
Original Research

Development and Testing of a Scale to Assess
Interprofessional Education (IPE) Facilitation Skills

JOAN SARGEANT, PHD; TANYA HILL, MSC; LYNN BREAU, PHD

Introduction: Interprofessional education (IPE) is interactive and constructivist in nature and requires specific
facilitation skills to engage participants in a unique body of content, interpersonal interaction, and learning from
each other. This article describes the development and testing of a scale, the Interprofessional Facilitation Scale
(IPFS), to assess educators’ skills in facilitating IPE.

Methods: Following participation in an Interprofessional Facilitator Development Program, facilitators provided
interprofessional workshops for health professionals caring for patients with cancer. Workshop participants (311
community health professionals) assessed IPE facilitation skills with the use of the IPFS.

Results: Psychometric testing of the scale demonstrated high reliability and strong construct and content validity.
Factor analysis produced a 2-factor solution that explained 62.1% of the scale variance. The factors “Encouraging
IP interaction” and “Contextualizing IPE” were psychometrically rigorous and supported by the literature as being
critical to facilitating successful IPE.

Discussion: The IPFS can be used in facilitator development as a concise guide to IPE facilitation skills and for
assessment and further enhancement of IP facilitation competencies. Further study is required to assess the scale
in diverse settings, with preservice learners, and over the longer term.

Key Words: interprofessional education, faculty development, interprofessional facilitation skills, scale construc-
tion, psychometrics, competency assessment

Introduction

Interprofessional education ~IPE! is interactive learning and
occurs when “individuals from two or more health pro-
fessions learn with, from and about each other to improve
collaboration and the quality of care.” 1 Although health
professionals often learn with each other in structured ac-
tivities such as clinical education rounds, IPE emphasizes
learning from each other as members of different profes-
sions and about each other’s roles and responsibilities
with the goal of enhancing collaborative practice and pa-
tient care.2 The focus on interaction and shared learning

necessitates the use of specific skills in the facilitation of
IPE.3,4

The process of learning from each other requires atten-
tion to the interpersonal process and how learners interact to
accomplish their goals.5 Conceptually, IPE is constructivist
in nature.6 Learning occurs through interactions with each
other and learners construct and “make their own mean-
ing.” 7 For many educators, shifting from the more didactic
teacher role to the more interactive facilitator of learning
role requires effort and skill acquisition.8 Particular skills
for IPE facilitation include creating supportive learning en-
vironments, explicitly valuing IPE, showing appreciation for
the roles of diverse health professionals, and promoting team
formation and conflict resolution.5,9–14 Faculty development
can foster these skills.15

Several theoretical perspectives inform the facilitation of
IPE in continuing education.16 Two particularly helpful ones
are social learning theory, specifically as represented through
communities of practice,17 and social identity and profes-
sionalism theories.18,19 Communities of practice are groups
of individuals who share expertise and passion for a joint
goal; for example, an interprofessional team caring for pa-
tients with specific health needs. As they work together, they
create experiential knowledge and learn together; learning is
not separate from work.17 Understanding how communities
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of practice work and learn together contributes to the con-
tent and process of IPE and its facilitation in continuing
education.

Social identity and professionalism theories inform the
sensitivities and challenges that occur when individuals from
diverse professions are expected to collaborate and learn
from each other. Social identity arises from a sense of be-
longing to a particular group.18 Professions are highly
socialized groups with strong structures, social identities, and
values.19 Asking individuals to work interprofessionally can
evoke a fear of losing one’s professional identity. This fear
and competing professional values can impede participation
in IPE and collaborative practice, and leads to a need for
skilled facilitation that enables learners to appreciate and
respect others’ professional identities and communicate
effectively.

Through a Health Canada initiative, Interprofessional Ed-
ucation for Collaborative Patient-Centred Practice, the “Part-
ners for Interprofessional Cancer Education” ~PICE! project,
led by Cancer Care Nova Scotia, implemented an extensive
continuing education program in interprofessional cancer care
education. The program built on a series of workshops for
community health professionals ~eg, chemotherapy, pain man-
agement! to enhance their interprofessional content and
focus.20 Facilitators prepared for the IPE sessions by par-
ticipating in an interprofessional Facilitator Development Pro-
gram based on identified competencies for IP facilitation.21

A review of the literature revealed the absence of a scale to
assess IPE facilitation skills. To evaluate facilitation skills
and competencies, we developed the Interprofessional Fa-
cilitation Scale ~IPFS!. This article describes the develop-
ment and psychometric testing of the IPFS.

Methods

We developed and validated the scale in 3 phases ~see EX-
HIBIT 1!: ~1! development of the Interprofessional Facili-
tation Scale ~IPFS!; ~2! participation in the Interprofessional
Facilitator Development Program, provision of workshops,
and IPFS administration; and ~3! psychometric testing of the
IPFS. The study was approved by the Dalhousie University
Research Ethics Board.

Phase 1: Development of IPFS (EXHIBIT 2)

Interprofessional ~IP! facilitation competencies had been iden-
tified and validated through an extensive process, including
literature search and validity and feasibility testing through
expert and health practitioner assessment.21 The first over-
arching IP facilitation competency theme was “interprofes-
sional facilitation,” wherein “the facilitator supports the
interaction between two or more health professionals to im-
prove collaboration . . . for patient care.” 21 This theme in-
cluded 7 competencies ~eg, “Demonstrates positive role
modeling,” “Demonstrates confidence and flexibility in using
professional differences creatively within groups,” “Pos-

sesses an understanding of interactive learning methods and
exhibits confidence in their application”!. The second theme
was “Collaborative patient-centered practice,” defined as “the
facilitator role models and develops others’ ability to con-
structively explore their differences and search for solutions
to synergistically achieve patient and family centered goals.”
This theme included 9 competencies ~eg, “Tolerates differ-
ences of and misunderstandings between other health pro-
fessions,” “Works with other health professionals to resolve
conflict,” “Describes one’s roles and responsibilities and scope
of practice clearly to other professionals0patients”!. For a
complete discussion of the identification of IP facilitation
competencies, please see Banfield and Lackie ~2009!.21

Using these competencies, we compiled an initial scale
of 27 facilitator activities that were observable and would
most effectively promote interprofessional learning in a work-
shop setting. Local and national IPE experts reviewed the
items for content validity, clarity, and feasibility. Redundant
and general facilitation items were removed to generate a
final scale of 18 items.

Phase 2: Facilitator Development, Provision of
Workshops, IPFS Administration (EXHIBIT 3)

Health professionals skilled in cancer care volunteered as
workshop facilitators. A total of 34 volunteer facilitators,
including nurses, physicians, radiation oncologists, radia-
tion therapists, social workers, pharmacists, psychiatrists,
health policy analysts, and First Nations patient interpret-
ers, participated in a 5-day, interactive, competency-based
interprofessional Facilitator Development Program. Not all
interprofessional facilitators were able to participate in the
Interprofessional Facilitator Development Program, be-
cause of facilitator and project constraints. Accordingly,
workshops were provided by teams of 2–4 facilitators in
which 50% or more of the facilitators had participated in
the facilitator development program. Facilitators not par-
ticipating in the development program received instruc-

EXHIBIT 1. Three Phases of IPFS Development and Testing

Phase 1. Identify competencies, develop IPFS items
Phase 2. Facilitator development, provision of workshops, IPFS

administration
Phase 3. Psychometric analysis

EXHIBIT 2. Phase 1: Development of the IPFS

Identify IP facilitation competencies using literature search, content expert,
and HP input21

Content experts review items

Revise to 18-item IPFS
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tional materials in facilitating IPE and mentoring from the
Cancer Care Nova Scotia education coordinators.

From September 2007 to March 2008, participants in 24
community IPE workshops used the IPFS to assess the in-
terprofessional facilitation skills of their facilitator teams.
Participants rated facilitators’ skill with the use of a 4-point
Likert scale, where 1 � poor, 2 � fair, 3 � good, and 4 �
excellent. Of note, we found no statistically significant dif-
ference between participant mean IPFS scores for com-
pletely trained versus partially trained facilitator teams,
supporting the inclusion of participants’ IPFS data from work-
shops facilitated by partially trained facilitator teams in our
psychometric testing of the scale.

To assess content validity of scale items further, we pre-
pared an independent educator experienced in IPE facilita-
tion to observe the workshops, use the IPFS to rate the
facilitator teams, and provide commentary on item useful-
ness and completeness. We pilot tested the IPFS in 2 work-
shops. The observer and 2 researchers experienced in IPE
attended the workshops, used the IPFS to independently rate
the facilitator team and record observations pertinent to each
item, and then discussed ratings and observations. We found
agreement in scores assigned and item interpretation.

Phase 3: Psychometric Testing (EXHIBIT 4)

We conducted an exploratory factor analysis and assess-
ments of reliability and validity of the IPFS.22 We chose
exploratory factor analysis and not confirmatory factor analy-
sis because this is the first study to test the psychometric
properties of an interprofessional facilitation scale. To eval-
uate the structure of the scale and construct validity, a
maximum-likelihood factor analysis with direct oblimin ro-
tation was conducted on participant IPFS scores. Although
oblimin rotation is not the standard rotation method, we feel

that oblimin ~ie, oblique! rotation presents a more accurate
reflection of reality ~ie, IP facilitation! by allowing factors
to be correlated. This may facilitate the interpretation of the
factor structure. Note, statistical criteria were selected a pri-
ori. Eigenvalues � 1.0 were used to select factors and factor
loadings � .40 were used to interpret factors. Reliability of
the scale and the factors was assessed with Cronbach’s al-
pha and corrected item–total correlations were used to as-
sess the contribution of each item. To establish scale validity
further, IPE facilitators individually rated scale items for
understandability and relevance, and the trained indepen-
dent observer attended 12 workshops.

Results

Phase 3: Psychometric Testing

The IPFS was completed by 311 ~71%! of 437 workshop
participants. Participants represented over 15 different pro-
fessions, the largest proportion being nurses ~58%!, phar-
macists ~18%!, and physicians ~13%!.

Missing data analysis and data cleaning. Participant re-
sponse rates for each item were high ~RR � 94–100%!,
except for 3 items ~items 16, 17, 18; TABLE 1! regarding
facilitators’ skill in managing conflict among health profes-
sionals ~RR � 66–74%!. In qualitative feedback, the ob-
server also reported the absence of 1 or more of these items
in all workshops attended ~n � 12! and commented that the
opportunity to use and assess conflict management skills
arose infrequently in the workshops. Hence, these items were
removed from subsequent analyses.

Psychometric testing. Overall mean item scores ~see
TABLE 1! indicated that participants’ evaluation of educa-
tors’ interprofessional facilitation skills was high.

The interitem correlations for the overall scale were good,
ranging from .23 to .67 and the item–total correlations ranged
from .56 to .75, indicating all items were relevant and none
appeared redundant. The reliability analysis did not indicate
the need to omit any items from the scale. The Kaiser–
Meyer–Olkin statistic for the scale was excellent ~KMO �
.94! which supported the use of factor analysis to reduce
scale items into factors.

The factor analysis produced a 2-factor solution that ex-
plained 62.1% of the scale variance. Item communalities
~.51–.60! indicated item variances were well accounted for
by the two factors. All items had factor loadings � .40 and
no items had factor loadings � .40 on both factors.

Reliability. The internal consistency of the 15-item scale was
excellent ~Cronbach’s alpha � .94!. Internal consistency val-
ues for each factor were also excellent ~see TABLE 1!.

Validity. We recomputed interitem and item–total correla-
tions for the factors to establish construct validity and found
further support for the scale structure. For Factor 1, inter-

EXHIBIT 3. Phase 2: Facilitator Development, Provision of Workshops,
IPFS Administration

Thirty-four HPs complete a 5-day IPE facilitator development workshop

Trained IPE facilitators provide 24 workshops to 437 HP learners

Three hundred eleven learners assessed IPE facilitators using the IPFS

Trained observer attends 12 workshops to validate IPFS items

EXHIBIT 4. Phase 3: Psychometric Testing

Data cleaning ~eg, missing data analysis!

Compute item correlations, scale reliability

Conduct factor analysis

Identify factors and interpret meaning

Determine scale reliability and validity
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item correlations ranged from .42 to .64 and item–total cor-
relations ranged from .58 to .74. For Factor 2, interitem
correlations ranged from .47 to .66 and item–total correla-
tions ranged from .58 to .74. In addition, facilitators ~n �
25! confirmed the content validity of the 15-item IPFS as
96% ~23025! facilitators agreed that all items were “under-
standable” and “relevant.” Note, 1 facilitator did not feel
that item 7, “Invited other professions to comment and share

their experiences0perspectives as questions or comments were
made in the large group,” was relevant to his or her work-
shop. Another facilitator did not feel that item 11, “Asked
participants to share their professional opinions, perspec-
tives, and values relative to patient care and collaborative
practice,” was relevant in his or her workshop. However,
other facilitators from the same workshops felt that these
items were relevant, and workshop participants’ response

TABLE 1. IPFS Rotated Factor Loadings, Mean Scores, and Standard Deviations ~SDs! ~a � .94! ~N � 289!

Factor

Item
Encourage

IP Interaction
Contextualize

IPE Mean ~SD!

1. Described why interprofessional education is important. �.67 3.55 ~.52!

2. Explained how interprofessional collaboration can enhance patient-centered practice. �.93 3.56 ~.52!

3. Role-modeled positive interactions with other health professionals and how professionals can
work together, for example, by working collaboratively with the cofacilitator.

�.43 3.57 ~.55!

4. Created a learning environment in which the principles of interprofessional education were
demonstrated or clearly explained ~eg, did not focus on 1 provider group; acknowledged all
professionals’ contributions; acknowledged, respected, celebrated diversity in group!.

.63 3.60 ~.53!

5. Openly encouraged participants to learn from other health providers’ views, opinions, and
experiences ~eg, asked questions that generated free exchange of ideas, openness, and sharing
among all professions!.

.70 3.59 ~.57!

6. Used learning and facilitation methods that encouraged participants from different professions
to learn with, from, and about each other ~eg, icebreaker games, case studies, group
discussions!.

.74 3.54 ~.58!

7. Invited other professions to comment and share their experiences0perspectives as questions or
comments were made in the large group.

.79 3.53 ~.60!

8. Used appropriate facilitator skills to keep discussion topics on track. .63 3.54 ~.53!

9. Acknowledged and respected others’ experiences and perceptions. .65 3.65 ~.50!

10. Encouraged members of all professions to contribute to decisions and seek opinions from
others in the group during case or patient discussions and decision-making activities.

.69 3.58 ~.53!

11. Asked participants to share their professional opinions, perspectives, and values relative to
patient care and collaborative practice.

.83 3.53 ~.57!

12. Identified professional differences in a positive manner as participants offered their
professional experiences and perceptions.

.78 3.55 ~.53!

13. Asked health professionals to indicate their profession and discuss each other’s roles and
responsibilities in the delivery of patient care.

.79 3.50 ~.59!

14. Listened to and acknowledged participants’ ideas without judgment or criticism. .73 3.69 ~.47!

15. Asked questions to encourage participants to consider how they might use each others’
professional skills, knowledge, and experiences.

.68 3.52 ~.57!

16. Helped participants work through differences in a spirit of openness and collaboration when
differing opinions arose ~eg, led the discussion and ensured that all participants had an
opportunity to express their views openly!.a

— — 3.52 ~.56!

17. Used effective communication skills to clarify and resolve misunderstanding and conflict, if
applicable.a

— — 3.63 ~.52!

18. Discussed issues related to hidden power structures, hierarchies, and stereotypes that may
exist among different health professionals.a

— — 3.37 ~.74!

Eigenvalue 7.52 4.53

Percent variance explained 54.3% 7.8%

Cronbach’s alpha .94 .80

aScale: 1 � poor, 2 � fair, 3 � good, 4 � excellent. Items 16–18 were removed from the analysis because of high rates of nonresponse.
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rates on these items also supported the inclusion of these
items. Observer workshop ratings ~n � 12! and comments
confirmed that the IPE facilitation skills as presented in the
15-item IPFS were observable.

Description of Factors

Factor 1, labeled “Encourage IP Interaction,” accounted for
54.3% of the variance. Nine of the 12 items addressed spe-
cific activities to encourage interaction among participants;
3 items represented skill in creating an environment ame-
nable to workshop participants’ interacting. The item with
the highest factor loading was “asked participants to share
their professional opinions, perspectives and values relative
to patient care and collaborative practice,” which had a load-
ing of 0.83.

Factor 2, labeled “Contextualize IPE,” accounted for an
additional 7.8% of the variance. These 3 items addressed
positioning IPE for learners; that is, ability to explain its
benefits and demonstrate positive aspects. The item with the
highest factor loading on this subscale was “explained how
interprofessional collaboration can enhance patient-centered
practice,” which had a loading of 0.93.

Discussion and Conclusions

This paper described the development and testing of the In-
terprofessional Facilitation Scale in continuing education
workshop settings. The IPFS was developed from a vali-
dated framework of competencies for interprofessional fa-
cilitation.21 The scale demonstrated high internal consistency
and 2 factors were identified, explaining 62% of the scale
variance. The first factor, “Encouraging interprofessional in-
teraction,” confirms the centrality of interaction to success-
ful IPE.12–14 Fostering interaction among learners of different
professions is essential for them to learn about their respec-
tive roles, experiences, responsibilities, and equally impor-
tant, their opinions and values.2– 4,7,16,17 Essential to a
willingness to learn from each other is the creation of a learn-
ing environment characterized by mutual respect and ac-
knowledgment of the contributions of all.23,24 Items depicting
these facilitator activities comprise the first factor.

Factor 2, “Contextualizing IPE,” was itself unexpected
as a distinct factor. In reflecting upon its emergence, it may
be indicative of the CME and professional context within
which IPE is being implemented; that is, of IPE being per-
ceived as an innovation in a relatively early stage of devel-
opment toward becoming an established field. As for any
innovation, sharing with participants its relevance and im-
portance is a recognized strategy for developing engage-
ment and acceptance. As the field matures, the need for
“contextualizing IPE” may decrease, and further testing of
IP facilitation competencies and related scales will be re-
quired to determine if this is the case.

Seen through the lens of social learning theory, these fac-
tors and the activities included within each enhance under-

standing of conditions that promote interprofessional ~ie,
social! learning from one another. From the perspective
of social identity theory, they help us to understand ap-
proaches that may allay concerns regarding fear of loss of
one’s professional identity. Both are goals of IPE and spe-
cific facilitation skills and creating an environment of trust
appear central to success.

Of interest, the 3 items on the original 18-item scale
addressing the resolution of differing opinions, conflict, and
hidden power structures received low rates of response from
workshop participants. The observer comments were used
to confirm this finding. From the literature, resolving dif-
ferences and conflict resolution are recommended topics
for inclusion in IPE curricula, as lack of understanding
about the roles of others can lead to difficulty in resolv-
ing differences.23–25 The fact that these were relatively short
workshops ~ie, 3 h! may have minimized the expression
of strong differences among participants. We recommend
testing these items in other settings and with groups that
are learning together over a longer period of time.

Although construct validity of the scale and its 2 factors
was confirmed through factor analysis, we confirmed con-
tent validity, clarity, and feasibility in several ways. The scale
was developed from validated IP facilitation competen-
cies and subsequently revised by IPE experts. Participant
scores and feedback from IPE facilitators and the trained
observer confirmed the relevance and practicality of the scale.

Limitations of this study include limiting testing to a
population of health professionals caring for patients with
cancer, and health professions not equally represented by
workshop participants. Study with more balanced groups
of health professionals will further inform the character-
istics of the scale. Further validation testing ~ie, concur-
rent validity! will also strengthen it. Additionally, it should
be recognized that any scale ratings may be based on a
range of impressions other than those contained in the scale.
Testing of the IPFS revealed that the factor structure ac-
counted for 62% of the variance. Therefore, 38% of scale
variance remains unexplained.

We believe that the validation of the IPFS can contribute
to the field of IPE through both practice and research. Prac-
tically, the IPFS is useful in the development of IPE facil-
itators for continuing education. It is a concise summary of
skills required for IPE facilitation and sharing it with facil-
itators can inform their self-development as IPE facilitators.
Workshop participants can evaluate educators’ IPE facilita-
tion skills with the use of the IPFS, and these results can be
shared confidentially with facilitators to inform their strengths
and potential areas for development further. Facilitators could
use the scale as a self-assessment measure to assess their
own IPE facilitation skills, and if they wished, compare
their own ratings with those of participants. Activities such
as these could be incorporated into IPE facilitator develop-
ment programs, in a safe and confidential manner, to stim-
ulate self-development and group discussion about developing
skills as a facilitator.
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For IPE research, further testing of the scale with health
professionals in diverse fields of patient care will better in-
form its use. Testing with facilitators of IPE in clinical set-
tings and in programs extending over longer time periods is
also warranted. Might different factors emerge, or might dif-
ferent items be of less importance? Through such initiatives
the more general usefulness of the IPFS will be determined.
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Lessons for Practice

• Interprofessional education requires edu-
cators having specific facilitation skills.

• The Interprofessional Facilitation Scale is a
reliable and valid tool to assess IPE facili-
tation skills.

• Encouraging interprofessional interaction
and describing the benefits of IPE are key
components of effective IPE facilitation.

• The Interprofessional Facilitation Scale
might prove helpful in faculty development
and in self-assessment and self-directed
learning preparation.
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