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ABSTRACT

Along with calls to train nurse practitioners to be full partners in healthcare and lead interprofessional collaborative practice teams,
there have been calls to enhance health professions education to develop transformative learning experiences, teach the ability
to critically observe patients and capture their narrative experience of health, and assist students to become more empathic and
communicate more clearly. In a Health Resources and Services Administration-funded advanced nursing education project that
included advanced practice nursing, dentistry, pharmacy and social work students, several humanities-based learning strategies
were infused into an interprofessional curriculum that was paired with interprofessional collaborative practice at an urban, primary
care clinic serving underserved patients with multiple chronic conditions. The current study analyzed qualitative data from focus
groups and reflective journal entries regarding student perceptions of their interprofessional collaborative practice experience in
the clinical setting following the humanities-based interprofessional curriculum. Four major themes were identified that relate to
the humanities-based curriculum. Student participants gained confidence in their abilities as health providers, improved their
methods of communication and focus with patients, learned how to negotiate ethical situations in support of patient-centeredness,
and grew as members of interprofessional collaborative practice teams. Thus, the inclusion of the humanities into nursing and
interprofessional education and practice can assist with strengthening presence, promoting moral imagination, and evoking a
reciprocity of caring that can lead to improved patient care and outcomes.
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1. INTRODUCTION

Problem-solving, moral reasoning, interpersonal communica-
tion, flexibility, leadership, and teamwork are highly valued
as essential skills for preparing individuals for employment in
contemporary work environments.[1, 2] Blaxell and Moore,[3]

proposed that curriculum design provide opportunities for

students to develop the necessary skills and attributes that
will be needed when they enter the workplace, and that cur-
ricular content include a variety of approaches in teaching
these important proficiencies. In particular, the need to de-
velop stronger interpersonal communication skills across the
health professions has been identified, as poor communica-
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tion between nurses and physicians is associated as a leading
cause of increased mortality, length of hospital stays, and
readmission rates.[4] According to Andrew,[5] nurses in par-
ticular find it difficult to express their contributions to the
practice environment and Andrew and colleagues proposed
that creating communities of practice,[6] may be one way
for nurses to construct professional identities and assist with
bridging the divide between their academic and professional
experiences. This is because interprofessional teams can pro-
mote a stronger sense of identity in each profession as they
allow for a specific environment for defining one’s place.[7]

Two Institute of Medicine reports[8, 9] reinforced the concept
of interprofessional collaborative communities, calling for
increased communication across the health professions, with
advanced practice nurses as pivotal in leading interprofes-
sional teams.[10]

The skills identified as important for employability in to-
day’s workplace environment also align with the fundamen-
tal attributes of the interprofessional education (IPE) core
competencies,[11] as each serves to enhance provider-patient
relationships, improve communication, help in reducing frag-
mentation, and improve quality and safety in the delivery of
healthcare services.[12, 13] According to Welch,[14] “patient-
centered care will call upon providers to not only understand
the patient from a physiological sense, but possess the ca-
pacity to function from a humanistic stance that allows for
interpretation and perception informed by ethical concern
(p.23).” As the level of scientific and technical knowledge
required to be an effective healthcare provider has increased
exponentially in the past several decades, the burden of ed-
ucation for health professions students (what they need to
know) has similarly increased. However, as always, health-
care providers need to find balance between the scientific and
human values in building meaningful relationships with their
patients[15] and peers. Therefore, preparing future nurses,
nurse practitioners, and other health professionals for em-
ployability as members of interprofessional clinical practice
teams (IPCP) will require developing an IPE curriculum that
looks beyond the health sciences.

Quintero[16] suggested that health and illness be viewed
as processes occurring across the healthcare continuum,
and that an integrative approach for addressing the socio-
humanism contained within these experiences can provide
health professions students with opportunities to train to-
gether and improve their communication skills. Additionally,
Frenk et al.[17] identified a need within health professions
education to establish transformative learning experiences
that are designed to “develop leadership attributes to pro-
duce enlightened change agents” (p. 1933), and that entail
a re-thinking about how the health professions are currently

taught. The delivery of quality healthcare is contingent upon
complex factors coupled with an astute awareness that the
provision of care necessitates both technical and interper-
sonal skills.[18] A humanities-informed interprofessional
curriculum goes beyond scientific, technical knowledge and
skills about health and illness, and includes content and ac-
tivities drawn from philosophy, communication, literature,
and the arts and allows for immersion into the human expe-
rience[19] through collaborative engagement.[20] Integrating
humanities-based curriculum into traditional health sciences
content can assist health professions students to fully com-
prehend the illness experience and its subsequent impact on
patients’ well-being, and may be an important strategy to
fully shift our current health care system to patient-centered
care.

Nursing practice and education have a long history of in-
cluding the humanities.[21] Humanities in nursing has been
viewed as a way of promoting nurse leaders,[22] fostering
creative and critical thinking, and helping nursing students
broaden their decision-making skills from a dualistic ap-
proach to a more holistic and inclusive perspective, while
improving communication and mutual respect within the
clinical setting.[23] As evidence-based practice and technical
knowledge become more prominent in the nursing curricu-
lum, some believe an increase in the humanities is needed,
as a scientific-only curriculum is inadequate in preparing
nurses for practice in the clinical setting and for delivering
patient-centered care.[24] Lazenby[25] reported that the shift
in nursing education to a predominantly evidence-based fo-
cus is in direct opposition to the very foundation of nursing
practice, which is about the lives of humans and the illness
experience. Like the other health professions, nursing has in-
creasingly become more specialized and categorized. Yu[26]

noted that nurses’ professional skills could be defined as
discreet competencies of technical proficiency that produce
verifiable results, but that do not speak to the human con-
dition. The humanities help promote the human condition
by requiring an ability to embrace unpredictability in expe-
riencing human suffering while fostering attentive listening,
communication, and mutual respect[27] that are also attributes
of interprofessional education and practice.

1.1 Context
This paper describes a project that expanded and enhanced
the advanced practice nursing curriculum to teach nurse
practitioner students to lead IPCP teams and improve frag-
mentation in healthcare delivery to persons with multiple
chronic conditions. The project developed and implemented
a humanities-based immersion course to prepare advanced
practice nursing, dentistry, pharmacy, and social work stu-
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dents to work as IPCP teams in an urban-based clinic. The
humanities-based curriculum focused on narrative practice,
reflective thinking, enhanced awareness, and communication
strategies to create person-centered healthcare.

1.2 Humanities in healthcare
Illness for humans is not just a physical phenomenon, but
an event imbued with meaning,[28] requiring health profes-
sionals to make care decisions based not only on immediate
circumstances, but an ability to extrapolate into the future.
The cornerstone of critical thinking is suspended judgment,
and the impetus behind moral imagination that allows an
individual to step ever so lightly away and to consider the
“what if” of a situation (p. 28).[29] Thus, fully understanding
illness and the meaning contained within an illness event,
requires an ability to fully comprehend a patient’s experience
through deep engagement with that individual’s story. Stories
define us as humans, and through our individual narratives
we come to know and appreciate the experiences of others. In
healthcare, this has particular relevance because in capturing
a patient’s narrative, the healthcare provider can access the
entire illness experience.[30]

The inclusion of humanities-based subjects in health educa-
tion provides multiple opportunities for health professions
students to not only question in a non-reductive manner, but
to critically and creatively identify solutions while stimulat-
ing their moral imagination from which altruism, empathy,
respect, and integrity emerge.[31] According to Fesmire,[32]

moral imagination is “the capacity to concretely perceive
what is before us in light of what could be” (p. 65); a way
of both seeing and feeling. The humanities in health educa-
tion provide both affective and cognitive domains;[33] affec-
tive, through acknowledging the role of emotions contained
in provider-patient encounters, and cognitive, by fostering
healthcare delivery as a practice involving an individual’s
intentionality, such as his/her experience of illness, along
with creative problem-solving.[34]

Humanities subjects in health professions education have
been identified as a method to improve patient-centered care,
receiving endorsement from national organizations such as
the American Association of Colleges of Nursing, the As-
sociation of American Medical Colleges, the Accreditation
Council on Graduate Medical Education, the National En-
dowment for the Humanities, and the Society for Health
and Human Values. Study of the humanities allows learn-
ers to wrestle with difficult moral dilemmas and develop
humanistic approaches for working with patients.[21, 35, 36]

In becoming more empathic to the needs of their patients,
communicating clearly about treatment options, and facilitat-
ing collaboration among other health professionals, health

providers can improve access to care.[37] Integrating these
important attributes into health professions education may
have particular application for helping to narrow the gap be-
tween provider-patient relationships and the de-humanization
caused by increased technology within healthcare.

Common among concerns about technology in healthcare is
provider reliance on advanced technologies as quick-fix so-
lutions and extensive documentation during patient visits.[38]

Increased record-keeping has added stress to an already com-
plicated healthcare environment, with nurses and physicians
reporting insufficient time to manage both their patients and
required clinical data.[39] Nurses have struggled with finding
balance between the provision of humane care and technol-
ogy in the clinical setting, often viewing their role as both a
bridge and mediator between two disparate forces.[40] Tech-
nology in the clinical setting, especially exhaustive electronic
documentation, has increasingly forced healthcare providers
to choose between meticulous notation and spending already
limited time engaging with their patients.

According to Weiner and Biondich,[39] patient-centeredness
in healthcare is contingent upon both the provider and the
patient being willing to work, listen to one another, and
negotiate a shared plan of care. In 2013, the Wall Street
Journal asked an expert panel of healthcare providers how
best to improve provider-patient communication, with the
result including increased eye contact, active listening, and
an ability to communicate clearly and concisely with patients.
Additionally, the experts cited a need to remove assumptions
and stereotypes in order to establish deep connections with
patients.[41] As healthcare continues to evolve, and patient
populations are increasingly more diverse racially and med-
ically, enhanced interpersonal communication, moral rea-
soning, and teamwork will be imperative in meeting patient
expectations and providing patient-centered care as IPCP
teams.

As humans, our well-being is tied to our empathic understand-
ing of others.[42] Therefore, when caring becomes absent, our
relationships with others suffer.[43] Humanities infused into
IPE curricula can help establish common ground across the
health professions while enhancing the delivery of care.[21]

For example, in nursing education, inclusion of the humani-
ties has helped to elucidate the interconnectedness between
technical application and clinical practice,[24, 44] and in medi-
cal education, to foster attributes of professionalism, cultural
sensitivity, ethical reasoning, and empathic care.[43] Accord-
ing to Schwartz et al.,[45] because the arts and humanities
share attributes associated with empathic care, study of these
subjects as part of health professions education can foster an
obligation of compassion.
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1.3 Curricular design and implementation
Through an advanced practice nursing education grant from
the Health Resources and Services Administration, an IPE
curriculum was developed utilizing methods grounded in
the humanities to teach advanced practice nursing, dentistry,
pharmacy and social work students the IPE core compe-
tencies and best practices for providing care to medically
underserved patients with multiple chronic conditions. The
project also included a practicum experience in which nurse
practitioner students were trained to lead IPCP teams of den-
tistry, pharmacy and social work students at an urban-based
primary care clinic.

An executive committee comprised of faculty representatives
from the four health professions schools developed criteria
for student participants. Then, within each health professions
school, faculty asked for students who would like to receive
interprofessional education and work on interprofessional
clinical practice teams in an urban clinic serving persons
with multiple chronic conditions. The scope of the curricu-
lum was not shared with the students during recruitment;
therefore, the project was not biased by a humanities interest
among the students selected to participate.

An eight-week IPE immersion course was offered in each
of five academic semesters. In designing the curriculum,
three competencies were identified as particularly essential
to working with the patient population: enhanced interper-
sonal communication, ethical decision-making informed by
values, and coordinated teamwork in the delivery of care. The
decision to develop the curriculum content from humanities-
based subjects was in response to the health professions being
at risk of becoming de-humanized and to increase access for
underserved patients. Inclusion of skill-building techniques,
such as thoughtful reflection and practicing interpersonal
communication, has been shown to increase confidence for
working as members of interprofessional teams[20, 46] and
may also help to eliminate perceived barriers between the
patient and provider.[44]

The IPE immersion course curriculum utilized four key
humanities-based approaches: reflective practice, a narra-
tive approach with active listening, enhanced communication
including mindfulness, and increased focus through employ-
ing visual art images to locate nuance (see Table 1). Each of
these content areas was developed to enhance relationship-
building between provider and patient, and among providers
as members of IPCP teams. Next we describe each approach
and how it was used with students.

1.3.1 Reflective practice
Enhancing students’ critical reflection skills is particularly
important in healthcare as it serves two separate functions:

comprehending the ways in which power can frame and skew
processes, and collaborating with others through question-
ing assumptions and routines.[47] Attributes associated with
critical reflection include emotional grounding and increased
trust. According to Ahlzén,[48] when an individual is person-
ally reflective, he/she may have a broader experience that not
only fosters a nuanced view of the world, but one that can
lead to moral maturity. During the semester, students were
asked to use reflective journals. Each week they responded
to a series of questions about their experiences with patients
and other providers on the clinical rotation in support of the
IPE core competencies (e.g., provide an example of how
communication with other professionals went well or was a
barrier [and if a barrier, what you did to help the situation];
provide an example of how you had to make a decision that
called into question your own belief about something, or in
which a colleague from another profession made a decision
that you did not readily agree with, and how you negotiated
the situation). This exercise allowed students to reflect on sit-
uations they encountered in the clinical setting and to openly
describe their unique responses.

Table 1. Components of a humanities-based IPE immersion
course

 

 

Humanities
-Based 
Approach 

Modality Purpose 

Reflective 
practice 

Journaling 

To reflect on curricular content and  
clinical practicum experiences in 
relation to interprofessional core 
competencies and develop 
interpersonal communication and 
moral reasoning skills 

Narrative 
approach 

Case studies and 
role plays, 
standardized 
patients  

To develop interpersonal 
communication skills by listening 
to a patient’s story and develop 
empathic understanding for making 
informed decisions and 
patient-centered care plans 

Mindfulness 
Individual and 
small group 
exercises 

To increase presence with patients 
and team members and develop 
tools for negotiating team conflicts, 
developing resilience, and caring 
for self in stressful situations 

Increased 
focus 

Analyzing visual 
art images 

To increase the ability to locate 
nuance, use silence to be 
reflective-in-action, and improve 
communication and team 
negotiation skills through 
thoughtful dialogue. 

 

1.3.2 Narrative approach

A narrative approach allows patients to tell their story dur-
ing the assessment process and the health provider to be
more fully present through active listening and thoughtful
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response.[24, 49] As a diagnostic tool, narrative becomes a
method of ethical reasoning as it provides a nuanced view
focused on the patient’s story about health/illness situations
that are context bound.[50] Patients are viewed as moral
agents who enact choices based on personal values. Thus,
attention to narrative is important for making care decisions
that are person-centered and support the values expressed by
the patient through his/her story of an illness event. During
the immersion course, students’ received education on spe-
cific tools for improving their verbal and non-verbal skills.
These included posture, eye contact, using silence to allow
for thoughtful reflection, and allowing the patient to tell
his/her story in order to capture the patient’s illness expe-
rience. Using case scenarios about patients with multiple
chronic conditions, students role played being the patient and
the provider, with a focus on the introduction and first ques-
tions about the patient’s presenting concern (“What brings
you in today?” not “I see that you’re here for ...”). Then, stu-
dents performed an assessment with a standardized patient
in which they used interpersonal communication techniques
and a narrative approach. Again, students practiced how they
engaged with patients, from entering the room, to allowing
the patient to explain why they had sought treatment or to
discuss their illness experience and using techniques to draw
out the patient’s story. After the standardized patient session,
students received feedback from the standardized patient ac-
tor, as well as from faculty and fellow students. This process
was designed to assist students to conduct patient assess-
ments and frame decisions when developing patient-centered
care plans.

1.3.3 Mindfulness

Caring patient-provider relationships require respect and
highly developed communication skills.[49] Mindfulness
helps focus attention and draws on each individual’s tacit
knowledge that is situated in observation and practiced in-
ductively.[51] A healthcare provider who exercises curiosity
about the way in which he/she delivers care can shift from
a place of expert judge to thoughtful observer. Allowing
oneself to be open in this way is what the philosopher Mar-
tin Buber referred to as being ‘face to face’ with another
through confirmation of his/her presence, rather than being
over and above.[52] Such deep engagement allows for mu-
tual dialogue and helps to shift the power differential that
is often present between provider and patient and can be
misused during a provider-patient encounter.[53] During the
immersion course, students learned about mindful practice
and engaged in mindful activities such as focusing their at-
tention on their breathing, and mindfully eating chocolate.
They also completed group exercises in which they reflected
on their experiences as both a patent and a provider, with

a focus on how they or the provider were ‘present’ or ‘not
present’ and the effect that had on their experience and their
care (provided or received). Students were taught to tap
into their own awareness, which can help them remove real
and perceived barriers, a primary goal of patient-centered
care.[54] By teaching students to recognize the asymmetry
that exists in provider-patient relationships[52] while being
mindful of social context and potential conflicts in values,[55]

students are better prepared to negotiate challenges that can
occur in the delivery of care.

1.3.4 Increased focus
The study of art images can improve focus and patient assess-
ment skills as the proficiencies necessary for locating mean-
ing in a work of art are similar to those used during patient
evaluation;[56–58] each is contingent upon finding meaning
and making informed judgments. Study and discussion of
visual art images also promote the curiosity that is essen-
tial in developing well-thought out questions[43] by enhanc-
ing listening skills and applying analysis when interacting
with patients and other health providers.[59–61] During the
immersion course, students used an art critical method of
analysis[62] that sequentially asks students to describe and
assess a work of art through a series of clearly defined steps.
Students were able to begin with basic descriptions of the
visual elements contained within the image and then build
upon each other’s value to make a first judgment. The final
phase of this method of critical inquiry relies on the inclu-
sion of contextually-grounded information about the artist’s
intent that allowed the students to make a more informed
judgment and to discern meaning. This process was meant to
enhance students’ relationships with their patients and health-
care team members by developing their ability to really focus
during provider-patient and provider-provider encounters.

IPE is designed to improve communication and teamwork in
the delivery of quality and safe patient care. The inclusion of
humanities-based subjects into an IPE curriculum can assist
IPCP teams to recognize power, remove barriers that are in-
trinsic to each of the health professions, identify shared and
differing values among team members,[63] and strengthen
provider-patient and provider-provider interactions through
increased presence.[64]

1.4 Study purpose
The larger grant project included an immersion course and
clinical practicum at an urban primary care clinic. The cur-
rent study explored students’ reactions to the humanities-
based IPE curriculum using qualitative data from end-of-
semester focus groups and reflective journal entries regarding
student perceptions of their IPCP experience in the clinical
setting focused on the IPE core competencies.
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2. METHODS
2.1 Participants
Over the three years of the project, 64 students participated in
the IPE immersion course and clinical practicum: 21 MSN
and/or DNP family nurse practitioner students, 16 gradu-
ate dental students, 17 graduate pharmacy students, and 10
master’s level social work students. Most students were fe-
male (78%, n = 50; male = 22%, n = 14), and ranged in
age from 22 to 62 years old (mean = 30, SD = 7.08). Few
students identified themselves as Hispanic (3%, n = 2). Most
identified themselves as white (81%, n = 52), with 8% (n =
5) Black/African American, 8% (n = 5) Asian, 2% (n = 1)
American Indian/Alaska Native, and 2% (n = 1) “more than
one race”.

2.2 Data collection and analysis
This study was approved by the University of Missouri-
Kansas City Institutional Review Board. A one-hour focus
group was held at the end of each of the five semesters of the
project. Students participating in the grant were recruited by
an email that asked them to participate in the focus group
and provide feedback about the project. The project evalu-
ator or evaluation coordinator conducted the focus groups;
faculty were not present. At the beginning of each focus
group, students were informed that participation in the focus
group was voluntary and anonymous; no participant names
or other identifying information were collected. Each focus
group included ten questions about highlights of the program,
roles and team development, and barriers and supports to
IPCP (e.g., How did the program promote team develop-
ment? Did anything hinder team development? What would
you consider to be the greatest asset that [other professions]
add to patient care? Give an example of how you used the
knowledge or skills related to interpersonal communication
with a patient). Focus groups were audio-recorded and then
transcribed. A total of 45 students across the disciplines
participated in the five focus groups (70% response rate).

For the reflective journal entries, at the beginning of each
semester, students were provided with a link to an anony-
mous online form, and were asked to respond to a series of
nine questions based on their experiences in the clinic during
the past week. The questions asked about the four IPEC
competencies as well as communication with patients and
with other providers (see section 1.3.1 Reflective Practice).
A total of 35 students across all four disciplines provided
reflective journal entries (54% response rate).

Directed content analysis was used to analyze the data.[65]

In a directed content analysis, results are viewed from an
underlying theory that is used to organize the data. For this
study, the focus group transcripts and reflective journals en-

tries were specifically analyzed for themes related to the out-
comes that humanities-based curriculum components have
been shown to affect (interpersonal communication, moral
reasoning, interprofessional teams). Using that framework,
the first author conducted the first round of coding, identi-
fying text that represented or reflected outcomes related to
the focus of the curriculum and developing initial coding
categories. Then, these results were reviewed by all three
authors to further categorize and code the identified text and
to reach consensus on the themes represented.

3. RESULTS
Four major themes were identified that relate to the
humanities-based curriculum. Student participants gained
confidence in their abilities as health providers, improved
their methods of communication and focus with patients,
learned how to negotiate ethical situations in support of
patient-centeredness, and grew as members of IPCP teams.
Table 2 illustrates the emergent themes.

Table 2. Student perceptions of interprofessional practice
following a humanities-based IPE curriculum and IPCP
clinical rotation

 

 

Themes 

Increased confidence as a healthcare provider  
Interpersonal communication 
Moral responsibility 
Teamwork 

 

3.1 Theme 1: Increased confidence as a provider
Students noted that they gained confidence in their ability to
work with patients through focusing on the patient’s story
and in building more meaningful relationships. Student com-
ments included:

“I felt confident in my ability to get background on a
patient and ask the right questions to help guide the diag-
nosis and therapy.”

“I felt more confident in the patient history taking and
head-to-toe assessment.”

“I saw a difference with the shaking of the hands and
saying ‘may I call you this?’ . . . sit down, eye level, all
that. . . and after doing all that you get a small confidence.
Just from that. Before the patient even starts talking.”

3.2 Theme 2: Interpersonal communication
Interpersonal communication to improve patientcenteredness
was an area of focus in the IPE curricular content, especially
focused attention, clarity in message delivery, attention to
non-verbal cues, and using reflection to engage more deeply
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with patients. Students commented on this during the focus
groups and in their journals.

“After asking a patient about his smoking he was imme-
diately defensive. I noticed his defensive words and body
language almost made me defensive as well. I can see
how easy it is for patients and providers to enter into
unfruitful arguments. I used reflection and turned the
conversation toward how smoking is related to the pa-
tient’s chest pain. I learned that I still underestimate how
very ready patients are to block any perceived attempt to
get them to stop smoking. I learned the value of being
patient instead of backing off too soon or immediately
trying to get the patient to see the negative effects. I saw
where a bit more evoking and double-sided reflection or
summary might have been more helpful in this situation.”

“Delivering the message in a way that is pertinent to the
patient as opposed to information that is important to
me.”

“Asking ‘unnecessary’ questions can lead to important
information.”

“It seems that the more down to earth and personable you
are with the patient the more receptive they are to your
teaching and recommendations.”

“Including the patient in the care plan, being more patient-
focused, finding out what their goals are and including
them in putting together their goals for treatment. How
they expect us to move through the treatment plan.”

“I used open ended questions and used silence to allow
the patient to tell me their story. This allowed for much
more information to be divulged.”

3.3 Theme 3: Moral responsibility
Several students commented on how being present with a
patient and being open to someone else’s values was put into
practice in the clinical setting as a result of participating in
the curriculum.

“I spoke up on behalf of the patient when I thought some-
thing was being misunderstood.”

“I did not agree with a medication therapy change with a
patient; however, I verbalized my concern and as a team
we acted professionally and put the patient’s health first.”

“I basically had to put aside my beliefs about premarital
sex when talking to a patient. . . for me to lecture on why
they should not have sex outside of marriage would not
have built rapport, but rather could have been divisive.”

“If my plan can’t be implemented because they can’t af-
ford it or if they can’t come back then my plan is just

worth the paper.”

“Something that I find to be the priority is not necessar-
ily the patient’s priority. So trying to reconcile as the
provider. . . the thing that I think is most important, the
patient might not be willing or ready to accept that, that
is a priority for their health.”

3.4 Theme 4: Teamwork
This project was somewhat unique in its inclusion of four
different graduate student groups, nurse practitioner, phar-
macy, dentistry, and social work. Students participated in the
immersion class together, and also saw clients together as
teams in the urban-serving clinic. Building team skills was a
theme in the focus groups and reflective journals.

“Communication with other providers allows for a more
concrete and safer plan for the patients.”

“Integrating the knowledge of all healthcare providers
into a cohesive plan.”

“Having open and comfortable dialogue helps with the
flow of ideas.”

“Definitely have checks and balance for all of us. . . . it
was nice, everybody’s got each other’s back.”

“I felt it was always beneficial to have interprofessional
teams and always creates a better knowledge base. I feel
that these teams provide the best care to patients as a
whole.”

“The program got us to be interconnected which pro-
moted team development. We saw how much we had to
rely on each other to provide care to the patient.”

4. DISCUSSION
This project sought to identify alternative strategies for teach-
ing nursing and other health professions students to work
more collaboratively, increase moral reasoning, and improve
relationship-building with their patients through reflective
practice and communication strategies. Several humanities-
based learning strategies were infused into an IPE curriculum
that was paired with IPCP at an urban, primary care clinic
serving underserved patients with multiple chronic condi-
tions. Results of student focus groups and journal reflections
as part of the project’s evaluation focused on four themes,
each of which has ties to the body of theory and research on
the effects of humanities-based curriculum in health profes-
sions training.
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4.1 Increased confidence as a provider
Previous studies have examined how providing students with
opportunities to practice reflection and interpersonal com-
munication, both verbal and nonverbal, can increase confi-
dence.[20, 46] This highlights the limits of the physical as-
sessment and the need for health professionals to feel con-
fident and competent in their history-taking skills. In the
current study, students reported increased confidence in their
ability to connect with patients and to understand their pa-
tients’ narratives regarding their health/illness, which can
lead to more accurate diagnosis and more effective treatment.
This supports similar findings from other studies. Cooper,
Spencer-Dawe, and Mclean[66] reported on an IPE interven-
tion program with health professions students, and found that
students had increased confidence in their professional identi-
ties and abilities to function as members of interprofessional
teams in a clinical setting. Also, in a study that addressed
the need for increased experience and gaps in health profes-
sions education, Dornan and Bundy[67] found that students’
noted a need to build confidence when working with pa-
tients. Finally, in a study examining nurses’ experiences as
providers, self-confidence was identified as one of the most
important personal factors that inform decision-making in
clinical practice.[68]

4.2 Interpersonal communication
Patients report three reasons why it is important to them that
healthcare providers listen: clinical assessment and diagno-
sis, empathy and healing, and promoting the provider/patient
relationship.[69] Communication problems or breakdowns be-
tween health professionals and patients can lead to diagnostic
and other medical errors.[70] According to Ross,[71] training
programs that involve actual patients and foster interpersonal
communication and relationship-building can be beneficial in
preparing students for clinical practice. Nurses in particular
can benefit from developing effective interpersonal commu-
nication because they often serve as the patient’s voice in
working with the vulnerable, and utilization of these skills
can also serve to support their own psychological and emo-
tional well-being.[72] Including humanities-based activities
in health professions curricula can heighten students’ ability
to talk to and with patients, rather than talking at patients.[73]

Our students reported learning how to communicate with pa-
tients using more focused attention, reflecting back patients’
speech, and providing clearer messaging regarding health
status and possible treatment.

4.3 Moral responsibility
As healthcare and the treatment of health problems becomes
increasingly complex and costly, patients are confronted with
increasingly difficult decisions about what care and treat-

ment they accept and use, and health professionals may be
at odds with one another about the best course of treatment
based on their expertise. For example, patients with multiple
chronic conditions often have to choose which medications
or treatment regimens they can afford. Such decisions may
seem indecipherable or irresponsible to health professionals,
and may lead to negative or discriminatory beliefs about pa-
tients. Part of the IPEC[11] competency of values/ethics is
for healthcare providers to value and respect differences in
patients as well as in other healthcare professionals. This
includes adopting a definition of respect that goes beyond
admiration for a particular individual to one that considers all
persons in the clinical environment as being worthwhile of
one’s attention.[74] Such openness can lead to moral courage
and a willingness to explore alternative solutions, whether
advocating on behalf of a patient, or negotiating conflicts
among the clinical team.[75] Humanities-based activities can
assist students in their ethical reasoning and ability to provide
patient-centered care where the patient’s story and circum-
stances are considered in their care.[43, 50] Students in this
project reported a number of examples in which they demon-
strated moral responsibility, openness to other values, and
ethical reasoning that preserved respect for patients and other
health professionals.

4.4 Teamwork
Although the ideal of interprofessional team care has not
caught up with actual practice in many areas, healthcare
reform continues to move toward groups of healthcare
providers serving patients in a holistic way that better meets
their needs and improves care for the population (e.g., patient-
centered health homes, accountable care organizations).
Nurses and other healthcare professionals must have sig-
nificant education and experience in working on teams.[1, 12]

In a study on interdisciplinary teamwork, Nancarrow et al.[76]

identified a number of attributes that can lead to effective
team function including, communication, skill mix of individ-
ual members, supportive work environment, and respect and
understanding of each individuals’ role and contributions to
the team. Nurses are essential to the delivery of team-based
care and health professions programs must find meaning-
ful opportunities to build interprofessional care teams that
include novel models in teaching IPE in preparing nurses
and other health professionals to transition from training to
professional practice.[77] Health professions students who
participate in humanities-based activities report they learn
from other students and professionals and appreciate their
perspectives, as well as learning about group process and col-
laboration.[50, 59, 78] In this study, students reported increased
ability to work as members of IPCP teams in which the ex-
pertise of all healthcare providers is respected. They gained
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knowledge about each other’s professions, roles, and scope
of practice, which can assist them in informally developing
relationships and connections in clinical practice even where
formal teams are not being used.

4.5 Limitations
The focus of this study was to examine student perceptions
of interprofessional practice following the humanities-based
IPE education curriculum and IPCP rotation. A limitation of
the study is that we are not able to state that the humanities-
based IPE curriculum caused the student perceptions. The
directed content analysis strategy aimed to highlight themes
related to the humanities-based curriculum components, with
the understanding that the IPE environment and clinical rota-
tion may also have affected the findings. However, the wider
literature on humanities-based curricula has shown similar
changes in health professions education students. Despite the
lack of a comparison group, students were not told about the
humanistic-based curriculum until they had been chosen for
the project, so self-selection bias should not have occurred.

5. RECOMMENDATIONS
This project brought together advanced practice nursing and
other health professions education, IPE, and a humanities-
based curriculum. The Institute of Medicine’s Future of
Nursing[12] report includes a number of key messages tar-
geted in this project: having nurses practice to their full scope,
increasing levels of and quality of nursing education, and
needing nurses to be full partners in healthcare and among
healthcare professionals. More broadly, there have been a
number of recent calls to enhance health professions edu-
cation to focus more on developing transformative learning
experiences,[17] teaching the ability to critically observe pa-

tients and capture their narrative experience of health,[65, 79]

and assisting students to become more empathic and commu-
nicate more clearly.[37, 80] Studies have shown that including
humanities-based educational components in health profes-
sions curriculum leads to those outcomes,[24, 43, 44] which may
in turn lead to better patient outcomes and safety. Moreover,
the IPE core competency domains of interpersonal commu-
nication, values/ethics, and teams/teamwork[11] particularly
can be targeted using humanities based activities.[81]

The results of this study captured enhanced student skills and
confidence following the humanities-informed IPE training
and clinical practicum. IPE will continue to be a method
for improving fragmentation in healthcare and for increas-
ing patient safety and care through enhanced provider fo-
cus, communication and teamwork. Thus, the inclusion of
the humanities into IPE education and practice can assist
with strengthening presence, promoting moral imagination,
and evoking a reciprocity of caring. We recommend that
humanities-based education strategies be infused into nurs-
ing and other health professions education, especially IPE-
focused curriculum. Moreover, although there is a large
literature on the effects of humanities-based strategies, future
research should focus on the intersection of those humanities-
based strategies with IPE, and push evaluation to examine
patient outcomes.
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