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ABSTRACT 

The purpose of this study was to determine if a significant difference in the extent of 

interprofessional education (IPE) implementation exists between recently-transitioned and 

established Master of Athletic Training (MAT) programs, as well as if a significant difference in 

the extent of IPE implementation exists between MAT programs’ didactic curriculum and 

clinical education. Additionally, this study evaluated if the number of years a program has been 

at the MAT status is predictive of successful IPE implementation. The researcher used the 10-

item form of the Interprofessional Education Assessment and Planning Instrument for Academic 

Institutions to collect data on IPE implementation from 66 program directors of Commission on 

Accreditation of Athletic Training Education (CAATE)-accredited MAT programs across the 

United States. An independent samples t test did not reveal a statistically significant difference in 

IPE implementation at an alpha level of .02 between recently-transitioned and established MAT 

programs. Furthermore, a Wilcoxon signed rank test did not reveal a statistically significant 

difference in IPE implementation between MAT programs’ didactic curriculum and clinical 

education. Lastly, a bivariate linear regression analysis failed to produce a strong, statistically 

significant model to predict IPE implementation from the number of academic years at the MAT 

status. The lack of statistically significant results may be the function of limited survey 

responses, especially among established MAT programs. The researcher recommends additional 

research on IPE implementation, as more athletic training programs make the transition to the 

MAT degree. Finally, the researcher posits that further guidance from the CAATE will improve 

IPE implementation across both recently-transitioned and established MAT programs. 

Keywords: Interprofessional education, degree transition, didactic curriculum, clinical 

education 



4 
 

 
 

Dedication 

This dissertation is dedicated to my wife and best friend, Amy. Thank you for 

pushing me to pursue this degree and for supporting me along this journey. I am so 

incredibly thankful for your love and encouragement. I love you, Amy. 

  



5 
 

 
 

Acknowledgments 

I must first thank Jesus Christ, my Lord and Savior, for blessing me beyond measure 

and for guiding me in my pursuit of this degree. I would not be where I am today without 

His incredible love and grace, for which I am eternally grateful. 

I would like to thank my dissertation chair, Dr. Shanna Akers, for her guidance and 

continual support over the course of this journey. I am incredibly thankful for the wisdom 

and perspective that she brought to my topic, which made this a truly enriching inquiry. 

Additionally, I would like to thank my committee member and methodologist, Dr. 

Joseph Fontanella. Dr. Fontanella provided valuable insights specific to Chapters Three and 

Four, for which I am grateful.  

I must also thank the many professors at Liberty University who helped develop and 

refine the initial phases of this dissertation. These professors include Dr. Antionette Stroter 

and Dr. Michelle Barthlow. 

Finally, I would like to thank Dr. Anthony Breitbach of Saint Louis University and 

Dr. Giampietro Vairo of the Pennsylvania State University. These individuals helped guide 

me in the selection of my dissertation topic and provided valuable insights along the way. 



6 
 

 
 

Table of Contents 

ABSTRACT .....................................................................................................................................3 

Dedication ........................................................................................................................................4 

Acknowledgments............................................................................................................................5 

List of Tables .................................................................................................................................10 

List of Figures ................................................................................................................................11 

List of Abbreviations .....................................................................................................................12 

CHAPTER ONE: INTRODUCTION ............................................................................................13 

Overview ............................................................................................................................13 

Background ........................................................................................................................13 

Problem Statement .............................................................................................................17 

Purpose Statement ..............................................................................................................18 

Significance of the Study ...................................................................................................20 

Research Questions ............................................................................................................21 

Definitions..........................................................................................................................21 

CHAPTER TWO: LITERATURE REVIEW ................................................................................24 

Overview ............................................................................................................................24 

Theoretical Framework ......................................................................................................24 

Experiential Learning Theory ................................................................................25 

Experiential Learning in Interprofessional Education .............................. 26 

Theory of Self-Efficacy .........................................................................................27 

Self-Efficacy in Interprofessional Education ............................................ 28 

Situating the Present Study ....................................................................................30 

Related Literature...............................................................................................................31 



7 
 

 
 

Prevalence of IPE Initiatives ..................................................................................32 

Prevalence of IPE in Nursing Education Programs .................................. 32 

Prevalence of IPE in Medical and Pharmacy Education Programs .......... 35 

Prevalence of IPE in Allied Health Care Education Programs ................. 36 

Prevalence of IPE Among AT Education Programs ................................. 39 

Types of IPE Experiences ......................................................................................40 

Types of IPE Across Health Care Education Programs ............................ 41 

Types of IPE Among AT Education Programs......................................... 44 

Perceptions of IPE Initiatives.................................................................................45 

Perceptions of IPE Across Related Health Care Programs ....................... 47 

Perceptions of IPE Among AT Programs ................................................. 50 

Interprofessional Collaboration in Professional Practice .......................................51 

Summary ............................................................................................................................53 

CHAPTER THREE: METHODS ..................................................................................................55 

Overview ............................................................................................................................55 

Design ................................................................................................................................55 

Research Questions ............................................................................................................59 

Hypotheses .........................................................................................................................59 

Participants and Setting......................................................................................................60 

Population ..............................................................................................................60 

Instrumentation ..................................................................................................................61 

Procedures ..........................................................................................................................64 

Data Analysis .....................................................................................................................65 

H01: Independent Samples t Test ...........................................................................65 

H02: Wilcoxon Signed Rank Test ..........................................................................67 

H03: Bivariate Linear Regression ..........................................................................68 



8 
 

 
 

CHAPTER FOUR: FINDINGS .....................................................................................................71 

Overview ............................................................................................................................71 

Research Questions ............................................................................................................71 

Null Hypotheses .................................................................................................................72 

Descriptive Statistics ..........................................................................................................72 

Results ................................................................................................................................75 

Independent Samples t Test ...................................................................................75 

Assumption Testing .................................................................................. 76 

Null Hypothesis 1 ..................................................................................... 77 

Wilcoxon Signed Rank Test ..................................................................................79 

Assumption Testing .................................................................................. 79 

Null Hypothesis 2 ..................................................................................... 80 

Bivariate Linear Regression ...................................................................................81 

Assumption Testing .................................................................................. 82 

Null Hypothesis 3 ..................................................................................... 83 

CHAPTER FIVE: CONCLUSIONS .............................................................................................86 

Overview ............................................................................................................................86 

Discussion ..........................................................................................................................86 

RQ1 ........................................................................................................................87 

RQ2 ........................................................................................................................89 

RQ3 ........................................................................................................................92 

Implications........................................................................................................................94 

Limitations .........................................................................................................................96 

Recommendations for Future Research .............................................................................98 

REFERENCES ............................................................................................................................101 



9 
 

 
 

APPENDIX A ..............................................................................................................................116 

APPENDIX B ..............................................................................................................................117 

APPENDIX C ..............................................................................................................................120 

 

  



10 
 

 
 

List of Tables 

Table 1. Academic Years at MAT Status ........................................................................................73 

Table 2. Academic Unit of MAT Programs ...................................................................................73 

Table 3. Carnegie Classification of MAT Programs .....................................................................74 

Table 4. 10-Item IPE-API Scores by Program Status....................................................................74 

Table 5. IPE Implementation by Setting ........................................................................................74 

Table 6. Reliability Statistics .........................................................................................................75 

Table 7. Tests of Normality ............................................................................................................76 

Table 8. Test of Homogeneity of Variance.....................................................................................77 

Table 9. Independent Samples t Test..............................................................................................78 

Table 10. Power Analysis for Independent Samples t Test ............................................................78 

Table 11. Tests of Normality for Paired Sample t Test ..................................................................79 

Table 12. Wilcoxon Signed Rank Test............................................................................................81 

Table 13. Power Analysis for Wilcoxon Signed Rank Test ............................................................81 

Table 14. Bivariate Linear Regression Model Summary ...............................................................84 

Table 15. ANOVA Output for Bivariate Linear Regression Analysis ............................................84 

Table 16. Bivariate Linear Regression Coefficients ......................................................................85 



11 
 

 
 

List of Figures 

Figure 1. Box and Whiskers Graph for the 10-item IPE-API by Program Status ........................ 77 

Figure 2. Box and Whiskers Graph for Items 1 and 2 of the 10-Item IPE-API ............................ 80 

Figure 3. Scatterplot of Academic Years at MAT Status by 10-Item IPE-API Scores .................. 83 

Figure 4. Scatterplot of Residuals Against Predicted Values ....................................................... 83 

 



12 
 

 
 

List of Abbreviations 

Athletic training (AT) 

Certified Athletic Trainer (ATC) 

Commission on Accreditation of Athletic Training Education (CAATE) 

Doctor of Pharmacy (PharmD) 

Interprofessional education (IPE) 

Interprofessional Education Assessment and Planning Instrument for Academic Institutions 

(IPE-API) 

Interprofessional Education Collaborative (IPEC) 

Interprofessional practice (IPP) 

Master of Athletic Training (MAT) 

Master of Science in Athletic Training (MSAT) 

National Athletic Trainers’ Association (NATA) 

Nutrition and Dietetics (ND) 

Occupational therapy (OT) 

Physical therapy (PT) 

Readiness for Interprofessional Learning Scale (RIPLS) 

Registered Nurse (RN) 

World Health Organization (WHO) 



13 
 

 
 

CHAPTER ONE: INTRODUCTION 

Overview 

The purpose of this quantitative, causal-comparative and predictive, correlational design 

study is to determine if a significant difference in the extent of interprofessional education (IPE) 

implementation exists between recently-transitioned and established Master of Athletic Training 

(MAT) programs, as well as if a significant difference in the extent of IPE implementation exists 

between MAT programs’ didactic curriculum and clinical education. Additionally, this study will 

evaluate if the number of years a program has offered the MAT degree predicts the success of 

IPE implementation. Chapter One provides a background of IPE, specifically within the context 

of athletic training (AT) education. Upon providing a detailed background and an overview of 

the theoretical framework for this study, the problem statement is presented to address the 

current gap in the literature. Next, the purpose and significance of the present study is outlined. 

Finally, the research questions are presented followed by the study’s key terms and their 

definitions. 

Background 

 The United States health care system has become increasingly complex over the course 

of the last decade, requiring a greater degree of collaboration across the various health care 

professions (Breitbach et al., 2020; Barzansky et al., 2019). The initial wake of the COVID-19 

pandemic placed substantial strain on health care facilities around the world and demonstrated 

the importance of a team-based approach to the provision of care (Breitbach et al., 2020), 

otherwise known as interprofessional practice (IPP) (Barzansky et al., 2019). 

To engage in quality IPP, health care professionals must foster mutual respect and 

understanding of each vocations’ responsibilities and roles (Barzansky et al., 2019), which is 
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suggested to be best accomplished through IPE (Batteson & Garber, 2019). A recent systematic 

review by Herath et al. (2017) found that the university is the primary source of IPE programs; 

thus, health care education programs have a unique responsibility to prepare their students to 

engage in collaborative practice. However, the AT profession has been relatively excluded from 

IPE initiatives, despite a longstanding commitment to the principles of IPP (Breitbach, 2016). 

The concept of IPE began to emerge in the United States and Canada in the 1960s and 

1970s (Baldwin, 2010). Fransworth et al. (2015) recognized that the IPE “movement” truly 

began to pick up around the late 1980s with the release of two reports by the World Health 

Organization (WHO): Continuing Education for Physicians (World Health Organization, 1973) 

and Learning Together to Work Together for Health (World Health Organization, 1988). In 

2010, the WHO revised their definition of IPE as “when students from two or more professions 

learn about, from and with each other to enable effective collaboration and improve health 

outcomes” (p. 7). While IPE has been an emphasis in the curricula of nursing, medicine, and 

other health care professions, IPE had been relatively absent from AT programs until this point 

in time (Breitbach, 2016). Shortly following the revised WHO definition of IPE, the Executive 

Committee for Education of the National Athletic Trainers’ Association (NATA) published the 

Future Directions in Athletic Training in 2012, which called for IPE to be formally implemented 

in AT education (Breitbach, 2016; Executive Committee for Education, 2012).  

The initial implementation of IPE in AT education was rather limited, which Breitbach 

and Cuppett (2012) suggested was due to a lack of associated knowledge among AT educators. 

Thus, Breitbach and Richardson (2015) authored a paper to help educate AT professionals on 

IPE and IPP, while also providing other health care professions with rationale for including AT 

students in their IPE-related initiatives (Breitbach, 2016). However, the AT profession at large 
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has continued to struggle with inclusion in IPE-related discussions at the “institutional, 

governmental, and international levels” (Breitbach, 2016, p. 138). A recent study by Eliot et al. 

(2017) provides evidence to support this notion, as they found nutrition and dietetics (ND) 

programs had greater availability of IPE opportunities when compared to AT programs. 

Moreover, Breitbach et al. (2018) found that 63% of their surveyed AT programs were not 

accessing IPE opportunities.  

Nevertheless, leaders in AT education have begun to recognize the increasing importance 

of formally implementing IPE in students’ professional preparation (Breitbach, 2016). With the 

profession currently undergoing a transition to a professional master’s degree, the Commission 

on Accreditation of Athletic Training Education (CAATE) has released new standards for the 

accreditation of these programs. Within these standards, the CAATE (2020) will now require 

professional master’s programs to incorporate planned IPE, albeit with little guidance. Although 

these standards did not go into effect until July of 2020 (Commission on Accreditation of 

Athletic Training Education, 2020), recent evidence has suggested advances in implementing 

IPE, as Manspeaker et al. (2020) found that 11 of 17 surveyed MAT programs reported IPE 

activities as part of their didactic curricula. However, it remains unclear whether or not MAT 

programs across the country will consistently incorporate such IPE initiatives. 

As athletic trainers continue to gain employment in emerging settings, such as hospitals, 

outpatient rehabilitation clinics, public safety, the armed forces, and occupational health settings 

(Barzansky et al., 2019; Rizzo et al., 2015), the implications of successful IPE implementation 

on society-at-large broaden. To ensure the preparedness of health care students to collaboratively 

care for various patient populations within society, the Interprofessional Education Collaborative 

(IPEC; 2016) recently refined their four, core competencies (Barzansky et al., 2019). These 
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competencies encompass the following: 1) values and ethics, 2) roles and responsibilities, 3) 

interprofessional communication, and 4) teams and teamwork (Interprofessional Education 

Collaborative, 2016). Manspeaker et al. (2020) suggest that professional master’s programs 

should continue to integrate these core competencies as part of their IPE efforts to better prepare 

AT students for IPP. Furthermore, Breitbach et al. (2018) propose that embedding the IPEC 

(2016) competencies within IPE initiatives will allow MAT students to develop the skills and 

knowledge needed to work in an interprofessional, patient-centered, and community- and 

population-oriented practice model. Therefore, the status of IPE implementation within MAT 

programs requires further examination to serve as an indication of how well the AT profession is 

preparing its students to meet the needs of society-at-large while working in various, emerging 

health care settings. 

As mentioned previously, IPE has been a longstanding focus of education in the nursing 

profession (Breitbach, 2016). Recent investigations have revealed that structured simulations 

serve as one of the more common methods of IPE implementation among nursing education 

programs (Fewster-Thuente & Batteson, 2018; Lavoie et al., 2018). The learning theories that 

have been suggested to underpin the effectiveness of these simulations include Bandura’s (1977) 

theory of self-efficacy and Kolb’s (1984) experiential learning theory (Fewster-Thuente & 

Batteson, 2018; Lavoie et al., 2018). Lavoie et al. (2018) cite self-efficacy as an important 

learning outcome that is achieved through IPE simulations, as efficacy is believed to influence 

one’s effort and persistence (Bandura, 1977). Furthermore, simulations allow students to take an 

active role in their learning, which is reflective of Kolb’s (1984) experiential learning theory 

(Fewster-Thuente & Batteson, 2018). Therefore, Bandura (1977) and Kolb’s (1984) learning 
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theories may similarly drive the IPE efforts and initiatives within AT education and, thus, will 

serve as the theoretical framework for the present study. 

In summary, health care education programs are uniquely situated to prepare their 

students for collaborative practice through IPE. While some health care professions, such as 

medicine and nursing, have a long history with IPE, the AT profession has struggled to enter the 

fold until somewhat recently (Breitbach, 2016). The increased employment of athletic trainers in 

emerging, non-traditional settings has begun to open the door for improved IPP (Barzansky et 

al., 2019; Rizzo et al., 2015). Moreover, the current and ongoing transition of the AT profession 

to a professional master’s degree has inspired hope of increased inclusion and engagement in IPE 

initiatives (Eliot et al., 2017), which may be best driven by Kolb’s (1984) experiential learning 

theory and Bandura’s (1977) theory of self-efficacy. However, a lack of guidance, and a related 

gap in the literature, creates uncertainty regarding the extent to which IPE initiatives have been 

implemented within MAT programs’ curriculum and clinical education. 

Problem Statement 

 The literature surrounding IPE in AT education has grown in recent years; however, the 

implications of the degree transition and the 2020 CAATE standards coming into effect require 

additional inquiry, specifically within the context of MAT programs. A recent study by 

Breitbach et al. (2018) asked AT program administrators to assess their readiness, availability, 

and participation in IPE within various aspects of their programs, including both the didactic and 

clinical education domains. This study provided valuable insights on the landscape of IPE in AT 

education and various factors that may influence participation, but the data were collected among 

a variety of AT programs, including those at the undergraduate level. Furthermore, Morrell et al. 

(2018; 2019) conducted a two-part study to examine the attitudes toward and effects of an IPE 
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simulation among nursing, occupational therapy, and AT students; however, the AT students in 

this study were also at the undergraduate level (Morrell et al., 2018; 2019). Additionally, Morrell 

et al. (2018; 2019) acknowledged how the transferability of their findings is rather limited, as 

these studies were conducted at a single institution. Thus, due to these limitations, additional 

inquiry is needed among MAT programs. 

  One of the more recent publications that examined IPE in AT education was conducted 

exclusively among professional MAT programs (Manspeaker et al., 2020). This qualitative 

inquiry sought to understand how MAT program faculty and clinical education coordinators 

were integrating IPE within their didactic curricula (Manspeaker et al., 2020). However, this 

study failed to assess if IPE was being integrated into students’ clinical education and if the 

longevity of the program’s MAT degree status influenced their findings (Manspeaker et al., 

2020). Additionally, this study did not provide quantitative data and associated statistical 

analyses to examine differences in IPE implementation. Therefore, the problem is the general 

lack of research surrounding whether or not a recent degree transition has influenced the degree 

of IPE implementation among MAT programs. 

Purpose Statement  

The purpose of this quantitative, causal-comparative and predictive, correlational design 

study is to determine if a significant difference in the extent of IPE implementation exists 

between recently-transitioned and established MAT programs, as well as if a significant 

difference exists in the extent of IPE implementation between MAT programs’ didactic 

curriculum and clinical education. This study will compare the dependent variable of IPE 

implementation across the independent variables of program status (i.e., recently-transitioned 

and established MAT programs) and location of IPE implementation (i.e., didactic curriculum 
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and clinical education). IPE implementation is defined as those areas of a MAT program where 

“students from two or more professions learn about, from and with each other” (World Health 

Organization, 2010, p. 7). Furthermore, programs that have been at the MAT status for three 

academic years or less will be categorized as recently-transitioned, whereas those programs at 

the MAT status for greater than three academic years will qualify as established. Breitbach et al. 

(2018) used a three-year timeframe to assess improvements in IPE; thus, three years will define 

the cutoff for the recently-transitioned programs. Finally, the didactic curriculum includes the 

academic material presented through lectures, assigned readings, and webinars (Welsch et al., 

2018), whereas clinical education is the portion of AT students’ preparation that involves the 

formal practice of clinical proficiencies, such as laboratory and clinical experiences (Weidner & 

Henning, 2002).  

Additionally, this study will evaluate if the number of years a program has offered the 

MAT degree predicts the success of IPE implementation. The predictor variable will be the 

programs’ years at the MAT status, while the criterion variable will be IPE implementation. The 

number of academic years that an AT program has been at the MAT status defines this predictor 

variable. As mentioned previously, IPE implementation is defined as those areas of a MAT 

program where “students from two or more professions learn about, from and with each other” 

(World Health Organization, 2010, p. 7); thus, successful IPE implementation is indicated by a 

holistic presence of IPE, as measured by the total scores of the 10-item Interprofessional 

Education Assessment and Planning Instrument for Academic Institutions (IPE-API) self-

assessment survey (Association for Prevention Teaching and Research, 2009). All AT programs 

that currently offer a professional master’s degree, being either a MAT or a Master of Science in 

Athletic Training (MSAT), will be asked to participate in this study via a voluntary survey. Thus, 
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the study population will be comprised of the program directors of the participating MAT/MSAT 

programs, as these individuals drive the IPE efforts of their respective programs. 

Significance of the Study 

This study is important in addressing if AT programs have been responsive to the call for 

improved IPE implementation following the master’s degree transition (Breitbach et al., 2018). 

Furthermore, the academic level of AT programs has been suggested to influence IPE 

involvement (Eliot et al., 2017). Thus, through the comparison of IPE implementation among 

recently-transitioned and established MAT programs, this study will help delineate whether or 

not an immediate uptick occurs in IPE involvement following a degree transition, or if 

significant differences exist. Moreover, with the new CAATE (2020) standards leaving the 

location and degree of IPE implementation up to the discretion of program directors and faculty, 

this study will also provide an initial glance at how well and where programs are carrying out 

IPE initiatives to meet this accreditation standard. Ultimately, this study will provide timely 

evidence for MAT program administrators and AT professionals, as undergraduate AT programs 

are continuing to transition to the professional master’s degree. 

Additionally, this study will further measure the extent to which MAT programs are 

implementing IPE in their didactic curricula, as Manspeaker et al. (2020) provided limited 

quantitative data in their predominately qualitative study. Thus, this study may identify 

discrepancies between IPE implementation in the didactic curricula and clinical education of 

MAT programs, which would be of particular interest to program administrators. Furthermore, 

due to the increased number of AT programs now at the professional master’s degree, this study 

will include a larger sample size of MAT programs, which has been absent from previous studies 

(Breitbach et al., 2018; Eliot et al., 2017). 
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Research Questions 

RQ1: Does a significant difference in the extent of IPE implementation exist between 

recently-transitioned MAT programs versus established MAT programs, as measured by the 10-

item IPE-API self-assessment survey? 

RQ2: Does a significant difference in the extent of IPE implementation exist between 

MAT programs' didactic curriculum versus clinical education, as measured by the 10-item IPE-

API self-assessment survey? 

RQ3: How accurately can the success of IPE implementation be predicted by the number 

of years an AT program has been at the MAT status, as measured by the 10-item IPE-API self-

assessment survey? 

Definitions 

1. Athletic training (AT) – “Athletic training includes a wide array of knowledge and skills 

encompassing emergency injury care and the prevention, examination, diagnosis, 

treatment, and rehabilitation of acute and chronic medical conditions” (Ebersole & 

Pfeiffer, 2018, p. 149). 

2. Commission on Accreditation of Athletic Training (CAATE) – “Accredits professional 

programs at the baccalaureate and master’s degree levels and post-professional degree 

programs at the master’s and doctoral degree levels and non-degree residency programs 

in specialty areas of athletic training in the United States and internationally” (Council 

for Higher Education Accreditation, 2019). 

3. Clinical education – “The portion of the athletic training student's professional 

preparation that involves the formal acquisition, practice, and evaluation of clinical 

proficiencies through classroom, laboratory, and clinical experiences in medical care 
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environments” (Weidner & Henning, 2002, p. 222), as measured by ordinal responses to 

Item Two of the 10-item IPE-API self-assessment survey (Association for Prevention 

Teaching and Research, 2009). 

4. Didactic curriculum – The educational content presented through lectures, assigned 

readings, and webinars (Welsch et al., 2018), as measured by ordinal responses to Item 

One of the 10-item IPE-API self-assessment survey (Association for Prevention Teaching 

and Research, 2009). 

5. Established Master of Athletic Training (MAT) program - An athletic training program 

that has been at the professional master’s degree for greater than three years (Breitbach et 

al., 2018), as measured by nominal responses to Question Three of the demographic 

survey (Appendix C). 

6. Interprofessional education (IPE) – “When students from two or more professions learn 

about, from and with each other to enable effective collaboration and improve health 

outcomes” (World Health Organization, 2010, p 7). 

7. Interprofessional education (IPE) implementation – Those areas of a MAT program 

where “students from two or more professions learn about, from and with each other” 

(World Health Organization, 2010, p. 7), as measured by discrete scores on the 10-item 

IPE-API self-assessment survey (Association for Prevention Teaching and Research, 

2009). 

8. Interprofessional practice (IPP) – “When multiple health workers from different 

professional backgrounds provide comprehensive services by working with patients, their 

families, caregivers and communities to deliver the highest quality of care across 

settings” (World Health Organization, 2010, p. 7). 
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9. Master of Athletic Training (MAT) – The degree level at which professional education in 

athletic training will occur following the final undergraduate cohort in 2022 (Henning et 

al., 2013). 

10. National Athletic Trainers’ Association (NATA) – “The professional membership 

association for certified athletic trainers and others who support the athletic training 

profession” (National Athletic Trainers’ Association, n.d.). 

11. Number of years at Master of Athletic Training (MAT) status – The number of academic 

years that an athletic training program has offered the MAT degree, as measured by 

discrete responses to Question Four of the demographic survey (Appendix C). 

12. Recently-transitioned Master of Athletic Training (MAT) program – An athletic training 

program that has been at the professional master’s degree for three years or less 

(Breitbach et al., 2018), as measured by nominal responses to Question Three of the 

demographic survey (Appendix C). 
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CHAPTER TWO: LITERATURE REVIEW 

Overview 

A systematic literature review was employed to examine the current implementation of 

IPE within AT education programs, as well as other, related health care programs. Chapter Two 

opens with a discussion of the theoretical frameworks previously employed in IPE-related 

studies, highlighting theories such as the experiential learning theory and the theory of self-

efficacy, which will guide the present study. Next, a synthesis of recent publications pertaining 

to the prevalence and types of IPE experiences employed in health care education programs are 

presented, as well as student perceptions of these initiatives. This particular section of Chapter 

Two serves to highlight the potential disparities in IPE inclusion and implementation between 

AT and other health care education programs. Finally, recent literature that illuminates the 

benefits of IPP and collaboration among health care professionals is briefly discussed, further 

supporting the need to explore this gap in the health care education literature. 

Theoretical Framework 

Incorporating a theoretical framework for this quantitative, causal-comparative and 

predictive, correlation study of IPE among MAT programs is an essential component to guiding 

this inquiry. Furthermore, establishing a theoretical basis for the present study is a unique 

endeavor, as Fewster-Thuente and Batteson (2018) have suggested a lack of a tested and agreed 

upon theoretical underpinning for IPE implementation. However, in their 2018 theoretical 

review, Lavoie et al. identified Kolb’s (1984) experiential learning theory and Bandura’s (1977) 

theory of self-efficacy as two, frequently-cited theories employed to explain the learning 

mechanisms of simulation. Collaborative simulations appear to be one of the most commonly 

utilized IPE initiatives in health care education research, as will be discussed later in this chapter. 
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This section of Chapter Two will examine the utility of Kolb’s (1984) experiential learning 

theory and Bandura’s (1977) theory of self-efficacy in assessing the implementation of IPE 

initiatives. 

Experiential Learning Theory 

 Kolb’s experiential learning theory purports that “learning is a continuous process 

grounded in experience” (Kolb, 1984, p. 28). In other words, learning is a process where 

experience is constantly modifying the concepts that individuals learn over time (Kolb, 1984). 

This theory originated in the work of John Dewey (1938), Kurt Lewin (1946), and Jean Piaget 

(1952) (Kolb, 1984; Miettinen, 2000). Dewey (1938) proposed a model of the learning process 

that demonstrated how learning moves experience into action. Similarly, Lewin (1946) proposed 

a model specifically for action research and laboratory training that emphasized the importance 

of employing concrete experience to test and validate abstract concepts, as well as the 

significance of feedback processes (Kolb, 1984). Finally, Piaget (1952) proposed a model that 

“identifies those basic developmental processes that shape the basic learning process of adults” 

(Kolb, 1984, p. 25). Thus, the work of these researchers ultimately informed the four-part 

learning cycle that encapsulates the experiential learning theory (Kolb, 1984; Miettinen, 2000). 

The four-part learning cycle proposed by Kolb (1984) demonstrates how hands-on 

experience influences the process of creating knowledge. This cycle is comprised of concrete 

experience, reflective observation, abstract conceptualization, and active experimentation (Kolb, 

1984). Concrete experience enables learners to fully and openly engage themselves in new 

experiences, which are then assessed from multiple perspectives through reflective observation 

(Kolb, 1984). Learners anchor their observations in sound theories to create concepts, which may 

then be utilized to guide decisions and solve problems during active experimentation (Kolb, 
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1984). Thus, Kolb’s (1984) experiential learning theory offers an appropriate framework to 

employ in studies examining the implementation of IPE initiatives and experiences. 

Experiential Learning in Interprofessional Education 

 The experiential learning theory has become increasingly more relevant, as Fewster-

Thuente and Batteson (2018) state that “students today do not wish to learn in a static 

environment where information is transmitted to them passively” (p. 3). Instead, these authors 

claim that students want to take an active role in the learning process, which is readily 

accomplished through experiential learning approaches (Fewster-Thuente & Batteson, 2018). 

The health care education literature reveals that collaborative simulations are one of the most 

commonly employed methods of IPE, which is rooted in experiential learning (Baker et al., 

2008; Fewster-Thuente & Batteson, 2018; Lavoie et al., 2018; Poore et al., 2014; Stocker et al., 

2014). Lavoie et al. (2018) discussed how the simulation itself is linked to the concrete 

experience and active experimentation steps of the learning cycle. Meanwhile, the debriefing 

sessions function to accomplish the reflective observation and abstract conceptualization phases 

(Lavoie et al., 2018). Thus, Kolb’s (1984) experiential learning theory appears to be a guiding 

theory of IPE, specifically among those collaborative experiences involving simulations. 

Examining the utility of Kolb’s (1984) theory within IPE more closely, Baker et al. 

(2008) established the centrality of experiential learning within their model of interprofessional 

health care education. Through a series of IPE simulations among nursing and medical students, 

researchers found that experiential learning opportunities improved nursing students’ confidence 

as members of health care teams (Baker et al., 2008). Moreover, Stocker et al. (2014) 

acknowledged the importance of intentionally incorporating each step of Kolb’s (1984) learning 

cycle within simulations to truly optimize these activities among various health care students. 

The authors further support this theoretical framework for IPE by suggesting that the experiential 
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learning cycle provides “an effective structure for a simulated team training session” (p. 3). 

Therefore, existing literature supports the notion that Kolb’s (1984) experiential learning theory 

provides a strong theoretical basis to create and evaluate IPE simulations and related activities. 

Experiential learning also has significant implications for health care students preparing 

to transition to professional practice. Fewster-Thuente and Batteson (2018) demonstrated how 

students from various programs, including physical therapy (PT), medicine, and pharmacy, 

among others, were able to apply what they learned from an IPE simulation to their clinical 

practice. These authors note how IPE simulations are especially beneficial in allowing 

unlicensed students to apply their learning rather than simply observing a health care 

professional (Fewster-Thuente & Batteson, 2018). Similarly, Poore et al. (2014) have suggested 

that IPE simulations guided by Kolb’s (1984) experiential learning theory provide prelicensure 

nursing students with opportunities to improve their communication and collaboration with 

students of other health professions. Therefore, the present study may further extend Kolb’s 

(1984) experiential learning theory in the examination of IPE implementation, which would 

include collaborative simulations, specifically within the context of MAT programs. 

Theory of Self-Efficacy 

 The theory of self-efficacy originated in the work of Albert Bandura (1977). This theory 

operates under the assumption that expectations of self-efficacy are created and strengthened by 

various cognitive, behavioral, and environmental factors (Bandura, 1977). Furthermore, the 

theory of self-efficacy suggests four sources that influence expectations of self-efficacy, which 

include performance accomplishments, vicarious experience, verbal persuasion, and 

physiological states (Bandura, 1977). Performance accomplishments are centered on mastery 

experiences and include participant modeling and self-instructed performance, among others 
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(Bandura, 1977). According to Bandura (1977), performance accomplishments provide the most 

authentic base of experience for individuals and, therefore, create strong efficacy expectations. 

Meanwhile, vicarious experience relies on comparisons to others’ performances, and verbal 

persuasion involves leading others through suggestions (Bandura, 1977). Finally, Bandura 

(1977) acknowledges that people often rely on their psychological state to judge their self-

efficacy, as emotional arousal can influence individuals’ ability to cope in different situations. 

Furthermore, Bandura (1977) posits that expectations of self-efficacy “determine how 

much effort people will expend and how long they will persist in the face of obstacles and 

aversive experiences” (p. 194). Within the health care education literature, self-efficacy has been 

identified as a valuable learning outcome of collaborative simulations (Lavoie et al., 2018). 

Stocker et al. (2014) noted how simulated team training enables individuals to observe others 

and benefit from vicarious experience, as described by Bandura (1977). Furthermore, facilitators 

and students participating in simulations provide each other with verbal persuasion during 

periods of debriefing (Stocker et al., 2014). Finally, Stocker et al. (2014) posited that creating 

high-fidelity scenarios that are engaging and difficult may increase learning by heightening 

students’ physiological state, which is consistent with Bandura’s (1977) theory. By pushing 

participants outside of their comfort zones, these authors suggest that IPE simulations allow 

students to learn from their experiences and failures, as well as those of others, which can drive 

them to a deeper level of understanding and self-efficacy (Stocker et al., 2014). Thus, Bandura’s 

(1977) theory of self-efficacy appears to be an additional framework worth employing in studies 

concerning IPE implementation within health care education programs. 

Self-Efficacy in Interprofessional Education 

Numerous studies surrounding IPE implementation have effectively utilized Bandura’s 

(1977) theory of self-efficacy as a theoretical framework. As mentioned previously, Lavoie et al. 
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(2018) demonstrated how the theory of self-efficacy is among the most frequently cited learning 

theories used to guide the assessment of nursing competencies during collaborative simulations. 

One such example is Durkin and Feinn’s 2017 study, which examined perceived levels of self-

efficacy for interprofessional learning among traditional and accelerated nursing students. These 

authors examined nursing students’ willingness to engage in interprofessional learning, as 

opposed to observing, their willingness to provide interprofessional team evaluation and 

feedback, and their self-reported confidence or stress associated with the IPE experience (Durkin 

& Feinn, 2017). Their findings demonstrated how students with prior exposure to IPE exhibited 

greater levels of perceived self-efficacy, suggesting that they are more likely to engage in IPP 

(Durkin & Feinn, 2017). In a similar study among postgraduate nursing and medical students, 

Watters et al. (2015) found that participation in simulation training led to improvements in 

communication, leadership, teamwork, and self-efficacy in clinical scenarios. Therefore, the 

nursing education literature demonstrates the effectiveness of framing IPE experiences within the 

theoretical context of Bandura’s (1977) theory of self-efficacy. 

In addition to nursing students, a recent study by Allen et al. (2018) also reveals the 

engagement of students from physician assistant, dietetic, and social work programs in an 

interprofessional, critical care simulation. These researchers sought to identify a relationship 

between self-esteem and self-efficacy among these health care students as they participated in a 

simulation involving a cardiopulmonary event (Allen et al., 2018). At the conclusion of their 

study, Allen et al. (2018) found a positive correlation between self-efficacy and self-esteem as a 

result of the IPE simulation. Moreover, qualitative feedback gathered during their period of 

debriefing suggested that additional IPE opportunities are necessary to further improve self-
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efficacy and prevent role confusion among health care students (Allen et al., 2018), which serves 

to support the aim of the present study in examining IPE implementation among MAT programs. 

 Recent inquiry also demonstrates how Bandura’s (1977) theory of self-efficacy extends 

beyond simulation, as Hagemeier et al. (2014) examined the effects of an interprofessional 

communication course on the self-efficacy beliefs of students from nursing, medical, and 

pharmacy programs. At the conclusion of the interprofessional course, Hagemeier et al. (2014) 

found significant improvements in the health care students’ self-efficacy beliefs related to their 

interprofessional communication. Therefore, as demonstrated in the numerous studies examining 

the relation between IPE initiatives and health profession students’ beliefs of self-efficacy, 

Bandura’s (1977) theory appears to provide a solid basis for IPE-related inquiry and, thus, will 

be another lens through which to view the present study. 

Situating the Present Study 

The theoretical review of Lavoie et al. (2018) and numerous recent studies have 

demonstrated the utility of Kolb’s (1984) experiential learning theory (Baker et al., 2008; 

Fewster-Thuente & Batteson, 2018; Poore et al., 2014; Stocker et al., 2014) and Bandura’s 

(1977) theory of self-efficacy (Allen et al., 2018; Durkin & Feinn, 2017; Hagemeier et al., 2014; 

Watters et al., 2015) in IPE-related research. Although each study examining Kolb’s (1984) 

experiential learning theory within IPE utilized the modality of collaborative simulations, 

Stocker et al. (2014) recommend that future studies also evaluate programs’ curricula and modes 

of assessment. Furthermore, Fewster-Thuente and Batteson (2018) suggest that the experiential 

learning theory provides a solid, theoretical basis from which to conduct various IPE-related 

investigations. Similarly, Poore et al. (2014) posit that providing students with diverse IPE 

opportunities leads to a greater development of the communication and collaboration skills that 



31 
 

 
 

are fostered through experiential learning. Therefore, examining the overall implementation of 

IPE within MAT programs may further extend Kolb’s (1984) experiential learning theory in this 

area of study while also serving to address a significant gap in the health care literature. 

The vast majority of the presented studies examining Bandura’s (1977) theory of self-

efficacy within IPE also did so within the context of interprofessional simulations (Allen et al., 

2018; Durkin & Feinn, 2017; Watters et al., 2015). However, Durkin and Feinn (2017) suggested 

that utilizing the theory of self-efficacy as a framework for further inquiry may lend insights to 

the IPE-related experiences that health care programs commonly employ to maximize learning. 

Furthermore, these authors acknowledged how students’ perceived levels of self-efficacy may 

influence their participation in other interprofessional learning experiences (Durkin & Feinn, 

2017). Similarly, Allen et al. (2018) acknowledged how additional opportunities for IPE outside 

of simulations are needed, such as the interprofessional communication course in the Hagemeier 

et al. (2014) study, to decrease role confusion and the practice of learning and teaching in silos. 

Therefore, as a portion of the present study is examining the location of IPE exposures, 

Bandura’s (1977) theory of self-efficacy may yield additional insights related to potential 

disparities in IPE implementation between programs’ didactic curriculum and the hands-on 

experiences that are gained through clinical education.  

Related Literature   

Recent publications have emphasized the importance of incorporating IPE initiatives in 

AT curricula. Rizzo et al. suggested in their 2015 report that the “inclusion of AT in IPE 

programs could facilitate the profession’s desire to be seen as true health professionals” (p. 257). 

These IPE programs are proposed as an ideal opportunity to prepare AT students for 

collaborative practice, which may further improve patient outcomes (Eliot et al., 2017; 
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Manspeaker et al., 2020; Rizzo et al., 2015). Additionally, engaging in IPE initiatives has been 

suggested as a means to improve the administrative alignment of AT programs with other health 

care disciplines (Eliot et al., 2017; Rizzo et al., 2015) Therefore, this section of the literature 

review will discuss recent publications pertaining to the prevalence, types, and perceptions of 

IPE initiatives among AT and related health care programs, as well as highlighting some of the 

reported benefits and challenges of interprofessional collaboration in professional practice. 

Prevalence of IPE Initiatives 

Previous research demonstrates how IPE has been a long-standing emphasis for 

numerous health care education programs, especially within the disciplines of nursing and 

medicine (Breitbach, 2016; Greer et al., 2014). However, as mentioned in Chapter One, the AT 

profession has long struggled to be included in IPE-related discussions from local to 

international levels, despite embracing the principles of IPP (Breitbach, 2016). Nevertheless, as 

AT programs continue to make the transition to the graduate professional degree, leaders in AT 

education recognize the potential for increased involvement in IPE initiatives (Breitbach, 2016; 

Eliot et al., 2017). Therefore, in order to provide context for this anticipated progress, recent 

research surrounding the prevalence of IPE initiatives among AT and related health care 

education programs were examined.  

Prevalence of IPE in Nursing Education Programs 

The prevalence of IPE initiatives in health care programs at large is well-documented in 

the health care education literature. However, Eliot et al. (2017) have suggested that nursing 

programs, along with medicine and pharmacy programs, have set the standard for incorporating 

IPE initiatives within their curricula. Thus, the accrediting bodies for nursing, medicine, and 

pharmacy education programs have outlined standards relative to the inclusion of IPE in their 

respective guidelines (Eliot et al., 2017). In their recently-updated standards, the Commission on 
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Collegiate Nursing Education (2018) states that baccalaureate and graduate nursing programs’ 

curricula should include planned clinical experiences that “foster interprofessional collaborative 

practice” (p. 16). Furthermore, the Accreditation Commission for Education in Nursing (2020) 

standards require that the curricula and instructional approaches of undergraduate and graduate 

nursing programs reflect interprofessional collaboration. As a result, the vast majority of journal 

articles reviewed in Chapter Two included either undergraduate or graduate nursing students in 

the pool of study participants, as will be illuminated and discussed in the subsequent paragraphs.  

The prevalence of IPE opportunities among undergraduate nursing programs is well-

established, as numerous studies cited the inclusion of these particular nursing students (Allen et 

al., 2018; Bultas et al., 2016; Hinyard et al., 2017; House & Wahl, 2021; Jutte et al., 2016; 

Lairamore et al., 2018; Lairamore et al., 2019; Laverentz et al., 2020; Livingston et al., 2016; 

Marcussen et al., 2019; Mishoe et al., 2018; Russell et al., 2020; von der Lancken & 

Levenhagen, 2014). Hagemeier et al. (2014) specified that the students in their study were in the 

first year of their nursing program, while Scott et al. (2020) highlighted that their participants 

were seniors, suggesting that nursing students benefit from a consistent stream of IPE 

experiences across the span of their education. Moreover, Durkin and Feinn (2017) conducted 

their study amongst traditional and accelerated baccalaureate nursing students to examine 

differences in interprofessional learning between these sub-populations of students. Similarly, a 

series of studies by Morrell et al. (2018; 2019) included students from an accelerated nursing 

program in an IPE experience, while a recent study by Groessl and Vandenhouten (2019) 

incorporated registered nurse (RN) participants seeking their Bachelor of Science in Nursing 

(i.e., RN-to-BSN). Thus, the current evidence suggests a wealth of opportunity for IPE exposures 

among various undergraduate nursing programs. 
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In addition to the literature reviews of Kent and Keating (2015), Lim and Noble-Jones 

(2018), and Welsch et al. (2018), the presented evidence appears to support the notion that 

nursing students are included in IPE programs and experiences on a consistent basis and further 

demonstrates the extensive research surrounding IPE within the field of nursing. Furthermore, 

nursing students in graduate programs have also benefited from the inclusion in IPE initiatives. 

In their recent study, Beebe et al. (2018) examined the interprofessional learning experiences of 

graduate psychiatric mental health nursing students with various other health care students. 

Moreover, Watters et al. (2015) conducted their study amongst RNs and doctors during their 

initial post-graduate years to determine their perceptions of IPE. Although some of the reviewed 

studies failed to specify the degree level of their nursing-student participants (Liaw et al., 2019; 

Renschler et al., 2016), the evidence yielded through this literature review supports a wide-

spread availability of IPE for nursing students within various programs of study. 

Recent investigations have also demonstrated IPE availability for nursing programs on a 

global scale. Milutinović et al. (2018) sought to determine the effects and perceptions of IPE 

amongst nursing students in a Serbian university following the completion of their first clinical 

rotations, while Castrèn et al. (2017) underwent a similar investigation amongst Finnish and 

Swedish students during their final semester of their respective programs. Furthermore, in their 

study among universities in the United Kingdom, Whiting et al. (2016) assessed pediatric 

nursing students’ perceptions of IPE. At the conclusion of their structured literature review, Lim 

and Noble-Jones (2018) examined the transferability of their findings to nursing education 

programs in Singapore. Finally, a recent investigation of IPE implementation at a large, 

Australian university contained a large proportion (n = 461) of Master of Nursing students 
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(Bloomfield et al., 2021). Thus, it is apparent that IPE is an emphasis of nursing education both 

within the United States and around the world. 

Prevalence of IPE in Medical and Pharmacy Education Programs 

Medicine and pharmacy education programs also receive guidance on IPE from their 

respective accrediting bodies. In their current accreditation standards, the Liaison Committee on 

Medical Education (2019) includes interprofessional collaborative skills under their standard 

concerning curricular content. More specifically, this standard communicates that the core 

curriculum of a medical education programs must prepare students to “function collaboratively 

on health care teams that include health professionals from other disciplines as they provide 

coordinated services to patients” (Liaison Committee on Medical Education, 2019, p. 11).  

Similarly, Standard 11 of the Accreditation Council for Pharmacy Education’s (2015) 

most current standards states that the curricula of Doctor of Pharmacy (PharmD) degree 

programs should prepare “all students to provide entry-level, patient-centered care in a variety of 

practice settings as a contributing member of an interprofessional team” (p. 7). This standard 

encompasses the key elements of interprofessional team dynamics, education, and practice, 

ensuring that pharmacy students are prepared to interact with other prescribers and various health 

care professionals (Accreditation Council for Pharmacy Education, 2015). Therefore, in light of 

these standards, medicine and pharmacy education programs were also well-represented in the 

study samples of the recent publications examined for purposes of this literature review. 

Diverse opportunities for medical and pharmacy students to learn with students from 

other health care disciplines is rather evident in the current IPE-related literature (Bloomfield et 

al., 2021; Liaw et al., 2019; Livingston et al., 2016; Mozer et al., 2021; Renschler et al., 2016; 

Scott et al., 2020; Ward et al., 2016; Welsch et al., 2018). Kent and Keating (2015) revealed that 

15 of the 26 studies comprising their literature review included medical students, while 13 of the 
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26 studies included students from PharmD programs. Moreover, Berger-Estilita et al. (2020) 

found that the IPE-related data yielded from their systematic review of 23 journal articles was 

primarily reported for first-year medical students, followed closely by third-year and second-year 

students, respectively. Similarly, the studies of Fewster-Thuente and Batteson (2018), Gunaldo et 

al. (2020), Hagemeier et al. (2014), and Mozer et al. (2021) were conducted amongst first- and 

second-year medical and pharmacy students, suggesting that IPE is introduced early on in these 

particular health care programs. 

Additionally, the studies of Scott et al. (2020), Milutinović et al. (2018), and Marcussen 

et. al. (2019) demonstrated how opportunities for interprofessional learning have been 

appropriately employed across the span of medical students’ education, as these studies 

examined IPE interventions among third-, fourth-, and fifth-year medical students, respectively. 

Furthermore, the study from Watters et al. (2015) engaged medical doctors in a collaborative 

simulation during the initial years of their post-graduate work, indicating the importance of IPE 

as students transition to professional practice. Finally, the studies from Beebe et al. (2018), Liaw 

et al. (2019), Livingston et al. (2016), and Scott et al. (2020) demonstrated the engagement of 

PharmD students in a variety of IPE experiences over the course of their educational program. 

Therefore, it is evident that both medical and pharmacy education programs have put an 

emphasis on IPE similar to nursing education programs. 

Prevalence of IPE in Allied Health Care Education Programs 

In addition to the disciplines of nursing, medicine, and pharmacy, numerous other allied 

health care education programs have infused IPE in their curricula and, therefore, are well-

documented in the literature. These programs encompass the disciplines of physician assistant 

(Allen et al., 2018; Fewster-Thuente & Batteson, 2016; Fewster-Thuente & Batteson, 2018; 

Gunaldo et al., 2020; Welsch et al., 2018), exercise physiology (Beebe et al., 2018; Lairamore et 
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al., 2018; O’Shea et al., 2019; Renschler et al., 2016), respiratory therapy (Al-Qahtani, 2016; 

Russell et al., 2020; Welsch et al., 2018), and public health (Anderson et al., 2019; Gunaldo et 

al., 2020; Renschler et al., 2016). Furthermore, numerous studies included students from social 

work programs among the sample population (Allen et al., 2018; Groessl & Vandenhouten, 

2019; Liaw et al., 2019; Marcussen et al., 2019; Ward et al., 2016; Welsch et al., 2018), 

extending beyond the typical allied health care domain. Nevertheless, three particular allied 

health care disciplines provide opportunity for further examination, which include PT, 

occupational therapy (OT), and ND, as will be discussed in the subsequent paragraphs. 

The discipline of PT is of particular interest to this literature review, as Fewster-Thuente 

and Batteson (2018) noted how PT programs have incorporated interprofessional competencies 

within their curricula in a manner similar to nursing, medicine, and pharmacy education 

programs. According to the Commission on Accreditation in Physical Therapy Education (2020), 

PT programs must include IPE in both their didactic and clinical curriculum. Thus, to satisfy 

these accreditation standards, PT education programs must provide evidence that students have 

opportunities to engage in IPE that will help develop their “values/ethics, communication, 

professional roles and responsibilities, and teamwork” (Commission on Accreditation in Physical 

Therapy Education, 2020, p. 22). As a result, the recent literature demonstrates that IPE is well-

established within PT programs (Al-Qahtani, 2016; Fewster-Thuente & Batteson, 2016; Fewster-

Thuente & Batteson, 2016; Gunaldo et al., 2020; House & Wahl, 2021; Kent & Keating, 2015; 

Lairamore et al., 2019; Mozer et al., 20201; von der Lancken & Levenhagen, 2014). 

Furthermore, numerous studies investigating IPE among PT programs have also included AT 

students in the sample of participants (Bultas et al., 2016; Hinyard et al., 2017; Lairamore et al., 
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2018; Mishoe et al., 2018), suggesting a degree of administrative alignment between the two 

professions. 

Similarly, OT education programs have demonstrated a notable presence in IPE 

engagement in the allied health care literature (Kent & Keating, 2015; Lairamore et al., 2019; 

Liaw et al., 2019). The Accreditation Council for Occupational Therapy Education (2020) has 

also required OT education programs to develop the principles of interprofessional team 

dynamics within their students, as outlined in their most-recent accreditation standards. 

Moreover, similar to PT programs, OT education programs have engaged in IPE studies with AT 

programs (Bultas et al., 2016; Hinyard et al., 2017; Lairamore et al., 2018), including a unique 

series of studies from Morrell et al. (2018; 2019). Therefore, the allied health care discipline of 

OT appears to have also emphasized the importance IPE efforts, as demonstrated in both their 

accreditation standards and inclusion in relevant studies. 

Finally, ND education programs are among those allied health care disciplines with a 

notable presence in the IPE literature. The Accreditation Council for Education in Nutrition and 

Dietetics (2018) requires didactic programs to include instruction that will ultimately enable ND 

students to “identify and describe the work of interprofessional teams and the roles of others with 

whom the registered dietitian nutritionist collaborates in the delivery of food and nutrition 

services” (p. 10). Thus, students from ND education programs were included in numerous, recent 

studies examining IPE implementation (Allen et al., 2018; Al-Qahtani, 2016; Beebe et al., 2018; 

Hinyard et al., 2017; Kent & Keating, 2015; Lairamore et al., 2018; Ward et al., 2016).  

One particular study that necessitates a closer examination is that of Eliot et al. (2017), 

which specifically examined IPE among AT and ND programs. At the conclusion of their study, 

Eliot et al. (2017) found that less than half (38%) of the surveyed ND programs had access to 
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IPE initiatives; however, the authors suggested that this finding varied by type of accreditation, 

noting a greater prevalence (60%) of IPE initiatives among ND programs with a clinical 

component. Furthermore, these researchers found that ND programs demonstrated a greater 

readiness for IPE opportunities in terms of clinical rotations, course outcome scores, and 

community projects when compared to AT programs (Eliot et al., 2017). Therefore, as 

demonstrated by Eliot et al. (2017) and the numerous studies examined over the course of this 

literature review, AT education appears to be falling behind other allied health programs in terms 

of implementing IPE initiatives, requiring further examination. 

Prevalence of IPE Among AT Education Programs 

Access to IPE initiatives among baccalaureate AT programs appears to have improved 

significantly in recent years, demonstrating a growth of 14% between 2012 and 2015 (Breitbach 

et al., 2018). However, Breitbach et al. (2018) noted that 63% of all AT programs examined in 

their study still lacked access to IPE opportunities, which is posited to be the function of a lack 

of institutional infrastructure and readiness for IPE initiatives. Such a theory is further supported 

by the low rates of AT faculty participation in IPE experiences when compared to ND programs, 

as reported by Eliot et al. (2017). Furthermore, few studies occurring outside of the AT education 

literature included AT students in their participant populations (Bultas et al., 2016; Hinyard et 

al., 2017; Lairamore et al., 2018; Mishoe et al., 2018; Renschler et al., 2016). Nevertheless, the 

ongoing degree transition of the AT profession and the associated implementation of updated 

CAATE (2020) accreditation standards may have provided additional avenues for professional 

MAT programs to incorporate IPE in recent years, necessitating further examination. 

Standard Eight of the 2020 accreditation standards for professional MAT degree 

programs addresses the incorporation of IPE (Commission on Accreditation of Athletic Training 

Education, 2020). However, the annotation for this particular standard provides MAT program 
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administrators with insufficient guidance as to how to incorporate such IPE measures, stating 

that “varying methods can be used” (Commission on Accreditation of Athletic Training 

Education, 2020, p. 2). Furthermore, the CAATE (2020) standards state that MAT students must 

have “multiple exposures” (p. 2) to IPE, leaving one to question the consistency with which IPE 

is implemented from one MAT program to another. Although professional master’s programs 

have demonstrated increased access to IPE in recent investigations, the small sample sizes of 

these studies appear to lack statistical power (Breitbach et al., 2018; Eliot et al., 2017; 

Manspeaker et al., 2020). Additionally, numerous bachelor’s level AT programs have undergone, 

and will continue to undergo, curricular revisions since these prior investigations in order to meet 

these new accreditation standards (Breitbach, 2016; Commission on Accreditation of Athletic 

Training Education, 2020; Manspeaker et al., 2020). Therefore, with increasingly more AT 

education programs elevating to the graduate level, further investigation is required to assess the 

current status of IPE implementation within MAT programs.  

Types of IPE Experiences 

A wide-variety of IPE experiences have been reported in the health care education 

literature, suggesting the feasibility of employing such initiatives. Thus, this section of the 

literature review will expand upon the types of IPE experiences that have been previously 

employed across health care and AT education programs. Additionally, distinguishing the types 

of collaborative learning experiences that AT programs have engaged in, when compared to 

other allied health programs, will further demonstrate the lack of IPE inclusion suggested by 

Breitbach (2016). Furthermore, this section of Chapter Two will provide context for the progress 

of IPE implementation among recently-transitioned MAT programs.  
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Types of IPE Across Health Care Education Programs 

Perhaps one of the most frequently employed methods of IPE in the health care education 

literature is that of collaborative simulations, as demonstrated in a recent systematic literature 

review by Berger-Estilita et al. (2020). Collaborative simulations have provided health care 

educators with the means to engage their students in hands-on scenarios that often require IPP, 

and may be incorporated in a low- or high-fidelity capacity. Examples of low-fidelity 

experiences from the reviewed literature include simulated patient care rounds (Fewster-Thuente 

& Batteson, 2016; Fewster-Thuente & Batteson, 2018), simulated safety issues (House & Wahl, 

2021), primary care visits (Ward et al., 2016), mock rehabilitation sessions for critically ill or 

injured patients (Lairamore et al., 2019), and safe patient handling (von der Lancken & 

Levenhagen, 2014).  

High-fidelity simulations are also well-documented in recent literature. These simulations 

include scenarios surrounding the management of various acute illnesses and conditions, such as 

cardiopulmonary resuscitation for a septic patient (Allen et al., 2018) the management of a stroke 

patient (Lairamore et al., 2019), and the management of a patient with a spinal cord injury 

(Morrell et al., 2018; Morrell et al., 2019), among others (Watters et al., 2015; Welsch et al., 

2018). Furthermore, the study by Livingston et al. (2016) demonstrates the growth and promise 

of hosting an annual “Disaster Day,” which included students from various health care 

professions in a variety of high-fidelity, disaster simulations. Therefore, collaborative 

simulations encompass a variety of non-emergent and emergent conditions and enable students 

from various health care professions with hands-on opportunities to learn with and from each 

other, as is the goal of IPE (World Health Organization, 2010). 

As technology has advanced, collaborative simulations have improved significantly and 

have also begun to occur in virtual settings, as demonstrated in numerous recent studies (Beebe 
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et al., 2018; Liaw et al., 2019; O’Shea et al., 2019; Scott et al., 2020). Liaw et al. (2019) utilized 

virtual simulation training in which health care students assumed online avatars to participate in 

interprofessional hospital rounds. Moreover, in light of the COVID-19 pandemic, Rutledge et al. 

(2020) acknowledged how numerous universities quickly turned to telehealth approaches to 

satisfy IPE experiences. Recent investigations by Begley et al. (2019) and Quesnelle et al. (2018) 

have demonstrated the utility of telehealth tools in delivering interprofessional case studies and 

simulations, respectively. Furthermore, O’Shea et al. (2019) employed a web-based 

videoconferencing platform to replicate the current telehealth system and provide ND and 

exercise physiology students with a unique IPE exposure. 

Recent literature has also revealed the benefits of incorporating standardized patients 

(SPs) in both live (Bethea et al., 2019; Collins et al., 2020) and virtual settings (Scott et al., 2020; 

Wynn, 2020). Scott et al. (2020) incorporated SPs in a telehealth simulation to provide health 

care students at a rural university with a unique IPE experience. Similarly, Wynn (2020) utilized 

SPs in an interprofessional telehealth simulation among social work and psychiatric mental 

health nurse practitioners during the onset of the pandemic. Thus, telehealth tools and virtual 

simulations incorporating SPs are providing new and unique avenues for IPE during a time when 

remote learning has become necessary in response to the COVID-19 pandemic. 

Regardless of the setting of simulated IPE exposures, numerous publications have 

recognized the utility of concluding simulations with a period devoted to debriefing (Fewster-

Thuente & Batteson, 2016; Lairamore et al., 2019; Liaw et al., 2019; Morrell et al., 2018; 

O’Shea et al., 2019; Scott et al., 2020; Ward et al., 2016; Welsch et al., 2018). Lavoie et al. 

(2018) acknowledged how debriefing allows students to reflect on and conceptualize their 

experiences, which ultimately enables students to apply their learning to similar scenarios in the 
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future. Furthermore, Morrell et al. (2018) demonstrated how a period of debriefing may help 

students recognize the value and importance of IPE and IPP in providing high-quality care. 

Therefore, debriefing is an important component of collaborative simulations and, thus, IPE. 

A number of recent studies surveying the status of IPE in American academic health 

centers demonstrated high IPE activity in both didactic courses and clinical education rotations 

(Clay et al., 2018; Greer et al., 2014; Milutinović et al., 2018; Renschler et al., 2016). Thus, 

another commonly-reported method of IPE is shared courses and practicums (Beebe et al., 2018; 

Bultas et al., 2016; Hagemeier et al., 2014; Hinyard et al., 2017; Welsch et al., 2018). As a result, 

the utilization of the TeamSTEPPS didactic curriculum, often accompanied by simulations, has 

been extensively researched (Berger-Estilita et al., 2020; Laverentz et al., 2020; Russell et al., 

2020; Ward et al., 2016; Welsch et al., 2018). Similarly, the study of Anderson et al. (2019) 

incorporated an online, asynchronous IPE module, while Beebe et al. (2018) explored the value 

of an eight-week distance education course. Therefore, IPE courses of various forms and 

delivery methods appear to be well-established among health care education programs. 

As universities continue to create and direct resources toward IPE programs across their 

health care disciplines (Anderson et al., 2019; Gunaldo et al., 2020; Laverentz et al., 2020), 

unique opportunities for IPE have arisen. One such example is the IPE passport program of 

Laverentz et al. (2020), which was conducted among nursing students over the course of two 

years of their academic study. Furthermore, IPE-related training sessions have proved to be a 

consistent medium to teach interprofessional competencies and improve collaborative practice 

(Bloomfield et al., 2021; Clay et al., 2018; Greer et al., 2014; Liaw et al., 2019; Marcussen et al., 

2019; Mishoe et al., 2018; Mozer et al., 2021). Thus, health care educators have continued to 
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find new and interesting ways to engage their students in IPE, as demonstrated in the reviewed 

literature. 

Finally, collaborative group projects have been well-documented as a source of IPE. The 

studies of Fewster-Thuente and Batteson (2016) and Mishoe et al. (2018) incorporated 

interprofessional case studies, and Lairamore et al. (2018) similarly infused interprofessional 

case scenarios over the course of their six-year cohort study. Additional examples of 

collaborative group projects from the health care literature include the development of wellness 

plans (Beebe et al., 2018), semester-long community projects (Hinyard et al., 2017), and group 

presentations (Jutte et al., 2016), further suggesting a variety of practical methods for program 

administrators to consider to satisfy their respective accrediting bodies’ IPE-related standards. 

Types of IPE Among AT Education Programs 

Recent publications demonstrate limited opportunities for students from AT programs to 

engage in the previously-discussed methods of IPE implementation. Inclusion of AT students in 

IPE projects has been noted (Jutte et al., 2016; Lairamore et al., 2018; Mishoe et al., 2018), but 

not without discrepancies. In the 2018 study by Lairamore et al., AT students were not included 

in the initial cohort. Additionally, the AT participants in this particular study were 

indistinguishable from the exercise science student participants, which was due to both 

disciplines providing small sample sizes. Furthermore, recent publications related to 

opportunities in interprofessional simulations appear to be limited to a series of studies by 

Morrell et al. (2018; 2019) and a qualitative study by Manspeaker et al. (2020). Liaw et al. 

(2019) suggested that the flexible and practical nature of virtual simulations may play a larger 

role in interprofessional team training moving forward, providing a feasible alternative for AT 

programs to consider. However, a more current examination among MAT programs is required 

to determine if, and how, these methods of IPE are being implemented. 
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In regards to interprofessional courses, the inclusion of AT appears to be present (Bultas 

et al., 2016; Hinyard et al., 2017; Manspeaker et al., 2020; Renschler et al., 2016), but often in 

smaller proportions compared to the other allied health programs represented in these studies. 

Moreover, limited involvement in IPE didactic training (Manspeaker et al., 2020; Mishoe et al., 

2018) suggests further disparities between AT and other allied health care programs. The 

academic unit in which AT programs are housed has been identified as a potential factor 

influencing access to these IPE initiatives (Breitbach et al., 2018; Eliot et al., 2017; Manspeaker 

et al., 2020). Thus, this variable will require careful consideration when examining MAT 

programs’ current involvement in IPE opportunities. Finally, the majority of these recent studies 

included samples of AT students at the undergraduate level, warranting further investigation in 

light of the transition to a graduate degree.   

Perceptions of IPE Initiatives 

To better understand the purpose and importance of IPE initiatives, a general survey of 

the literature concerning student and faculty perceptions and attitudes toward collaborative 

learning was conducted. The primary aim of numerous studies was to assess such IPE-related 

perceptions, as detailed in their respective titles (Al-Qahtani, 2016; Berger-Estilita et al., 2020; 

Groessl & Vandenhouten, 2019; Hinyard et al., 2017; Jutte et al., 2016; Lairamore et al., 2018; 

Lairamore et al., 2019; Laverentz et al., 2020; Renschler et al., 2016), suggesting the value of 

this particular line of inquiry. Furthermore, perceptions specifically related to student and 

program readiness for IPE were evaluated, as an underlying theme of the present study is to 

determine MAT programs’ preparedness to engage in such initiatives. Therefore, the subsequent 

paragraphs outline the various instruments that are frequently employed to assess IPE-related 
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perceptions and readiness before discussing such attitudes among students in related health care 

and AT education programs. 

A variety of instruments have been utilized in the health care research to gauge students’ 

perceptions of and readiness for collaborative learning experiences. Among one of the most 

commonly employed scales is the Readiness for Interprofessional Learning Scale (RIPLS) (Al-

Qahtani, 2016; Berger-Estilita et al., 2020; Groessl & Vandenhouten, 2019; Jutte et al., 2016; 

Lairamore et al., 2018; Marcussen et al., 2019; Milutinović et al., 2018). Additional scales that 

were frequently cited in the reviewed literature include the TeamSTEPPS Teamwork Attitudes 

Questionnaire (Beebe et al., 2018; Berger-Estilita et al., 2020; Fewster-Thuente & Batteson, 

2016; Russell et al., 2020; Welsch et al., 2018), the Attitudes Toward Health Care Teams Scale 

(Berger-Estilita et al., 2020; Groessl & Vandenhouten, 2019; Guraya & Barr, 2018; Liaw et al., 

2019; Renschler et al., 2016), the Student Perceptions of Interprofessional Clinical Education 

tool (Anderson et al., 2020; Berger-Estilita et al., 2020; Gunaldo et al., 2020; Scott et al., 2020; 

Ward et al., 2016), the Interprofessional Attitudes Scale (Laverentz et al., 2020; Mishoe et al., 

2018; Morrell et al., 2018), and the Team Skills Scale (Berger-Estilita et al., 2020; Renschler et 

al., 2016; Ward et al., 2016). Thus, there is an abundance of recent data yielded from these 

instruments highlighting the perceptions, and associated benefits, of collaborative learning 

amongst various health care students. 

Furthermore, qualitative analysis of verbal (Beebe et al., 2018; Kent & Keating, 2015; 

Manspeaker et al., 2020; Morrell et al., 2018; Whiting et al., 2016) and written feedback (Bultas 

et al., 2016; Kent & Keating, 2015; Lairamore et al., 2019; Lim & Noble-Jones, 2018) are also 

common methods of assessment. Finally, the Interprofessional Education Assessment and 

Planning Instrument for Academic Institutions (IPE-API) (Association for Prevention Teaching 
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and Research, 2009) has been utilized to assess institutions’ overall preparedness to implement 

IPE initiatives (Breitbach et al., 2018; Clay et al., 2018; Eliot et al., 2017; Greer & Clay, 2010; 

Greer et al., 2014). The IPE-API is of particular interest, as this instrument will be employed in 

the present study to assess MAT programs IPE implementation. Thus, this section of the 

literature review will outline and synthesize student perceptions of and readiness for IPE 

initiatives, as collected by these instruments and assessments, to further support the utility of 

such collaborative learning opportunities in health care education. 

Perceptions of IPE Across Related Health Care Programs 

Reported outcomes of IPE-related literature demonstrate predominately positive 

perceptions of these collaborative, educational experiences. Primarily, these initiatives have 

promoted students’ perceived value of IPE and, thus, interprofessional teamwork (Al-Qahtani, 

2016; Anderson et al., 2019; Beebe et al., 2018; Bloomfield et al., 2021; Bultas et al., 2016; 

Fewster-Thuente & Batteson, 2016; Fewster-Thuente & Batteson, 2018; Gunaldo et al., 2020; 

Hinyard et al., 2017; House & Wahl, 2021; Kent & Keating, 2015; Lairamore et al., 2019; 

Laverentz et al., 2020; Liaw et al., 2019; Marcussen et al., 2019; Mishoe et al., 2018; Mozer et 

al., 2021; O’Shea et al., 2019; Renschler et al., 2016; Ward et al., 2016; Watters et al., 2015; 

Welsch et al., 2018; Whiting et al., 2016). However, Renschler et al. (2016) have suggested that 

these perceptions are not necessarily shared across all disciplines, as the medical students in their 

study did not demonstrate significant improvements in attitudes toward interprofessional 

teamwork following either a one- or two-semester course. Nevertheless, Al-Qahtani (2016) 

demonstrated a significant, positive relationship between students’ year of study and the 

teamwork and collaboration subscale of the RIPLS, suggesting that additional IPE exposures 

may improve teamwork perceptions and attitudes with time. Furthermore, qualitative feedback 

yielded from the studies of Beebe et al. (2018), Bultas et al. (2016), Lairamore et al. (2019), and 
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Whiting et al. (2016) further detailed the utility of IPE initiatives in improving students’ 

perceptions of interprofessional teamwork and collaborative practice. As a result of such 

initiatives, Gunaldo et al. (2020) posited that health care students develop a greater 

understanding of the IPEC (2016) competencies and, thus, interprofessional teamwork. 

An additional outcome reported from IPE studies is the improvement in students’ 

awareness of varying health professions’ roles in patient care (Bloomfield et al., 2021; Bultas et 

al., 2016; Fewster-Thuente & Batteson, 2016; Gunaldo et al., 2020; House & Wahl, 2021; Kent 

& Keating, 2015; Lairamore et al., 2018; Laverentz et al., 2020; Lim & Noble-Jones, 2018; 

Mozer et al., 2021; Scott et al., 2020; Ward et al., 2016; Welsch et al., 2018). The simulations 

presented in the journal articles of Fewster-Thuente and Batteson (2016), Scott et al. (2020), and 

Ward et al. (2016) were tailored to the disciplinary roles of the students represented in each 

study, which ultimately fostered better role awareness. Furthermore, IPE programs and courses 

have proven to be a valuable method to supplement students’ knowledge of disciplinary roles 

(Bultas et al., 2016; Gulando et al., 2020; Laverentz et al., 2020). However, the qualitative 

feedback gathered during the debriefing sessions Allen et al. (2018) and Russell et al. (2020) 

demonstrated significant role confusion among the study samples. Therefore, additional 

opportunities for IPE and collaborative practice have been recommended (Allen et al., 2018; 

Russell et al., 2020).  

Similarly, positive changes in attitudes towards other disciplines have resulted from such 

IPE experiences (Beebe et al., 2018; Bloomfield et al., 2021; Gunaldo et al., 2020; Guraya & 

Barr, 2018; Lairamore et al., 2019; Livingston et al., 2016; Mishoe et al., 2018). More 

specifically, the qualitative themes of trust and respect have emerged in recent investigations 

utilizing interprofessional teams (Beebe et al., 2018; Lairamore et al., 2019), which reflects one 
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the primary goals of IPE as described by the IPEC (2016). However, Kent & Keating’s (2015) 

literature review established that changes in attitude towards other disciplines do not appear to be 

dependent upon engagement in IPE, and may result from single discipline education. 

Nevertheless, IPE initiatives appear to provide students from varying health care disciplines with 

the opportunity to build relationships on a foundation of mutual respect, as opposed to “rivalry, 

stereotypes, or power” (Mishoe et al., 2018, p. 10).  

Numerous studies have also demonstrated positive perceptions and outcomes relative to 

students’ interprofessional communication skills (Hagemeier et al., 2014; Lairamore et al., 2019; 

Lim & Noble-Jones, 2018; Morrell et al., 2018; O’Shea et al., 2019; Russell et al., 2020; Watters 

et al., 2015). The structured literature review of Lim and Noble-Jones (2018) discusses the 

development of effective communication skills as a primary outcome of IPE initiatives. Thus, 

improvements in interprofessional communication were well-documented among those studies 

incorporating simulation-based learning (Lairamore et al., 2019; Morrell et al., 2018; O’Shea et 

al., 2019; Russell et al., 2020; Watters et al., 2015), as these IPE initiatives require careful 

coordination between the participating disciplines. Moreover, didactic curriculum and courses 

devoted to interprofessional communication have been noted as meaningful opportunities for 

health care students to refine these skills and observe the benefits of IPE (Hagemeier et al., 2014; 

Russell et al., 2020). Therefore, the wide range of outcomes associated with interprofessional 

learning and collaboration presented in this section of the literature review are overwhelmingly 

positive and should encourage administrators to continue implementing such endeavors. 

Finally, the reviewed literature also demonstrates a general readiness for interprofessional 

learning and collaborative practice (Beebe et al., 2018; Bultas et al., 2016; Clay et al., 2018; 

Hinyard et al., 2017). In a recent national survey, Clay et al. (2018) presented an upward trend in 
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institutional readiness for IPE and IPP amongst academic health centers in the United States. 

Their findings demonstrated improvements in interprofessional courses, opportunities for IPP, 

and designated IPE faculty and personnel (Clay et al., 2018). While the specific disciplines of the  

health care education programs represented in this survey were not disclosed, it appears that 

greater emphasis has been placed on IPE at an institutional level (Clay et al., 2018). 

Furthermore, the literature supports IPE readiness amongst students from various 

disciplines as a result of focused IPE initiatives (Al-Qahtani, 2016; Groessl & Vandenhouten, 

2019; Lairamore et al, 2018; Marcussen et al., 2019; Morrell et al., 2019; Milutinović et al., 

2018); however, discrepancies have been noted. Morrell et al. (2019) note how the graduate OT 

students included in their study did not demonstrate significant changes in preparation for IPP 

following a collaborative simulation. Moreover, Milutinović et al. (2018) revealed how female 

nursing students demonstrated greater preparedness for IPE relative to their male counterparts in 

both nursing and medicine. However, these authors recognized the limitations of their studies, 

such as sample size concerns and the generalizability of their findings (Milutinović et al., 2018; 

Morrell et al., 2019). Therefore, the differences in attitudes toward and preparedness for IPE 

implementation across professions, including AT, requires further investigation. 

Perceptions of IPE Among AT Programs 

Studies that have specifically examined IPE initiatives among AT programs have 

reported similar outcomes and positive perceptions. After engaging in an interprofessional group 

project, AT students reported increased knowledge and understanding of the roles of the nursing 

and health administration professions, among others (Jutte et al., 2016). Additionally, 

engagement in an interprofessional simulation led to significant changes in AT students’ self-

reported preparedness for interprofessional practice (Morrell et al., 2019). Furthermore, students 
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in both of these studies reported an increased awareness of the need to improve communication 

among interprofessional teams (Jutte et al., 2016; Morrell et al., 2018). 

While the outcomes of these studies are positive and encouraging, students in other allied 

health programs appear to be enjoying a wider-range of benefits of IPE in comparison to students 

in AT programs. When examining those studies that occurred outside of AT education research, 

the sample sizes of AT students were very small, especially in comparison to nursing and PT 

(Bultas et al., 2016; Hinyard et al., 2017; Lairamore et al., 2018; Mishoe et al., 2018; Renschler 

et al., 2016). Similarly, Mishoe et al. (2018) reported that their sample size of AT students was 

too small to conduct additional analyses, meaning these students’ perceptions of the 

collaborative experience were not distinguished from others in their results. These disparities 

reflect the general lack of AT program inclusion in IPE endeavors, suggesting an area of 

advocacy and improvement for program administrators to consider as the profession continues to 

make the graduate-degree transition. Thus, the present study aims to assess the current status of 

IPE implementation among MAT programs to lend insights to this particular gap in the literature. 

Interprofessional Collaboration in Professional Practice 

Guraya and Barr (2018) suggested that “IPE has the potential of providing a learning 

forum for practitioners who are not ordinarily offered a structured framework to learn with, from 

and about one another, and to build professional relationships” (p.163). Simply put, the 

incorporation of IPE into MAT programs’ curriculum would also provide benefits to students as 

they transition to professional practice. Because IPE helps to lay a foundation for IPP, it is 

important to evaluate the various benefits that may ultimately stem from collaborative practice, 

which include patient and provider outcomes and satisfaction, among others. Additionally, this 
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final section will address barriers to the AT profession’s inclusion in IPP to further support the 

importance of assessing and improving IPE among MAT programs. 

 Recent investigations have demonstrated the benefits of interprofessional collaboration 

and practice among various health care professionals. Watters et al. (2015) revealed how 

interprofessional training and collaboration amongst nurses and doctors enhanced self-efficacy, 

communication, teamwork, and leadership in clinical situations. In terms of patient outcomes, 

Guck et al. (2019) examined the benefits of an interprofessional collaborative practice model in 

treating high-risk patients. At the conclusion of their study, these authors found that 

implementing the interprofessional collaborative practice model among their high-risk cohort led 

to notable reductions in emergency room visits, hospitalizations, and total patient charges (Guck 

et al., 2019). These findings appear to be consistent with the benefits highlighted in the recent 

scoping review of McCutcheon et al. (2020), who found significant, positive outcomes of 

cardiovascular and psychiatric conditions as a result of interprofessional collaborative care. 

Furthermore, these authors noted health care provider satisfaction, treatment adherence, and 

quality of life measures as significant outcomes stemming from IPP (McCutcheon et al., 2020). 

Thus, IPP in primary care settings appears to positively impact both humanistic and clinical 

outcomes in a superior manner to traditional care (McCutcheon et al., 2020). 

Furthermore, in a recent meta-analysis, Kaiser et al. (2017) found that nurses who 

engaged in interprofessional work demonstrated less turnover intention, burnout, and job stress. 

Additionally, these authors found that interprofessional involvement was “moderately positively 

associated with autonomy, engagement, job satisfaction, and perceived service quality” (Kaiser 

et al., 2017, p. 265). Ultimately, Kaiser et al. (2017) suggested that IPP can improve the well-

being of health and social care employees, and should be a focus of interventions at both the pre- 
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and post-licensure levels. Thus, educating students on their future practice roles and creating 

value for interprofessional collaboration over the course of their education may promote 

behaviors that have positive, long-term implications for both themselves and their patients 

(Bultas et al., 2016; Guck et al., 2019; Kaiser et al., 2017; McCutcheon et al., 2020). 

As mentioned previously, AT professionals work in a variety of clinical settings, which 

include both hospitals and emergency rooms (Rizzo et al., 2015). Thus, Rizzo et al. (2015) noted 

that certified athletic trainers (ATC) have traditionally practiced in an interprofessional manner. 

Nevertheless, recent investigations have suggested that ATCs encounter barriers to IPP in the 

same way that AT programs struggle with IPE inclusion. Although ATCs in the collegiate setting 

report valuing IPP, Hankemeier and Manspeaker (2018) found that participants in their study 

“reported that only 42% of their patient care was delivered in an interdisciplinary manner” (p. 

706). The lack of engagement in IPP by ATCs in this setting may be due to a lack of IPE 

opportunities, as well as a perceived lack of respect from other health care professionals 

(Hankemeier & Manspeaker, 2018; Manspeaker & Hankemeier, 2019). Furthermore, the lack of 

interprofessional team structure and concerns related to continuity of care may also limit IPP 

(Manspeaker & Hankemeier, 2019). Therefore, improving IPE efforts in AT programs may help 

mitigate these barriers to IPP, further emphasizing the importance of evaluating the current status 

of IPE implementation among MAT programs. 

Summary 

The health care education literature has recognized IPE as a valuable method to instruct 

students of various health professions on their roles and responsibilities in patient care. Extensive 

research has demonstrated how the disciplines of medicine, nursing, and pharmacy, among other 

allied health care programs, have successfully and frequently implemented IPE in their curricula 
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and clinical education settings. Furthermore, these studies have documented numerous avenues 

of IPE implementation, such as simulations and collaborative courses. Involvement in IPE has 

been shown to cultivate mutual respect among various health care professions and improve 

students’ perceptions of the value of collaborative practice, as well as their readiness for IPP. 

Although IPE initiatives within professional undergraduate AT programs have been observed, 

little is known about the current status of IPE implementation among MAT programs.  

The decision to shift the degree requirement to an entry-level master’s was made, in part, 

to ensure that the AT profession remains a valued member of the greater interprofessional health 

care team. However, little is known relative to the extent and location of IPE implementation 

within AT programs following this transition. Thus, comparing the degree of IPE 

implementation between recently-established and established MAT programs will enable AT, 

higher education leaders to critically appraise how the profession is keeping pace with 

comparable health care disciplines. Furthermore, examining whether or not significant 

differences in IPE implementation exist between programs’ didactic curriculum and clinical 

education will address the gap in the literature relative to the types of IPE experiences in which 

MAT students commonly engage. Ultimately, the present study will lend insights to the 

perceptions of MAT program directors and students concerning IPE implementation, which may 

further delineate barriers that ATCs encounter relative to IPP.  
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CHAPTER THREE: METHODS 

Overview 

The recent health care literature suggests a discrepancy in IPE inclusion among AT 

education programs (Breitbach, 2016; Breitbach et al., 2018; Eliot et al., 2017; Rizzo et al., 

2015). However, researchers have begun to acknowledge how the transition to a professional 

master’s degree may ultimately improve IPE engagement and implementation (Eliot et al., 2017; 

Manspeaker et al., 2020). Thus, there is a gap in the literature relative to how the ongoing 

transition to the MAT degree has influenced IPE implementation within AT education programs, 

and whether or not IPE exposures vary between the didactic curriculum and clinical education. 

Utilizing the experiential learning theory (Kolb, 1984) and theory of self-efficacy (Bandura, 

1977) as guiding lenses, this causal-comparative and predictive, correlational design study 

examined self-reported responses on the 10-item form of the IPE-API self-assessment survey 

from the Association for Prevention Teaching and Research (2009) to determine whether or not a 

cause-and-effect relationship (Gall et al., 2007) exists between IPE implementation and the 

settings in which these exposures occur. Furthermore, this research examined the outcomes of 

the 10-item form of the IPE-API (Association for Prevention Teaching and Research, 2009) to 

determine how accurately the success of IPE implementation can be predicted by the number of 

years an AT program has been at the MAT status. The following chapter outlines the study’s 

design, research questions and associated hypotheses, study participants and setting, 

instrumentation, procedures, and data analyses. 

Design 

To address each research question in this non-experimental, quantitative study among 

MAT programs, both a causal-comparative and a predictive, correlational research design were 
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utilized. According to Gall et al. (2007), a causal-comparative design is a form of non-

experimental investigation where “researchers seek to identify cause-and-effect relationships by 

forming groups of individuals in whom the independent variable is present or absent – or present 

at several levels – and then determining whether the groups differ on the dependent variable” (p. 

306). A significant feature of this design is the fact that the independent variable is measured on 

either a nominal or ordinal scale (Gall et al., 2007). Additionally, this research design is often 

described as ex post facto, as the inquiry relies on observations of naturally-occurring variations 

in the presumed variables after the treatment has occurred, as opposed to manipulating the 

independent variable (Edmonds & Kennedy, 2017; Gall et al., 2007; Rovai et al., 2013; Warner, 

2013). Finally, numerous data collection procedures and statistical analyses, such as t tests, may 

be employed in causal-comparative research (Gall et al., 2007; Warner et al., 2013). 

A casual-comparative design framed the first and second research questions, as both 

questions sought to identify if significant differences in the dependent variable of IPE 

implementation exist between the settings in which they occur (Gall et al., 2007; Warner, 2013). 

As defined in Chapter One, IPE implementation are those areas of a MAT program where 

“students from two or more professions learn about, from and with each other” (World Health 

Organization, 2010, p. 7). The setting, or independent variable, of RQ1 concerns the status of the 

MAT program, being recently-transitioned or established. Those programs that have been at the 

MAT status for three academic years or less were categorized as recently-transitioned, and those 

programs at the MAT status for greater than three academic years qualified as established 

(Breitbach et al., 2018). Meanwhile, the location of IPE implementation comprised the 

independent variable for RQ2, which distinguishes between the didactic curriculum and clinical 

education components of MAT programs. Whereas the academic material presented through 
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lectures, assigned readings, and webinars defines didactic curriculum (Welsch et al., 2018), the 

portion of students’ preparation that involves the formal practice of clinical proficiencies, such as 

laboratory and clinical experiences, encompasses clinical education (Weidner & Henning, 2002). 

This research design was appropriate for these questions as they relied on observations of 

naturally-occurring variations in IPE implementation between the settings, or independent 

variables, which will be measured on a nominal scale for RQ1 and an ordinal scale for RQ2 

(Edmonds & Kennedy, 2017; Gall et al., 2007; Rovai et al., 2013). Furthermore, the independent 

variables were not be manipulated and random sampling did not occur, aligning with the non-

experimental nature of this design (Edmonds & Kennedy, 2017; Gall et al., 2007; Warner, 2013). 

Finally, the data were collected using the IPE-API self-assessment survey and analyzed via an 

independent t test and a non-parametric equivalent of a paired t test, in accordance to causal-

comparative research (Gall et al., 2007; Warner, 2013). 

Both Breitbach et al. (2018) and Eliot et al. (2017) employed a causal-comparative 

research design to frame research questions within their recent studies. In their 2018 study, 

Breitbach et al. (2018) conducted follow-up analyses to determine if significant differences 

existed between their dependent variables, being IPE availability and readiness, and the 

independent variables of AT program type and the academic unit in which the AT program was 

housed. Similarly, Eliot et al. (2017) sought to determine if their particular IPE outcomes 

demonstrated significant differences between AT and ND programs. Neither study utilized 

random sampling or manipulated variables, as is expected of this non-experimental research 

design (Gall et al., 2007; Warner, 2013). Furthermore, both studies measured their independent 

variables in the form of categories (Gall et al., 2007; Warner, 2013). Thus, a causal-comparative 
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research design was appropriate for the first and second research questions, as the study mirrored 

those of Breitbach et al. (2018) and Eliot et al. (2017). 

A predictive, correlational research design was utilized to frame the third research 

question. The purpose of correlational research is “to discover relationships between variables 

through the use of correlational statistics” (Gall et al., 2007, p. 332). Furthermore, this non-

experimental approach examines the magnitude and direction of the relationships between 

variables, allowing the researcher to determine if changes in one variable (i.e., the predictor 

variable) lead to predictable and consistent changes in another (i.e., the criterion variable). 

(Edmonds & Kennedy, 2017; Gall et al., 2007; Rovai et al., 2013). More specifically, prediction 

study designs seek to identify those variables that may predict future success, mainly through 

correlational statistics and regression (Edmonds & Kennedy, 2017; Gall et al., 2007). Therefore, 

the predictor variable is measured before the criterion behavior or outcome occurs, which is 

assessed via self-report measures and interviews, among other methods (Gall et al., 2007). 

Finally, prediction studies seek to maximize the correlation between the predictor and criterion 

variables, rather than simply describing the extent of the relationship (Gall et al., 2007). 

The third research question sought to determine if the number of years an AT program 

has been at the MAT status predicts IPE implementation using bivariate linear regression. 

Therefore, a predictive, correlational design was also appropriate for this study, as this particular 

question aimed to determine if a predictor variable can forecast the success of a criterion 

variable, being IPE implementation (Edmonds & Kennedy, 2017; Gall et al., 2007). Furthermore, 

the time that programs have been at the MAT status was measured before assessing IPE 

implementation via the IPE-API self-assessment survey, consistent with this design (Gall et al., 

2007). Similar to the variables in the first and second research questions, neither the predictor 
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nor criterion variables were manipulated, further supporting the suitability of this approach 

(Edmonds & Kennedy, 2017; Gall et al., 2007). 

Both Al-Qahtani (2016) and Milutinović et al. (2018) used a predictive, correlational 

design framework to determine which predictor variables would produce consistent changes in 

the RIPLS. Interestingly, both papers demonstrated that healthcare students’ year of study was a 

strong predictor of RIPLS outcomes (Al-Qahtani, 2016; Milutinović et al., 2018). This finding 

compliments the third research question in the present study, which utilized bivariate linear 

regression to examine if the number of years at the MAT status predicts IPE implementation 

success. Thus, the consistency between the final research question of the present study and those 

of Al-Qahtani (2016) and Milutinović et al. (2018) further lends to the suitability of this design.  

Research Questions 

The research questions for this study are: 

RQ1: Does a significant difference in the extent of IPE implementation exist between 

recently-transitioned MAT programs versus established MAT programs, as measured by the 10-

item IPE-API self-assessment survey? 

RQ2: Does a significant difference in the extent of IPE implementation exist between 

MAT programs' didactic curriculum versus clinical education, as measured by the 10-item IPE-

API self-assessment survey? 

RQ3: How accurately can the success of IPE implementation be predicted by the number 

of years an AT program has been at the MAT status, as measured by the 10-item IPE-API self-

assessment survey? 

Hypotheses 

The null hypotheses for this study are: 
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H01: There is no statistically significant difference in the extent of IPE implementation 

between recently-transitioned MAT programs versus established MAT programs, as measured 

by the 10-item IPE-API self-assessment survey. 

H02: There is no statistically significant difference in the extent of IPE implementation 

between MAT programs’ didactic curriculum versus clinical education, as measured by the 10-

item IPE-API self-assessment survey. 

H03: There is no predictive relationship between the predictor variable, the number of 

years an AT program has been at the MAT status, and the criterion variable, the success of IPE 

implementation, as measured by the 10-item IPE-API self-assessment survey. 

Participants and Setting 

Population 

The participants of this quantitative, causal-comparative and predictive, correlational 

design study included program directors of CAATE-accredited MAT, and MSAT, programs 

within the United States. A purposive sample was utilized to gather participants following the 

Spring semester of the 2020-2021 school year. To suit the purposes of this inquiry (Gall et al., 

2007), the AT programs that were seeking CAATE accreditation, voluntarily withdrawing 

CAATE accreditation, or were undergoing a degree transition at the time of the study were 

excluded from the sample. Thus, this sample was drawn from an eligible population of 209 

professional, CAATE-accredited MAT programs (Commission on Accreditation of Athletic 

Training Education, n.d.). A total of 66 MAT program directors responded to the survey, 

representing this population of colleges and universities across the United States (Commission 

on Accreditation of Athletic Training Education, n.d.).  
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For the causal-comparative study design hypotheses, the number of participants (N = 66) 

in the sample failed to exceed the Gall et al. (2007) recommended minimum of 100 program 

directors for an assumed, medium effect size with the statistical power of .7 at the .05 alpha level 

when conducting an independent samples t test. Nevertheless, the study sample did exceed the 

recommended minimum of 64 participants for a medium effect size with at statistical power of .5 

at the .05 alpha level (Gall et al., 2007). An additional post hoc power analysis was conducted to 

determine the observed power of the statistic. Moreover, the number of participants (N = 66) in 

the sample met the recommended minimum of 66 program directors for a medium effect size 

with the statistical power of .7 at the .05 alpha level when conducting bivariate linear regression 

for the predictive, correlational research design hypothesis (Gall et al., 2007). Program directors 

from both recently-transitioned and established MAT programs were included as participants in 

the bivariate linear regression analysis. 

The sample was drawn from among the 209 MAT programs currently suited for this 

inquiry. The number of years these participants’ programs have been at the MAT status ranged 

from 1 to 20 years, with an average of 4.5 years. Furthermore, 38 of the sampled programs were 

classified as recently-transitioned and 28 programs were classified as established. Additional 

demographic data, which includes the academic unit in which each MAT program is housed and 

the Carnegie Classification of each institution represented in this study, were collected and are 

provided in Chapter Four. 

Instrumentation 

The data for this study were collected through the 10-item form of the IPE-API. The 10-

item form of the IPE-API, which is the abbreviated version of a 20-item self-assessment survey, 

was developed by the Association for Prevention Teaching and Research (2009) and is openly 
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accessible to the public for research purposes. The original, 20-item survey is divided into two 

parts, with the first 10-items evaluating IPE and the second 10-items evaluating prevention 

education (Association for Prevention Teaching and Research, 2009). Because prevention 

education is outside of the scope of the present study, the 10-item form was utilized to 

specifically evaluate IPE implementation. Greer et al. (2014) acknowledge how this instrument is 

focused on measuring the essential components that comprise IPE initiatives, which include 

programmatic participation, institutional support, educational venues, educational evaluation, 

and faculty incentive (Association for Prevention Teaching and Research, 2009). Thus, the 10-

item form of the IPE-API was utilized in this this study for purposes of measuring MAT 

programs’ IPE implementation, as indicated by total survey scores that range from 0 to 40. 

Moreover, items 1 and 2 of the 10-item IPE-API provided for an examination of programs’ IPE 

implementation within their didactic curriculum and clinical education, respectively, with a 

range of scores from 0 to 4. 

In their 2010 study, Greer and Clay established face validity of the IPE-API through an 

expert assessment and content validity via a literature review. Additionally, Greer and Clay 

(2010) state that internal consistency and reliability were achieved through pilot testing and 

reviewer feedback; however, reliability statistics were not provided “due to the fact that the items 

would score differently for each individual institution based on mission and culture” (p. 228). 

Therefore, this study conducted reliability statistics, using Cronbach’s alpha, in an attempt to 

assess and enhance the reliability of this instrument (Gall et al., 2007; Greer & Clay, 2010; 

Warner, 2013). Furthermore, numerous studies have utilized the 10-item form of the IPE-API 

survey to collect only those data related to IPE (Breitbach et al., 2018; Clay et al., 2018; Eliot et 

al., 2017; Greer et al., 2014). Thus, for purposes of this study, a consent form (Appendix B), 
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demographic questions (Appendix C), and the 10-item IPE-API survey were embedded in and 

distributed online via Qualtrics. 

The IPE-API utilizes a 5-point scale that ranges from “Level 0” to “Level 4,” with “Level 

0” indicating the least desirable outcome and “Level 4” indicating the most desirable outcome 

(Association for Prevention Teaching and Research, 2009). Although this instrument was 

primarily developed for purposes of self-assessment (Association for Prevention Teaching and 

Research, 2009), subsequent studies have scored this instrument according to the established 

levels (Breitbach et al., 2018; Eliot et al., 2017). Thus, the scores for the independent variables of 

programs’ didactic curriculum and clinical education range from 0 to 4, with a score of 0 

indicating the lowest degree of IPE implementation and a score of 4 indicating the highest degree 

of IPE implementation (Breitbach et al., 2018; Eliot et al., 2017). Furthermore, the total scores of 

the 10-item form of the IPE-API, indicating IPE implementation, range from 0 to 40, with a 

score of 0 indicating the lowest degree of overall IPE implementation, or readiness, and a score 

of 40 indicating the highest degree of overall IPE implementation (Breitbach et al., 2018; Eliot et 

al., 2017). The responses that correspond to each level vary with each question of the 10-item 

form of the IPE-API self-assessment survey. 

 The Qualtrics survey began with the consent form, as outlined in Appendix B, to ensure 

the researcher had documented consent prior to the collection of any data. The survey then 

collected demographic information from each participant, which included the following: the 

number of years their program has been at the MAT status, the academic unit in which their 

MAT program is housed, as described by Breitbach et al. (2018), and their institution’s Carnegie 

Classification. The demographic survey questions are outlined in Appendix C. Upon providing 



64 
 

 
 

their demographic information, the participants proceeded to the 10-item form of the IPE-API 

self-assessment survey. 

Procedures 

 Before data collection occurred, the researcher secured approval from the Liberty 

University Institutional Review Board (IRB) (Appendix A). Upon obtaining IRB approval, the 

researcher reviewed the CAATE (n.d.) website to identify those MAT programs that fit the 

purposes of the study, which stood at 209 programs. Once these programs were identified, the 

researcher requested a list of MAT program directors from the CAATE to elicit participants. 

Upon the conclusion of the Spring semester of the 2020-2021 academic year, the MAT program 

directors of the qualified colleges and universities were contacted via email to request their 

participation in the study. This email outlined the purpose of the study, as described in the 

consent form in Appendix B, and provided a link to the Qualtrics survey. Program directors who 

had questions prior to participating in the study were encouraged to contact the primary 

investigator. 

 The participants reviewed and responded to the consent form (Appendix B) within the 

Qualtrics survey before any data are collected. Upon providing their consent, the participants 

answered the demographic questions (Appendix C) and completed the 10-item form of the IPE-

API survey. Each survey was submitted anonymously. At the conclusion of the data collection 

period, the researcher gathered the electronic survey data and exported the anonymous responses 

as a SPSS compatible file. This file was maintained on a password-protected computer, ensuring 

security of the data. The file was then be imported into IBM® SPSS Statistics (Version 25) 

software for analysis. The researcher screened the data and conducted assumption testing before 

initiating the descriptive statistics analysis. Finally, the independent samples t test, Wilcoxon 



65 
 

 
 

signed rank test, and bivariate linear regression analyses were conducted. All data were stored on 

a password-protected computer used solely by the researcher.  

Data Analysis 

This quantitative study utilized three methods for data analysis. An independent samples t 

test was used for RQ1, and a non-parametric test equivalent to the paired sample t test (i.e., 

Wilcoxon signed rank test) was used for RQ2. Moreover, bivariate linear regression was utilized 

for RQ3. Data were screened before conducting each analysis for missing data points; thus, 

incomplete responses were excluded from the analyses. Furthermore, in accordance to the 

recommendation of Greer and Clay (2010), a reliability analysis was conducted to examine the 

internal consistency of responses on the 10-item IPE-API via Cronbach’s alpha (Gall et al., 2007; 

Warner, 2013). A Cronbach’s alpha of 0.7 or higher indicated acceptable internal consistency for 

IPE-API items (Gall et al., 2007; Warner, 2013). 

H01: Independent Samples t Test 

 The first research question examined whether or not a significant difference in the extent 

of IPE implementation exists between recently-transitioned and established MAT programs. 

Thus, an independent samples t test was utilized to test the null hypothesis that no statistically 

significant difference in IPE implementation exists between these categorical groups (Gall et al., 

2007; Warner, 2013). An independent samples t test compares the mean scores on a continuous 

outcome, in this case total, ratio scores on the 10-item IPE-API survey, between two categorical 

groups, such as the recently-transitioned and established MAT programs (Gall et al., 2007; 

Warner, 2013). 

The preliminary data screening involved examining box and whiskers plots to detect any 

extreme outliers in IPE implementation, as indicated by the scores on the IPE-API survey 
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(Warner, 2013). The independent samples t test requires the following assumptions to be met: 

independence of the two categorical groups, normal distribution of the dependent variable, no 

extreme outliers, and homogeneity of variance of the dependent variable (Warner, 2013). The 

independence assumption was met, as no participants belonged to both a recently-transitioned 

and an established MAT program. To examine the assumption of normality among the IPE-API 

scores, a Kolmogorov-Smirnov test was utilized, as the sample was greater than 50 participants 

(Warner, 2013). As mentioned previously, box and whiskers plots for each group were examined 

for extreme outliers, and the homogeneity of variance of IPE-API scores was examined with a 

Levene’s Test of Equality of Error Variance (Warner, 2013).  

Descriptive statistics of the mean and standard deviation of IPE-API scores were reported 

for each group, followed by the independent samples t test (Warner, 2013). Since this study 

included three tests of significance, a Bonferroni correction was employed to limit Type I error 

(Warner, 2013). The standard calculation for a Bonferroni correction begins with an alpha level 

of .05 and then divides by the number of hypothesis tests being run (Warner, 2013). For that 

reason, the alpha level for this study was calculated as follows: .05/3 = 0.17, which was rounded 

to .02 (Warner, 2013). Therefore, the alpha level for the independent samples t test, and 

subsequent analyses, was set at p < .02. Furthermore, Cohen’s d, which “indicates how many 

(pooled) standard deviations apart the group means were in the sample” (Warner, 2013, p. 206), 

was utilized to report the effect size of the independent samples t test. Cohen’s d is often 

presented as a ratio, with a large ratio indicating a favorable effect size (Warner, 2013). The 

Cohen’s d yielded from this analysis was then qualitatively interpreted according to Cohen’s 

(1988) verbal labels, with d = 0.2 indicating a “small” effect, d = 0.5 representing a “medium” 

effect, and d = 0.8 indicating a “large” effect. 
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H02: Wilcoxon Signed Rank Test 

The second research question examined if a significant difference exists in the extent of 

IPE implementation between MAT programs' didactic curriculum and clinical education, as 

indicated on responses to items 1 and 2 of the 10-item IPE-API, respectively. Because all study 

participants responded to questions regarding IPE implementation in both their didactic 

curriculum and clinical education, a non-parametric equivalent of the paired sample t test (i.e., 

Wilcoxon signed rank test) was utilized to combat a violation of the assumption of independence 

that would have otherwise occurred in an independent samples t test (Gall et al., 2007; Warner, 

2013). A Wilcoxon signed rank test determines if there are significant differences in the 

distributions of scores among two, correlated samples (Gall et al., 2007; Warner, 2013). This 

non-parametric test is commonly employed when there is a violation of the assumptions for the 

paired samples t test, as was the case for the present study. Thus, this analysis was used to test 

the null hypothesis that no statistically significant difference in IPE implementation exists 

between MAT programs’ didactic curriculum and clinical education, as indicated by ratio scores 

on items 1 and 2 of the 10-item IPE-API, respectively. 

Box and whiskers plots were examined as part of the preliminary data screening, as well 

as to detect any extreme outliers in IPE implementation (Warner, 2013). Initial assumption 

testing for the paired sample t test was carried out to determine if the data were suited to this 

particular analysis. The paired sample t test requires the following assumptions to be met: 

dependence of the two categorical groups, no extreme outliers in the difference between the two 

groups, and a normal distribution of the difference between the paired data (Warner, 2013). The 

assumption of dependence was met, as each participant scored items (i.e., items 1 and 2 of the 

10-item IPE-API) related to IPE implementation within their didactic curriculum and clinical 
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education, and no extreme outliers were detected on the box and whiskers plots. However, the 

assumption of normality was violated with a Kolmogorov-Smirnov test that yielded a p = .000; 

thus, the non-parametric Wilcoxon signed rank test was employed. According to Gall et al. 

(2007), the Wilcoxon signed rank test “is not based on any assumptions about the shape of the 

score distribution or homogeneity of variance between the two sets of scores” (pp. 327-328). 

Therefore, the data were evaluated chiefly for extreme outliers and dependence of the categorical 

groups. 

Descriptive statistics of the mean and standard deviation of scores on items 1 and 2 of the 

10-item IPE-API were reported, followed by the Wilcoxon signed rank test at an alpha level of 

.02 (Gall et al., 2007; Warner, 2013). As discussed in the analysis section of RQ1, the alpha level 

was set to p < .02 due to a Bonferroni correction (Warner, 2013). Similar to the independent 

samples t test, Cohen’s d was used to report effect size to demonstrate the amount of overlap 

“between the distributions of scores in the two groups” (Warner, 2013, p. 206). Thus, the effect 

size of the Wilcoxon signed rank test was qualitatively interpreted according to Cohen’s (1988) 

verbal labels, as previously described. 

H03: Bivariate Linear Regression 

 The third and final research question sought to examine if the number of years an AT 

program has been at the MAT status is predictive of the success of IPE implementation, as 

measured by total, ratio scores on the 10-item IPE-API self-assessment survey. Thus, a bivariate 

linear regression analysis was employed to examine whether or not this predictive relationship 

exists (Gall et al., 2007; Warner, 2013). Utilizing bivariate linear regression yielded an equation 

to predict the success of IPE implementation from the number of years of an AT program at the 

MAT status (Warner, 2013). Furthermore, the statistical significance tests and effect size indexes 
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yielded from this particular analysis provided for an evaluation of the strength of this predictive 

relationship (Gall et al., 2007; Warner, 2013).    

 Bivariate linear regression requires the following assumptions to be met: a linear 

relationship is present between the dependent and independent variables, a bivariate normal 

distribution exists among the data with no bivariate outliers, there is independence of the 

residuals, and the residuals have constant variance, or homoscedasticity, at every level of the 

criterion variable (Warner, 2013). Thus, a scatterplot was visually inspected to determine if a 

linear relationship existed between IPE implementation, or total scores on the 10-item IPE-API, 

and the number of years of an AT program at the MAT status (Warner, 2013). Moreover, this 

scatterplot was examined for bivariate outliers and a “cigar” shape, which would indicate that the 

assumption of bivariate normal distribution has been met (Warner, 2013). The independence of 

residuals was satisfied, as the data were collected at a single point in time (Warner, 2013). 

Finally, a scatterplot of the criterion variable’s residuals against its predicted values were 

examined for the assumption of homoscedasticity (Warner, 2013). 

 Descriptive statistics of the mean and standard deviation were reported for both the 

dependent and independent variables. The bivariate linear regression analysis was also conducted 

at an alpha level of .02, as a Bonferroni correction was utilized to help limit a Type I error 

(Warner, 2013). Furthermore, Pearson’s r (or r2) between the predictor and criterion variables 

was used to report the effect size (Warner, 2013). Warner (2013) states that Person’s r can be 

“interpreted as the proportion of variance in Y that is predictable from X (or vice versa)” (p. 359). 

Pearson’s r ranges from -1 to +1, with -1 indicating a perfect, negative relationship and +1 

indicating a perfect, positive relationship (Warner, 2013). Furthermore, Pearson’s r was 

qualitatively interpreted according to the verbal labels proposed by Cohen (1988), with r = 0.1 
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indicating a “small” effect, r = 0.2 representing a “medium” effect, and r = 0.4 indicating a 

“large” effect. 
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CHAPTER FOUR: FINDINGS 

Overview 

The purpose of this quantitative, causal-comparative and predictive, correlational design 

study was to determine if a significant difference in the extent of IPE implementation exists 

between recently-transitioned and established MAT programs, as well as if a significant 

difference exists in the extent of IPE implementation between MAT programs’ didactic 

curriculum and clinical education. Additionally, this study evaluated if the number of years a 

program has offered the MAT degree predicts the success of IPE implementation. Utilizing an 

independent samples t test, this study observed the influence of the independent variable of MAT 

status (i.e., recently-transitioned vs. established) on the dependent variable of IPE 

implementation. Furthermore, Wilcoxon signed rank test was employed to determine if the 

independent variable of IPE setting (i.e., didactic curriculum vs. clinical education) demonstrated 

significant differences in the dependent variable of IPE implementation. Lastly, bivariate linear 

regression was utilized to observe for a predictive relationship between the independent variable 

of programs’ number of years at the MAT status and the dependent variable of IPE 

implementation. The researcher utilized the 10-item IPE-API for purposes of data collection, 

which garnered 66 responses from an eligible population of 209 MAT program directors. Thus, 

the Findings section details the research questions, null hypotheses, descriptive statistics, 

assumption testing, and results. 

Research Questions 

RQ1: Does a significant difference in the extent of IPE implementation exist between 

recently-transitioned MAT programs versus established MAT programs, as measured by the 10-

item IPE-API self-assessment survey? 
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RQ2: Does a significant difference in the extent of IPE implementation exist between 

MAT programs' didactic curriculum versus clinical education, as measured by the 10-item IPE-

API self-assessment survey? 

RQ3: How accurately can the success of IPE implementation be predicted by the number 

of years an AT program has been at the MAT status, as measured by the 10-item IPE-API self-

assessment survey? 

Null Hypotheses 

H01: There is no statistically significant difference in the extent of IPE implementation 

between recently-transitioned MAT programs versus established MAT programs, as measured 

by the 10-item IPE-API self-assessment survey. 

H02: There is no statistically significant difference in the extent of IPE implementation 

between MAT programs’ didactic curriculum versus clinical education, as measured by the 10-

item IPE-API self-assessment survey. 

H03: There is no predictive relationship between the predictor variable, the number of 

years an AT program has been at the MAT status, and the criterion variable, the success of IPE 

implementation, as measured by the 10-item IPE-API self-assessment survey. 

Descriptive Statistics 

A total of 66 MAT program directors completed the survey. Among those who 

responded, 38 (57.6%) program directors belonged to recently-transitioned programs and 28 

(42.4%) belonged to established programs. Table 1 provides the descriptive statistics of the 

represented programs relative to their number of academic years at the MAT status. 

Additionally, the academic units in which these programs are housed, as described by Breitbach 

et al. (2018), are provided in Table 2. Of those seven programs that identified as “Other,” two 
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(28.6%) programs were housed in departments of Education, one (14.3%) in Applied Sciences, 

one (14.3%) in Athletic Training, one (14.3%) in Exercise Science and Physical Education, one 

(14.3%) in Medicine and Health Sciences, and one (14.3%) in Science & Technology.  

Table 1 

Academic Years at MAT Status 

 N Min Max Mean SD 

Academic Years 66 1.00 20.00 4.5455 4.49677 

Valid N (listwise) 66     

 

Table 2 

 

Academic Unit 

 Count Percent 

Valid Allied Health 3 4.5 

Exercise Science 3 4.5 

Heath Professions 18 27.3 

Health & Recreation 4 6.1 

Health Sciences 18 27.3 

Kinesiology 10 15.2 

Medicine 3 4.5 

Other 7 10.6 

Total 66 100.0 

 

A total of 61 program directors provided their institutions’ Carnegie Classifications, 

which are provided in Table 3 below. Furthermore, Table 4 provides the descriptive statistics for 

the dependent variable of IPE implementation, as measured by the total scores on the 10-item 

IPE-API survey, disaggregated by the independent variable of MAT status (i.e., recently-

transitioned or established). Finally, Table 5 provides the descriptive statistics for the dependent 

variable of individual item scores for the independent variables of IPE setting (i.e., items 1 and 2 

of the 10-item IPE-API). 
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Table 3 

 

Carnegie Classification 

 Count Percent 

Valid R1: Doctoral University  10 15.2 

R2: Doctoral University 16 24.2 

D/PU: Doctoral / 

Professional University 

11 16.7 

M1: Master's College 

or University 

10 15.2 

M2: Master's College 

or University 

6 9.1 

M3: Master's College 

or University 

8 12.1 

Provided 61 92.4 

 Missing 5 7.6 

Total 66 100.0 

 

Table 4 

 

10-Item IPE-API Scores by Program Status 

MAT/MSAT Status N Min Max Mean SD 

Recently-transitioned 38 2.00 35.00 17.2632 7.56480 

Established 28 4.00 34.00 21.3929 8.49549 

Aggregated Data 66 2.00 35.00 19.0152 8.17217 

 

Table 5 

IPE Implementation by Setting 

 N Min Max Mean SD 

IPE Courses 66 0 4 2.09 1.286 

IPE Clinical Rotations 66 0 4 1.85 1.099 

 

 A reliability analysis was conducted for each item of the 10-item IPE-API self-

assessment survey to assess the consistency of the instrument for the present data. Cronbach’s 

alpha was utilized for this analysis, as this statistic is well-suited for computing the reliability of 
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test score-type data (Gall et al., 2007), such as the 10-item IPE-API score data in the present 

study. Reliability scores for Cronbach’s alpha range from .00 (i.e., not reliable) to 1.00 (i.e., 

completely reliable), with a score of .70 representing the minimal Cronbach alpha value needed 

for an item to be deemed reliable (Gall et al., 2007; Warner, 2013). Thus, each item of the 10-

item IPE-API provided satisfactory reliability, with scores ranging from .80 (i.e., IPE 

Standardized Assessment or Evaluation) to .82 (i.e., IPE Extra-Curricular Activities), and an 

overall Cronbach’s alpha of .83 for the self-assessment instrument, as seen in Table 6. 

Table 6 

Reliability Statistics 

Cronbach's 

Alpha 

Cronbach's 

Alpha Based 

on 

Standardized 

Items N of Items 

.828 .834 10 

 

Results 

 The researcher utilized an independent samples t test, Wilcoxon signed rank test, and 

bivariate linear regression to test the null hypotheses of the present study. The subsequent 

sections detail the data screening, assumption testing, and output for each statistical test. Effect 

sizes are reported, in addition to whether or not the null hypotheses were rejected. 

Independent Samples t Test 

An independent samples t test was employed to determine if there is a significant 

difference in scores on the 10-item IPE-API self-assessment survey between recently-

transitioned and established MAT programs. Preliminary data screening of the total scores on 

this instrument for the independent samples of recently-transitioned and established MAT 
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programs were conducted using a box and whiskers plot, followed by the assumption testing for 

the independent samples t test. 

Assumption Testing 

 The independent samples t test requires the following assumptions to be met: 

independence of the two categorical groups, normal distribution of the dependent variable, no 

extreme outliers, and homogeneity of variance of the dependent variable (Warner, 2013). As 

mentioned in Chapter Three, the independence assumption was met, as the surveyed program 

directors identified their MAT programs as either recently-transitioned or established. A 

Kolmogorov-Smirnov test demonstrated that the assumption of normality had been met, as the 

scores for the 10-item IPE-API were normally distributed (i.e., p > .05) for both recently-

transitioned and established MAT programs, as seen in Table 7. Furthermore, no extreme outliers 

were identified for the 10-item IPE-API scores on the box and whiskers plot, provided in Figure 

1 below. Lastly, the homogeneity of variance of the 10-item IPE-API scores was met, as the 

Levene’s test produced a p = .315 (see Table 8). Thus, the data satisfied each of the assumptions 

for the independent samples t test. 

Table 7 

 

Tests of Normality 

 

MAT/MSAT Status 

Kolmogorov-Smirnova Shapiro-Wilk 

 Statistic df Sig. Statistic df Sig. 

Score Recently-transitioned .096 38 .200* .979 38 .686 

Established .138 28 .183 .961 28 .363 

*. This is a lower bound of the true significance. 

a. Lilliefors Significance Correction 
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Figure 1 

Box and Whiskers Graph for the 10-item IPE-API by Program Status 

 

Table 8 

Test of Homogeneity of Variance 

 

Levene 

Statistic df1 df2 Sig. 

Score Based on Mean 1.026 1 64 .315 

Based on Median .957 1 64 .332 

Based on Median and 

with adjusted df 

.957 1 63.993 .332 

Based on trimmed 

mean 

1.071 1 64 .305 

 

Null Hypothesis 1 

The first null hypothesis was that there is no statistically significant difference in the 

extent of IPE implementation between recently-transitioned MAT programs versus established 

MAT programs, as measured by the 10-item IPE-API self-assessment survey. The researcher 

failed to reject the null hypothesis at an alpha level of .02 where t(64) = -2.080, p = .042; thus, 

there was no statistically significant difference in IPE-API scores between recently-transitioned 
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(M = 17.26, SD = 7.56) and established (M = 21.39, SD = 8.49) MAT programs. Furthermore, 

Cohen’s d was equal to 0.513, indicating a medium effect size (Cohen, 1988). Lastly, a post hoc 

power analysis demonstrated an observed power of .386 at an alpha level of .02. See Table 9 for 

the results of the independent samples t test and Table 10 for the accompanying power analysis. 

Table 9 

Independent Samples t Test 

 

Score 

Equal 

variances 

assumed 

Equal 

variances not 

assumed 

Levene's Test for 

Equality of Variances 

F 1.026  

Sig. .315  

t-test for Equality of 

Means 

t -2.080 -2.044 

df 64 54.252 

Sig. (2-tailed) .042 .046 

Mean Difference -4.12970 -4.12970 

Std. Error Difference 1.98517 2.02078 

98% Confidence 

Interval of the 

Difference 

Lower -8.86638 -8.97366 

Upper .60699 .71426 

 

Table 10 

 

Independent Samples t Test Power Analysis 

 

Source 

Corrected 

Model Intercept Status Error Total 

Corrected 

Total 

Type III Sum of Squares 274.938a 24089.726 274.938 4066.047 28205.000 4340.985 

df 1 1 1 64 66 65 

Mean Square 274.938 24089.726 274.938 63.532   

F 4.328 379.175 4.328    

Sig. .042 .000 .042    

Noncent. Parameter 4.328 379.175 4.328    

Observed Powerb .386 1.000 .386    

a. R Squared = .063 (Adjusted R Squared = .049) 

b. Computed using alpha = .02 
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 Wilcoxon Signed Rank Test 

The researcher initially employed a paired sample t test to determine if there is a 

statistically significant difference in the extent of IPE implementation between MAT programs' 

didactic curriculum versus clinical education, as measured by items 1 and 2 of the 10-item IPE-

API self-assessment survey. However, the assumption testing revealed a serious violation of the 

assumption of normality, producing a Kolmogorov-Smirnov statistic with p = .000 for both IPE 

Courses and IPE Clinical Rotations (see Table 11). Due to this violation, in addition to the small 

sample size of 66 participants, the non-parametric Wilcoxon signed rank test was employed, per 

the recommendations of Gall et al. (2007).  Preliminary data screening of the scores for items 1 

and 2 of the IPE-API were conducted using a box and whiskers plot, followed by this non-

parametric test. 

Table 11 

 

 Assumption Testing 

 As mentioned previously, Gall et al. (2007) note that the Wilcoxon signed rank test is not 

based upon assumptions of normality or homogeneity of variance. Therefore, the researcher 

ensured that the data were from related pairs and that no extreme outliers were present. Each 

program director responded to Items 1 and 2 when completing the IPE-API self-assessment 

survey; thus, the researcher was able to confirm the presence of related pairs for the independent 

variable of IPE setting. Moreover, box and whiskers plots demonstrated that no extreme outliers 

Tests of Normality for Paired Sample t Test 

 

Kolmogorov-Smirnova Shapiro-Wilk 

Statistic df Sig. Statistic df Sig. 

IPE Courses .211 66 .000 .880 66 .000 

IPE Clinical Rotations .174 66 .000 .915 66 .000 

a. Lilliefors Significance Correction 
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existed among the data, as shown in Figure 2. Therefore, the Wilcoxon signed rank test was 

deemed a suitable alternative to the paired samples t test, as originally planned. 

Figure 2 

Box and Whiskers Graph for Items 1 and 2 of the 10-Item IPE-API 

 

Null Hypothesis 2 

The second null hypothesis was that there is no statistically significant difference in the 

extent of IPE implementation between MAT programs’ didactic curriculum versus clinical 

education, as measured by the 10-item IPE-API self-assessment survey. The researcher failed to 

reject the null hypothesis at an alpha level of .02, where Z = -1.498 and p = .134. Thus, there was 

no statistically significant difference in IPE implementation between IPE Courses (M = 2.09, SD 

= 1.29), which represents programs’ didactic curriculum, and IPE Clinical Rotations (M = 1.85, 

SD = 1.10), representing programs’ clinical education. Furthermore, Cohen’s d was equal to 

0.201, indicating a small effect size (Cohen, 1988). Lastly, a post hoc power analysis 

demonstrated an observed power of .168 at an alpha level of .02. See Table 12 for the results of 

the Wilcoxon signed rank test and Table 13 for the accompanying power analysis. 
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Table 12 

Test Statisticsa 

 

IPE Clinical 

Rotations - 

IPE Courses 

Z -1.498b 

Asymp. Sig. (2-tailed) .134 

a. Wilcoxon Signed Ranks Test 

b. Based on positive ranks. 

 

Table 13 

Multivariate Testsa 

 

Effect 

IPE 

Pillai's Trace 

Wilks' 

Lambda 

Hotelling's 

Trace 

Roy's Largest 

Root 

Value .029 .971 .030 .030 

F 1.938b 1.938b 1.938b 1.938b 

Hypothesis df 1.000 1.000 1.000 1.000 

Error df 65.000 65.000 65.000 65.000 

Sig. .169 .169 .169 .169 

Noncent. Parameter 1.938 1.938 1.938 1.938 

Observed Powerc .168 .168 .168 .168 

a. Design: Intercept  

 Within Subjects Design: IPE 

b. Exact statistic 

c. Computed using alpha = .02 

 

Bivariate Linear Regression 

 For the third and final research question, the researcher utilized bivariate linear regression 

to determine how accurately the success of IPE implementation can be predicted by the number 

of years an AT program has been at the MAT status, as measured by the 10-item IPE-API self-
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assessment survey. Scatterplots were visually inspected as part of the assumption testing, 

followed by the bivariate linear regression analysis. 

Assumption Testing 

 Bivariate linear regression requires the following assumptions to be met: a linear 

relationship is present between the dependent and independent variables, a bivariate normal 

distribution exists among the data with no bivariate outliers, there is independence of the 

residuals, and the residuals have constant variance, or homoscedasticity, at every level of the 

criterion variable (Warner, 2013). Upon examining the scatterplot (see Figure 3), it was 

determined that a weak linear relationship existed in a positive direction between the criterion 

variable, being total scores on the 10-item IPE-API self-assessment survey, and the predictor 

variable of the number of academic years at the MAT status. Moreover, the assumption of 

bivariate normal distribution was met, as the scatterplot resembled a cigar shape with no extreme 

bivariate outliers. As mentioned previously, the data were collected at a single point in time, 

satisfying the assumption of independence of the residuals. Lastly, a scatterplot of the criterion 

variable’s residuals against its predicted values (see Figure 4) revealed that the assumption of 

homoscedasticity was met, although the lack of data for more established AT programs (i.e., 

those with 3 academic years or more at the MAT status) initially brought this assumption into 

question. Nevertheless, the researcher determined that the raw IPE-API scores followed a more 

normal distribution when compared to log-transformed IPE-API scores and, thus, were utilized 

for the bivariate linear regression analysis. 
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Figure 3 

Scatterplot of Academic Years at MAT Status by 10-Item IPE-API Scores 

 

Figure 4 

Scatterplot of Residuals Against Predicted Values 

Null Hypothesis 3 

 The third null hypothesis was that there is no predictive relationship between the 

predictor variable, the number of years an AT program has been at the MAT status, and the 

criterion variable, the success of IPE implementation, as measured by the 10-item IPE-API self-
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assessment survey. The researcher failed to reject the null hypothesis at an alpha level of .02 

where r(64) = .286, p = .020. The regression equation for predicting IPE implementation from 

academic years at the MAT status was found to be Y = 16.655 + .519(Academic Years), with a 

98% confidence interval ranging from .000 to 1.039; thus, for each academic year at the MAT 

status, the predicted 10-item IPE-API total score did not increase or increased by a score of about 

1. Furthermore, a Pearson’s r of .286 indicated that there was a medium effect size; however, r2  

was equal to .082, suggesting that only 8.2% of the variance in IPE implementation was 

predictable from the number of academic years at the MAT status. Therefore, the bivariate 

regression analysis demonstrated that the number of academic years at the MAT status is not a 

strong, statistically significant predictor of IPE implementation, as measured by the 10-item IPE-

API instrument. See Table 14 for the model summary, Table 15 for the output of the ANOVA 

analysis, and Table 16 for the model coefficients.  

Table 14 

Model Summaryb 

Model R R Square 

Adjusted R 

Square 

Std. Error of 

the Estimate 

Durbin-

Watson 

1 .286a .082 .067 7.89248 1.800 

a. Predictors: (Constant), Academic Years 

b. Dependent Variable: Score 

 

Table 15 

ANOVAa 

Model 

Sum of 

Squares df Mean Square F Sig. 

1 Regression 354.350 1 354.350 5.689 .020b 

Residual 3986.635 64 62.291   

Total 4340.985 65    

a. Dependent Variable: Score 

b. Predictors: (Constant), Academic Years 
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Table 16 

 

Coefficientsa 

 

Model 

1 

(Constant) 

Academic 

Years 

Unstandardized 

Coefficients 

B 16.655 .519 

Std. Error 1.387 .218 

Standardized 

Coefficients 

Beta 
 

.286 

t 12.010 2.385 

Sig. .000 .020 

98.0% Confidence 

Interval for B 

Lower Bound 13.346 .000 

Upper Bound 19.964 1.039 

a. Dependent Variable: Score 

 

 

 

 



86 
 

 
 

CHAPTER FIVE: CONCLUSIONS 

Overview 

In this final section, the researcher discusses the findings of the study, providing an in-

depth discussion surrounding each research question and associated hypotheses. Despite the fact 

that the researcher failed to reject each of the three null hypotheses, the implications of this study 

are worth noting and suggest various avenues for additional investigation. Accordingly, this 

section addresses the various limitations of this particular investigation, providing additional 

support for the necessity of further research. Therefore, Chapter Five concludes with 

recommendations for future studies based  upon the findings yielded from the present 

investigation. 

Discussion 

The purpose of this quantitative, causal-comparative and predictive, correlational design 

study was to determine if a significant difference in the extent of IPE implementation exists 

between recently-transitioned and established MAT programs, as well as if a significant 

difference exists in the extent of IPE implementation between MAT programs’ didactic 

curriculum and clinical education. Additionally, this study evaluated if the number of years a 

program has offered the MAT degree predicts the success of IPE implementation. According to 

Breitbach et al. (2018), a significant proportion of AT programs have been neglecting to pursue 

and access IPE opportunities within their respective institutions. Moreover, it has been postulated 

that the current and ongoing transition to a professional master’s degree may benefit the 

inclusion of AT programs and, thus, students in IPE initiatives (Eliot et al., 2017). Although this 

study failed to report statistically significant results, the implications of the findings still appear 

to support an improvement in IPE implementation among recently-transitioned MAT programs, 



87 
 

 
 

as will be discussed in detail. 

RQ1 

To begin, RQ1 posed the following question: Does a significant difference in the extent 

of IPE implementation exist between recently-transitioned MAT programs versus established 

MAT programs, as measured by the 10-item IPE-API self-assessment survey? An independent 

samples t test determined that there was no statistically significant difference (p = .042) in IPE 

implementation between recently-transitioned and established MAT programs at an alpha level 

of .02. Although the results of the independent samples t test would have been significant at an 

alpha level of .05, this study employed a Bonferroni correction to limit the occurrence of a Type 

I error (Warner, 2013). Nevertheless, the post hoc power analysis that demonstrated an observed 

statistical power of .386 suggests that the analysis would have benefitted from a larger sample 

size. Therefore, the outcome of RQ1 suggests a comparable level of IPE implementation 

between recently-transitioned and established MAT programs, but must be considered carefully 

in light of the statistical power yielded from the sample. 

The finding of RQ1 lends credence to the gradual increase in inclusion of AT education 

programs in IPE opportunities, as demonstrated by Breitbach et al. (2018). Furthermore, 

Breitbach et al. (2018) note how their findings were largely impacted by program type, as they 

demonstrated that programs at the master’s degree level had greater access to IPE when 

compared to those at the bachelor’s degree level. Therefore, the finding of RQ1 lends support to 

the notion that the transition to a professional master’s degree may improve AT programs IPE 

initiatives (Breitbach et al., 2018; Eliot et al., 2017), as newly-transitioned MAT programs 

demonstrated similar implementation of and involvement in IPE as the established MAT 

programs. Additionally, this finding indicates an appropriate responsiveness to the new 
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accreditation standards from the CAATE (2020), as anticipated by both Breitbach et al. (2018) 

and Eliot et al. (2017). However, these findings must be considered in light of the possibility of a 

Type II error. 

From a theoretical standpoint, the findings suggest that program directors of both 

recently-transitioned and established MAT programs recognize the benefits of IPE in terms of 

providing opportunities for experiential learning (Kolb, 1984) and strengthening perceptions of 

self-efficacy (Bandura, 1977). The incorporation of the experiential learning theory (Kolb, 1984) 

in IPE initiatives has demonstrated improvements in health care students’ confidence (Baker et 

al., 2008), communication and collaboration (Poore et al., 2014), and preparedness to transition 

to professional practice (Fewster-Thuente & Batteson, 2018). Similarly, prior studies that have 

employed the theory of self-efficacy (Bandura, 1977) as a foundation for IPE have demonstrated 

improvements in confidence (Durkin & Feinn, 2017), self-esteem (Allen et al., 2018), and 

communication (Hagemeier et al., 2014). Therefore, the lack of a statistically significant 

difference in IPE implementation between recently-transitioned and established MAT programs 

suggests that the benefits of experiential learning (Kolb, 1984) and associated gains in self-

efficacy (Bandura, 1977) have been realized and emphasized by AT educators in MAT programs 

across the country. 

Alternatively, this finding appears to contradict that of Breitbach et al. (2018), who noted 

that 63% of all AT programs examined in their study lacked access to IPE opportunities, 

including some programs at the master’s level. Although the descriptive statistics demonstrated 

minimum scores of 2 and 4 out of 40 on the 10-item IPE-API self-assessment survey for 

recently-transitioned and established programs, respectively, no scores of 0 were reported for 

either of the groups. This suggests that all 66 of the surveyed programs have some form of access 
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to IPE initiatives. Thus, the high percentage of programs lacking IPE access in the study from 

Breitbach et al. (2018) may serve as a function of the inclusion of baccalaureate programs; 

however, the transition to the MAT degree, accompanied by the implementation of the 2020 

CAATE accreditation standards, may have also addressed concerns related to readiness and 

institutional infrastructure for IPE (Breitbach et al., 2018), as demonstrated in the comparable 

outcomes on the 10-item IPE-API between recently-transitioned and established MAT programs. 

RQ2 

Next, RQ2 sought to address the following question: Does a significant difference in the 

extent of IPE implementation exist between MAT programs' didactic curriculum versus clinical 

education, as measured by the 10-item IPE-API self-assessment survey? The non-parametric 

Wilcoxon signed rank test indicated that IPE implementation did not significantly vary (p = .134) 

between MAT programs’ didactic curriculum and clinical education components at an alpha 

level of .02. This particular research question was likely restricted to a non-parametric test due to 

the small range of scores, ranging from 0 to 4, for the individual items that were compared for 

the 66 MAT programs. Thus, a violation of the paired sample t test’s assumption of normality, 

resulting in the utilization of this non-parametric test, may have limited the findings of RQ2. 

Furthermore, the post hoc power analysis demonstrated a particularly low power (.168) for this 

analysis, which may further complicate the interpretation of this finding. Nevertheless, the 

Wilcoxon signed rank test found that p = .134, suggesting a lack of variance in IPE 

implementation across MAT programs’ components of IPE Courses (i.e., didactic curriculum) 

and IPE Clinical Rotations (i.e., clinical education). 

Although a vast majority of the reviewed, health care education studies involved IPE 

simulations (Allen et al., 2018; Fewster-Thuente & Batteson, 2016; Fewster-Thuente & 
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Batteson, 2018; House & Wahl, 2021; Lairamore et al., 2019; Livingston et al., 2016; Morrell et 

al., 2018; Morrell et al., 2019; von der Lancken & Levenhagen, 2014; Ward et al., 2016; Watters 

et al., 2015; Welsch et al., 2018), which primarily occur in the clinical education setting, the 

present study indicated similar outcomes for MAT programs’ didactic curriculum on the 10-item 

IPE-API self-assessment survey. Furthermore, the reported mean for IPE courses (2.09) was 

higher than that of IPE clinical rotations (1.85). Such a finding lends support to the results of 

Manspeaker et al. (2020), who demonstrated a notable presence of IPE within the majority of 

their reviewed AT education programs’ didactic curriculum. Additionally, this finding 

compliments those outcomes of Bultas et al. (2016), Hinyard et al. (2017), and Renschler et al. 

(2016), who noted the inclusion of AT programs in IPE courses. This finding also demonstrates 

the general increase in interprofessional courses and faculty members dedicated to IPE efforts, as 

reported by Clay et al. (2018). Thus, one could surmise that AT educators have realized 

additional opportunities for IPE outside of collaborative simulations (Allen et al., 2018), and are 

actively implementing principals of IPE within their didactic curriculum in a manner similar to 

the realm of clinical education. 

Considering the theoretical framework for the present study, the finding for RQ2 may 

somewhat contradict the emphasis that prior IPE-related studies have placed on the experiential 

learning theory (Kolb, 1984) and theory of self-efficacy (Bandura, 1977) within the health care 

literature. As mentioned in Chapter Two, Lavoie et al. (2018) discuss the centrality of the 

experiential learning theory (Kolb, 1984) to IPE simulations, specifically during the concrete 

experience and active experimentation steps of the learning cycle. Furthermore, Fewster-Thuente 

& Batteson (2018) note how experiential learning approaches, such as simulations, are a primary 

means for students to take an active role in their learning, which may ultimately lend to health 
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care educators emphasizing IPE within the clinical education component of their respective 

programs. Nevertheless, Lavoie et al. (2018) note how the reflective observations and abstract 

conceptualizations of the experiential learning cycle (Kolb, 1984) may precede or follow IPE 

simulations during debriefing sessions. In order for students to anchor their observations in 

sound theories (Kolb, 1984), they must acquire this information in a manner that may be better 

delivered through didactic curriculum. Therefore, this mechanism may serve as an explanation 

for the lack of a statistically significant difference in IPE implementation in favor of MAT 

programs clinical education when compared to the elements of the didactic curriculum. 

Regarding the theoretical framework provided by the theory of self-efficacy (Bandura, 

1977), Watters et al. (2015) demonstrated how participation in an IPE simulation led to 

improvements in health care students perceived self-efficacy in clinical scenarios. Similarly, 

Allen et al. (2018) found a significant, positive correlation between students’ self-efficacy and 

self-esteem as a result of an IPE simulation, suggesting that the theory of self-efficacy (Bandura, 

1977) provides a strong, theoretical underpinning for IPE specifically within health care 

education programs’ clinical education. Thus, through the lens of Bandura’s (1977) theory, one 

could also expect to observe a statistically significant difference between MAT programs’ 

responses for clinical education, where IPE simulations occur, and their didactic curriculum. 

However, a prior investigation by Hagemeier et al. (2014) demonstrated significant 

improvements in health care students’ self-efficacy beliefs following their involvement in an 

interprofessional communication course. Therefore, the MAT program directors surveyed in the 

present study appear to be in agreement with Allen et al. (2018), who suggested the need for 

additional IPE opportunities to improve self-efficacy outside of interprofessional simulations, as 
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the IPE components within their programs’ didactic curriculum and clinical education appear to 

be comparable.  

Furthermore, the finding for RQ2 appears to contradict previous suggestions related to 

limited involvement of AT education programs within IPE-related didactic training (Manspeaker 

et al., 2020; Mishoe et al., 2018). Although the scores reported for Item 1 (i.e., IPE Courses) 

ranged from 0 to 4, the mean score was 2.09 (see Table 5). According to the description provided 

by the Association for Prevention Teaching and Research (2009), this suggests that a substantial 

proportion of the surveyed MAT programs are engaging in “interprofessional collaborative 

concepts within a single discipline’s course for learners from multiple disciplines” (p. 3). This 

finding suggests that MAT students are benefitting from learning alongside other health care 

students in IPE-dedicated courses, which is somewhat contrary to the findings of Manspeaker et 

al. (2020) and Mishoe et al. (2018). Therefore, according to the outcome of the Wilcoxon signed 

rank test, it would appear that MAT programs rely equally on their didactic curriculum and 

clinical education opportunities to deliver IPE-related material and experiences. 

RQ3 

Finally, RQ3 addressed the following scenario: How accurately can the success of IPE 

implementation be predicted by the number of years an AT program has been at the MAT status, 

as measured by the 10-item IPE-API self-assessment survey? A bivariate linear regression 

analysis demonstrated that the number of academic years of an AT program at the MAT status is 

not a statistically significant (p = .020) predictor of IPE implementation at an alpha level of .02. 

However, these results were marginally significant (p =.020) in a positive direction, suggesting 

that limiting the study to a single research question and, thus, eliminating the Bonferroni 

correction may have led to significant findings. Furthermore, a predictive relationship may have 
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been identified had the study attained a larger sample size to surpass the minimal sample size (N 

= 66) for a medium effect at a statistical power of 0.7. Nevertheless, the small r2 (.082) yielded 

from this analysis suggests that academic years at the MAT status does not provide a great 

explanation as to the variance observed in IPE implementation. 

Similar to the findings of RQ1, the outcome of the bivariate linear regression analysis in 

RQ3 provides further support to prior suggestions that the transition to the MAT degree may 

improve IPE involvement (Eliot et al., 2017). Breitbach et al. (2018) demonstrated a 14% growth 

in IPE initiatives among baccalaureate AT programs over a three-year period. Similarly, the 

regression equation yielded from the bivariate linear regression analysis suggests a relationship 

in a positive direction between IPE implementation and the number of years at the MAT status; 

however, this predictive relationship was not significant enough to reject the null hypothesis. 

Nevertheless, the marginal growth in IPE implementation with additional academic years at the 

MAT status noted through this analysis appears to be consistent with that demonstrated by 

Breitbach et al. (2018), suggesting an avenue for additional investigation, as will be discussed 

later in this chapter. 

Although the outcome of the bivariate linear regression was not statistically significant, 

one can surmise that MAT program directors and faculty have learned, and will learn, how to 

better implement IPE in their respective programs with time. The experiential learning theory 

(Kolb, 1984) suggests that individuals must undergo concrete experiences to provide for 

reflection and conceptualization to guide future decisions (i.e., active experimentation). By the 

same token, MAT program directors must engage in concrete experiences with other program 

directors of related health care fields to determine how their respective programs can engage in 

IPE at their institution moving forward (Kolb, 1984; Manspeaker et al., 2020). In other words, 
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the experiential learning theory (Kolb, 1984) may provide a theoretical mechanism for MAT 

program directors to abide by over time in their continual pursuit to satisfy Standard Eight of the 

CAATE (2020) accreditation standards, as demonstrated by a marginally significant outcome of 

the bivariate linear regression analysis. 

Implications 

Although the present study failed to yield any statistically-significant results, the 

implications related to IPE among MAT programs are numerous. The studies of Breitbach et al. 

(2018) and Eliot et al. (2017) have examined IPE implementation among various AT education 

programs; however, neither of these studies primarily focused on examining IPE implementation 

specifically within MAT programs, as their samples included programs at the baccalaureate 

level. Furthermore, while the recent study of Manspeaker et al. (2020) surveyed program faculty 

solely from MAT programs, this qualitative investigation was centered on addressing 

participants’ perspectives on IPE implementation specifically within their didactic curriculum. 

Thus, there are currently no known quantitative studies that examine the overall implementation 

of IPE solely among MAT programs. The outcomes of this study imply that recently-transitioned 

MAT programs have implemented IPE in a manner similar to established MAT programs, as 

assessed by total scores on the 10-item IPE-API self-assessment survey. Therefore, AT 

educational leaders may infer that MAT programs have been responsive to the call for improved 

IPE implementation following the transition to the master’s degree (Breitbach, 2016; Breitbach 

et al., 2018; Eliot et al., 2017), in accordance with the new accreditation standards from the 

CAATE (2020). 

An additional implication yielded from this study is that IPE implementation does not 

appear to vary significantly between MAT programs didactic curriculum and clinical education. 
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Due to the lack of a statistically significant difference in IPE implementation across these 

settings, AT educators may be encouraged to learn that there appears to be opportunities for IPE 

within both their didactic curriculum and clinical education, as demonstrated by the outcomes for 

this study sample. Manspeaker et al. (2020) encouraged AT program faculty to carefully 

consider the method of delivery for their IPE initiatives based upon the programs available for 

collaboration, as well as the objectives of the collaboration. Thus, the outcomes of this study 

suggest that there are IPE opportunities for MAT program faculty to consider in both their 

didactic curriculum and clinical education. In other words, the outcomes of this investigation 

should encourage MAT program directors to avoid pigeonholing themselves by relying solely on 

either their didactic curriculum or clinical education to deliver IPE learning opportunities. 

A final implication of this study is that the number of academic years at the MAT status 

does not serve as a significant predictor of IPE implementation. While MAT program directors 

may continually expand and refine their IPE initiatives with time (Breitbach et al., 2018; Eliot et 

al., 2017; Manspeaker et al., 2020), program directors of recently-transitioned programs should 

not be discouraged or overwhelmed in their efforts to satisfy Standard Eight of the new 

accreditation standards (Committee on Accreditation of Athletic Training Education, 2020). At 

the same time, AT program directors whose programs are currently undergoing the MAT 

transition should recognize the standard set by the programs surveyed in this study relative to the 

immediate implementation of IPE initiatives, as implied by the outcomes of both the independent 

samples t test and the bivariate linear regression analysis. By continually pursuing collaborative 

education and practice, educators and professionals in the AT field can continue to advocate for 

“a seat at the table” (Rizzo et al., p. 257) with individuals from the various other health care 
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fields (Breitbach, 2016; Breitbach et al., 2018; Eliot et al., 2017; Hankemeier & Manspeaker, 

2018; Manspeaker et al., 2020). 

Limitations 

This study contained several limitations. To begin, the voluntary sampling method 

employed in this study yielded a sample size of 66 from an eligible population of 209 MAT 

program directors. Although this sample represented nearly a third (31.58%) of current MAT 

program directors, the statistical analyses and associated post hoc power analyses demonstrated 

challenges to the study attaining statistical power. More specifically, the low observed power for 

the Wilcoxon signed rank analysis (.168) limited the generalizability of findings concerning IPE 

implementation across the settings of didactic curriculum and clinical education. Because a 

Bonferroni correction was employed, due to the study involving three statistical tests of 

significance (Warner, 2013), the researcher was not able to increase the alpha level to limit the 

occurrence of a Type II error. Thus, the whole of the findings could not be generalized beyond 

the population examined in this study. Providing an incentive for completing the 10-item IPE-

API self-assessment survey may have improved recruitment for the study and assisted in 

addressing this particular limitation.  

In addition to the limited sample size, the participants were skewed toward a greater 

number of recently-transitioned MAT programs as compared to established programs. Thus, the 

groups for the independent samples t test were unequal. Furthermore, the data presented in the 

bivariate linear regression was relatively limited for MAT programs older than eight years (see 

Figure 3), potentially influencing the results. However, as the profession is currently undergoing 

the transition to the professional master’s degree, the data presented in this study appears to 

represent the current population. Furthermore, the assumption of normality for the independent 
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samples t test and the assumption of a bivariate normal distribution for the bivariate regression 

analysis were met; thus, further action from the researcher was not deemed as necessary. 

An additional limitation of this study is participants’ potential non-familiarity with the 

10-item IPE-API self-assessment survey. There is no way to guarantee that each respondent read 

each and every descriptor provided in the Qualtrics survey. Furthermore, the 10-item IPE-API 

does not include examples of IPE activities that may fall under each category, creating areas of 

concern related to the instrument’s reliability and validity. Therefore, a reliability analysis was 

conducted using Cronbach’s alpha to address this concern, yielding an acceptable outcome of 

.826 (see Table 6). Furthermore, Greer and Clay (2010) demonstrated the face and content 

validity of the 10-item IPE-API self-assessment survey. Thus, these analyses helped lessen the 

concerns related to the instrument’s reliability and validity. 

Potential threats to external validity included the timing and population validity of the 

study. The data for this study were collected between the end of the Spring semester of the 2020-

2021 academic year and the beginning of the Fall semester of the 2021-2022 academic year. 

With that being said, some AT education programs were likely entering their first year at the 

MAT status, causing them to question their eligibility for the study. Excluding these particular 

participants from the study would have caused a threat to the population validity. To combat this 

threat, the researcher instructed these individuals to respond to the survey based on their plans 

related to IPE for the upcoming year, ensuring their representation in the study. 

Finally, a potential threat to the internal validity of the study involved a lack of history 

between the researcher and participants. This lack of history, or rapport, may have caused 

concerns related to data security, potentially limiting responses to those who trusted the 

anonymity of the survey. In an attempt to combat this potential threat, the researcher provided 
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explicit details in the consent form (Appendix B) related to the storage and anonymity of the 

study’s data. Additionally, the researcher did not collect any data containing personally 

identifiable information to further assure potential participants of the anonymity of the study. 

Lastly, the researcher attempted to build rapport by providing a detailed outline of the purpose, 

potential benefits, and risks of the study, which was also provided in the consent form embedded 

at the beginning of the Qualtrics survey (Appendix B). 

Recommendations for Future Research 

This study illuminated numerous avenues for future research related to IPE 

implementation, specifically within AT education. Because the outcomes of this study failed to 

yield statistically significant results, additional investigation concerning IPE implementation 

among a larger sample of MAT program directors would be beneficial, especially in terms of 

attaining greater statistical power. Future research should consider soliciting participants at an in-

person event, such as the annual CAATE Accreditation Conference, in hopes of achieving a 

larger sample size. Furthermore, additional guidance from the CAATE in coming years relative 

to IPE implementation may provide additional comparisons to explore. 

Another recommendation for future research would involve a longitudinal study of IPE 

implementation of AT education programs from the time they make the transition to the MAT 

degree to the three-year period where they become established. Researchers may collect data on 

the quantity of IPE initiatives in which these MAT programs participate over the course of the 

study to determine if the number of IPE exposures increases as a function of time. Additionally, 

researchers may compare scores on an instrument, such as the 10-item IPE-API self-assessment 

survey, at the beginning and end of the data collection period to determine if statistically 

significant differences in IPE implementation exist. Conducting a longitudinal study that 
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includes repeated measures would likely yield a richer data set that would be more generalizable 

to the population of MAT programs. 

Additional investigation profiling MAT programs’ implementation of IPE specifically 

within the didactic curriculum and clinical education components is needed. Quantifying a 

specific number of IPE exposures that occurs in both the didactic curriculum and clinical 

education of MAT programs would provide researchers with continuous data that is well-suited 

for a paired sample t test. Drawing comparisons based on the frequency of IPE exposures within 

these settings would supplement the outcomes yielded from items 1 and 2 of the 10-item IPE-

API self-assessment survey, as these items only address the extent of IPE implementation. 

Furthermore, the findings of this study may benefit from an additional qualitative 

analysis to determine if perceptions of IPE between recently-transitioned and established MAT 

programs vary. A qualitative investigation may lend insights to the underlying motivation for 

MAT program directors to engage in IPE, as well as the perceived barriers that are faced 

between the two groups. Retaining the groupings of recently-transitioned and established 

programs would help demonstrate the progress, or stagnation, that MAT programs experience 

regarding IPE opportunities. Furthermore, a qualitative approach would help delineate the 

language MAT program directors use to describe their IPE initiatives, perhaps providing for 

interesting comparisons across institutions of various sizes and even other health care disciplines. 

Finally, an additional line of investigation as a result of this study includes identifying 

factors that lend to improvements in IPE implementation over time. This investigation could also 

be longitudinal in nature, and would provide MAT program directors with ideas for strategic 

planning specifically related to their IPE efforts. An examination of factors such as the MAT 

programs’ administrative alignment, personnel, available resources for IPE, and institutional 
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policies regarding IPE would likely provide program directors with significant findings to 

consider as many programs undergo extensive reviews following the transition to the MAT 

degree. Thus, researchers would want to consider the timeliness of this line of inquiry. 
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APPENDIX B 

CONSENT FORM 

 

Title of the Project: The Impact of Master’s Level Status on Athletic Training Programs’ 

Planning and Implementation of Interprofessional Education Curricula: A Causal-Comparative, 

Predictive, Correlational Study 

Principal Investigator: Zachary R. Hobson, MS, LAT, ATC  

Co-investigators: Shanna Akers, Ed.D., RN, CNE, School of Nursing 

        Joseph Fontanella, Ed.D., School of Education 

 

Invitation to be Part of a Research Study 

You are invited to participate in a research study. In order to participate, you must be the 

program director of a CAATE-accredited, Master of Athletic Training (MAT) or Master of 

Science in Athletic Training (MSAT) program in the United States. The program that you 

currently serve must be completely transitioned to the MAT or MSAT degree. Taking part in this 

research project is voluntary. 

Please take time to read this entire form and ask questions before deciding whether to take part in 

this research project. 

 

What is the study about and why is it being done? 

The purpose of this study is to determine if a significant difference in the extent of 

interprofessional education (IPE) implementation exists between recently-transitioned and 

established MAT/MSAT programs, as well as if a significant difference in the success of IPE 

implementation exists between MAT/MSAT programs’ didactic curricula and clinical education. 

This study aims to address if MAT/MSAT programs have answered the call to increase IPE 

efforts, as well as how they are meeting the 2020 Commission on Accreditation of Athletic 

Training Education (CAATE) standards. 

 

What will happen if you take part in this study? 

If you agree to be in this study, I would ask you to do the following things (approximately 15 

minutes total): 

1. Complete a brief screening survey, embedded within Qualtrics, to ensure that you are 

eligible for the study. 

2. Provide relevant demographic information about both yourself and your institution. 

3. Complete the 10-item form of the IPE-API self-assessment survey (Association for 

Prevention Teaching and Research © 2009) via Qualtrics, which inquires about the extent 

to which your MAT/MSAT program has implemented IPE. 

 

How could you or others benefit from this study? 

Participants should not expect to receive a direct benefit by completing the survey. However, the 

findings of this study could lead to a better understanding of the extent to which their program 

has implemented IPE, as well as where this implementation could improve (e.g., didactic 

curriculum, clinical education, etc.). Additional benefits yielded from this study’s findings may 
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include a better understanding of how responsive MAT/MSAT programs have been at applying 

the 2020 CAATE standards, as well as illuminating new areas for IPE opportunities. 

 

What risks might you experience from being in this study? 

The risks involved in this study are minimal, which means they are equal to the risks you would 

encounter in everyday life. 

 

How will personal information be protected? 

The records of this study will be kept private. Research records will be stored securely, and only 

the researchers will have access to the records. The following steps will be taken to protect your 

personal information and data: 

 

• Participant responses will be anonymous.   

• Data will be stored on a password-protected computer used solely by the researcher. 

After three years, all electronic records will be deleted. 

 

Is study participation voluntary? 

Participation in this study is voluntary. Your decision whether to participate will not affect your 

current or future relations with Liberty University or your institution. If you decide to participate, 

you are free to not answer any question or withdraw at any time prior to submitting the survey 

without affecting those relationships. 

 

What should you do if you decide to withdraw from the study? 

If you choose to withdraw from the study, please exit the survey and close your internet browser. 

Your responses will not be recorded or included in the study. 

 

Whom do you contact if you have questions or concerns about the study? 

The researcher conducting this study is Zach Hobson. You may ask any questions you have now. 

If you have any questions later, you are encouraged to contact him at (260)571-8895 or 

zhobson@liberty.edu. You may also contact the researcher’s faculty sponsor, Dr. Shanna Akers, 

at sakers@liberty.edu. 

 

Whom do you contact if you have questions about your rights as a research participant? 

If you have any questions or concerns regarding this study and would like to talk to someone 

other than the researcher, you are encouraged to contact the Institutional Review Board, 1971 

University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515 or email at irb@liberty.edu 

 

Disclaimer: The Institutional Review Board (IRB) is tasked with ensuring that human subjects 

research will be conducted in an ethical manner as defined and required by federal regulations. 

The topics covered and viewpoints expressed or alluded to by student and faculty researchers 

are those of the researchers and do not necessarily reflect the official policies or positions of 

Liberty University. 

 

 

 

mailto:zhobson@liberty.edu
mailto:sakers@liberty.edu
mailto:irb@liberty.edu
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Your Consent 

Before agreeing to be part of the research, please be sure that you understand what the study is 

about. You can print a copy of the document for your records. If you have any questions about 

the study later, you can contact the researcher/study team using the information provided above. 
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APPENDIX C 

DEMOGRAPHIC QUESTIONS 

 

1. Are you the program director of a MAT or MSAT program that is currently accredited by 

the CAATE? 

 

___ Yes     ___ No 

 

2. Which of the following best describes your current institution’s AT program in regards to 

its time at the MAT/MSAT status? 

 

___ Recently-transitioned (≤ 3 academic years) ___ Established (> 3 academic years) 

3. How many academic years has your (current) AT program been at the MAT/MSAT 

status?  

_____ years 

4. Which of the following best describes the academic unit in which your MAT/MSAT 

program is housed? 

 

_____Allied Health  _____Arts & Sciences _____Exercise Science   

_____Health Professions _____Health & Recreation _____Health Sciences 

_____Kinesiology  _____Medicine  _____Other 

5. Which of the following basic Carnegie Classifications best describes your institution? 

____R1: Doctoral University – Very high research activity 

____R2: Doctoral University – High research activity 

____D/PU: Doctoral/Professional University 

____M1: Master’s College or University – Larger program 

____M2: Master’s College or University – Medium program 

____M3: Master’s College or University – Smaller program 

____None of the above 

 

https://carnegieclassifications.iu.edu/

