams and Teamwork (TT). In our early efforts to engage

learners in team-based interprofessional learning activities, we
focused on these competencies as outcomes for our activities.
However, two teaching/learning issues soon become apparent:
(1) learners from the differing professions came with varying
levels of clinical learning experiences and (2) it was difficult to
ensure that the learners had the opportunity to achieve all 38
competencies. This paper aims to report the process and results
of an attempt at Bleveling^ the competencies to reflect the in-
crease in competency that occurs as interprofessional learning
teams progress throughout their education. After creating a
guiding document for leveling learners, a modified Delphi
study was used to categorize the 38 competencies according
to the four levels of learner experience.

Background

Increasingly, competencies are being developed as bench-
marks of expertise and education for optimal patient care
[2–5]. The IPEC document identified eight needs for the

* Mary L. Koehn
mlkoehn@kumc.edu

1 University of Kansas School of Medicine-Wichita, 1010 N. Kansas,
Wichita, KS 67214-3199, USA

2 Division of Health Sciences, Office of Medical Education, East
Carolina University, 2N-72D Brody Medical Sciences Building, 600
Moye Blvd, Mail Stop 647, Greenville, NC 27834, USA

Medical Science Educator
https://doi.org/10.1007/s40670-018-00656-3

Author's personal copy

http://crossmark.crossref.org/dialog/?doi=10.1007/s40670-018-00656-3&domain=pdf
http://orcid.org/0000-0002-7823-3723
mailto:mlkoehn@kumc.edu


development of the competencies, three of which are the fol-
lowing (p. 7):

& To create a coordinated effort across the health professions
to embed essential content in all health professions educa-
tion curricula

& To guide professional and institutional curricular develop-
ment of learning approaches and assessment strategies to
achieve productive outcomes

& To provide the foundation for a learning continuum in
interprofessional competency development across the pro-
fessions and the lifelong learning trajectory

Furthermore, the literature supports competency leveling
associated with a developmental approach to curriculum plan-
ning [6, 7]. Fouad et al. [8] outlined a model of competency
benchmarks across three levels of professional development
in psychology. These benchmarks were readiness for practi-
cum, readiness for internship, and readiness for entry to
practice.

Similarly, Barton et al. [9] conducted a Delphi study to gain
consensus on the leveling of the Quality and Safety Education
for Nurses’ (QSEN) 162 elements related to knowledge, skills,
and attitudes. The results outlined an initial developmental
approach for movement from beginning to intermediate to
advanced achievement of the competencies. Furthermore,
the results indicated the necessity to design teaching strategies
that supported the competency development across the
curriculum.

Specifically focused on interprofessional education, the
Br i t i s h Co lumb ia Compe t ency F ramework fo r
Interprofessional Collaboration [10] was designed to inform
curriculum development throughout the continuum of learn-
ing from pre-licensure through continuing professional devel-
opment. The purpose was to provide guidance for embedding
interprofessional education into curricula as well as practice.

Salari et al. [11] have proposed that to maximize interpro-
fessional teamwork, it is best to incorporate longitudinal IPE
into all health profession programs. They further posit that the
longitudinal incorporation of IPE into the curriculum would
help to break down communication barriers that have been
deep-rooted in clinical hierarchy.

Adult learning theories also support a progressive, orga-
nized approach to learning. One of Dewey’s principles stated
that educators should progressively organize subject matter
that takes account of learners’ past experiences, and then pro-
vides themwith experiences for future growth. Both Kolb [12]
and Knowles [13] refer to existing life experiences that
learners bring and, thus, learners at the novice level have less
professional experiences and formal professional learning
than the learners at the higher levels. Thus, the existing liter-
ature as well as adult learning theories supported our inquiry
into the leveling of the IPEC competencies.

Student Leveling Guidelines for Interprofessional
Education

To address the first teaching/learning issue, a group of inter-
professional faculty from two universities initially developed
beginning guidelines to level learners according to their expe-
riences. As Benner’s [14] novice to expert theory is a devel-
opmental approach to expertise, it was used to guide the level-
ing process. The resulting document was a beginning struc-
tured guideline to assist faculty in planning IPE activities for
selecting the most equivalent levels of learners participating in
an interprofessional activity (see Table 1).

To address the second issue of incorporating the 38 com-
petences, the same interprofessional group of faculty
expressed concerns regarding either (1) the appropriateness
of all of the competencies for learners at all levels or (2)
how to distribute them across the levels. The faculty then
attempted to integrate the IPEC Core Competencies within
the leveling guidelines. Although a beginning document of
competency leveling emerged, confirmation of competency
leveling was needed. Therefore, the purpose of this study
was to explore consensus for leveling the IPEC Core
Competencies for educational activities across four levels of
interprofessional practice.

Methodology: the Delphi

The Delphi method has been widely used for consensus build-
ing to develop competencies for health professionals [3–5, 15,
16]. It is primarily qualitative in nature and is useful when
there is limited evidence on a topic of interest [17]. A Delphi
study employs questionnaires with multiple iterations sent to a
selected panel of experts to develop consensus of opinion
[18]. The Delphi may also be modified to begin with a pre-
selected set of items [19]. Thus, as the Core Competencies for
Interprofessional Collaborative Practice [1] have been
established, a modified procedure was used for this study.
We conducted three rounds of modified Delphi surveys using
an internet-based questionnaire software to reach consensus
among an expert panel. The institutional review boards of the
authors’ associated universities approved the study. Informed
consent was obtained from all individual participants included
in the study.

The Expert Panel

Selecting participants is a critical component of using the
Delphi method. It is important to include participants with
knowledge and interest in the topic but at the same time also
to include participants who will provide a broad range of in-
dividual perspectives [17]. Avella [17] also pointed out that
while criteria for participation should be measurable and
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identifiable, if the researcher claims to be the judge of partic-
ipant experience, skewed outcomes may be the result. Thus,
expert panel members were recruited from The Society for
Simulation in Healthcare (SSH) Interprofessional Education
(IPE) Special Interest Group (over 830 members) and known
area IPE faculty and practitioners, i.e., those with Binterest^
and Bknowledge^ in the topic. All special populations within
this area of interest were eligible to participate in this study
providing that they met the measurable and identifiable
criteria: (1) they have been teaching or facilitating IPE at least
for 2 years and (2) they have implemented the IPEC compe-
tencies in IPE activities. According to Hsu (2007), a Delphi
panel is generally under 50 participants with typical Delphi
methods using 15–20 participants. In our study, 71 responded
to our recruitment email. Of those, 55 met the eligibility
criteria of having had at least 2 years’ experience with inter-
professional education. The qualifying participant number de-
creased to 48 with the criteria of having used the IPEC
Competencies in their IPE work. Thus, 68% of those

responding to the recruitment email were eligible to partici-
pate as the expert panel in this study.

The characteristics of the 48 qualified participants identi-
fied as the expert panel are presented in Table 2. Sixty-seven
percent reported being associatedwith colleges or universities.
This is not surprising as these levels of institutions have been
targeted to include interprofessional education in their curric-
ula [1, 20, 21]. The ages of the 48 qualified participants ranged
from 21–30 to 70+; however, most (67%) of the participants
were in the 41–60 age range. We can only speculate as to the
reasons: perhaps those in that range are more experienced with
IPE, teaching, interest in research, etc. As the goal was to
include members who were knowledgeable on the subject of
interprofessional education and the competencies, we deliber-
ately did not seek out a Brepresentative sample^ of profes-
sions. Avella [17] cautioned that representation is not a criteria
actively sought after in Delphi studies. Thus, the perspectives
of those who were experienced and interested were more im-
portant for the purpose of this study.

Table 1 Student leveling
guidelines for interprofessional
education

Definition Sample profession and level

Level 1 learners are defined by the following:

• Novice stage with minimal experience in the situations
in which they are expected to perform.

• Generally students at this level will be in the 1st year
of their program.

• Learners may lack confidence to demonstrate safe practice
and will likely require verbal and physical cues.

• Physician assistants 1st year

• Nursing 1st year UG

• Medical students 1st/2nd year

• Pharmacy 1st/2nd year

• Physical therapy 1st year

• Dental hygiene 1st year

• Social work foundation

Level 2 learners are defined by the following:

• Efficient and skillful in parts of the practice area but
are still developing the knowledge and skills.

• May require occasional supportive cues.

• Generally are students in the 2nd year of their program.

• Physician assistants 2nd year

• Nursing 2nd year UG

• Medical students 3rd/4th year

• Pharmacy 3rd/4th year

• Physical therapy 2nd year

• Dental hygiene 2nd year

• Social Work Advanced Generalist

Level 3 learners are defined by the following:

• Verbalize and uses a plan that is based on considerable
conscious, abstract, and analytic problem solving.

• Patient care is completed within a suitable time frame
without supporting cues.

• Generally, students in advanced stages of their programs,
i.e., residency, last practicum/rotation of PA/nursing/social
work/PT, new graduate, etc.

• Physician assistants new graduates

• Nursing graduates

• Medical residents

• Pharmacy residents

• Physical therapy 3rd year

• Dental hygiene 2nd year

• Social work advanced generalist

Level 4 learners are defined by the following:

• Generally, practitioners with a minimum of 6 months to
1 year clinical
experience at the practitioner level

• Physician assistants

• Nurses

• Physicians

• Pharmacists

• Physical therapists

• Dental hygienists

• Social workers
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The Questionnaire

The previously defined leveling document was used as the basis
for developing the questionnaire. Beside each of the 38 compe-
tencies (within their respective domains), the categories of level
1, level 2, level 3, and level 4 were listed. Based on the provided
definitions, the participants were asked to select their opinion of
the level of learner for which each of the competencies was most
appropriate (see Table 3, Example questionnaire). The same
questionnaire was used for each of the three rounds of the
Delphi; the only difference being that with round 2 and round
3, participants were given the frequency distributions of the prior
round for competencies not achieving consensus. In addition,
they had the opportunity to share comments regarding their level-
ing selections for those competencies.

Data Collection

Round 1 questionnaire was administered to the expert panel
population using Qualtrics software [22]. All participants

received the link for the URL of the online questionnaire by
email. The initial invitation to participate was sent to all mem-
bers of the SSH IPE Special Interest Group and the identified
area IPE faculty. If they agreed to participate and were eligi-
ble, the participants were asked to complete the initial demo-
graphic questions which included their titles, age, primary
location of teaching or practice, email addresses, and round
1 questionnaire. The email addresses were needed to appro-
priately send the additional rounds. In addition, the instruc-
tions for the survey included a statement of confidentiality of
the received information and that any reports resulting from
the study would not contain identifiable information.
Directions were provided for completing the leveling
questionnaire.

Round 1 The 48 qualified participants were asked to select
their opinion of the level of learner for which each of the
competencies was most appropriate. Participants were expect-
ed to respond to the round 1 questionnaire within 2 weeks.
The 48 qualified participants received a reminder email prior
to the cutoff date. Round 1 results were analyzed prior to
sending out round 2 surveys.

Round 2 Feedback is a critical Delphi design characteristic
[17]. Thus, round 2 questionnaire included the frequency dis-
tributions (in percent) for each level in each competency. In
addition, those competencies which had reached consensus
were so indicated. For those competencies which did not reach
consensus, the participants were given the opportunity to re-
vise or maintain their selections from round 1. They could also
comment regarding their reasons for their selections. As with
round 1, participants were expected to respond to the round 2
questionnaire within 2 weeks. A reminder was sent to partic-
ipants from round 1 who had not responded within 1 week.

Round 3 As in round 2, additional data was not collected for
those designated with consensus. Round 3 provided the final
opportunity for participants to revise their opinions on those
items that had not achieved consensus. As before, for those
items where consensus was not achieved in rounds 1 and 2,
the frequency distributions (in percent) were given for each
level in each competency. A summary of any comments from
participants in round 2 were included. Participants were ex-
pected to respond to the round 3 questionnaire within 2 weeks;
however, as the end of the year holidays fell during this time,
additional response time was allowed. A reminder was sent to
the participants from round 2 who had not responded within
the time frame.

Data Analysis

The major statistics generally used in Delphi studies are mea-
sures of central tendency (means, median, and mode) [18];

Table 2 Descriptive characteristics of qualified expert panel members

Characteristic N (%)

Agreed to participate in study 71

Total number of qualified participants 48 (68%)

Gender

Male 9 (19%)

Female 35 (73%)

No response 4 (8%)

Primary location of teaching or practice

Outpatient practice 1 (2%)

Inpatient practice 5 (10%)

Public community college 1 (2%)

Public four year college or university 25 (52%)

Private four year college or university 7 (15%)

Other 5 (10%)

Private regional medical center with medical college
Client sites and universities

Community Simulation initiative

Medical school

Private medical college

No response 4 (8%)

Age

21–30 2 (4%)

31–49 6 (13%)

41–50 13 (27%)

51–60 19 (40%)

61–70 3 (6%)

70+ 1 (2%)

No response 4 (8%)
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however, as there were four distinct levels for this study, the
mode for each level was the most appropriate. Both the mode
and the frequencies (percent) for each competency were re-
ported back to the participants. As no standard threshold for
consensus exists, it is open to interpretation [17, 18].
Therefore, the authors chose to define consensus as 70%
agreement by the expert panel.

Results

Overall, the response rate decreased over the three rounds of
the Delphi surveys. The response rate for the first round was
79% (n = 38). Response rates for the last two rounds were
60% (n = 29) and 46% (n = 22). Although 100% participation
for all three rounds would be ideal, this could not be expected.
The number of responding panel members in a Delphi study
typically does not remain constant. Other Delphi studies have
shown that panel members may have skipped a round,
dropped out and returned later, or simply dropped out [17,
23, 24]. This appears to be the situation in this current study.

Round 1

On the first round, the expert panel did not indicate consensus
on any of the 38 competencies. Thus, we proceeded to round 2
(see Fig. 1).

Round 2

In round 2, the expert panel achieved consensus on 14 of the
competencies: 3/10 for Roles and Responsibilities; 3/9 for
Values and Ethics; 4/8 for Interprofessional Communication;
and 3/11 for Teams and Teamwork (see Fig. 1).

Round 3

In round 3, additional competencies reached consensus 5 for
Values and Ethics; 4 for Roles and Responsibilities; 4 for
Interprofessional Communication; and 7 for Teams and
Teamwork. This resulted in all but 4 competencies achieving
consensus for leveling (see Fig. 1).

Final Leveling

The final leveling consensus is shown in Table 4. Although
our consensus level was set at 70%, 21 of the competencies
achieved consensus at 80% or above. The following percent-
ages and text responses were received regarding the four com-
petences that did not reach consensus.

& VE 3: embrace the cultural diversity and individual differ-
ences that characterize patients. Sixty-four percent select-
ed level 1, 36% selected level 2. Two participants
responded with text explanations.

Table 3 Example questionnaire
Values/Ethics for Interprofessional Practice Appropriate level of learner

Code Competency description Level
1

Level
2

Level
3

Level
4

VE1 Place the interests of patients and populations at the left of
interprofessional health care delivery.

VE2 Respect the dignity and privacy of patients while maintaining
confidentiality in the delivery of team-based care.

VE3 Embrace the cultural diversity and individual differences that
characterize patients, populations, and the health care team.

VE4 Respect the unique cultures, values, roles/responsibilities, and
expertise of other health professions.

VE5 Work in cooperation with those who receive care, those who
provide care, and others who contribute to or support the
delivery of prevention and health services.

VE6 Develop a trusting relationship with patients, families, and
other team members.

VE7 Demonstrate high standards of ethical conduct and quality of
care in one’s contributions to team-based care.

VE8 Manage ethical dilemmas specific to interprofessional
patient/population lefted care situations.

VE9 Act with honesty and integrity in relationships with patients,
families, and other team members.

VE10 Maintain competence in one’s own profession appropriate to
scope of practice

For each of the competencies listed below in the Values/Ethics for Interprofessional Practice domain, please
indicate which level of learner is most appropriate
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– BEmbracing diversity is a habit of mind that should be
promoted from the beginning. It is by embracing diversity
that learners become curious and open to learning from
others. One must first be able to recognizing diversity and
differences among patients, populations, and members of
the healthcare team must before one can embrace such
differences.^

– BWhile this is possible in Level 1, I think it is more real-
istic to expect learners to be able to fully embrace diver-
sity and differences at Level 2.^

& VE 4: respect the unique cultures, values, roles/responsi-
bilities, and expertise of other health professions. This
competency nearly reached consensus with 68% selecting
level 1. Level 2 was selected by 23% and level 3 by 9%.
Two text explanatory responses were given:

– BAgain, a habit of mind to approach all health profes-
sionals with respect as they learn about roles on the team.
Even before there is significant interaction, an attitude of
respect can be fostered.^

– BIt is likely that the reason the responses are so varied for
this item is that educators are aware that as students ma-
triculate through their programs of study and gain clinical
and patient care experiences their understanding of roles/
responsibilities grows and deepens. I have marked Level
1 because I think the root of this competency lies in the
verb, ‘respect’. Students at any stage of education can
respect these things even if their full understanding of
all the nuances of each discipline’s roles/responsibilities
are somewhat limited. Students can respect what they do
know and because of that respect, their knowledge will
grow.^

& RR 7: forge interdependent relationships with other pro-
fessions to improve care and advance learning. This com-
petency had the most diverse responses with 5% for level
1, 35% for level 2, 14% for level 3, and 45% for level 4.
Only one final text response was provided: BOnly because
this is the level at which learners are making stronger,
independent contributions to team-based care. High stan-
dards and ethics are important from day 1.^

Domains

Round 1

Round 2

Round 3

Overall

38 IPEC Competencies: 

Four Domains

Roles and 

Responsibilities

9 competencies

Values and 

Ethics

10 Competencies

Teams and 

Teamwork

11 Competencies

IPE 

Communication

8 competencies

IPE 

Communication

4 Reached 

Consensus 

Roles and 

Responsibilities

4 Reached 

Consensus 

Roles and 

Responsibilities

4 Reached 

Consensus

Roles and 

Responsibilities

No Consensus 

Teams and 

Teamwork

3 Reached 

Consensus 

Values and 

Ethics

3 Reached 

Consensus

Teams and 

Teamwork

No Consensus

Values and 

Ethics

No Consensus 

IPE 

Communication

No Consensus

Teams and 

Teamwork

7 Reached 

Consensus 

IPE 

Communication

4 Reached 

Consensus 

Values and 

Ethics

5 Reached 

Consensus 

Roles and 

Responsibilities

8/9 Reached 

Consensus 

Values and 

Ethics

8/10 Reached 

Consensus 

Teams and 

Teamwork

10/11 Reached 

Consensus 

IPE 

Communication

8/8 Reached 

Consensus 

Fig. 1 Flowchart of competencies
reaching consensus per round
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Table 4 Competencies with consensus results (R = round number of reaching consensus at 70% minimum)

Competency Level
1

Level 2 Level
3

Level
4

No
consensus

Values and Ethics

VE1 Place the interests of patients and populations at the center of interprofessional health
care delivery.

(77%)
R3

VE2 Respect the dignity and privacy of patients while maintaining confidentiality in the
delivery of team-based care.

(84%)
R2

VE3 Embrace the cultural diversity and individual differences that characterize patients,
populations, and the health care team.

X

VE4 Respect the unique cultures, values, roles/responsibilities, and expertise of other health
professions.

X

VE5 Work in cooperation with those who receive care, those who provide care, and others
who contribute to or support the delivery of prevention and health services.

(86%)
R3

VE6 Develop a trusting relationship with patients, families, and other teammembers (CIHC,
2010).

(71%)
R3

VE7 Demonstrate high standards of ethical conduct and quality of care in one’s
contributions to team-based care.

(77%)
R3

VE8 Manage ethical dilemmas specific to interprofessional patient/ population centered care
situations.

(82%)
R3

VE9 Act with honesty and integrity in relationships with patients, families, and other team
members.

(90%)
R2

VE10 Maintain competence in one’s own profession appropriate to scope of practice (80%)
R2

Roles and Responsibilities

RR1 Communicate one’s roles and responsibilities clearly to patients, families, and other
professionals.

(83%)
R2

RR2 Recognize one’s limitations in skills, knowledge, and abilities. (73%)
R3

RR3 Engage diverse healthcare professionals who complement one’s own professional
expertise, as well as associated resources, to develop strategies to meet specific
patient care needs.

(73%)
R2

RR4 Explain the roles and responsibilities of other care providers and how the team works
together to provide care.

(86%)
R3

RR5 Use the full scope of knowledge, skills, and abilities of available health professionals
and healthcare workers to provide care that is safe, timely, efficient, effective, and
equitable.

(83%)
R2

RR6 Communicate with teammembers to clarify each member’s responsibility in executing
components of a treatment plan or public health intervention.

(95%)
R3

RR7 Forge interdependent relationships with other professions to improve care and advance
learning.

X

RR8 Engage in continuous professional and interprofessional development to enhance team
performance.

(95%)
R3

RR9 Use unique and complementary abilities of all members of the team to optimize patient
care.

(80%)
R3

Interprofessional Communication

CC1 Choose effective communication tools and techniques, including information systems
and communication technologies, to facilitate discussions and interactions that
enhance team function.

(86%)
R3

CC2 Organize and communicate information with patients, families, and healthcare team
members in a form that is understandable, avoiding discipline-specific terminology
when possible.

(72%)
R2

CC3 Express one’s knowledge and opinions to team members involved in patient care with
confidence, clarity, and respect, working to ensure common understanding of
information and treatment and care decisions.

(83%)
R2

CC4 Listen actively, and encourage ideas and opinions of other team members. (76%)
R2

CC5 Give timely, sensitive, instructive feedback to others about their performance on the
team, responding respectfully as a team member to feedback from others.

(73%)
R3

CC6 Use respectful language appropriate for a given difficult situation, crucial conversation,
or interprofessional conflict.

(71%)
R3

CC7 Recognize how one’s own uniqueness, including experience level, expertise, culture,
power, and hierarchy within the healthcare team, contributes to effective

(72%)R2
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& TT8: reflect on individual and team performance for indi-
vidual, as well as team, performance improvement. Forty-
five percent selected level 1, 41% selected level 2, and
14% selected level 3. Again, only one comment was re-
corded: BReflection requires significant experiences to re-
flect upon, which likely won’t occur with much frequency
until Level 2. In addition, background in team effective-
ness and quality improvement are needed in order to have
meaningful reflection for improvement.^

Discussion

Although guidelines for the application of the Delphi method
vary, it was an appropriate method for this study. It was useful
in collecting opinions among those with knowledge and ex-
pertise in IPE and the IPEC competencies. The overall demo-
graphic profile of the participating expert panel members in-
dicated a range of professional roles with most situated in a
public 4-year college or university (67%) and with most being
in the age range of 41–60 (67%). As at least 2 years’

experience in IPE was required along with experience in
implementing the IPEC competencies, this background data
suggest that the participants possessed the knowledge and
experience to level the competencies.

No consensus on any of the competencies was achieved
with round 1. Without specific responses from the partici-
pants, the authors can only speculate as to why there was no
initial consensus. Perhaps, the language of the leading verbs of
some of the competency statements could be considered ap-
propriate for any level of learner. For example, Values/Ethics
Competency # 9 states BAct with honesty and integrity in
relationships with patients, families, and other teammembers^
[25]. Another example is Roles/Responsibilities Competency
#2: BRecognize one’s limitations in skills, knowledge, and
abilities [25]. On the other hand, IPEC itself may provide
insight into a lack of consensus in the early stage of the study:
BThe competencies were intentionally general enough in na-
ture to allow flexibility within the professions and at the insti-
tutional level^ [25].

Round 2 demonstrated consensus on 14 of the competen-
cies. Participants’ comments provided some insight as to why
consensus was reached or not reached. For example, com-
ments regarding Values/Ethics Competency #2 (84%

Table 4 (continued)

Competency Level
1

Level 2 Level
3

Level
4

No
consensus

communication, conflict resolution, and positive interprofessional working
relationships (University of Toronto, 2008).

CC8 Communicate consistently the importance of teamwork in patient-centered and
community-focused care.

(95%)
R3

Teams and Teamwork

TT1 Describe the process of team development and the roles and practices of effective
teams.

(71%)
R2

TT2 Develop consensus on the ethical principles to guide all aspects of patient care and
team work.

(95%)
R3

TT3 Engage other health professionals—appropriate to the specific care situation—in
shared patient-centered problem-solving.

(91%)
R3

TT4 Integrate the knowledge and experience of other professions— appropriate to the
specific care situation—to inform care decisions, while respecting patient and
community values and priorities/ preferences for care.

(83%)
R2

TT5 Apply leadership practices that support collaborative practice and team effectiveness. (77%)
R3

TT6 Engage self and others to constructively manage disagreements about values, roles,
goals, and actions that arise among healthcare professionals and with patients and
families.

(86%)
R3

TT7 Share accountability with other professions, patients, and communities for outcomes
relevant to prevention and health care.

(95%)
R3

TT8 Reflect on individual and team performance for individual, as well as team,
performance improvement.

X

TT9 Use process improvement strategies to increase the effectiveness of interprofessional
teamwork and team-based care.

(76%)
R2

TT10 Use available evidence to inform effective teamwork and team-based practices. (82%)
R3

TT11 Perform effectively on teams and in different team roles in a variety of settings (91%)
R3
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consensus level 1) BRespect the dignity and privacy of pa-
tients while maintaining confidentiality in the delivery of
team-based care^ included the following: Bfoundational,^
Bthis is a basic requirement,^ and Bthis is a core value.^
Regarding a competency that did not reach consensus in round
2, Values/Ethics #7 BDemonstrate high standards of conduct
and quality of care in one’s contribution to team-based care,^
differing comments included Bfoundational,^ Bethical stan-
dards need to be from day one,^ Bthis is advanced because
students need a good sense of what their own profession is all
about,^ and Bfundamental even when one’s contribution is at
the beginner level.^ In spite of the comments that may be in-
dicative or level 1, the round 2 percentages on this competency
were the following: level 1 33.3%, level 2 0.0%, level 3 63.3%,
and level 4 3.33%.Ultimately, this competency did achieve 77%
consensus at round 3. With the 14 reaching consensus, round 2
provided a beginning trend towards consensus for leveling.

As presented in the BResults^ section, round 3 presented con-
sensus for all but four competencies. Overall, when participants
commented, there were usually comments on both ends of the
leveling spectrum. One participant specifically commented that it
was the verb that created the dilemma. Thus, one conclusion is
that as the wording of the competencies were intentionally broad
and that all competencies could be implemented in a novice to
expert range. Another is that as only 46% completed round 3, the
results may have been different if the response rate had been
higher. Despite the additional response time given for round 3,
the timing of round 3 may also be a factor for the lower response
rate and, thus, a possible difference in round 3 results.

Our goal was, and is, to ultimately develop a working docu-
ment to guide developmentally appropriate curriculum for IPE
for pre-licensure through practice. Although four competencies
did not achieve consensus, 34 did so. This is an indicator that it
may be possible to level the competencies. The results of this
study strengthen our initial Bnovice to expert^ leveling document
to now include the leveled competencies based on expert evi-
dence. Though far from finalized or conclusive, we believe this
guideline can be used in the implementation of the IOM core
competencies, specifically the competency of working in inter-
professional teams [20]. Moreover, the results may contribute to
the standardization of measurement of IPEC competencies.

However, the results also raise further questions. Are some of
the competencies more critical than others? Is it important that
some be included on every level? Do some need further defin-
ing? Perhaps, the four that did not reach consensus are essential at
all levels or perhaps they need further defining. These are all
areas for future research with the competencies.

The authors also note that since the completion of the data
collection and analysis, the Core Competencies have been up-
dated [25]. The updates serve to strengthen and reaffirm the
original competencies. However, we do not believe that the up-
date changes the impact of seeking to level the competencies,
even with additional wording changes.

Conclusions

This study appears to be the first published study in leveling
the IPEC competencies and contributes to the body of knowl-
edge of interprofessional teaching and learning. The study
suggests that leveling is possible and advantageous for longi-
tudinal curriculum development. It provides a foundational
point for establishing guidelines for progressive organization
and consistency in interprofessional learning activities.
Ongoing research is needed to further validate or revise the
findings from this study. Most importantly, we hope that this
initial study stimulates awareness, thoughts, and conversation
about the Core Competencies and how best to use them to
strengthen teaching, learning, and practice among health
professionals.
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