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	Susan MacNeil

Advanced Practice Nurse – Clinical Nurse Specialist for Gerontology

Professional Practice

Providence Care Hospital

Phone: 613-544-4900 x 53394

Email: macneis4@providencecare.ca 
	We have  a department of Professional Practice which is made up of nursing and allied professions along with Professional Practice Leaders for all Allied staff. Our model of Collaborative practice is attached. 
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	Ash Aylwin RN CNCC(C), MHSc (Health Admin), CHE
Professional Practice Leader, Nursing | Department of Professional Practice 

Rm. 5907, Mackenzie Health, 10 Trench Street, Richmond Hill, ON L4C 4Z3
T: (905) 883-1212 ext. 7461 | M: 647 202-8356 // Ash.Aylwin@MackenzieHealth.ca
	We have Professional Practice Leaders for each of our regulated health care provider disciplines. 

Most of the allied roles are 0.2 FTE PPL, and 0.8 FTE clinicians.

Except RN = 1.0 FTE, RT = 0.5 FTE PPL + 0.5 FTE RT Coordinator, Therapy PPL = 0.5 FTE PT PPL + 0.5 FTE OT PPL

We also have a Director of Professional Practice. 

We run interprofessional orientation (2 x 7.5h days) for all newly hired RHCPs, and promote a collaborative practice model in these sessions. 
	

	Briawna Styles, MSW, RSW
Social Worker 

Grey Bruce Health Services 

T 519-376-2121 x 2757 

bstyles@gbhs.on.ca
	We are in the process of trying to adapt the model I have attached.

Thus far it is a framework.  Our plan moving forward is to present to the physician group in early spring.  The professional practice counsel group thought this model would best reflect our needs/goals.
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	Kathleen Reid, RN MPH
Manager, Professional Practice, Nursing

Kathleen.Reid@sinaihealthsystem.ca

T 416-461-8252 x 2110  
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	I am at the 440 bed rehab/complex continuing care site of our hospital system. We have partial FTEs for practice leadership for OT, PT, SLP, RD, SW, RRT and Therapeutic Rec. (either 0.3 or 0.5 FTE) and they report into the manager of professional practice, health disciplines. We have 5 full time nurse educators, 3 full time advanced practice nurses and 2 part time advanced practice nurses who report into the manager of professional practice, nursing. The two managers report into the director of collaborative practice and education, who reports into the vice president of professional practice. 

All of the practice and education leads have accountability for professional practice issues, quality improvement, clinical support and education. 
	

	Lana S Dunlop, Reg. N BTSN (E) MHS

Director of Performance Excellence

Orillia Soldiers’ Memorial Hospital

7053252201 ext 3336

705 345 1714

lsdunlop@osmh.on.ca
	I am the Director which includes many other areas of responsibility: Quality, Patient Experience, Risk, Project Management, Professional practice, Corporate planning, Clinical and corporate education.
	

	Beth Davis, RN, BSN, MSN

Director, Professional Practice

Cornwall Community Hospital

613-938-4240 x 4360

beth.davis@cornwallhospital.ca
	I hold the only dedicated professional practice position in our organization (161 beds). It’s a full-time position overseeing professional practice and clinical education. Although I am a nurse, I communicate with a variety of regulatory colleges to address practice questions from other professions. We also have an Interprofessional Practice Council where representatives from each profession consult, advise, and make decisions about nursing and allied health practice, policies, and standards of care.
	

	Stephanie Henderson, BScN, RN
Clinical Educator
Collingwood General and Marine Hospital
hendersons@cgmh.on.ca
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 705-445-2550 x8671

	We currently do not have a professional practice position at CGMH.
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The Canadian Interprofessional Health Collaborative 
(CIHC) is made up of health organizations, health 
educators, researchers, health professionals, 
and students from across Canada. We believe 
interprofessional education and collaborative patient-
centred practice are key to building effective health care 
teams and improving the experience and outcomes 
of patients. The CIHC identifies and shares best 
practices and its extensive and growing knowledge in 
interprofessional education and collaborative practice. 


Canadian Interprofessional Health Collaborative 
College of Health Disciplines 
university of british Columbia 
Vancouver bC V6T 1Z3 Canada 
www.cihc.ca


© Her Majesty the Queen in right of Canada (2010)


CIP data will be made available


ISbN 978-1-926819-07-5
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Preface


Over the past three years, the Curriculum Committee 
of the CIHC has addressed a number of pressing issues 
that confront the full realization of interprofessional 
education for collaborative patient centred practice 
(IeCPCP). The definition and description of a set of 
competencies that underlie such practice has been 
one of the most difficult of those issues. all health and 
human service/social care professions now look to a 
set of competencies to underpin their curricula, and to 
inform their scopes of practice. 


Well-researched, clearly defined and measurable 
competencies are now the norm across the professions, 
where uni-professional standards are relatively easily 
articulated. Describing and defining interprofessional 
competencies has proven to be a much more 
difficult task because at the present time, the field 
of interprofessional education and care is still not 
well understood. The Canadian Interprofessional 
Health Collaborative recognizes this issue, but also 
understands the great need for a set of interprofessional 
competencies that can be tested and either verified, 
adjusted or discarded. This then is a living document 
which the CIHC offers to colleagues in the global 


interprofessional community to work with, and to 
work on. We invite colleagues to share their experience 
and learning, so that to goal of a sound set of IP 
competencies might be achieved through collaborative 
global endeavour which recognizes linguistic and 
cultural differences.


The members of the CIHC extend their sincere 
appreciation to the Curriculum Committee for their 
work, especially to Drs. Carole Orchard (university of 
Western Ontario) and Lesley bainbridge (university of 
british Columbia) who were instrumental in bringing 
this work to fruition, and to four anonymous reviewers 
who provided rich insights into the process and 
product.


John H.V.Gilbert, Ph.D. FCaHS 
Project Lead, CIHC







�
A


 N
at


io
na


l I
nt


er
pr


of
es


si
on


al
 C


om
pe


te
nc


y 
Fr


am
ew


or
k


Acknowledgements


In preparation of this document, the CIHC 
acknowledges the following individuals for their 
contributions of time and expertise to the compilation 
and editing of this National Interprofessional 
Competency Framework: 


CIHC Competencies Working Group


Co-leads
Carole Orchard, university of Western Ontario
Lesley bainbridge, university of british Columbia


Members 
Sandra bassendowski, university of Saskatchewan
Lynn Casimiro, university of Ottawa
Katherine Stevenson, Health Quality Council, 


Saskatchewan
Susan J. Wagner, university of Toronto
Leah Weinberg, university of Manitoba
Vernon Curran, Memorial university of Newfoundland
Luciano Di Loreto, Chapter Development, NaHSSa
brenda Sawatzky-Girling, Canadian Interprofessional 


Health Collaborative


Stakeholders consulted


(to be completed)


CIHC would like to acknowledge Juanita barrett, who 
coordinated the review of literature and existing 
competency frameworks, alix arndt of the Canadian 
Interprofessional Health Collaborative for her skills in 
managing the project through completion, andrea 
burton of the Canadian Interprofessional Health 
Collaborative for her role in editing the report, and 
Susanna Gilbert of Monkeytree Creative who formatted 
this document.


The CIHC Interprofessional Competency Working 
Group would like to express its sincere thanks to all 
the individuals and groups who willingly shared their 
project/site’s work on interprofessional competencies. 
Their contributions significantly assisted the Working 
Group in developing the Framework. 


The Canadian Interprofessional Health Collaborative 
would like to acknowledge funding support from 
Health Canada. The views expressed here do not 
necessarily represent the views of Health Canada. 







5
A


 N
ational Interprofessional Com


petency Fram
ew


ork


Contents


Preface . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3


acknowledgements . . . . . . . . . . . . . . . . . . . . . . . . . . . . �


Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6


Glossary of Terms  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2�


reference List . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25


appendices . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 28







6
A


 N
at


io
na


l I
nt


er
pr


of
es


si
on


al
 C


om
pe


te
nc


y 
Fr


am
ew


or
k


Introduction


The overall goal of interprofessional education and 
collaborative practice is to provide health system users 
with improved health outcomes. Interprofessional 
collaboration (IPC) occurs when learners/practitioners, 
patients/clients/families and communities develop 
and maintain interprofessional working relationships 
that enable optimal health outcomes. Interprofessional 
education (IPe), which is the process of preparing 
people for collaborative practice, and IPC itself, are 
more and more frequently incorporated into health 
professional education and models of practice. For this 
reason, a clear understanding of the characteristics 
of the ideal collaborative practitioner is required to 
inform curriculum and professional development for 
interprofessional education, and enlighten professional 
practice for interprofessional collaboration. 


In the fall of 2008, the Canadian Interprofessional Health 
Collaborative (CIHC), with funding from Health Canada, 
established a working group whose mandate was to:


review the literature related to competencies, 


review existing competency frameworks for 
IPe and IPC and other competency frameworks 
for health providers (assuming that existing 
competency frameworks could provide a 
starting point for analysis and debate and 
encourage shared thinking around the 
key foundations for an interprofessional 
competency framework), and


develop a Canada-wide competency 
framework for interprofessional collaboration. 









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baCKGrOuND


Over the past few decades, competencies have 
developed as a way of capturing the knowledge, the 
skills, and the attitudes and behaviours required to be a 
successful practitioner in any profession. 


This approach to describing required professional 
skills and behaviors is used in examples such as the 
CanMeds Competency Framework for medicine, and its 
adaptation for other Canadian health professions such 
as pharmacy and occupational therapy1,2,3. regulation 
of professional practice has been the driver for some of 
these frameworks, such as the Canadian harmonized 
entry-to-practice competency framework for nursing 
graduates�. Other frameworks have been developed 
for clinical psychology5, and more recently for specific 
health-related organizations such as the Canadian 
Patient Safety Institute6 and the Public Health agency 
of Canada7. Many of these frameworks acknowledge 
the importance of interprofessional collaboration and 
teamwork but have not provided explicit direction for 
interprofessional practice. although there has been a 
call for an interprofessional competency framework 
from barr8, McPherson, Headrick and Moss9, and 
McNair10, this is the first attempt to develop a Canadian 
model of interprofessional competencies that is 
applicable to all health professions.


The National Interprofessional Competency Framework 
is based on a review of the literature related to 


competencies and competency-based education as 
well as existing competency frameworks. In particular, 
rogiers and Tardif are two major competency 
proponents whose ideas guided the interpretation of 
this framework. CIHC has adopted rogiers overarching 
goal of a set of competencies that “enable the learner to 
master those situations he will have to deal with in his 
professional and/or private life”11-181 


a competency framework needs to help learners 
or practitioners make sense of the learning process 
(process), differentiate matters by relevance (relevance), 
apply learning to practical situations (application), and 
associate learning elements (integration). In addition 
Tardif12 described five characteristics key to the 
integration of competencies: Co M Ple xI t y  (resulting 
from the dynamic organization of components); 
Ad d I t I v e  (application of knowledge, skills, attitudes 
to formulate judgments); I N t eG r At e d  (diversity 
of individual resources); d e v e lo PM e N tAl 
(capacity is developmental over the lifespan); and 
e vo lu t I o NAry  (applied within a given context; 
each actualization of competencies creates new 
understandings). 


This document describes an approach to competencies 
that can guide interprofessional education and 
collaborative practice for all professions in a variety 
of contexts. additional details about the findings in 
the literature and the background to the competency 
framework can be found in appendix 1.
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OVerVIeW OF THe NaTIONaL 
INTerPrOFeSSIONaL 
COMPe TeNC y Fr aMeWOrK


a working group of CIHC volunteers provided oversight 
and advice on the development of the Canadian 
Interprofessional Competency Framework. an external 
group was contracted to review and summarize the 
peer reviewed and grey literature as well as selected 
competency frameworks. The competencies described 
are practice-focused, requiring development and 
demonstration of the knowledge, skills, attitudes, values 
and judgments involved in practicing collaboratively. 


What is Interprofessional Collaboration?


Interprofessional collaboration is the process of 
developing and maintaining effective interprofessional 
working relationships with learners, practitioners, 
patients/clients/ families and communities to enable 
optimal health outcomes. elements of collaboration 
include respect, trust, shared decision making, and 
partnerships.


For interprofessional teams of learners and practitioners 
to work collaboratively, the integration of role 
clarification, team functioning, collaborative leadership, 
and a patient/client/ family/community-centred focus 
to care/services is supported through interprofessional 
communication. effective interprofessional 


communication is dependent on the ability of teams to 
deal with conflicting viewpoints and reach reasonable 
compromises. 


How is this Framework unique?


The CIHC National Interprofessional Competency 
Framework uses competencies in a unique way. 
rather than focusing on demonstrated behaviours to 
determine competence, the framework relies on the 
ability to integrate knowledge, skills, attitudes, and 
values in arriving at judgments11,12. Interprofessional 
competencies are developed to help achieve 
interprofessional collaboration. They are consistent 
and stand the test of time. The related descriptors or 
indicators, however, are individualized based on the 
level of experience of learners or practitioners, and 
reflect their learning or practice context. a competency 
framework is integrated into education and practice in 
a way that builds on existing knowledge, values, skills, 
attitudes, and judgments of learners and practitioners. 


What Assumptions Were Made?


Several assumptions underpin the CIHC National 
Interprofessional Competency Framework and these 
include:


strong, overarching competency statements 
last over long periods of time



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competency descriptors identify knowledge, 
skills, attitudes, values, and judgments that are 
dynamic, developmental, and evolutionary


interprofessional learning is additive and 
reflects a continuum of learning


interprofessional collaborative practice is 
essential for improvement in patient/client/
family and community health outcomes


the level of interprofessional competence 
demonstrated is dependent on the depth and 
breadth of opportunities for education and 
practice experience with, from, and about 
other health providers


adoption of interprofessional competencies 
into health professional programs occurs at 
different rates depending upon the level of 
learner and the complexity of learning tasks


adoption of interprofessional competencies 
may require a shift in how learners, 
practitioners, educators, and practice 
environments conceptualize collaboration


interprofessional collaborative practice 
requires a consistent culture between learning 
and practice that supports interprofessional 
collaborative competencies























THe COMPe TeNC y Fr aMeWOrK


This National Interprofessional Competency Framework 
provides an integrative approach to describing the 
competencies required for effective interprofessional 
collaboration. Six competency domains highlight the 
knowledge, skills, attitudes and values that shape the 
judgments essential for interprofessional collaborative 
practice. 


The six competency domains are:


1) interprofessional communication


2) patient/client/family /community-centred care


3) role clarification


�) team functioning


5) collaborative leadership


6) interprofessional conflict resolution


The set of competencies in this framework allows 
students and practitioners to learn and apply the 
competencies no matter their level of skill or the 
type of practice setting or context (see Figure 1). The 
ability of learners and practitioners to collaborate 
is developmental - each of the competencies 
develops over the individual’s professional lifespan 
and is implemented within any relevant practice/
learningsituation. Overall, each competency can 
be integrated into every new experience without 
compromising any of the competencies. 
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To assist the reader, the six competency domains are 
explained below individually although their application 
is interdependent of each other. The result is a dynamic 
and flexible foundation for interprofessional learning 
and practice. The framework comprises:


two domains that support the others: 
interprofessional communication and patient/
client/family/community-centred care 


four domains within the integrated 
whole: role clarification, team functioning, 
interprofessional conflict resolution and 
collaborative leadership 


The two supporting domains always influence 
the other four. For example, team functioning 
is highly relevant to practitioners who work in 
a formalized team setting but for those who 
work in clinical areas in which interaction with 
other health care providers is episodic and 
characterized by short term encounters, formal 
team functioning may not be as relevant. 
However, collaborative patient-centred care 
and interprofessional communication with 
other health professionals will be relevant in 
aLL situations.











Figure 1 represents the configuration of the  domains 
and highlights three background considerations that 
influence how the competency framework may be 
applied in different situations. The domains and the 
background considerations are described below in 
detail.
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Figure 1: the National Competency Framework
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d Care Learners/practitioners seek out, integrate and value, as a partner, the input and the engagement of patient/client/family/community in designing and


im
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enting
care/services.


Interprofess ional Communication Learners /practitioners from varying profes s ions communicate with each other in a collaborative, res pons ive and respons ib
le


m
an


ne
r.


Role Clari�cation


Learners/practitioners understand their
own role and the roles of those in


other professions, and use this
knowledge appropriately to


establish and meet patient/client/ 
family and community goals.


Interprofessional
Con�ict Resolution


Learners/practitioners actively
engage self and others,


including the patient/client/
family, in dealing e�ectively 


with interprofessional
con�ict.


Team Functioning


Learners/practitioners understand
the principles of team dynamics


and group processes to enable
e�ective interprofessional


team collaboration.


Collaborative Leadership


Learners and practitioners work 
together with all participants,


including patients/clients/families, 
to formulate, implement and


evaluate care/services to enhance 
health outcomes.


Goal:
Interprofessional


Collaboration
A partnership between a team of 
health providers and a client in a 
participatory, collaborative and 


coordinated approach to
shared decision-making around 


health and social issues
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domain: role Clarification


CO M PE T E N C Y S TAT E M E N T: Learners/
practitioners understand their own role and the roles 
of those in other professions, and use this knowledge 
appropriately to establish and achieve patient/client/
family and community goals.


descriptors


To support interprofessional collaborative practice 
learners/practitioners demonstrate role clarification, by:


describing their own role and that of others


recognizing and respecting the diversity 
of other health and social care roles, 
responsibilities, and competencies


performing their own roles in a culturally 
respectful way


communicating roles, knowledge, skills, and 
attitudes using appropriate language;


accessing others’ skills and knowledge 
appropriately through consultation


considering the roles of others in determining 
their own professional and interprofessional 
roles


integrating competencies/roles seamlessly into 
models of service delivery.























explanation/rationale


role clarification occurs when learners/practitioners 
understand their own role and the roles of others and 
use this knowledge appropriately to establish and 
achieve patient/client, family, and community goals. 
Students and practitioners need to clearly articulate 
their roles, knowledge, and skills within the context of 
their clinical work. each must have the ability to listen to 
other professionals to identity where unique knowledge 
and skills are held, and where shared knowledge and 
skills occur. To be able to work to their full scope of 
practice, individuals must frequently determine who 
has the knowledge and skills needed to address the 
needs of patients/clients to allow for a more appropriate 
use of practitioners and a more equitable distribution of 
workload. 
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domain: Patient/Client/Family/
Community-Centred Care


CO M PE T E N C Y S TAT E M E N T: Learners/
practitioners seek out, integrate and value, as a partner, 
the input and the engagement of the patient/client/
family/community in designing and implementing care/
services.


descriptors


To support interprofessional collaborative practice that 
is patient/ client/ family-centred, learners/ practitioners 
need to:


support participation of patients/clients and 
their families, or community representatives 
as integral partners with those health care 
personnel providing their care or service 
planning, implementation, and evaluation


share information with patients/clients (or 
family and community) in a respectful manner 
and in such a way that is understandable, 
encourages discussion, and enhances 
participation in decision-making








ensure that appropriate education and support 
is provided by learners/practitioners to 
patients/ clients, family members and others 
involved with their care or service; and


listen respectfully to the expressed needs of 
all parties in shaping and delivering care or 
services.


explanation/rationale


In patient/family/client/community-centred care/
services, the interprofessional team integrates and 
values, as a partner, the input of a patient/client/family 
or community in the design and implementation of care 
and/or services. Orchard defines patient/client/family-
centred collaborative care as a “partnership between 
a team of health providers and a patient where the 
patient retains control over his/her care and is provided 
access to the knowledge and skills of team members to 
arrive at a realistic team-shared plan of care and access 
to the resources to achieve the plan”1�. In patient/client-
centred collaborative practice, patients/clients are seen 
as experts in their own lived experiences and are critical 
in shaping realistic plans of care. 






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domain: team Functioning


CO M PE T E N C Y S TAT E M E N T: Learners/
practitioners understand the principles of team work 
dynamics and group/team processes to enable effective 
interprofessional collaboration.


descriptors


To support interprofessional collaboration, learners/
practitioners are able to:


understand the process of team development


develop a set of principles for working together 
that respects the ethical values of members


effectively facilitate discussions and 
interactions among team members


participate and be respectful of all members’ 
participation in collaborative decision-making


regularly reflect on their functioning with team 
learners/practitioners and patients/clients/
families


establish and maintain effective and 
healthy working relationships with learners/
practitioners, patients/clients, and families, 
whether or not a formalized team exists


respect team ethics, including confidentiality, 
resource allocation, and professionalism.























explanation/rationale


Safe and effective working relationships and 
respectful inclusion of patients/clients/families are 
characteristic of interprofessional collaborative practice. 
Collaboration requires trust, mutual respect, availability, 
open communication and attentive listening – all 
characteristics of cooperative relationships. Learners/
practitioners must be able to share information needed 
to coordinate care with each other and patients/clients, 
families and communities to avoid gaps, redundancies, 
errors that impact both effectiveness and efficiency of 
care delivery. Complex situations may require shared 
care planning, problem-solving and decision making for 
the best outcomes possible. 


In some situations, collaborative practice is undertaken 
via a formal interprofessional team, requiring an 
understanding of team developmental dynamics, or 
practice in a micro-system, requiring awareness of how 
organizational complexity influences collaborative 
practice. Learners/practitioners need to regularly 
reflect on their effectiveness in working together and 
also in achieving the needs of patients/clients/families. 
awareness of and commitment to  interprofessional 
ethics unites all learners/practitioners in the common 
goal of delivering the best care possible to patients/
clients, families, and communities and is fundamental to 
the ability to work together collaboratively.
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domain: Collaborative leadership 


CO M PE T E N C Y S TAT E M E N T: Learners/
practitioners understand and can apply leadership 
principles that support a collaborative practice model. 


descriptors


This domain supports shared decision-making as well 
as leadership but it also implies continued individual 
accountability for one’s own actions, responsibilities 
and roles as explicitly defined within one’s 
professional/disciplinary scope of practice. To support 
interprofessional collaborative practice learners/
practitioners collaboratively determine who will provide 
group leadership in any given situation by supporting:


work with others to enable effective patient/
client outcomes


advancement of interdependent working 
relationships among all participants


facilitation of effective team processes


facilitation of effective decision making 


establishment of a climate for collaborative 
practice among all participants


co-creation of a climate for shared leadership 
and collaborative practice




















application of collaborative decision-making 
principles


integration of the principles of continuous 
quality improvement to work processes and 
outcomes.


explanation/rationale


Within collaborative or shared leadership, learners/
practitioners support the choice of leader depending 
on the context of the situation. Learners/practitioners 
assume shared accountability for the processes chosen 
to achieve outcomes. Heinneman and Zeiss suggest 
“leadership among members is based upon the need 
for specific kinds of expertise needed at a given point in 
time” 15-10 There are two components to the leadership 
role: task-orientation and relationship-orientation. In 
the former, the leader helps other members keep on 
task in achieving a commonly agreed upon goal, while 
in the latter, the leader assists members to work more 
effectively together15. In a shared leadership model, 
patients/clients may choose to serve as the leader or 
leadership may move among learners/practitioners to 
provide opportunities to be mentored in the leadership 
role. In some cases, there may be two leaders-one for 
learners/practitioners to keep the work flowing and the 
other who connects with patients/clients/families in a 
helping relationship, serving as the link between the 
team and the patient/family.






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domain: Interprofessional 
Communication


CO M PE T E N C Y S TAT E M E N T: Learners/
practitioners from different professions communicate 
with each other in a collaborative, responsive and 
responsible manner.


descriptors


To support interprofessional collaborative practice, 
learners/practitioners are able to:


establish team work communication principles


actively listen to other team members 
including patients/clients/families


communicate to ensure common 
understanding of care decisions


develop trusting relationships with patients/
clients/families and other team members


effectively use information and communication 
technology to improve interprofessional 
patient/client/community-centred care, 
assisting team members in: 

















setting shared goals
collaboratively setting shared plans of care;
supporting shared decision-making; 
sharing responsibilities for care across 
team members; and
demonstrating respect for all team 
members including patients/clients/ 
families.


explanation/rationale


Communication skills are essential for all learners/
practitioners and involve the ability to communicate 
effectively with others, especially those from other 
professions, as well as patients/clients/ families, in a 
collaborative, responsive and responsible manner. 
Communications in an interprofessional environment is 
demonstrated through listening and other non-verbal 
means, and verbally through negotiating, consulting, 
interacting, discussing or debating. respectful 
interprofessional communication incorporates full 
disclosure and transparency in all interactions with 
others including patients/clients/families. all team 
members enact interprofessional communication 
that is consistently authentic and demonstrates trust 
with learners/practitioners, patients/clients and their 
families.


•
•
•
•


•







NatioNal iNterprofessioNal Compe teNC y fr amework


the CiHC National interprofessional Competency framework describes the competencies required for effective 
interprofessional collaboration. six competency domains highlight the knowledge, skills, attitudes and values that together 
shape the judgments that are essential for interprofessional collaborative practice. these domains are:


Pa
tie


nt
/C


lie
nt


/F
am


ily
/C


om
m


unity
-C


entre
d Care Learners/practitioners seek out, integrate and value, as a partner, the input and the engagement of patient/client/family/community in designing and


im
plem


enting
care/services.


Interprofess ional Communication Learners /practitioners from varying profes s ions communicate with each other in a collaborative, res pons ive and respons ib
le


m
an


ne
r.


Role Clari�cation


Learners/practitioners understand their
own role and the roles of those in


other professions, and use this
knowledge appropriately to


establish and meet patient/client/ 
family and community goals.


Interprofessional
Con�ict Resolution


Learners/practitioners actively
engage self and others,


including the patient/client/
family, in dealing e�ectively 


with interprofessional
con�ict.


Team Functioning


Learners/practitioners understand
the principles of team dynamics


and group processes to enable
e�ective interprofessional


team collaboration.


Collaborative Leadership


Learners and practitioners work 
together with all participants,


including patients/clients/families, 
to formulate, implement and


evaluate care/services to enhance 
health outcomes.


Goal:
Interprofessional


Collaboration
A partnership between a team of 
health providers and a client in a 
participatory, collaborative and 


coordinated approach to
shared decision-making around 


health and social issues


Contextual
Issues


Simple


Complex 


Contextual
Issues


Quality Improvement


Quality Improvement


role Clarification


team functioning


patient/Client/family/Community-Centred Care 











Collaborative leadership


interprofessional Communication 


interprofessional Conflict resolution











the following diagram represents the configuration of the six domains and highlights three background considerations that influence how the 
competency framework may be applied in different situations. 


Quick 
Reference 
Guide
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Quick Reference Guide


 Role Clarification


learners/practitioners understand their own role and the roles of 
those in other professions, and use this knowledge appropriately 
to establish and achieve patient/client/family and community 
goals. to support interprofessional collaborative practice, learners/
practitioners are able to:


describe their own role and that of others


recognize and respect the diversity of other health and 
social care roles, responsibilities, and competencies


perform their own roles in a culturally respectful way


communicate roles, knowledge, skills, and attitudes using 
appropriate language 


access others’ skills and knowledge appropriately through 
consultation 


consider the roles of others in determining their own 
professional and interprofessional roles


integrate competencies/roles seamlessly into models of 
service delivery


Patient/Client/Family/Community-Centred Care


learners/practitioners seek out, integrate and value, as a partner, the 
input, and the engagement of the patient/client/family/community 
in designing and implementing care/services. to support inter-
professional collaborative practice that is patient/client/family-
centred, learners/practitioners need to:























support the participation of patients/clients, their families, 
and/or community representatives as integral partners 
alongside with healthcare personnel 


share information with patients/clients (or family and 
community) in a respectful manner and in such a way that 
it is understandable, encourages discussion, and enhances 
participation in decision-making


ensure that appropriate education and support is provided 
to patients/clients, family members and others involved 
with care or service


listen respectfully to the expressed needs of all parties in 
shaping and delivering care or services


Team Functioning


learners/practitioners understand the principles of team 
work dynamics and group/team processes to enable effective 
interprofessional collaboration. to support interprofessional 
collaboration, learners/practitioners are able to:


understand the process of team development


develop a set of principles for working together that 
respects the ethical values of members


effectively facilitate discussions and interactions among 
team members


participate, and be respectful of all members’ participation, 
in collaborative decision-making


regularly reflect on their functioning with team learners/
practitioners and patients/clients/families



























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establish and maintain effective and healthy working 
relationships with learners/practitioners, patients/clients, 
and families, whether or not a formalized team exists


respect team ethics, including confidentiality, resource 
allocation, and professionalism


Collaborative Leadership 


learners/practitioners understand and can apply leadership 
principles that support a collaborative practice model. this 
domain supports shared decision-making as well as leadership 
but it also implies continued individual accountability for one’s 
own actions, responsibilities and roles as explicitly defined within 
one’s professional/disciplinary scope of practice. to support 
interprofessional collaborative practice, learners/practitioners 
collaboratively determine who will provide group leadership in any 
given situation by supporting:


work with others to enable effective patient/client outcomes


advancement of interdependent working relationships 
among all participants


facilitation of effective team processes


facilitation of effective decision making 


establishment of a climate for collaborative practice among 
all participants


co-creation of a climate for shared leadership and 
collaborative practice


application of collaborative decision-making principles


integration of the principles of continuous quality 
improvement to work processes and outcomes
































Interprofessional Communication


learners/practitioners from different professions communicate 
with each other in a collaborative, responsive and responsible 
manner. to support interprofessional collaborative practice, learners/
practitioners are able to:


establish team work communication principles


actively listen to other team members including patients/
clients/families


communicate to ensure common understanding of care 
decisions


develop trusting relationships with patients/clients/families 
and other team members


effectively use information and communication technology 
to improve interprofessional patient/client/community-
centred care


Interprofessional Conflict Resolution


learners/practitioners actively engage self and others, including 
the client/patient/family, in positively and constructively addressing 
disagreements as they arise. to support interprofessional 
collaborative practice, team members consistently address conflict in 
a constructive manner by: 


valuing the potential positive nature of conflict


recognizing the potential for conflict to occur and taking 
constructive steps to address it





















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Quick Reference Guide


identifying common situations that are likely to lead to 
disagreements or conflicts, including role ambiguity, power 
gradients, and differences in goals


knowing and understanding strategies to deal with conflict


setting guidelines for addressing disagreements


effectively working to address and resolve disagreements, 
including analyzing the causes of conflict and working to 
reach an acceptable solution


establishing a safe environment in which to express diverse 
opinions


developing a level of consensus among those with differing 
views; allowing all members to feel their viewpoints have 
been heard no matter what the outcome


BaCkGroUND CoNsiDer atioNs


Underpinning the framework are three considerations that influence 
the way in which the framework is applied. 


Complexity


interprofessional collaboration approaches may differ along a 
continuum from simple to complex. for example, a recreational 
runner with a sprained ankle may only need to see one or two health 
care providers and the impact of the injury on the individual’s life is 
minor. However, a sprained ankle for a key member of the national 
soccer team can have a significant impact on the person’s life and 
will likely require a team of health care providers, including a sports 
psychologist before the player is ‘game ready’. a sprained ankle for 
a single mother with an infant and a toddler, who also has multiple 




















health concerns and limited social support while living in a third 
floor apartment with no elevator, is considerably more complex. the 
team may need to become intersectoral in order to also address her 
transportation, income security and childcare concerns.


Contextual Issues 


in specific areas of practice such as rehabilitation, residential care, 
and paediatric care, the competency framework is used in support 
of a comprehensive and consistent team. However, in an emergency 
Unit or a high turnover acute medical unit, health care providers may 
work together only for a short period of time before shifts change 
and patients are discharged. in a community setting where a family 
has a disabled child there is a need to integrate beyond traditional 
providers to teachers in education settings and community health. 
in addition, the capacity of an individual to demonstrate the 
integration of these competencies in different contexts is a reflection 
of their comfort level and skill set within the practice setting


Quality Improvement


By working together across professions and across institutional roles, 
improvement activities carried out by interprofessional teams, rather 
than individuals or uniprofessional teams, more effectively address 
quality issues, especially in complex systems. By working together 
across professions and across institutional roles, improvement 
activities can effectively address issues in any context of practice at 
any point along the continuum of simple to complex. 


please visit http://www.cihc.ca/files/CIHC_IPCompetencies_
Feb1210.pdf to view the full National Competency framework 
document.



http://www.cihc.ca/files/CIHC_IPCompetencies_Feb1210.pdf

http://www.cihc.ca/files/CIHC_IPCompetencies_Feb1210.pdf
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domain: Interprofessional Conflict 
resolution


CO M PE T E N C Y S TAT E M E N T: Learners/
practitioners actively engage self and others, 
including the client/patient/family, in positively and 
constructively addressing disagreements as they arise.


Descriptors


To support interprofessional collaborative practice, 
team members consistently address conflict in a 
constructive manner by: 


valuing the potential positive nature of conflict


recognizing the potential for conflict to occur 
and taking constructive steps to address it


identifying common situations that are 
likely to lead to disagreements or conflicts, 
including role ambiguity, power gradients, and 
differences in goals


knowing and understanding strategies to deal 
with conflict


setting guidelines for addressing 
disagreements


effectively working to address and resolve 
disagreements, including analyzing the causes 




















of conflict and working to reach an acceptable 
solution


establishing a safe environment in which to 
express diverse opinions


developing a level of consensus among those 
with differing views; allowing all members 
to feel their viewpoints have been heard no 
matter what the outcome. 


explanation/rationale


To enable interprofessional collaboration it is essential 
for learners/practitioners, patients/clients/families and 
communities to know how to deal with disagreements 
amongst themselves. “Conflict positive” is a term 
that may be used to interpret differences of opinion 
as healthy and to be encouraged as constructive 
interactions. The events that lead to differences of 
opinion can come from positive and negative sources. 
Conflicts can arise from a number of sources: 


ro le S : these arise over differing 
accountability issues, perceptions of role 
overloads or role ambiguity among learners/
practitioners. 


G oAl S : differences related to goals can arise 
because of dissimilar philosophies towards 
care, personal religious/spiritual beliefs, 
and professional socialization that includes 
differing approaches to care.












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between health professionals and others (e.g., patients, 
family members, managers, etc): these arise because of 
differing values and styles as well as personality traits 
among health care providers.


Such disagreements generally relate to real and 
perceived power and hierarchy in interprofessional 
relationships. all students/practitioners are charged 
with identifying those issues that are likely to lead 
to disagreements, termed ‘triggers to conflicts’. 
areas that have been cited include disagreements 
around: treatment approaches; who can provide 
informed consent, what is the diagnosis, the amount 
of patient/client/family/community input regarding 
goal setting, and discharge planning. Practitioners 
then need to develop a set of agreements to enable 
effective management of such situations. agreements 
need to incorporate a commitment to constructive 
dissent, willingness to address and resolve conflicts, 
and a commitment to evaluate and manage one’s own 
behaviours. Furthermore, agreements need to ensure 
that the voice of patients/clients/families/communities 
is also considered, specifically: recognition of their 
expertise (i.e. their lived experiences), respect for 
their values, preferences and expressed needs; and 
consideration of their context (family, home, and work 
environments). Health care providers need to accept 
responsibility for recognizing when disagreements 
occur (or have the potential to occur) and apply the 
principles for addressing such disagreements to achieve 
an acceptable outcome. 


baCKGrOuND CONSIDer aTIONS


underpinning the framework are three considerations 
that influence the way in which the framework is 
applied. These are the complexity of the situation 
or encounter, the context of practice, and quality 
improvement. 


Co M Ple xI t y: Interprofessional collaboration 
approaches may be anywhere from simple to complex. 
Glouberman and Zimmerman suggest that there are 
three types of systems that correspond with three types 
of problems 16.


Simple systems are those similar to following 
a recipe. a recipe requires some basic 
understanding of technique and terminology, 
but once these are mastered, the recipe can 
be followed with a very high assurance of 
success. The outcomes can be predicted and 
procedures for intervention can be quantified, 
measured and replicated3�. 


Complicated systems typically involve a 
subset of simple systems, but cannot be 
reduced down to solely a simple system. 
Complicated systems are similar to that of 
sending a rocket to the moon. These systems 
require an understanding of techniques and 
terminologies, like a recipe, but also require 
coordination and specialized expertise. 






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Complex systems can involve both complicated 
and simple systems, but cannot be reduced 
to either type. Complex systems have special 
requirements, like understanding unique local 
conditions, interdependency and non-linearity, 
and the capacity to adapt as conditions 
change. Complex systems also carry with them 
a large degree of ambiguity and uncertainty, 
similar to the challenges we face when raising 
a child17. 


To illustrate how this concept might be applied to 
interprofessional collaboration, consider the problem 
of a sprained ankle. a simple sprained ankle to a 
recreational runner may require only one or two health 
care providers, the impact of the injury on the person’s 
life is minor, and a comprehensive team approach is 
not required. Constructive collaboration between the 
health care providers is still necessary and the role of 
the patient is still important. However, a sprained ankle 
for a key member of the national soccer team which 
is about to compete in the World Cup is a major issue. 
a team of health care providers, including a sports 
psychologist will be necessary to prepare the player for 
competition. The impact on this person’s life is major 
and therefore the competency framework is applied in 
a complicated situation. Further, a sprained ankle for a 
single mother of an infant and a toddler, with multiple 
health concerns and limited social support who works 
in a job that requires her to stand and who lives in a 3rd 
floor apartment with no elevator, is considerably more 


 complex. The team may need to become intersectoral 
in order to address the transportation, income security, 
and childcare concerns that compound the physical 
challenge of a simple sprained ankle.


Co N t e x t uAl I SSu e S : In specific areas of practice 
such as rehabilitation, residential care, and paediatric 
care, the competency framework is used in support of 
a comprehensive and consistent team. The team has 
time to consolidate and learn how to constructively 
work together. In an emergency unit or a high turnover 
acute medical unit, health care providers will apply 
the framework differently. Short term encounters will 
still require collaboration but those involved may work 
together only for a short period of time before shifts 
change and patients are discharged. In a community 
setting where a family has a disabled child there is 
a need to integrate beyond traditional providers to 
teachers in education settings and community health 
for example.


In addition, the capacity of an individual to demonstrate 
the integration of these competencies in different 
contexts is a reflection of their comfort level and skill 
set within the practice setting (context). When new 
to a setting the individual will return to their basic 
understanding of collaboration until they learn how the 
competencies apply in the new context. With practice 
interprofessional collaboration becomes a common 
feature of the individual’s performance in this new 
setting. 
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Q uAlI t y I M Prov e M e N t: There is an important 
relationship between interprofessional collaboration 
and quality improvement in that they both need and 
influence each other. Quality improvement, with its 
emphasis on working in systems, is inherently a “team 
sport”. by working together across professions and 
across institutional roles, improvement activities carried 
out by interprofessional teams, rather than individuals 
or uniprofessional teams, more effectively address 
quality issues, especially in complex systems. Team 
members may be engaged in quality improvement as 
a natural outcome of a patient safety issue that, when 
addressed collaboratively, improves health outcomes 
in a population, or improves the experience for people 
discharged from institutional care.


by working together and creating judgments reflective 
of the IP competencies interprofessional teams can 
influence changes in practices that reduce safety 
risks through the process of examining issues 
from several disciplinary perspectives. 
Thus demonstrating IP competence can 
effectively address issues in any context 
of practice at any point along the 
continuum of simple to complex. 


aPPLyING THe Fr aMeWOrK


The CIHC National Interprofessional Competency 
Framework has been designed for easy application in 
several contexts. The following section describes how 
a variety of stakeholder groups may be able to use this 
Framework to support their work.


e d uC Ato r S : In an educational context the 
CIHC National Interprofessional Competency 
Framework provides a starting point for 
describing curriculum content, learning 
strategies, learning outcomes and methods 
to determine if collaborative practice 
competencies are an outcome. If the end-point 
of learning is a collaborative health provider, 
then knowing how a curriculum can be 
developed that socializes future practitioners 
to be interprofessional collaborators is 


essential. a collaborative practitioner 
recognizes the knowledge, skills, 


attitudes, and values that come 
together to influence judgments 


that are all part of the complex 
interactions involved in 
collaborative practice. In 
addition, the framework 
may be used to provide 
structure for continuing 


faculty development so that 





E x a m plE : 
When examining 


ways of embedding IPE 
into curricula, the competency 


framework can be used to identify 
relevant learning experiences along 


a continuum from simple to complex 
and to situate learning within clinically 


important delivery circumstances 
across a variety of health care 


contexts and settings. 
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learning facilitators 
are aware of the 
different processes 
they need to acquire 
in order to teach 
interprofessionally.


le Ar N e r S : The 
framework can 
help learners to 
locate educational 
activities that meet 
their collaborative 
learning goals. 
Faculty in both academic and clinical settings 
can then verify the ability of learners to meet 
learning outcomes that are, in turn, based upon 
the competency framework.


r eG u l Ato r S : In many provincial health 
professions’ regulatory frameworks, 
interprofessional collaboration or practice 
is now explicitly articulated. For regulators 
such as registrars, college boards, and 
regulatory staff, there will be an increasing 
requirement to focus on the elements that 
need to be demonstrated for interprofessional 
collaboration with other health providers 
as part of licensing or continuing to 
license health professionals. Whether this 
activity becomes part of quality assurance, 
continuing competence, continuing 








professional development or professional 
disciplinary reviews, the regulators will 
find the competency framework useful in 
determining (a) how to guide members to 
integrate interprofessional collaboration into 
their education/practice and (b) how to work 
together as a group of regulatory bodies in 
addressing scope of practice issues.


Pr AC t I t I o N e r S/ e M Ploy e r S : To enable 
new and collaborative practice patterns, 
continuing professional development 
may be framed around clinical or quality 
improvement issues using an interprofessional 
instructional design. Collaborative leadership 
and management of interprofessional conflict 
training can be based upon 
the framework and 
embedded at 
the level of 
decision-
makers and 
policy. 





E x a m plE :  
In education 


programs where learners 
are tracking their learning 


in any of several domains, the 
competency framework may be 
used as the basis for developing 


an interprofessional checklist.


E x a m plE : 
On April 10, 2008, 


the British Columbia Minister 
of Health introduced the Health 


Professions Regulatory Reform Act. Section 
10 (f) introduces a change to the bylaws of 


all Regulatory Colleges in B.C. that will require 
each College “to promote and enhance the 


interprofessional collaborative practice between 
its registrants and persons practicing another 


health profession”(Health Professions Act [RSBC 
1996] Chapter 183, Part 2, section (k) (i) & n(ii)).


The competency framework will help to 
determine how interprofessional is 


described and implemented in a 
regulatory framework. 
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Organizations may use the framework 
as a starting point for integrating 
interprofessional education and 
collaboration into strategic plans as 
well as organizational objectives 
and guiding orientation of 
existing and new staff.


ACCr e d I to r S : Over time, interprofessional 
education will need to be strengthened in 
health professional education accreditation 
programs. accreditors will need to be 
able to find evidence of interprofessional 
education in education programs and in 
learners practice. accreditation Canada is 
addressing interprofessional collaboration in 
the accreditation of health service delivery 
in Canada. The competency framework will 
assist in ensuring that organizational issues 
that relate to interprofessional collaboration 
and its impact on service delivery, quality of 


care and patient safety are assessed within 
organizational accreditation standards 


and processes.





E X A M PLE : 
In the practice 


context, both practitioners 
and employers may wish to 


use the framework as a guide for 
continuing professional development, 


team integration into the workplace, work 
redesign, organizational structural changes, 


or collaborative leadership development. 
As a base for performance criteria, the 
framework can guide specific areas for 


feedback.


E X A M PLE : 
The competency 


framework will assist 
accrediting agencies to embed 


interprofessional education 
standards into all elements of the 


accreditation process and to articulate 
clearly, to educational institutions, 


the types and levels of evidence 
required to meet IPE standards.
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SuMMary


This National Interprofessional Competency Framework 
provides an integrative approach to describing the 
competencies required for effective interprofessional 
collaboration. The framework comprises four central 
domains including: role clarification, team functioning, 
addressing interprofessional conflict and collaborative 
leadership; and two domains that support the others 
related to: interprofessional communication and 
patient/client/family/community-centred care. The 
complexity of the situation or encounter, the context 
of practice and the need for quality improvement 
influence the way in which the framework is applied. 
The capacity of an individual to demonstrate the 
integration of these competencies in different 
contexts is a reflection of their comfort level and skill 
set within the practice setting. The ability of learners 
and practitioners to collaborate has a developmental 
nature - each of the competencies develops over an 
individual’s professional lifespan and all are exercised 
within changing practice/learning contexts. Overall, 
each competency can be integrated into each new 
experience without compromising any of the other 
competencies. That is, the competencies remain key 
integrated foundational elements of interprofessional 
collaboration. 


assessing for interprofessional collaboration is then 
based on the evaluation of the judgments made by 
practitioners both individually and within collaborative 


teams using this integrated set of competencies. Thus, 
the competency framework can be used by individuals 
or organizations.


FurTHer reSOurCeS


There are many resources supporting interprofessional 
collaboration to assist with the application of the 
National Interprofessional Competency Framework. 
These include the following:


Canadian Interprofessional Health 
Collaborative (CIHC) www.cihc.ca


Canadian Interprofessional Health 
Collaborative, (2008). Knowledge Transfer 
& Exchange in Interprofessional Education: 
Synthesizing the Evidence to Foster Evidence-
based Decision-making. Vancouver, bC. 
http://www.cihc.ca/resources-files/CIHC_
EvidenceForIPE_revMay2009.pdf 


Centre for advancement of Interprofessional 
education (CaIPe) www.caipe.uk.org












http://www.cihc.ca

http://www.cihc.ca/resources-files/CIHC_EvidenceForIPE_revMay2009.pdf

http://www.cihc.ca/resources-files/CIHC_EvidenceForIPE_revMay2009.pdf

http://www.caipe.uk.org
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Glossary of terms 


Interprofessional education: “Occasions when two or 
more professions learn with, from and about each other 
to improve collaboration and the quality of care”18. 
explanatory note: includes all such learning in health, 
social, academic, work and community based settings 
adopting an inclusive view of “professional” to include 
all those who provide, care/ service as well as patients/ 
clients, families and communities who are integral 
components of the education continuum.


Competency: a complex ‘know act’ that encompasses 
the ongoing development of an integrated set of 
knowledge, skills, attitudes, and judgments enabling 
one to effectively perform the activities required 
in a given occupation or function to the standards 
expected in knowing how to be in various and complex 
environments and situations 10,11. 


Competency domain: an interacting grouping of 
activities that comprise part of a whole.


Competency statement: a strong overarching 
statement that guides behaviour and that lasts over 
long periods of time.


Competency descriptor: Identifies skills, attitudes, 
and judgments which are dynamic, developmental and 
evolutionary. Provision of further understanding of the 
meaning of a competency can guide in implementation 
of the competency into learning and practice.


Interprofessional competencies: Describe the 
complex integration of knowledge, skills, attitudes, 
values, and judgments that allow a health provider 
to apply these components into all collaborative 
situations. Competencies should guide growth and 
development throughout one’s life and enable one to 
effectively perform the activities required in a given 
occupation or function and in various contexts. 


Interprofessional collaboration: a partnership 
between a team of health providers and a client in a 
participatory, collaborative and coordinated approach 
to shared decision-making around health and social 
issues13


Patient/family-centred care: a partnership between 
a team of health providers and a patient where the 
patient retains control over his/her care and is provided 
access to the knowledge and skills of team members to 
arrive at a realistic team shared plan of care and access 
to the resources to achieve the plan1�
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aPPeNDIX 1 
baCKGrOuND aND 
Me THODOLOGy


existing Interprofessional Frameworks


In Canada, between 2005 and 2008, several 
jurisdictional interprofessional competency 
documents emerged due to local pressure to describe 
interprofessional education and collaborative practice 
tasks and behaviours in ways that could help educators 
and policymakers build successful interprofessional 
educational approaches. These documents were shaped 
by different foundational perspectives and approaches 
to competence but commonalities across the specific 
competencies were found. These commonalities 
include: patient-centred approaches, collaborative 
working relationships (incorporating respect, roles 
and responsibilities, cooperation, coordination, 
trust, shared decision making, and partnership); 
teamwork (incorporating team function, and conflict 
management); interprofessional communication 
(incorporating listening, negotiating, consulting, 
interaction, discussion/debate, and attending to non-
verbal parameters); shared leadership; self-awareness 
(incorporating reflection); and evaluation.


This previous work provided a starting point for the 
CIHC Interprofessional Competency Working Group 
to analyze, debate, and challenge individual and 


shared thinking around the key foundations for an 
interprofessional competency framework.. 


literature review


a review of the literature regarding interprofessional 
education competencies was carried out by CIHC in 
20077. Seven core competencies were identified from 
various papers: problem-solving, decision-making, 
respect, communication, shared knowledge and skills, 
patient-centred practice, and working collaboratively 
as a team. The review also identified a lack of clarity 
in defining what constitutes competencies. roegiers11 
(2007) suggests that there are four different approaches 
to competencies: (a) skills approach – focus is on 
setting objectives, identifying skills to meet objectives 
and subsequently, evaluating how the set objectives 
are met; (b) life-skills approach – focus is on life-skills 
that people need to adapt as citizens in a society; (c) 
competency-based approach – focus is on learning 
outcomes and not the process of getting there; and (d) 
integrative approach –incorporates (a), (b), and (c) by 
integrating the knowledge, skills, attitudes, values and 
judgments within learning or practice contexts and 
applying these to each situation (appendix 2). 


a further literature search for articles related to 
competencies and competence within the general 
and interprofessional fields was conducted as part 
of the development of this national interprofessional 
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competency framework using search terms such as 
post-secondary, higher education, competence theory, 
competency-based education and collaborative learning. 


The search revealed that significant work has been 
done in the psychology of education field through 
two major proponents, roegiers 11 (2007) and Tardif 
12(2006). Peyser, Gerard and roegiers (2006) discuss the 
value of an integrative approach to competency-based 
education citing the importance of focusing teaching 
and learning on what they term the ‘resources’ needed 
by the learner to guide integration of knowledge, skills, 
and attitudes, all supported by individual values, to 
interact within a learning context and to apply these 
integrative components in given situations19. Tardif 
(2006) described characteristics key to the integration 
component of competencies: complexity (resulting 
from the dynamic organization of components); 
additive (application of knowledge, skills, attitudes, and 
values to formulate judgments); integrated (diversity of 
individual resources); developmental (capacity develops 
over the lifespan); and evolutionary (applied within a 
given context; each application of competencies creates 
new understandings)12. These authors help to identify 
the complexity of interprofessional education and 
practice by focusing on integration as a key feature and 
by describing elements of competencies that can be 
applied to the interprofessional context.


Several authors are strong advocates for a competency-
based approach to education (Cbe) valuing the 


application of learning to the workplace20,21. Some, 
however, describe limitations to competency-based 
education and its potentially negative effect on the 
broader perspectives of curriculum development 
and the process of learning122,23,2�. Proponents of Cbe 
argue that students in programs using this approach 
exhibit better reasoning and communication skills25 
while others such as Hyland26 (1993) suggest that 
using Cbe limits assessment to only the outcomes 
without addressing any learning processes. efforts 
were made in the united Kingdom to develop a 
common set of competencies allowing for trans-
occupational assessment of professional training. This 
approach however, failed to achieve the intended 
outcome because of a lack of attention to the 
process of knowledge development associated with 
the measurable outcomes27. In contrast, roegiers 
describes an understanding of the importance of 
observing competencies through the integration of 
learners/practitioner’s knowledge, skills, attitudes and 
judgments all influenced by values, which he terms 
resources, and which are then applied within differing 
contexts and individualized to each learning or practice 
situation11. 


The interprofessional education literature has 
noted the absence of interprofessional competency 
frameworks8,10,228 . barr suggested that a framework 
needs to consider three levels of competency: that 
which is common (shared between all or several 
professions); that which is complementary (where 
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uniqueness that distinguishes one profession from 
another can be assessed); and that which is collaborative 
(where sharing occurs across professionals and others)8. 
Still others have attempted to analyze professional 
core competencies in order to develop a single set 
of common competencies. This has proven to be 
unsuccessful due to alack of understanding about 
the shared competencies and the common language 
within health team member. Suter et al., and McNair 
suggested moving away from the use of competencies 
toward the use of capabilities 28,10. McNair defines 
capabilities as “the ability to adapt to change, generate 
knowledge and continuously improve performance” 10-


�59 and further suggests that this approach includes the 
principles of reflectiveness, lifelong learning, and timely 
performance feedback to enhance demonstration 
of capabilities. Suter et al. proposed a capability 
framework that included: ethical practice, knowledge 
in practice, interprofessional working, and reflection28. 
McNair incorporated several of the above areas under 
‘areas of capability’: values, ethics, knowledge, skills for 
the process of care, and application, which is adapted 
from the Stainsbury Centre for Mental Health initial 
work10. Given the varying approaches to developing 
IP competencies it is a challenge to ascertain what 
constitutes the ‘best’ framework. 


McPherson, Headrick and Moss suggested three criteria 
for assessing the “best” approach to interprofessional 
competencies. The framework needs to: (a) provide 
identification of clear aims leading to shared 


understanding of goals; (b) have clear processes 
that allow integration of the knowledge of others’ 
contributions, effective communication, conflict 
management, and matching roles and training to the 
task; and (c) offer flexible structures supporting the 
processes including skills, staff, and appropriate staffing 
mix, responsible and proactive leaderships, effective 
team meetings, and documentation that facilitates 
sharing of knowledge, access to required resources and 
rewards 9-iii�6. Peyser et al., provide still other criteria for a 
meaningful framework: (a) making sense of the learning 
process; (b) differentiating matters by relevance; 
(c) applying learning to practical situations; and (d) 
associating learned elements 19-2. McPherson et al., 
suggest that ‘the impact of IPe appears to be related to 
its duration’ – the longer the exposure the better; when 
work-based locations are used, experiences provide 
improved  behavioural or organizational/patient based 
outcomes but likely influenced by the learners stage of 
development 89ii�8. 


While using capabilities is an interesting approach, 
when assessing the meaning of capability, it may limit 
assessment to outcomes only and not the resources, 
knowledge, skills, and attitudes needed to arrive at the 
capability. The roegiers and Tardif approach provides 
a framework in which learners are able to develop 
competence in interprofessional collaboration through 
the integration of their own knowledge, skills, and 
experiential learning which have developed over time. 
Hence, the integrative approach to competencies has 
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been chosen to direct development of the National 
Interprofessional Competency Framework.


More than one Way


While different philosophical approaches to 
articulate competencies have created debate among 
interprofessional education scholars, this framework is 
based on a common approach to competencies that 
has the potential to inform education and practice 
across professions. Specifically this framework reflects 
Peyser, Gerard and roegier’s integrated approach to 
competencies (appendix 2). 


a competency framework describes the desired point 
on a continuum of learning. In order to describe the 
educational steps needed, the end point must be clear. 
a set of competency statements and descriptors that 
clearly describes what is expected of a collaborative 
practitioner (professional) provides direction on 
the continuum towards positive demonstration of 
collaborative practice. Learners’ and practitioners’ 
demonstration of competence is provided through 
placement of their interprofessional collaboration as 
points on the continuum. 


The understanding of what shapes practice allows 
curricula developers to build learning frameworks 
that support the competencies and guides learners/
practitioners with clarity in goals. The learning 


framework also integrates different levels of learning 
as learners/practitioners move from concrete to 
abstract activities and from one practice context to 
another. Peyser, Gerard and roegiers suggest that “….a 
competenc[y] can only exist in the presence of a specific 
situation, through the integration of different skills, 
themselves made up of knowledge and know-how”12-1,2. 
The integration of skills and knowledge using specific, 
and increasingly complex, situations as the anchors 
for application therefore leads to the competency 
statements described in the competency framework12.


Competencies do not measure the level of competence. 
They provide the foundation upon which assessment 
of ability can be built, but they do not describe the 
levels at which individuals are expected to perform. The 
differentiation between competence and competency 
is critical to a full understanding of the role of the 
competency framework and its application in the 
context of interprofessional education. The competency 
framework represents an integrated whole that relies 
on the interaction of each competency to achieve 
interprofessional collaboration. The capacity of learners 
or practitioners to demonstrate the integrated set 
of competencies and transfer their application into 
different contexts and into each situation is the measure 
of their ability to practice collaboratively. Hence, it is 
the outcome of the judgments made in each situation 
based on the ability to integrate knowledge, skills, 
attitudes, and values shaping judgments, that is the 
measure of competence.
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aPPeNDIX 2: 
SuMMary OF DIFFereNT aPPrOaCHeS TO THe De VeLOPMeNT OF 
COMPe TeNCIeS


Much has been written about competencies and competency-based education but four specific approaches to the 
development of competencies, as interpreted by roegiers (2007) provide a useful means of guiding choices for the 
identification of interprofessional competencies. 


Competency 
Approach


Features understanding 


Skills approach Grouping several specific objectives for practice


Determining the skills required to meet objectives


evaluation focuses on meeting of objectives


“Common core competencies provide a shared 
understanding of scope and requirements  of a 
specific role and mutual organization-wide standards 
of performance”


Life-skills 
approach


Development of people’s capacity to actively exercise their 
role as citizens to: protect the environment


safeguard their own health and that of others 


experiential learning is brought into professional 
education by the learner who further shapes skills in 
new situations based on previously developed skills


Competency-
based approach


 Learning focuses on outcomes and not process 


‘Knowledge to act’


action becomes the main driving force of any educational 
intervention


actions are a succession of individual learning elements


each learning element can be measured


“assessment of competence is independent of any 
learning process”


“… provides the knowledge to act” 


Integrative 
approach


Incorporates skills, life-skills and competency-based 
approaches through integrating knowledge, skills, 
attitudes, and values in making judgments in what to do 
based on differing context and complex situation-specific 
encounters 


Leading to integration of previous and new learning of 
knowledge, and skills and shaped by ethical values


Focus is on situations that learners encounter in 
which they are “invited to use the knowledge, 
knowledge-how and life-skills already acquired, not 
as ends in themselves, but as resources… to confront 
the complexity of …” the situation 


Figure 2: adapted from roegiers. (2007). Curricular reforms guide schools: but, where to? Curriculum change and 
competency-based approaches: a worldwide perspective. Prospects, 37(2), 155-186.).
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Introduction 


This document has been developed in order to provide a background for the development of the Collaborative Practice 


Model, and to define and bring clarity to the concepts incorporated into the graphic representation of this philosophy. 


This document begins by detailing the history of the work that developed the philosophy, and is followed by an 


explanation of the model. Each of the terms that appear within the graphic representation of the philosophy will be 


defined, with reference to the research literature from which they were derived.  


History 


The Collaborative Practice Model has been developed out of an identified need to enhance interprofessional 


collaboration at Providence Care. Adopting a collaborative practice model is an important endeavor as it has been 


demonstrated to be associated with more positive health care outcomes for clients/patients, better staff satisfaction, 


and reduced health care costs (Suter et al., 2012), as well as increased client/patient satisfaction (Poochikian-Sarkissian, 


Hunter, Tully, Lazar, Sabo & Cursio, 2008).  


Although it is recognized as an important goal to enhance collaborative practice at Providence Care, it was identified 


that any practice model developed would need to reflect the unique culture of the organization, as well as its mission, 


vision and values. In January 2015, a group of key stakeholders was established in order to develop this model.  A total 


of 11 stakeholders worked toward developing this model from February 2015-February 2016. The stakeholders were 


leaders and clinicians within Providence Care, many of whom have several years of employment tenure within the 


organization. The length of time that these stakeholders have worked within the organization provided them with keen 


knowledge of the cultural and procedural practices influencing clinical care at Providence Care. Extensive literature 


searches were undertaken, and ultimately the ‘Collaborative Practice Model’ was developed.  


The Philosophy 


The Collaborative Practice Model was developed after exploring a variety of constructs related to interprofessional team 


processes including interprofessional collaboration, collaborative practice, and multi-disciplinary practice. Collaborative 


Practice was chosen over Interprofessional Collaboration as a construct to guide the philosophy of interprofessional 


working at Providence Care as it acknowledges the important role of clients and their families as members of the health 


care team rather than passive recipients of services. Collaborative practice is defined by the WHO as: “the provision of 


comprehensive health and human services by multiple health workers and others who work together with 


patients/clients, their families, and extended caregivers to deliver quality care and services within and across settings” 


(Yan, Gilbert, Hoffman, Rodger & Ishikawa, 2008). As a collaborative practice philosophy includes the patient/client as a 


member of the health care team, it was believed that this construct would be most consistent with the Approach to Care 


(Providence Care, 2015) and the mission, vision, and values of Providence Care.  
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The Purpose of this document 


The Collaborative Practice Model, which accompanies this document, includes a variety of terms related to collaborative 


practice. The purpose of this document is to define and operationalize these terms to act as a guide to enhance and 


support collaborative practice at Providence Care. 


Collaborative Practice Model Terms 


Reciprocated Respect 


This concept has been intentionally placed at the heart of the Collaborative Practice Model. It was believed by the group 


that developed this philosophy that reciprocated respect, or the ability to both demonstrate and to expect respect from 


other team members is a foundational and necessary quality of interprofessional teams and healthy, satisfying 


relationships. The idea of reciprocated respect arose from discussions among the project team, but is also reflected in 


the research literature as a facilitator of interprofessional collaboration (Howarth et al., 2012). In order to cultivate 


reciprocated respect on an interprofessional team, it must be mutual, fostered, and practiced (Poochickian-Sarkissian et 


al., 2008). Respect should be mutual, meaning that respect should be held by team members for both one another’s 


roles and for each other as persons. In order to ensure that respect is reciprocal over time, it must be fostered, meaning 


that it should be encouraged by the team and leadership as well as nurtured among team members. By practiced, the 


authors suggest that reciprocated respect should be intentionally and regularly highlighted in team interactions.  


Shared Team Vision 


Having ‘team buy-in’ for a Collaborative Practice Model at Providence Care is essential to its success and 


usefulness on clinical teams (Poochikan-Sarkissian et al., 2008). If clinical teams do not share in the same 


philosophy of practice, this can make things challenging and perhaps confusing for both members of the 


interprofessional team, as well as clients/patients and their families. The WHO recognizes a need for promoting 


interprofessional education in health care organizations through a shared team vision as a way of promoting the 


adoption of a philosophy throughout an organization (WHO, 2013, 2010). When members of the health care team truly 


believe in a collaborative practice approach, it becomes an authentic part of their way of practicing with one another.  


Demonstrates Collaboration 


Health care teams that adopt a collaborative practice philosophy should be able to demonstrate a collaborative 


approach through their team processes and interactions with one another and clients/patients and their families. Team 


processes, such as team conferences and goal planning should involve all members of the team including physicians, 


staff, clients/patients/families, and these processes should facilitate collaboration (Hepp et al., 2014). From an outside 


observer’s perspective, it should be clear that the team is working collaboratively through its communication processes 


and the extent to which the voices of team members are included in decision-making activities.  
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Shared Influence & Responsibility 


Teams that have adopted a collaborative practice approach can collaborate because their influence in team decision 


making is shared. All team members should have an equal level of responsibility in order to reflect a collaborative 


approach, which assumes that all members of the health care team not only participate actively in decision-making, but 


also share the responsibility in decisions that are made (Hewitt et al., 2015). Collaborative teams need to attend to the 


dynamics of their team in order to ensure that influence is shared so that each team member has a voice that is heard 


during the process of serving clients/patients and their families.  


 


Collaborative Leadership 


The WHO identifies the need for administrative, institutional, and work culture support at a leadership level 


in order to adequately support a collaborative practice strategy within a health care organization (2013). Some identify 


this as ‘collaborative leadership’ (Bainbridge et al., 2010), referring to the need for the leaders within an organization to 


support, model, and foster interprofessional collaboration within a health care organization. Research identifies that a 


collaborative approach in front line health care provision is most likely to occur consistently when the leaders within a 


health care organization take on a collaborative approach and support it from within their role. A lack of collaborative 


leadership is viewed as a barrier to adopting collaborative practice (Hepp et al., 2014; Howarth, 2012).  


Among All Roles  


Collaborative leadership should be demonstrated among all roles;  senior leadership, managers,  front line staff and all 


health workers.  Although front line staff may not see themselves as carrying out leadership responsibilities in the same 


way as those in formal leadership roles, frontline staffs play an important part in the informal leadership of others on a 


daily basis. Examples of this include advocating for a client/patient at interprofessional conferences, and modelling a 


collaborative approach in team interactions.  


Model the Way 


Staff at Providence Care indicated in a research study that ‘modelling the way’ was achieved through leadership and 


mentoring opportunities in daily work. They indicated that when staff role-modelled collaboration, day-to-day working 


relationships were stronger, work environments were more positive and the quality of work was enhanced. Professional 


development of staff was enhanced by informal leaders ‘modelling the way.’ (Brander, Paterson & Chan, 2013). 


Mentorship 


The WHO identifies the need for leaders and champions of collaborative practice within health care organizations as a 


way of fostering this approach in client/patient care (2013). These mentors should have sufficient knowledge of the 


collaborative practice model in order to carry out their roles (Boon et al., 2014), highlighting the importance of enriching 


the training of these mentors to enhance consistency in their approach.  
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Team Maturity 


Team maturity is the end result of positive and effective teamwork over time. Health care teams that have 


been working together effectively for longer periods are known to better support collaborative practice (Howarth et al., 


2012). Team maturity can be promoted through stability in team membership (Poochikian-Sarkissian, 2008), and 


working in a built environment that enables collaboration (WHO, 2013). Environments that promote collaboration place 


members of an interprofessional team in the same space in order to facilitate regular and consistent interaction (Hewitt 


et al., 2015; Howarth, 2012). 


Positive Team Norms 


Teams that promote a norm of positive communication and interactions amongst one another create a safe space that 


enables members to participate openly in decision making (Hewitt et al., 2015; Bainbridge et al., 2010). Creating 


emotional safety in team interactions help to capitalize on the contributions of all members of the health care team, and 


create an affinity among team members that fosters team maturity over time.  


Teamwork/Relationship Building 


Good teamwork is known to promote collaborative practice (Hepp et al., 2014). This involves acknowledging the 


contributions of all team members regardless of profession. Communication should be open and efficient, and should be 


fostered and practiced as a way of supporting good working relationships among team members (Poochickian-Sarkissian 


et al., 2008). Being co-located (in the same unit or work-site) with other team members has been known to promote 


good team work and relationship building within interprofessional teams (Hewitt et al., 2015: Howarth, 2012).  


Respectful Professional Behaviour 


Respectful and professional interactions among team members can promote mature, effective, and positive team 


working. A lack of professional behaviour has been cited in previous research as a challenge to collaborative practice 


(Hepp et al., 2014). An appreciation of the need to demonstrate respect for the varying opinions of individuals and their 


professional perspectives can build mature and emotionally safe spaces where team members can contribute 


meaningfully to team decisions.  


Conflict as Opportunity 


All too often, conflict is viewed as a hurtful and unproductive exchange between people. Without 


respectful communication and open discussion, it can lead to hurtful statements and halt decision making 


in health care settings. There is a very positive side to conflict, however, in that it really represents the only way that 


things can change and new ideas can be incorporated into decision making. Without conflict, it is challenging for a team 


to learn and grow together, and to provide the best quality health care to its clients. The Collaborative Practice Model 


presents conflict positively, as something that should be expected in human interaction, and within health care teams. 


Team conflict and disharmony are described as barriers to collaborative practice in the literature (Gordon et al., 2014; 


Howarth, 2012). When conflict is properly addressed, it can be a very productive way to work through clinical problems, 


and build team cohesion.  
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Constructive Conversation 


Addressing conflict and coming to mutual agreement involves engaging in a constructive conversation with other team 


members. Conflict is impossible to overcome without addressing it, and this requires openness to engaging in 


constructive conversations. Without addressing unresolved conflict, it can exist under the surface of human interaction 


and affect behaviour negatively and unnecessarily. Unresolved conflict within health care teams is not conducive to 


healthy relationships among team members, employee health, and collaborative practice.  


Open to New Ways 


Being open to new perspectives and new ways of addressing clinical scenarios is demonstrative of healthy team 


functioning. A culture of openness to new ideas helps all professionals on the team to feel comfortable with sharing 


their ideas or new perspectives in a way that is emotionally safe. All too often in health care, teams become accustomed 


to performing patient/client care the way that they ‘always have.’ Becoming too comfortable with one way of doing 


things can place clients/patients at risk and undermine the efforts of all team members. 


Role Clarification 


Research identifies that not having a good understanding of the roles and contributions of other team 


members can be a challenge to adopting a collaborative approach and is therefore included in the 


National Competency Framework for Interprofessional Collaboration (Bainbridge, Nasmith, Orchard & Wood, 2010). For 


this reason, it is essential that roles are clearly defined. Role ‘blurring’ often creates conflict among health professionals, 


gives rise to health care errors, and is not conducive to collaboration as there is confusion over professional identity, and 


the responsibilities of specific professions (Sims et al., 2015; Gordon et al., 2014; Hepp et al., 2014). 


Flexibility 


It is important to ensure that professionals, clients, and their families have a good understanding of their roles and the 


roles of others on the health care team. At the same time, roles and responsibilities may change over time and from one 


health care organization to another. At times, there is overlap in competency from one professional to another, and it is 


important that health care professionals find ways to resolve these overlaps by being flexible in their thinking about the 


roles of other professions. Negotiating these roles and responsibilities will likely need to occur throughout the health 


care process, and flexibility will help professionals to collaboratively provide the best client care.  


Transparency 


One of the best ways to achieve trust among health professionals, clients/patients and their families is to be clear and 


open about the roles that are performed on health care teams, and the decisions that are arrived at through 


collaboration. Including the client/patient/family in team decision making, health care decisions are made more 


transparent to all. Being transparent about the roles and responsibilities of each member of the health care team can 


avoid confusion and promote trust.  
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