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— What Should We Teach? —

The Importance of
Interprofessional Practice
in Family Medicine
Residency Education

Christine Arenson, MD; Barbara Fifield Brandt, PhD

ABSTRACT: The practice of family medicine is undergoing rapid transformation, with increasing
recognition that family physicians can most effectively meet the needs of individual patients and
populations within the context of highly effective interprofessional teams. A substantive evidence
base exists to support effective workplace learning by practicing health care teams and learners,
much of which has been developed in primary care teaching practices. A strong national consensus
now emphasizes the importance of the interprofessional clinical learning environment, including
in graduate medical education. Evidence for the impact of improved team function on quadruple
aim outcomes is increasingly robust. The World Health Organization, Interprofessional Education
Consortium, National Collaborative for Improving the Clinical Learning Environment, and National
Center for Interprofessional Practice and Education have developed evidence-based approaches
and tools for improving interprofessional collaboration to improve important health outcomes in the
clinical learning environment. Embracing the practice as the curriculum and preparing our residen-
cy graduates to work within high-functioning interprofessional collaborative practice teams, family
medicine has the opportunity to lead the way in demonstrating the value of effective interprofes-
sional practice across health care settings, including virtual teaming, to improve the health of the
communities we serve, and across the nation.
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The Importance of Interprofessional excel as effective members of collaborative in-
Practice in Family Medicine terprofessional practice teams.

Residency Education ]

Family medicine is rapidly transforming to Team-Basgd Care, Interprofessional
meet the needs of patients and populations. Collaboration, and Teamwork

New interprofessional collaborative practice ~Frimary care practice models are moving be-
models are incorporating critical building yond traditional multidisciplinary practice
blocks such as team-based care, leadership at  With providers working side by side with little
all levels, partnerships with patients, popula- integration. In contrast, health care and family
tion management, and care coordination to medicine are moving toward interprofession-
achieve the goal of high-performing primary al practice models that incorporate different
care."? Preparing family medicine residents nonphysician health professionals® and non-
for patient-engaged, interprofessional practice ~Professionals such as medical assistants. How-
to achieve health equity is critical for contem- €Ver, terms such as “teams,” and “team-based
porary family medicine residency education.
Family medicine as a discipline must agree
on principles and strategies for creating clini-
cal learning environments where residents can
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care” are often used in the literature to de-
scribe very different types of interprofessional
work.* The differences matter to health out-
comes, and family medicine residents have the
opportunity to experience and learn in a wide
variety of interprofessional clinical settings.
These range from interprofessional teamwork
to interprofessional collaboration and coordi-
nation, as described in Table 1.

Interprofessional Workplace

Learning: Practice as Curriculum
Family medicine educators are increasingly
recognizing the concept of “practice as curricu-
lum,” positioning family medicine residency ed-
ucation precisely in the nexus of learning and
primary care practice transformation.>” Table
2 describes interprofessional education, inter-
professional learning, and workplace learning,
each of which support family medicine educa-
tion and practice transformation.

The Interprofessional Education Collabora-
tive (IPEC) has articulated four core competen-
cy domains for interprofessional collaborative
practice: Interprofessional Teamwork and
Team-Based Practice, Interprofessional Com-
munication Practices, Roles and Responsibili-
ties for Collaborative Practice, and Values and
Ethics for Interprofessional Practice.® These
four domains are envisioned within the con-
text of patient- and family-centered practice
that is community- and population-oriented.

COMMENTARY

In addition, the National Collaborative for
Improving the Clinical Learning Environment
(NCICLE) is an interprofessional forum com-
mitted to improving the educational experi-
ence and patient care outcomes within clinical
learning environments. Convened by the Asso-
ciation for Graduate Medical Education, NCI-
CLE’s work is informed by clinical learning
environment review (CLER) visits at gradu-
ate medical education programs across the na-
tion. NCICLE has identified characteristics
of high-functioning interprofessional clinical
learning environments: patient-centeredness,
a continuum of learning, reliable communica-
tions, team-based care, shared accountability,
evidence-based practice centered on interpro-
fessional care.® These priorities reinforce the
importance of “practice as curriculum” for fam-
ily medicine education.

Important learning occurs at the nexus of
education and practice, with residents and
other team members sharing responsibility
for learning and doing the work of patient-en-
gaged interprofessional collaborative practice.
IPEC and NCICLE frameworks inform didac-
tic curriculum and simulation that prepare
residents for authentic workplace learning that
will improve quality, support practice transfor-
mation and drive health equity locally while
preparing tomorrow’s family physician leaders.

Table 1: Definitions of Team-Based Care

Term Characteristics Examples
Shared responsibility for health outcomes,
shared team identity and accountability, .
. . Primary care teamlet
Interprofessional | clear roles, defined processes and quality : .
. Small, integrated family
teamwork improvement to support teamwork, medicine practice team
interdependence between team members over p
time
Individuals have clear understanding of ¢ szfrriitgosnpﬁggﬁgstevvho
the roles and scope of practice of colleagues, farﬂli)l ractice g
. established, effective communication Y P
Interprofessional . . e Referral and close
. strategies, and shared understanding of the .
collaboration S ) collaboration between
goals and priorities of the patient but come the family physician and
together only intermittently for care of specific palliativey cl;;r g’ team for end
patients or issues of life care planning
Individuals recognize the limitations of ¢ Rﬁiegrzilz‘;(;iz;i?ﬂzﬁg}é in-
individual members or teams engaged in care g p
. . e 270, home meals
Interprofessional | of a patient, and facilitate coordination of
. . . e Referral to a quaternary care
coordination care between and among sites but with less center for specialized care
well established communication strategies or ot availablIZ: in the local
shared care plans health system
Adapted from Reeves et al.
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Table 2: Types of Interprofessional Learning

Type of Interprofessional Learning

Definition

Interprofessional education®

“Occurs when two or more professions learn with, about, and from
each other to enable effective collaboration and improve health
outcomes.” The goal is to inform and enhance interprofessional
collaborative practice to the benefit of individuals and populations.

Interprofessional learning®

Learning arising from interaction involving members or students
of two or more professions. It may be a product of formal
interprofessional education, or it may occur spontaneously in the
workplace or in education settings.

Workplace learning®’

learning.

Different from formal educational activities, workplace learning
can be viewed as untapped opportunities for learning and change
that are part of everyday practice and often go unrecognized as

Measuring Impact

The 2015 Institute of Medicine report® on mea-
suring the impact of interprofessional educa-
tion advocates for the development of evidence
for the virtuous cycle of learning and collabora-
tive practice to improve patient outcomes. The
National Center for Interprofessional Practice
and Education has led development and dis-
semination of knowledge regarding effective
interprofessional practice and education (the
new IPE) to improve health outcomes.!® Iter-
ative developmental evaluation using a suite
of validated tools to self-assess team function-
ing and patient and learning outcomes, allows
real-time adjustments to support learning of
individual team members, including residents,
and ongoing interprofessional practice trans-
formation.

Interrpofessional Collaborative
Family Medicine Practice
Increasingly, family medicine teams include
advanced practice providers, nurses, behav-
ioral health providers, social workers, pharma-
cists, care coordinators, and community health
workers. Family medicine residents must un-
derstand the roles of these professionals, as
well as paraprofessional and nonprofession-
al team members such as medical assistants,
peer educators, patient advisors, registrars,
and others. Ambulatory care teams must ad-
dress additional challenges as many family
medicine practices are chronically underre-
sourced, with key members of the team miss-
ing, or present only virtually as the primary
care team partners with other specialties and
community resources to meet the comprehen-
sive needs of each patient.

Patient care extends beyond the walls of
our practices, and family medicine residents
must broaden their perspective with a deep
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understanding of multisector collaborations
including home care providers, community-
based agencies, schools, religious institutions,
families, law enforcement, attorneys, and oth-
ers who contribute to health and health equity
for individuals and populations. This “commu-
nity as curriculum” focus supports residents
to learn, and practice to address, social deter-
minants of health and health equity. Family
medicine residents also experience working
within teams in other settings including hos-
pitals, delivery rooms, homes, and skilled nurs-
ing facilities. The critical common element of
every care team must be the patient, includ-
ing their family and community as appropri-
ate, fully engaged in designing their health
care. The family physician must be expert at
helping each patient form the team they need,
whether for wellness, acute care, or chronic
disease management, across care settings and
over the patient’s lifetime.

Physicians have historically been accultured
to take total responsibility for the care of their
patients as the team leader. Effective interpro-
fessional collaborative practice requires deeper
engagement of all team members, including
patients and families, with shared understand-
ing of mutual roles, shared values and shared
responsibility.

Future family physicians should be educated
for interprofessional practice within the con-
text of the important, ongoing work of prac-
tice transformation to achieve the Quadruple
Aim and achieve health equity. Fiscella et al
have identified six elements from team science
that are “particularly relevant to primary care
practice” and thus to family medicine residen-
cy education in interprofessional team-based
practice, including understanding practice con-
ditions that support effective teamwork; team
cognition; leadership and coaching; cooperation
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and team cohesion; coordination; and com-
munication.!! Multiple regional and national
learning collaboratives, including the Veter-
ans Affairs Centers of Excellence in Primary
Care Education'? and Improvement Cubed (I3)
Collaborative!® have demonstrated significant
impact on outcomes for patients and teams
and learning outcomes for interprofessional
practice.

Preparing Residents for

Collaborative Practice

The IPEC domains, informed by NCICLE’s
insights around the interprofessional clinical
learning environment, offer an opportunity to
tailor family medicine residency curriculum
that engages the entire practice team to de-
velop the knowledge, skills, and attitudes criti-
cal to effective collaborative practice. Residents
must then internalize these lessons through
authentic practice-based learning, including
working within interprofessional teams to de-
sign, implement, and assess quality improve-
ment and practice transformation efforts with
demonstrable impact on meaningful patient
outcomes. Family medicine residents will ben-
efit from opportunities to reflect on the wide
variety of teams they encounter in training,
including those that are high functioning and
those with significant dysfunction, in order to
recognize and adopt best practices for team
performance in their future practice environ-
ments.

Many medical students are now exposed to
these principles before residency. However, in-
terprofessional education in undergraduate
medical education remains uneven and large-
ly classroom based. Family medicine residen-
cies will need to assess core knowledge, skills,
and attitudes for interprofessional practice at
program entry and periodically throughout
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the curriculum. While most education for in-
terprofessional practice should occur in the
context of patient care, practice improvement
and population health, core didactic content
remains essential preparation.

Recommended Accreditation Standards
While the current Family Medicine Milestones
reference “mobilizing” or “leading” multidisci-
plinary teams and engaging patients, families,
and community resources,'* the language does
not fully reflect contemporary understanding
of patient-engaged interprofessional collabora-
tive practice to achieve the Quadruple Aim.*
Table 3 provides specific recommendations to
fully prepare family medicine residents for pa-
tient-engaged interprofessional practice that
promotes health equity.

Family medicine has provided significant
leadership in the national movement toward
interprofessional education to inform collabora-
tive practice. This energy and expertise should
be harnessed to create innovative models to
educate family medicine residents for interpro-
fessional practice and team-based care across
health care settings. We have a unique oppor-
tunity to build on this foundation to practice
“Interprofessional practice by the zip code” that
improves health and health equity of our lo-
cal communities while preparing our gradu-
ates to be the collaborative practice leaders
of the future.

Table 3: Recommended Enhanced Accreditation Standards for Interprofessional Collaborative
Practice and Teamwork Education in Family Medicine Residency Education

Current ACGME Family Medicine RCR Requirements*

Recommended Enhancements

L. Oversight

L.D. Resources

performance.

1.D.1.a2).(10) Each FMP site must involve all members of
the practice in ongoing performance improvement and

must demonstrate use of outcomes in improving clinical
quality, patient satisfaction, patient safety, and financial

Define “all members of the practice” to
include nonphysician team members,
such as but not limited to nurses,
behavioral health providers, pharmacists,
medical assistants, and patient and
family advisory committees, community
partners, and others who work within or
partner with the FMP.

(Continued on next page)
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Table 3: Continued

Current ACGME Family Medicine RCR Requirements*

Recommended Enhancements

II. Personnel

IL.B. Faculty
II.B.2.f) Regularly participate in organized clinical
discussions, rounds, journal clubs, and conferences;

I1.B.2.g) pursue faculty development designed to enhance
their skills at least annually

I1.B.3.¢) Any nonphysician faculty members who
participate in the residency program education must be
approved by the program director.

Faculty development should include
activities designed to enhance
interprofessional collaborative practice
and teamworking skills and should
include nonphysician faculty and experts.

Require nonphysician faculty to role
model interprofessional collaboration.

II1. Resident Appointments

Encourage nonphysician trainees
to participate in clinical learning
environments where family
medicine residents are trained.

IV. Educational Program

IV.B. ACGME Competencies

IV.B.1.e). Interpersonal and Communication Skills:
Residents must demonstrate interpersonal and
communication skills that result in the effective exchange
of information and collaboration with patients, their
families, and health professionals.

IV.B.1.e).(1).(a) Communicating effectively with patients,
families, and the public, as appropriate, across a broad
range of socioeconomic and cultural backgrounds.

IV.B.1.e).(1).(b) Communicating effectively with
physicians, other health professionals, and health-related
agencies;

IV.B.1.e).(1).(c) Working effectively as a member or leader
of a health care team or other professional group;

IV.B.1.e).(1).(d) Educating patients, families, students,
residents, and other health professionals;

IV.B.1.e).(1).(e) Acting in a consultative role to other
physicians and health professionals;

IV.B.1.e).(2) Residents must learn to communicate with
patients and families to partner with them to assess their
care goals, including, when appropriate, end-of-life goals.

IV.B.1.f). Systems-based Practice Residents must
demonstrate an awareness of and responsiveness to the
larger context and system of health care, including the
social determinants of health, as well as the ability to call
effectively on other resources to provide optimal health
care.

IV.B.1.9).(1).(d) Working in interprofessional teams to
enhance patient safety and improve patient care quality

IV.B.1.9).(2) Residents must learn to advocate for patients
within the health care system to achieve the patient’s
and family’s care goals, including, when appropriate, end-
of-life goals.

Curriculum should include didactic,
simulation and clinical experiences that
include structured formal assessment
and feedback of communication skills
with patients, families, the public,
physicians, other health professionals
and community agencies.

Curriculum should include the science of
effective interprofessional collaboration
and teamwork.

Residents must serve as members and
leaders of interprofessional quality
improvement, practice transformation
and/or other teams that include patients,
families, and/or community members as
full team members.

Residents must participate as active
members of the FMP patient and family
advisory council.

(Continued on next page)
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Table 3: Continued

Current ACGME Family Medicine RCR Requirements* Recommended Enhancements
IV. Educational Program

IV.C Curriculum Organization and Resident Experiences
IV.C.1. The curriculum must be structured to optimize
resident educational experience, the length of these
experiences, and supervisory continuity.

IV.C.1.b) Clinical experiences should be structured to
facilitate learning in a manner that allows residents to
function as part of an effective interprofessional team
that works together longitudinally with shared goals of

patient safety and quality improvement. Residents must participate in regular

(weekly or monthly) clinical care team
meetings addressing management of
the health of the assigned population/
panel of patients, reviewing workflows
and engaging in ongoing quality
improvement.

IV.C.4. Each resident must be assigned to a primary FMP
site.

IV.C.4.d) Residents should participate in and assume
progressive leadership of appropriate care teams to
coordinate and optimize care for a panel of continuity
patients.

IV.C.22 Residents must have at least 100 hours (or
one month) dedicated to health system management
experiences

IV.C.22.a) This curriculum should prepare residents to be
active participants and leaders in their practices, their
communities, and the profession of medicine

V. Evaluation

Specific, structured feedback from

V.A. Resident Evaluation patients and non-physician members
V.A.1.¢).(1) Use multiple evaluators (eg, faculty members, | of the interprofessional team, such as
peers, patients, self, and other professional staff members) | medical assistants, behavioral health
providers, community health workers,
nurses and others must be included in
the CCC evaluation.

V.A.1.¢).(5) Must ensure interpersonal and Evaluation must include use of

communication skills assessment includes both direct validated tools to assess the resident’s
observation and multi-source evaluation (including at demonstration of key competencies for
least patients, peers, and nonphysician team members) interprofessional collaborative practice

(ie, IPEC competencies).

Annual program evaluation must
include annual assessment, using a
validated instrument, of teamworking
V.C. Program Evaluation and Improvement within the FMP, and should include a
quality improvement plan for continuous
improvement of the interprofessional
collaborative environment.

(Continued on next page)
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Table 3: Continued

Current ACGME Family Medicine RCR Requirements**

Recommended Enhancements

VI. The Learning and Working Environment

The learning environment should be
evaluated in light of best practices
for the interprofessional clinical
learning environment.

VILA. Patient Safety, Quality Improvement, Supervision,
and Accountability
VI.A.1.a) Patient Safety

VI.A.1.a).(1).(b) The program must have a structure that
promotes safe, interprofessional, team-based care.

VI.A.1.a).(3).(b) Residents must participate as team
members in real and/or simulated interprofessional
clinical patient safety activities, such as root cause
analyses or other activities that include analysis, as well
as formulation and implementation of actions.

VI.A.1.b) Quality Improvement

VI.A.1.b).(3).(a) Residents must have the opportunity
to participate in interprofessional quality improvement
activities.

VI.A.1.b).(3).(a).() This should include activities aimed at
reducing health care disparities.

The FMP must have a patient and
family advisory council that meets at
least quarterly, and which is actively
engaged in identifying and addressing
safety and quality improvement issues.

VLE. Clinical Responsibilities, Teamwork, and
Transitions of Care

VLE.2. Teamwork residents must care for patients in an
environment that maximizes communication. This must
include the opportunity to work as a member of effective
interprofessional teams that are appropriate to the
delivery of care in the specialty and larger health system.

Abbreviations: FMP: family medicine program; CCC, ACGME Clinical Competence Committee; IPEC, Interprofessional

Education Collaborative.

PRESENTATIONS: A brief overview of an earlier version
of this commentary was presented on December 6, 2020
as part of the Starfield Summit: “Re-Envisioning Family
Medicine Residency Education.”
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