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Abstract

Aim: To evaluate person-centred home visits as an interprofessional learning (IPL) activity for
undergraduate students during clinical placements in primary healthcare. Background:
Interprofessional collaboration is known to improve patient safety, increase job satisfaction,
and reduce stress among healthcare professionals. Students should already during their basic
training experience interprofessional collaboration.Methods: Students from six different educa-
tional programmes and supervisors and adjunct clinical lecturers from different professions
participated in the learning activity. The students read a description of the patient history before
the visit together with a supervisor. During the home visit, the students were responsible for
history-taking and for performing relevant examinations. Afterwards, the students made a joint
care plan for the patient. Students, supervisors, and adjunct clinical lecturers discussed the out-
comes in a seminar and reflected on each other’s professional roles. The students and the
patients answered a questionnaire about the activity, and the supervisors and the adjunct clini-
cal lecturers were interviewed in focus groups. Findings: Thirty interprofessional home visits
were conducted, involving 109 students from six different healthcare professions. The students
reported that they had gained insights into how different professions could collaborate and an
increased understanding of teamwork. All patients were satisfied with the visits and felt that they
had been listened to. The interview analysis showed one overarching theme: ‘Interprofessional
home visits in primary healthcare were an appreciated and effective pedagogical learning activity
with a sustainability dependent on organisational factors’. Conclusions: The students felt that par-
ticipation in the activity increased their understanding of collaboration and of other professions’
skills. The supervisors found the home visits to be an appreciated and effective learning activity.
The results indicate that this learning activity can be used in primary healthcare settings to pro-
mote students’ IPL, but organisational factors need to be considered in order to support
sustainability.

Introduction

Health services are entering a new era in most Western countries as a consequence of the rapid
change in demographics that is underway. Populations are ageing, which means that more peo-
ple will live longer with chronic diseases, and these account for a large part of healthcare costs.
To meet these challenges, healthcare needs to shift its focus from acute hospital care towards a
more chronic care model, centred in primary healthcare. Patients with chronic conditions often
require the competence of more than one profession for their care, and in many cases require
regular and lifelong contact with healthcare. Healthcare systems must develop new working
methods to meet these needs (Bodenheimer et al., 2002; Thistlethwaite, 2012).

Interprofessional collaboration is based on shared decision making and shared responsibil-
ity, where the perspective of all professions is taken into account, and the patient and their family
members are an integral part of the team (Petri, 2010). Interprofessional collaboration has been
shown to lead to more efficient care (Petri, 2010).

To facilitate interprofessional collaboration, students need to learn this approach already dur-
ing their basic training. According to the Centre for the Advancement of Interprofessional
Education (CAIPE), interprofessional education is ‘when two ormore professions learn with, from,
and about each other to improve collaboration and quality of care’ (CAIPE, 2002).According to the
World Health Organization (WHO) (Gilbert et al., 2010), interprofessional education is also an
important method for meeting the growing shortage of healthcare professionals.

Traditionally, different healthcare professionals are trained separately with little interaction
during their education. New graduates are expected to be able to collaborate with other staff with-
out the knowledge of other professions’ competencies (Thistlethwaite, 2012). Interprofessional
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education is important for overcoming the inherent disadvantages
of silo-based training models and can help students to acquire
appropriate knowledge, skills, and attitudes. They should learn to
take responsibility and use their expertise in collaboration with
others in away thatwill benefit the patient, already during their basic
training (Thistlethwaite, 2012).

According to a review by Thistlethwaite (2012), students need to
identify with their own profession in order to be able to participate
effectively in interprofessional educational activities. Most healthcare
students are able to distinguish their profession from other profes-
sions early in their training, which indicates that interprofessional
education can be used early in the educational programmes
(Thistlethwaite, 2012). Interprofessional educational activities need
to simulate real care situations in order to be more effective, and lack
of authenticity could be a problem (Thistlethwaite, 2012; Miller
et al., 2019).

Most research concerning interprofessional work and education
has been performed in hospital environments (Drummond et al.,
2012; Tran et al., 2018). It has previously been noted that collabo-
ration in hospitals is generally easier because themajority of the pro-
fessions are located in the same facilities (Tran et al., 2018).
Interprofessional workingmethods are not yet equally implemented
in primary care, and consequently interprofessional learning (IPL)
has been studied less frequently (Tran et al., 2018). The shift to a
more community-based healthcare requires development of team-
based care models that are suitable for both primary care practi-
tioners and students (Thistlethwaite, 2012). One good example is
the Leicester model (Anderson and Lennox, 2009), which has been
developed over the course of many years of implementing IPL in
community-based care. The model involves students from many
health disciplines. Evaluations of the model have shown positive
results, and it has become a part of each professional curriculum.
Development of IPL in primary healthcare in Sweden only started
recently, although many health educational programmes already
incorporated intended learning outcomes for IPL.

The aim of this project was to implement and evaluate person-
centred home visits as an educational model of IPL in primary
healthcare during healthcare students’ clinical practice.

Materials and methods

Interprofessional home visits were organised during students’
clinical placements in primary healthcare with a subsequent semi-
nar led by adjunct clinical lecturers and supervisors. We used a
mixed methods approach for evaluation in order to gather the per-
spectives of all participants. Students and patients were asked to
answer a questionnaire, while adjunct clinical lecturers and super-
visors were invited to participate in focus group interviews. A ques-
tionnaire was considered suitable for data collection from the
students since they only participated in the activity once, and it
would not have been feasible to interview all students.

The interprofessional learning activity

The IPL activity was divided into three parts: i) the home visit, ii)
students working out a care plan for the patient, and iii) a seminar
including discussion of the case and reflection about the roles of dif-
ferent healthcare professionals. The interprofessional home visits
were planned by the adjunct clinical lecturers along with the super-
visors at the participating healthcare units. Three or four students
from different educational programmes were invited to participate
in each home visit. Each student group performed one home visit.

Prior to the home visit the students read a short description about
the patient case and decidedwhowould be responsible for what dur-
ing the visit. A supervisor accompanied them during the visit, but
the students were responsible for history-taking and for performing
relevant examinations. The average duration of home visits was one
hour. After the home visit, the students discussed the case, made a
joint report of their findings, and devised a care plan for the patient.
Thereafter, the students presented the care plan and their reflections
about the patient case in a discussion seminar with all students,
supervisors, and adjunct clinical lecturers. The students’ care plan
was then handed over to the patients’ primary caregivers for further
decisions. Each student’s profession was represented by a supervisor
during the reflection seminar regarding the patient’s care plan and
the different professional roles. The seminar lasted about one hour,
and the total time for the learning activity was about three hours.
Between September 2016 and June 2018, a total of 30 home visits
and subsequent seminars were conducted.

Participants

Six primary healthcare units in three different parts of the Stockholm
area participated in the study. Students from six different professions
were recruited by the adjunct clinical lecturers and supervisors in
each unit. The student professions were medical, nursing, physio-
therapy, occupational therapy, speech therapy, and dietician.
Patients were selected and invited by the primary caregiver, most
often by staff working in home care. All participants consented to
be part of the study, and the study was approved by the Regional
Ethical Board in Stockholm, Sweden (2016/1025–31).

Student and patient questionnaire

The student questionnaire contained eight questions on a 10-point
Likert scale, and there was space for free-text comments at the end.
The questions are presented in Table 1. Four questions assessed
whether the students perceived that they had increased insight regard-
ing their own and others’ professional competences after the learning
activity, and four questions assessed whether the student teams felt
they had succeeded in taking into account all of the patient’s needs.
Students were also asked to indicate their profession. The patient
questionnaire contained four questions on a 4-point Likert scale along
with three open-ended questions for free-text responses about the
patient’s experience of the home visit.

Focus group interviews

Semi-structured focus group interviews were conducted with all
the adjunct clinical lecturers and supervisors who participated in
the home visits and/or in the subsequent seminars. The purpose
of the interviews was to gain insight into the learning process dur-
ing the IPL activity, as well as facilitators and barriers to the imple-
mentation of home visits as a routine IPL. The interviews were
conducted at the end of each semester. Adjunct clinical lecturers
and supervisors participated in separate focus group interviews.
In total, four focus group interviews were conducted with adjunct
clinical lecturers with 5–8 participants in each group. There were
five interviews conducted with supervisors with 2–5 participants
each. In addition, two individual interviews were conducted with
adjunct clinical lecturers who could not participate in the focus
groups. Since the study lasted for two years, some individuals were
interviewed on more than one occasion. For each interview, one of
the researchers took on the role of facilitator (ETP or CO), and one
of the others took on the role of observer. A semi-structured
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Table 1 Student questionnaire. Questions were answered on a 10-graded Likert scale. Questions 1–4 were about whether students perceived increased insight in one’s own and others’ professional competences after the
learning activity. Questions 5–8 were about whether the student teams felt that they succeeded in taking care of all the patient’s needs. Question 9 was about whether students perceived the supervision had been a support
during the learning activity.

Student category

Total Medical Nursing Physiotherapy
Occupational

therapy Speech therapy Dietician

Question N
Median

(min, max) N
Median

(min, max) N
Median

(min, max) N
Median

(min, max) N
Median

(min, max) N
Median

(min, max) N
Median

(min, max) P-value*

Q1. Insight into how dif-
ferent professions can
work together.

106 9
(4, 10)

34 8
(5, 10)

38 9
(4, 10)

19 9
(7, 10)

10 9.5
(6, 10)

4 10
(8, 10)

1 7
(7, 7)

0.287

Q2. Insight into my own
professional role.

106 8
(3, 10)

34 7
(3, 10)

38 8.5
(5, 10)

19 8
(5, 10)

10 9
(5, 10)

4 9.5
(7, 10)

1 8
(8, 8)

0.012**

Q3. Understanding of
competencies of the other
professions.

106 9
(3, 10)

34 9
(5, 10)

38 8
(3, 10)

19 9
(4, 10)

10 9
(7, 10)

4 9
(8, 10)

1 9
(9, 9)

0.415

Q4. Understanding of my
own role in teamwork.

106 8
(3, 10)

34 7.5
(4, 10)

38 8
(3, 10)

19 9
(7, 10)

10 9
(8, 10)

4 9
(8, 10)

1 9
(9, 9)

0.030**

Q5. Understanding of
teamwork.

103 9
(3, 10)

33 8
(3, 10)

36 9
(5, 10)

19 8
(4, 10)

10 9.5
(7, 10)

4 9
(6, 10)

1 7
(7, 7)

0.592

Q6. Attention to the
patient’s need for medical
treatment.

102 9
(2, 10)

33 9
(2, 10)

36 9
(4, 10)

18 10
(8, 10)

10 9.5
(8, 10)

4 10
(9, 10)

1 4
(4, 4)

0.024**

Q7. Attention to the
patient’s need for nursing.

102 9
(4, 10)

33 9
(6, 10)

36 9
(5, 10)

18 9.5
(4, 10)

10 9
(6, 10)

4 9
(9, 10)

1 8
(8, 8)

0.420

Q8. Attention to the
patient’s need for reha-
bilitation.

102 9
(2, 10)

33 9
(6, 10)

36 9
(4, 10)

18 10
(7, 10)

10 10
(2, 10)

4 10
(8, 10)

1 9
(9, 9)

0.580

Q9. Supervision has been
a support during the
activity.

99 9
(4, 10)

31 9
(4, 10)

35 9
(5, 10)

18 9.5
(5, 10)

10 10
(5, 10)

4 10
(8, 10)

1 9
(9, 9)

0.678

Q = question.
*Kruskal-Wallis test.
**P< 0.05.

Prim
ary

H
ealth

Care
Research

&
D
evelopm

ent
3

https://doi.org/10.1017/S1463423620000572 Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S1463423620000572


interview guide was used (see Attachment). The observer noted
bullet points on a whiteboard during the interviews, and the
participants were asked at the end of each interview whether this
summary reflected what had been said. All interviews were audio-
recorded and subsequently transcribed verbatim. During the study
period, the researchers had ongoing cooperation with the adjunct
clinical lecturers in other interprofessional student activities
outside this project, but there was no dependency in their
relationships.

Data analysis

Descriptive statistics were used for analysis of the student question-
naires, and differences between professions were calculated using
the Kruskal–Wallis test. Interview data were analysed using quali-
tative content analysis (Graneheim and Lundman, 2004). The
transcribed interviews were read through in their entirety.
Meaning units were identified and condensed, and the condensed
units were coded and then organised into sub-categories and cat-
egories. The subcategories and categories were finally abstracted to
an overarching theme symbolising the latent content (Graneheim
and Lundman, 2004).

Results

Student questionnaires

A total of 109 students from six different healthcare professions
participated in the activity and all responded to the questionnaire.
The number and distribution in terms of profession and sex was n
(male/female) – medical: 34 (20/14), nursing: 39 (5/33), physio-
therapy: 19 (5/14), occupational therapy: 11 (2/8), speech therapy:
4 (0/4), and dietician: 1 (0/1). Three students did not answer the
question about their sex, and one did not answer the question
about their profession.

Overall the students felt that they had gained insight into how
different professions in primary healthcare could collaborate, an
increased understanding of teamwork, and also insight into the
other professions’ areas of competence (Table 1). There were sig-
nificant differences between professions for three of the questions
(nos. 2, 4, and 6). Medical students perceived that they had gained
insight into their future professional role and into their own role in
teamwork to a lesser extent than students from other professions
reported. Medical and nursing students did not perceive that the
patient’s medical needs had been noted to the same extent as other
professions did.

Patient questionnaires

In total, 30 patients participated in the home visits and 29 com-
pleted the questionnaire. All responding patients were very satis-
fied with the visits and felt that they had been listened to and
treated with respect by the students. Two patients felt that there
were too many students at the same time, though they were satis-
fied with the visit otherwise.

Focus group interviews

A total of 22 adjunct clinical lecturers and supervisors participated
in the interviews. They represented different professions (seven
physiotherapists, six district nurses, five general practitioners,
two occupational therapists, one dietician, and one speech thera-
pist). Background data were collected on age, number of years
working in the profession, number of years as an adjunct clinical

lecturer or supervisor, number of years working in primary health-
care, previous training in IPL, and whether they had previously
supervised IPL activities (Table 2). Five of the participants did
not complete the background questionnaire.

We identified five categories and 19 subcategories in the qualita-
tive content analysis. The overarching theme was ‘Interprofessional
home visits in primary healthcare were an appreciated and effective
pedagogical learning activity with a sustainability dependent on
organisational factors’. The theme, main categories, and subcatego-
ries are presented in Table 3.

Description of categories

1. Home visits as an educational IPL activity

The interviewed supervisors and adjunct clinical lecturers
described how the students worked autonomously when they
led the home visits themselves and how they took responsibility
for the visits. The students supported each other in their tasks.
The supervisor was mostly in the background, providing some
support when appropriate. During the home visits, the students
had their focus on the patient and showed consideration and
respect both to the patient and to each other. Later, at the semi-
nars, the students led and actively participated in the
discussions.

The adjunct clinical lecturers expressed the importance of all
professions’ supervisors participating in the seminar because the
professions complemented each other in the discussions. The
seminar broadened the students’ perspectives on teamwork and
helped them see the multi-dimensional view in care.

The supervisor as a facilitator had to think about the needs of all
student professions and ensure that all students were active. The
supervisors perceived that working in this interprofessional con-
text felt like a more genuine and modern form of pedagogy.

‘When it [the home visit] is interprofessional and there are stu-
dents from several professions, then it is their home visit : : : they
support each other.’ (supervisor)

‘We can see that this interprofessional thinking is beneficial, it
broadens their horizons.’ (adjunct clinical lecturer)

‘When I am supervising interprofessionally, I feel much more
that I am a real supervisor; there is more genuine pedagogy in that
role.’ (adjunct clinical lecturer)

Table 2. Background data for adjunct clinical lecturers (n= 8) and supervisors
(n= 9)

Participants (N= 17)

Age (years), median (min-max) 47 (29–64)

Male/female (n) 3/14

Number of years in the profession, median (min-max) 15 (4–34)

Number of years as an adjunct clinical lecturer,
median (min-max)

3 (0.5–11)

Number of years as a supervisor, median (min-max) 7.5 (0.5–28)

Number of years in primary healthcare, median (min-
max)

9 (0.25–28)

Some education in IPL (course, seminar, other), n (%) 12 (70.5%)

Experience of supervising IPL activities, n (%) 6 (35.3%)
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Table 3. The overarching theme, categories, and subcategories from the focus group interviews with adjunct clinical lecturers and supervisors.

Overarching theme Categories Sub-categories

Interprofessional home visits in primary healthcare were an
appreciated and effective pedagogical learning activity with
a sustainability dependent on organisational factors

Home visits as an educational IPL activity – Student activating in an effective way
– Instructive IPL activity when many professions participated
– The supervisor was a facilitator, which can be a new role for some supervisors

The activity was highly valued by the participants – The students developed both in their professional and in their interprofessional
roles
– The supervisors experienced the activity as instructive and beneficial for patient
care

– Interprofessional assessments led to quality improvement for the patient

Facilitating factors and challenges for the learning
activity

– Difficult for supervisors to allocate time for the seminars
– To organise the activity required extensive planning, but there were tricks to
facilitate it

– Finding the right patient was a key factor, but it turned out to be difficult
– Designating sufficient time for organising the activity was perceived as a pre-
requisite

Organisational prerequisites for IPL and teamwork in pri-
mary healthcare

– Separate organisations and geographical distances made cooperation more diffi-
cult
– The financial compensation for supervision was less than the reimbursement for
care visits

– Support from the local management could make a big difference
– More engagement from and better co-planning with health education pro-
grammes would facilitate IPL

– Experience of interprofessional collaboration in the present clinical work varied

Opportunities for dissemination – The learning activity must be simplified if more students are to be able to partici-
pate
– If there is to be dissemination, supervisors must be more involved
– The project has opened for increased interprofessional collaboration in some
cases

– Support from the adjunct clinical lecturers was important
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2. The activity was highly valued by the participants

The interviewees described how the students found it positive to
work together and to discuss the visits with students from other
professions. Students gained insight into what the different profes-
sions do and who could solve different problems. The students dis-
covered the value of collaboration and found that they needed each
other’s skills to be able to help the patient.

Some supervisors were hesitant to participate in the activity in
the beginning. After participating they became very positive, as
they experienced the seminar to be instructive and thought it
was rewarding to meet students from other professions.

The interviewees reported that the students found new infor-
mation during the IPL activity and that the discussion gave new
insights, which led to an improvement in the quality of the
patient’s care. The patients appreciated being examined by stu-
dents from several different professions and having their medical
problems considered from a variety of perspectives.

‘He actually understood that the competency that the others
[students] have is of another kind, which he does not have : : : that
he needs.’ (supervisor)

‘In fact, I learn something new each time : : : either from the
students or from the supervisors who support the discussions.
They very often add some new information; it is amusing, really
fun.’ (adjunct clinical lecturer)

‘Through this interprofessional review of the patient case we
find new stuff and actually do something good for the patient.’
(adjunct clinical lecturer)

3. Facilitating factors and challenges for the learning activity

The adjunct clinical lecturers found it difficult to get the stu-
dents’ clinical supervisors to participate in the seminar because
they were very busy, especially the medical supervisors. Good
advance planning and several reminders were needed to
engage them.

The logistics of the activity required a lot of planning, but shar-
ing the work between several people made it easier. The activity
became smoother each time it was repeated. The information
documents provided by the project team greatly facilitated the
process. According to the interviewees, the patient had to be
chosen with care in order to make the activity rewarding for all
students. Even the patient should find it pleasant to participate.

Both planning and implementation required extra time com-
pared to individual student activities, and it was feared that imple-
mentation of the activity after the end of the project might be
difficult without extra financial compensation.

‘When we had done it [prepared the activity] a couple of times
: : : we became more experienced and it worked smoother and
faster.’ (supervisor)

‘Finding a suitable patient [for the home visit]. I think, that was
the hardest part.’ (supervisor)

4. Organisational prerequisites for IPL and teamwork in pri-
mary healthcare

The interviewees reported that it was of great significance for
interprofessional collaboration whether clinics belonged to the
same or different organisations. Geographic proximity or distance
was also perceived as an important factor.

Many of the supervisors were severely pressured by high
requirements in their clinical work and had difficulty setting aside

the needed time. The financial compensation for supervision of
students was reported not to cover the revenue loss for the unit
because the time devoted for supervision led to fewer patient visits.

The operations manager at the healthcare unit was seen as an
important promoter for interprofessional collaboration in clinical
work. If they supported this kind of collaboration that could be
more important than participating in this project.

It was difficult to organise IPL activities when students from the
different study programmes did their clinical placements in pri-
mary healthcare at different time periods. The interviewees
thought that increased cooperation with the study programmes
would facilitate the planning of the IPL activities. The intended
learning outcomes for IPL described in the different syllabi could
also be further emphasised. The adjunct clinical lecturers thought
that the supervisors would also need more information about IPL
from the health education programmes.

Interprofessional collaboration in primary healthcare clinics
was described to vary between different units and was not so
common in primary healthcare centres. The supervisors found it
frustrating that the home visit did not correspond with how they
worked in reality. They perceived it as a weakness that they did not
work in the same way as they taught, e.g. team-based.

‘Financially it doesn’t pay to have students. Nevertheless, it
[supervision] is very important.’ (supervisor)

‘It has been great fun and very rewarding, but the [lack of] time
and the pressure from all directions : : : ’ (supervisor)

‘It could work much better if we could negotiate some kind of
cooperation with the university colleges.’ (adjunct clinical lecturer)

5. Opportunities for dissemination

The adjunct clinical lecturers and supervisors did not see real-
istic opportunities to offer all students this form of learning activity
in its current format. Instead, simpler IPL activities were suggested
that do not require as much time for preparation and performance.

More supervisors need to be involved to disseminate the learning
activity to other units in order to benefit more students. The adjunct
clinical lecturers also believed the positive aspects of IPL activities
could be spread as more units and people become involved.

The interviewees felt that they got to know each other better
through the project, whichmade themmore open to further interpro-
fessional collaboration. Some units reported that they had increased
their collaboration with each other and that interprofessional home
visits had become more common in their daily clinical work.

The support from adjunct clinical lecturers was perceived as
crucial during the project. Further support was seen as important
even after the closure of the project in order for the IPL activity to
be continued in the future.

‘Later, outside this project, we will have to arrange many more
[interprofessional] activities, and then we have to calm down a lit-
tle bit : : : . It should not involve that much preparation, just let the
students come along’ (adjunct clinical lecturer)

‘We can see how much you gain by working together. I reckon
that we are actually doing it more often now than we used to before
[the project].’ (supervisor)

‘A lot of it is thanks to the adjunct clinical lecturers because we
had their help and support.’ (supervisor)

Interrelationship between quantitative and qualitative data

Data gathered via student questionnaires and in the interviews
came from different respondents. The results from the analyses
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of these data showed alignment and they confirmed each other, e.g.
students gained an increased insight into each other’s professional
competencies.

Discussion

This study evaluated patient-centred home visits as an educational
model for IPL in primary healthcare. The evaluation found positive
results overall, but there were some challenges. The students
reported that they had gained insight into how different professions
could collaborate, as well as an increased understanding of team-
work and of the other professions’ areas of competence. All patients
were satisfied with the visits and felt that they had been listened to
and treated with respect by the students. The analysis of the inter-
views with adjunct clinical lecturers and supervisors identified one
overarching theme: ‘Interprofessional home visits in primary health-
care were an appreciated and effective pedagogical learning activity
with a sustainability dependent on organisational factors’.

Participating in interprofessional shared tasks including discus-
sions and reflections enhanced teamwork skills according to a
review by Kent et al. (2017), which is in line with our results, even
though the IPL activity in our study lasted only for three hours.

The IPL activity was organised in a way that gave students the
freedom and responsibility to decide both how to perform the
home visit and how to collaborate afterwards when working on
the care plan for the patient. The supervisors and adjunct clinical
lecturers’ reports showed that student engagement in the tasks was
high. Gudmundsen et al. (2018) observed similar effects on mutual
engagement when they let students shape their collaborative prac-
tice on clinical placements in a primary care setting.

It has previously been found that students are likely to have pre-
conceptions about other professions (Tunstall-Pedoe et al., 2003);
however, participating in IPL activities increases their knowledge
and understanding of other students’ professional roles and prac-
tices (Kent et al., 2017; Mahler et al., 2018), a finding that was con-
firmed in the present study.

Confirmation of students’ knowledge by supervisors is impor-
tant in learning. All adjunct clinical lecturers expressed the impor-
tance of ensuring that all student professions’ supervisors attended
the seminars after the home visits. It has been shown that interpro-
fessional cooperation in supervision is important for successful IPL
(Laksov et al., 2015).

Several studies have found that interprofessional educational
activities can improve students’ interprofessional competencies
(Ponzer et al., 2004; Hammick et al., 2007; Jacobsen and
Lindqvist, 2009). Brack and Shields (2019) found that activities
of a short duration also contribute to preparing students for col-
laborative interprofessional practice. Although the activity in the
present study lasted only three hours, both supervisors and adjunct
clinical lecturers perceived that the students developed in their pro-
fessional and interprofessional roles through participating.

Students in healthcare programmes have commonly reported
that they feel it is important to learn how to work in teams
(Morison et al., 2004; Mahler et al., 2018). However, medical stu-
dents tend to have a more negative attitude towards IPL than nurs-
ing students, and they also tend to be more protective of their own
professional learning (Morison et al., 2004). The medical students
in the present study had very short clinical placements, typically
one week long, which might have affected their responses. For
instance, they may have experienced stress and concerns about
reaching their own professional learning goals in such a short clini-
cal placement (Tran et al., 2018). Furthermore, most of themedical

students were male, and previous studies have found that male stu-
dents hold less positive attitudes towards IPL than female students
(Reynolds, 2003; Pollard et al., 2005). In a study by Mahler et al.
(2018), the students described how there were different levels of
medical knowledge between students from different healthcare
professions. This might help to explain the finding in the present
study where medical and nursing students more commonly
reported that they felt that the patient’s needs for medical care
had not been fully noted.

The supervisors who participated in the home visits and semi-
nars also reported that they found the activity to be rewarding, and
some even expressed that they had learned from students and
supervisors from other professions. This is in line with a study
by Attrill, Brebner and Marsh (2018) where facilitators for inter-
professional clinical placements perceived that they learned from
working together with students.

According to the interviewed clinicians, students also contrib-
uted to the patient care by revealing new information about the
patient during the home visits. Kent and Keating (2013) reported
similar findings in their study, where an interprofessional group of
students reviewed elderly patients’ health needs. They also found
that patients were positive towards the intervention, which is in
line with our results. Studies have shown that patient satisfaction
with interprofessional student teams is usually high (Kent et al.,
2017; Fröberg et al., 2018; Oosterom et al., 2019). Interaction
and dialogue involving the patient, particularly where the patient
can share his or her perspective, increases the recognition and
awareness of the patient’s perspective and thus creates a positive
learning outcome for the students (Kent et al., 2017).

According to a systematic review of interprofessional education
studies, organisational factors and contextual issues can play a cru-
cial role in implementing interprofessional educational activities
(Reeves et al., 2016). Some of these factors were also emphasised
in the interviews with adjunct clinical lecturers and supervisors
in the present study. For example, the support of local leadership
in terms of dedicating time for organising the activity and for
supervisors to spend time in teaching was highlighted by the inter-
viewees. Scheduling and logistics were also identified as important
barriers to the implementation of interprofessional education in
other studies (Abu-Rish et al., 2012; de Vries-Erich et al., 2017).
Several interviewees in our study expressed doubts that the learn-
ing activity could be sustainable without the contribution from the
adjunct clinical lecturers.

The results in this study indicate that separate organisations
and geographical distances are obstacles both for interprofessional
collaboration and for IPL. However, it is equally important to rec-
ognise that effective collaboration does not automatically emerge
when different healthcare professions are brought together in
teams or are working in the same premises. In reality, this must
be trained and practiced: teamwork builds on a knowledge of each
other’s competencies, and a mutual trust must develop before col-
laborative processes can be established (D’Amour et al., 2005).
Indeed, there are a wide range of human dynamics that need to
develop within a team (D’Amour et al., 2005). Barriers to collabo-
ration have previously been described and can result in poor team-
work. Examples include working in silos, a hierarchical culture,
and a profession-centred rather than person-centred approach
(Meisinger and Wohler, 2016; Zaudke et al., 2016).

Several previous studies have shown that well-functioning inter-
professional teams lead to improvements in quality of care, patient
satisfaction, patient safety, and job satisfaction (Gilbert et al., 2010;
Petri, 2010). Further, well-functioning interprofessional teams have
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also been found to reduce stress among healthcare professionals and
to reduce costs (Gilbert et al., 2010; Petri, 2010). For effective inter-
professional collaboration, there also needs to be awareness and
competence in person-centred care, communication, role distribu-
tion within the team, conflict management, and team spirit
(Drummond et al., 2012).

A supportive leadership focused on collaboration has previ-
ously been shown to facilitate interprofessional collaboration
(Drummond et al., 2012). This was also highlighted in the current
study as a critical factor for enabling the organisation of the learn-
ing activity. In order to work in efficient interprofessional teams,
management support is required. The healthcare system therefore
needs to produce clear policy documents that govern and demon-
strate the process behind these ways of working. Further, the
healthcare system should endeavour to create appropriate condi-
tions through contracts and functional reimbursement systems
(Oandasan and Reeves, 2005).

Another obstacle was that students’ periods of clinical training
in primary care were not consistent between different healthcare
programmes, which led to practical difficulties in administering
IPL. A closer cooperation and co-planning with health education
programmes would make the implementation of IPL activities eas-
ier and might increase their sustainability. Important success fac-
tors in the Leicester model include close collaboration among
different education programmes and embedding the course within
curricula (Anderson and Lennox 2009). The establishment of plan-
ning groups with representatives from the educational institutions,
clinical settings, and other relevant external stakeholders is impor-
tant for implementing interprofessional education (Mayall et al.,
2004). Administrative support and financial factors are also crucial
(Anderson & Lennox 2009; Pottie et al., 2009; Paquette-Warren
et al., 2014).

Introducing IPL activities in primary healthcare settings is chal-
lenging (Miller et al., 2019). In the present study, the experience of
interprofessional collaboration and IPL varied between adjunct
clinical lecturers and supervisors, and most of them had little expe-
rience with interprofessional collaboration in their clinical every-
day work. With that background, it can be difficult for supervisors
to initiate a model that they are not entirely comfortable with.
However, the supervisors involved in the project had the opportu-
nity to increase their expertise in interprofessional collaboration,
which made them more confident in their role and contributed
to increased quality of care. They also obtained knowledge through
interacting with the other supervisors, and especially from the
adjunct clinical lecturers who participated in the organisation of
the project and the seminars. The increased knowledge and expe-
rience of the supervisors could in the long term lead to a better
learning environment for future students whomay have the oppor-
tunity to participate in a natural interprofessional collaboration in
their daily work during their clinical training. This concept is sup-
ported by earlier work that has shown that interprofessional edu-
cation can be facilitated by an established collaboration between
educational institutions, clinical practices, and senior leaders
(Price et al., 2009; Meisinger and Wohler, 2016).

Strengths and limitations

This study was performed in six different geographical areas in
Stockholm primary healthcare, which ensured a broad and varied
data sampling. Healthcare students were randomly allocated to the
participating primary healthcare clinics from which students were
invited to participate in home visits. However, the number of

participating students was still limited, and many students in pri-
mary health care did not get the opportunity to participate. All par-
ticipation by clinics, students, and supervisors was voluntary, with
a risk for selection bias, so the results may not completely reflect
how a broad implementation of such an activity would work in
the entirety of primary health care. Participating students, super-
visors, and adjunct clinical lecturers represented many different
professions in primary health care, and this gave greater weight
to the data, which were analysed from the perspective of different
professions. A total of 30 home visits were performed in which 109
students participated. This means that the sampled data captured a
large number of experiences. The data comprised all participants’
perceptions (students, patients, adjunct clinical lecturers, and
supervisors), which gave a comprehensive picture of how this
activity might contribute to students’ IPL, and also provided a
broad perspective on how such an activity might be implemented
and performed. The uneven gender distribution among students,
supervisors, and adjunct clinical lecturers may act as a limitation.
Most of the medical students were male, which does not reflect the
gender distribution in medical programmes in Sweden today
where there are slightly more female than male students. We do
not know, though, whether this had any influence on our results.
The sex distribution among other than medical students was rep-
resentative of the proportions of different sexes in their respective
educational programmes. Some professions had low representa-
tion among the students, which might have limited our possibility
to describe their experiences fully. The researchers and the partic-
ipants (students, adjunct clinical lecturers, and supervisors) repre-
sented different professions, which strengthens the credibility of
the results. The transferability of the results is somewhat limited
because of the study being relatively narrow regarding numbers
of participants and geographical location, but primary healthcare
has similar obstacles in several countries in the field of IPL.
Consequently, we believe that some of our conclusions are relevant
for other primary healthcare settings.

Conclusions

The students felt that participation in the interprofessional home visits
increased their understanding of collaboration and of other profes-
sions’ skills. The patients were positive towards the activity, and
the supervisors found the home visits to be an appreciated and effec-
tive learning activity. However, there were barriers for implementing
home visits in the context of the reimbursement system and the high
clinical workload of the supervisors. Interprofessional collaboration
was not routine in the supervisors’ daily clinical work. The results
of the study indicate that the learning activity can be used in primary
healthcare settings to promote students’ IPL but that organisational
factors need to be considered in order to support sustainability.
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