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Abstract
Purpose: Interprofessional education (IPE) experiences are an essential component in preparing dental hygiene students to 
participate in future interprofessional (IP) collaborations to support comprehensive patient care. The purpose of this study 
was to determine the attitudes, barriers and IPE practices in a national sample of dental hygiene faculty.

Methods: A 25-item, researcher-designed, electronic survey was sent to 1,800 dental hygiene faculty members to determine 
attitudes, collaboration and practices involving interprofessional education (IPE). Descriptive statistics, Mann Whitney U 
and the Kruksal Wallis Test of Independent Samples were used to analyze and compare data.

Results: The response rate was 22% (n=449). Results suggest faculty have positive attitudes toward IPE and most faculty 
(73%) incorporated IPE in their programs; however, time constraints were reported as the greatest barrier to IPE participation. 
A majority (85%) of respondents indicated a desire for greater emphasis on IPE in the curricula. Ethics (37%) was ranked 
as the most important IPE competency and teamwork the least (19%). Respondents from bachelor’s degree programs were 
more likely to agree that learning with students in other health professions helps students become more effective members of 
a healthcare team than those from associate’s degree programs (p = 0.025). Additionally, respondents from bachelor’s degree 
programs were less likely to agree that clinical problem solving can only be learned when students are taught within their 
individual schools than those from associate degree programs (p = 0.022). 

Conclusion: Most of the dental hygiene faculty surveyed considered IPE important, incorporated it into student experiences, 
and wanted greater curricular emphasis on IPE. Time and institutional support may limit expansion of IPE activities and 
more collaboration amongst program faculty may be needed.
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interdisciplinary teams 
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Introduction
Interprofessional (IP) collaboration amongst healthcare 

professionals is an important healthcare practice model. 
Successful IP collaboration, to a large degree, is dependent 
upon effective interprofessional education (IPE). Defined as 
occurring when two or more healthcare professionals from 
different disciplines learn from, with and about each other, 
the goal of IPE is to improve the quality of patient care 
and promote team-based and patient-centered collaborative 
practice.1   When delivering IP care, team members combine 
their individual expertise and observations into joint decision 
making. Individuals may assume patient care leadership 

Critical Issues in Dental Hygiene 

roles relevant to their discipline.2 The importance of student 
engagement in IP learning has been promoted for many 
years.1-7 Interprofessional care is ultimately a method to 
improve patient outcomes through coordinated care among 
a variety of disciplines. When given the opportunity to 
participate in IPE, student healthcare provider’s skills may be 
strengthened and enhanced. Students who learn to appreciate 
and value working in an interdisciplinary team may be more 
prepared to collaborate across other disciplines as they engage 
in future practice settings.1-3
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Dental hygiene’s involvement in IPE is an important 
aspect of the IP model. Given the preventive nature of the 
dental hygiene profession, coupled with oral-systemic links 
and healthcare provider shortages, dental hygienists should 
be integral members of IP collaborations. Dental hygienists 
must be able to communicate effectively when working with 
other primary care providers in the management of patients 
with chronic health conditions.7 Contemporary patients 
often present with complex health concerns and a variety of 
risk factors that can best be managed with an interdisciplinary 
approach.3,7 Dental hygiene education standards set by the 
Commission on Dental Accreditation (CODA) also recognize 
the need for IPE by requiring graduates to demonstrate 
competency in communicating and collaborating with 
other members of the healthcare team in order to support 
comprehensive patient care.8 

While there are clearly benefits to IP healthcare, barriers 
and challenges to the incorporation of IPE into healthcare 
programs have been identified in the literature.2,9-12 Logistics 
of time and scheduling in an already crowded curriculum 
along with the lack of faculty development are frequently cited 
as IPE challenges from a variety of disciplines.9-13 In a study 
of respiratory therapy faculty the most frequently reported 
barrier was time, followed by attitudes toward IPE, scheduling 
and logistics, curriculum requirements and administration.12 
Amongst nutrition faculty members, attitudes were identified 
as the most common barrier followed by curriculum, 
resources and scheduling. Similar results concerning the 
perceived barriers in other health care disciplines were found 
by Dallaghan et al. and Hinderer et al.2,4 In dental hygiene, 
surveys of program directors report a lack of experience with 
IPE as the most common barrier followed by issues related 
to schedule coordination and curriculum.14 To address some 
of the challenges and barriers of IP collaboration, the World 
Health Organization (WHO) framework has provided 
strategies and ideals to assist professionals in designing and 
implementing team-approach, action steps.15 

Four core competencies have been associated with 
IPE: collaborative practice; values and ethics, roles and 
responsibilities, communication, and team work.16,17 Values 
and ethics are related to working with individuals of other 
professions to maintain a climate of mutual respect and 
shared values. Roles and responsibilities are linked to the use 
of knowledge of one’s own role and those of other professions 
to appropriately assess and address the healthcare needs of 
the population served.16,17 Communication is connected to 
effective interactions with patients, families, communities, 
and other healthcare professionals to support a team approach 

to healthcare.16,17 Working as a team applies relationship-
building values and principles of group dynamics to perform 
effectively in varying roles to plan and implement patient/
population-centered care.16,17

Quality oral healthcare can best be achieved when oral 
healthcare professionals work collaboratively with providers 
from other disciplines. A multi-professional approach, 
where dental hygiene students engage with other healthcare 
providers in the provision of primary care will likely improve 
patient health outcomes.3,7 Since education plays a critical role 
in the process of preparing future practitioners to successfully 
work together, understanding faculty attitudes and values 
towards IPE is relevant to today’s educational model.  
While multiple levels of academic support are necessary for 
successful IPE implementation, ultimately it is the individual 
faculty members providing instruction and modeling positive 
attitudes towards IPE who will impact its success.2,4-7

Research exploring the knowledge and attitudes of faculty 
toward IPE has been limited in dental hygiene literature. 
Furgeson et al., surveyed dental hygiene program directors in 
the United States (U.S.) and found only a little more than half 
(57%) of the respondents thought IPE was important for the 
dental hygiene profession with less than half (40%) indicating 
that it was important at their academic institutions.18 In a 
regional study, Casa-Levine investigated IPE attitudes and 
knowledge of dental hygiene faculty and administrators in the 
northeastern U.S.19  While the results were favorable toward 
valuing IPE, only about half of the respondents indicated that 
they were in the initial stages of using IPE; while only 6% 
were using IPE as part of a major initiative and almost one 
quarter of the respondents had not engaged in any type of 
IPE activities. Results from Casa-Levine indicate the need for 
a national study of dental hygiene faculty attitudes toward 
IPE be conducted to enhance the understanding of current 
IPE practices.19 The purpose of this study was to survey the 
attitudes, barriers and IPE practices in a national sample of 
dental hygiene faculty.

Methods 
This study was determined to be exempt from Institutional 

Review Board (IRB) oversight by both Old Dominion and 
Augusta Universities. An electronic, self-report survey was 
distributed to the email addresses of 1,800 faculty members 
from the 335 entry-level dental hygiene programs in the U.S. 
obtained from the American Dental Hygienists’ Association 
website. Individual faculty email addresses were obtained 
from the academic program websites. The initial recruitment 
email provided an explanation of the study and a link to the 
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anonymous web-based survey. Two reminders emails were 
sent at two and four weeks to increase survey return rate. 
Participants were given the option to either opt out of the 
self-report survey or agree to participate.  

The survey instrument was a revised version of a validated 
survey by Vernon previously used to investigate IPE among 
respiratory therapists and nutrition faculties.12,13,20 Permission 
was granted to adapt the survey for use with dental hygiene 
faculty in entry-level programs. Feasibility and functionality of 
the survey instrument was pilot-tested with a random sample 
of nine full- and part-time dental hygiene faculty members; 
the survey was modified for clarity and length based on pilot-
test results. 

The 25-item survey instrument collected demographic 
information regarding the specific type of program setting 
(associate or bachelor degree granting, programs with or 
without a dental school), faculty appointment (full or part-
time) and rank, program length (two, three, four years), 
enrollment, and amount and type of IPE activity. One 
question used a ranking system, (1=“most important” to 
4=“least important”), to assess the importance of four 
specific IPE competencies (ethics, communication, roles 
and responsibilities and team work). Attitudes and beliefs 
regarding IPE education were assessed using a 5-point Likert 
rating system (1=“strongly agree” to 5=“strongly disagree”). 
Respondents were asked to rate (always to never) how often 
specific methods of instruction were used for IPE activities 
(case studies, on campus and off campus activities, simulation, 
service learning, standardized patients). One open-ended 
question asked participants to identify the barriers preventing 
them from implementing IPE. Data from this question 
were entered into a software application (TagCrowd, www.
tagcrowd.com) to generate a pictorial description of word 
frequency in a word cloud with the word size proportional to 
its frequency as well as a numerical representation next to the 
individual word. 

Qualtrics Survey Software (Qualtric Labs; Provo, Utah) 
was used for the creation of the online survey and distribution. 
Collected data were downloaded and imported into SPSS  
25.0. (IBM; Armonk, NY). Descriptive statistics were 
computed from closed-ended questions. Response differences 
between groups by program setting and degrees granted 
were tested by Chi Square, the Mann Whitney U Test and 
the Kruksal Wallis Test of Independent Samples (p=.05). 
Cronbach’s alpha was conducted to determine reliability of 
the survey’s edited attitudinal section.13,20

Results 
A total of 449 dental faculty (n=449) consented to 

participate for a response rate of 22%; however, 13% of 
respondents completed less than half of the survey and were 
not included in the analysis (n=59) for a final response rate 
of 22%. Demographic characteristics of the respondents and  
their associated programs are summarized in Table I. 
Respondents reported implementing IPE instructional 
methods (either in classroom, clinic, or community) ranging 
from one hour (30%), two hours (14%), three hours (5%), or 
four hours per week (26%); one quarter (25%) of the sample 
did not know how many hours were used for IPE instruction. 
Over half the sample (51.2%, n=145) reported having 
adequate time for IPE instruction. Instructional methods most 
frequently used separated by the degree granting categories and 
settings are shown in Figures 1 and 2. Methods of instruction 
did not differ significantly across groups. Most programs used 
either on-site or off-site clinical activities for IPE. The range of 

Figure 1. IPE methods used most frequently 
by program setting
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Figure 2. IPE methods used most frequently 
by degree awarded 
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Table I. Program characteristics and respondent demographics

Program type

Total 
n =390

Without a 
dental school 

n = 161

With a dental 
school 
n = 38

Technical/
Community 

college 
n = 191

Associate 
n = 305

Bachelor 
n = 81

Program characteristics (column %) (row %) (row %) (row %) (row %) (row %)

Enrolled students

Less than 10 50 13 19 12 2 5 29 15 47 15 3 4
Between 11 and 15 179 46 56 35 21 55 102 53 149 49 30 37
Between 16-20 159 41 84 52 15 40 60 31 109 36 48 60
Degree awarded

Associates 305 78 109 36 15 5 181 59
Bachelors 81 21 49 60 23 29 10 13
PNA 3 1 3 100 0 0 0 0
Program type

w/o dental school 161 41 109 36 49 60
with dental school 38 10 15 5 23 28
Technical/ Community college 191 49 181 59 10 12
Respondent demographics Rank

Lecturer 121 31 42 26 4 11 75 39 104 36 15 19
Assistant professor 75 19 46 29 13 37 16 8 49 17 26 34
Associate professor 72 18 34 21 14 40 24 13 49 17 23 30
Professor 102 26 30 19 4 11 68 36 88 30 13 17
PNA 20 5 9 6 3 8 8 4 15 -- 4 ---
Faculty status

Full-time 307 79 127 79 31 82 149 78 236 77 69 85
Part-time/adjunct 81 21 32 20 7 18 42 22 69 23 12 15
PNA 2 <1 2 1 0 0 0 0 0 0 0 0
Years teaching

Less than 5 82 21 38 24 6 16 38 20 66 23 15 19
6 – 15 133 34 63 39 14 37 56 29 105 36 28 36
15 – 25  84 21 31 19 10 26 43 22 62 21 22 38
More than 25 72 19 20 12 6 16 46 24 57 20 13 17
PNA 19 5 9 6 2 5 8 4 15 -- 3 --
Age

25 – 34 28 7 15 9 4 10 9 5 19 7 8 13
35 – 44 65 17 29 18 4 10 32 17 55 19 10 13
45 – 54  100 26 36 22 10 36 54 28 77 27 23 29
55 – 64 147 38 59 36 14 37 74 39 116 31 31 40
65 and over 27 7 11 7 4 10 12 6 19 6 6 8
NA* 4 1 2 2 2 5 10 5 4 1 0 0
Gender

Female 348 89 141 88 31 82 176 92 271 93 76 97
Male 23 6 11 7 5 13 7 4 19 7 2 3
NA* 19 5 9 6 2 5 8 4 15 -- 3 --

*no answer given
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health disciplines collaborating with dental hygiene programs for IPE are shown in Table 
II. Nursing (65%, n=221) of responses was identified as the most frequent collaborator; no 
collaborating discipline was reported by 22 respondents.

Nearly three-fourths (73%, n=281) of the respondents reported incorporating IPE. 
However, the frequency of IPE activities was statistically different between the type of 
degree awarded and program settings; a larger percentage of bachelor degree granting 
programs reporting IPE inclusion (X2=8.739, p=0.013). Programs associated with a dental 
school reported the highest degree of IPE inclusion (90%) (X2=18.07, p=0.001). A majority 
(85%, n=327) of respondents agreed that they would like to see a greater emphasis on IPE 
in curricula, a finding that was not statistically different across the groups. 

Faculty participants were asked to rank the IPE competencies of ethics, communication, 
roles and responsibilities, and teams and teamwork, from most to least important. Ethics 
was most frequently ranked as the most important competency (37%, n=139) followed by 
communication (23%, n=88) and roles and responsibility (21%, n=79). Overall, teams and 
teamwork ranked lowest (19%, n=73). Student competencies were ranked and grouped 
according to degree offered and program setting; however, differences in competency 
frequencies were not found to be statistically significant (Table III). 

Attitudes towards IPE statements are summarized in Table IV. Mann Whitney/
Wilcoxon tests indicated significant differences between faculty responses according to 
the type of degree offered at their institution. Cronbach’s alpha revealed high internal 
consistency in regards to attitudes towards IPE (0.78), attitudes towards IP learning in the 
academic setting (0.74), and attitudes towards IP in healthcare teams (0.88).  

Respondents reported general support for IPE inclusion. However, the Mann-Whitney 
test identified significant differences between the degree granting groups on three questions. 
Respondents from bachelor degree granting programs were less likely to agree that clinical 
problem solving can only be learned when students are taught within their individual 
departments/schools (p=0.022). While the majority (96%) of respondents agreed or strongly 
agreed with the statement “Learning with students in other health professional schools 

helps students become more 
effective members of a healthcare 
team,” respondents from bachelor 
degree granting institutions were 
more likely to agree with this 
statement as compared to faculty 
from associate degree programs 
(p=0.025). Kruksal Wallis Test  
of Independent Samples identi-
fied significant differences between 
program settings for the statement, 
“Patients would ultimately benefit 
if healthcare students worked 
together to solve patient problems.” 
(p=0.22).

Attitudes towards IP learning in 
the academic setting were generally 
reported as favorable. However, 
35% (n=129) of respondents were 
unsure whether there is room for 
additional IPE requirements in 
the current curriculum; this was 
significantly different between 
respondents from different pro-
gram settings (p=0.036) with 
programs within a dental school 
more likely to agree. A majority of 
respondents (85%, n=352) either 
“strongly agreed” or “agreed”, that 
faculty should be encouraged to 
participate in IP courses. In regards 
to the statement, “My program 
has the resources and personnel to 
teach IPE courses,” respondents 
from bachelor degree granting 
pro-grams and those located in 
dental school settings were more 
likely to report agreement than 
those from associate’s degree 
programs (p=0.002), and those in 
settings outside of a dental school 
(p< 0.001). 

The majority of responses 
from both groups reflect support 
for IP practice in healthcare, by 
agreeing that participating in IPE 
among teams improves patient 
care decisions (95%), improves the  

Table II. Current interprofessional collaborations by program type and setting 

Collaborating 
disciplines

Without 
dental school

With  
dental school

Technical/ 
Community 

college
Associate Bachelor

None 16 1 46 55 8
Nursing 91 30 100 165 56
Pharmacy 30 24 16 41 30
Respiratory Therapy 25 4 25 43 11
Physical Therapy 54 15 29 59 38
Occupational Therapy 46 16 23 55 30
Medicine 32 18 25 49 25
Other 65 4 49 92 29
Dental 62 31 69 119 41
Social Work 24 8 20 33 18
Speech Pathology 33 4 8 25 20
Counseling 18 1 13 25 7
Total 496 156 423 761 313
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efficiency of patient care delivery (80%), improves quality with 
IP practice (97%). The most frequently identified barriers were 
time (n=190), programs (n=105), faculty (n=87), scheduling 
(n=74), curriculum (n=70), and students (n=55). Words 
describing barriers to IPE implementation were dis-played in a 
word cloud (Figure 3).

Discussion
Results of this study are encouraging and important to 

future dental hygiene education and practice. Nearly three 
quarters of respondents reported that they are involved 
in some type of IPE with a little more than half indicating 
adequate instructional time in their curriculum, results similar 
to Casa-Levine who found about 75% of dental hygiene 
faculty surveyed in the Northeastern U.S. were involved 
with IPE.18 One-quarter of respondents reported teaching 

IP collaborations for at least 4 hours per week. In a national 
study of U.S. dental hygiene program directors, Furgeson et al. 
found only 57% indicated IPE was important for the dental 
hygiene profession.19 However, in contrast, 85% of faculty 
in this study agreed that faculty should be encouraged to 
participate in IPE and almost all respondents (95%) believed 
that IPE improves patient care decisions, underscoring their 
belief in its importance. Differences in responses between 
faculty members versus program directors may be attributed 
to the administrative insights of program directors regarding 
challenges involved in implementing IPE into the curricula.  

Inclusion of IPE activities was reported more frequently by 
programs granting bachelor’s degrees and those located within 
dental schools. This finding is likely explained by increased 
opportunities for collaboration, as well as more resources 

Table IIIa. Rankings of IPE competency importance by degree offered and Chi Square tests of group differences  
(associate, n = 296; bachelor, n = 80)

Most 
Important

More 
Important

Somewhat 
Important

Least 
Important X2 p-value

Ethics
Associate 38% 19% 20% 23% 1.15 0.77
Bachelor 33% 19% 24% 25%

Communication
Associate 22% 39% 31% 8% 7.599 0.06
Bachelor 26% 45% 16% 13%

Roles and 
Responsibilities

Associate 21% 20% 27% 32% 6.177 0.10
Bachelor 23% 14% 40% 24%

Teams/Teamwork
Associate 19% 22% 22% 37% 0.137 0.99
Bachelor 19% 23% 20% 39%

Table IIIb. Rankings of IPE competency importance program type and Chi Square tests of group differences  
(without dental school, n = 156; with dental school, n = 37; technical or community college, n = 186)

Most 
Important

More 
Important

Somewhat 
Important

Least 
Important X2 p-value

Ethics

w/o Dental School 38% 22% 19% 21% 4.912 0.55
w/ Dental School 38% 8% 24% 30%
Tech/ CC 35% 19% 22% 24%

Communication

w/o Dental School 23% 42% 27% 8% 5.675 0.46
w/ Dental School 24% 43% 16% 16%
Tech/ CC 23% 38% 31% 8%

Roles and 
responsibilities

w/o Dental School 21% 19% 31% 29% 7.044 0.32
w/ Dental School 19% 22% 43% 16%
Tech/ CC 22% 18% 26% 34%

Teams/teamwork

w/o Dental School 18% 17% 23% 42% 4.832 0.57
w/ Dental School 19% 27% 16% 38%
Tech/ CC 20% 25% 20% 34%
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available in major healthcare centers 
where the programs most often 
cited as IP collaborators are located. 
The highest rates of IP collaboration 
were with nursing, occupational 
therapy, physical therapy, as well 
as intra-professional collaboration 
activities with dentistry. While the 
majority of faculty in this study 
indicated that there was inadequate 
time for IPE activities, 1 out of 4 
respondents did not actually know 
how many hours are dedicated to 
IPE in the curriculum, suggesting 
a lack of IPE curricular knowledge 
amongst faculty members. This 
finding may be attributed to a 
lack of communication, or that 
only a small group of faculty were 
involved in IPE without input 
from other faculty members. The 
need for dental hygiene students to 
engage in IP learning experiences 
is critical as healthcare practice 
models evolve. In order to facilitate 
IPE, faculty may need to assume 
new instructional leadership roles 
and develop innovative curriculum. 

Most respondents indicated 
they want a greater emphasis on 
IPE, demonstrating a recognition 
of the importance of team-based 
and collaborative care models and 
had the perception that the current 
curriculum falls short. Respondents 
most often reported the logistical 
barrier of “time” when describing 
IPE barriers. Word cloud frequencies 
highlighted curriculum, which is 
likely related to finding time for IPE 
in an already overloaded schedules  
and requirements. “Faculty” was 
also used as a word to describe 
IPE barriers, suggesting that res-
pondents believed co-workers were 
less likely to support and engage in 
IPE than themselves. These findings 
are similar to other studies in both 
dental hygiene and other healthcare 

Table IV. Attitudes regarding IPE; Likert scale questions, all respondents (n=449) 

SA* A* NA/D* D* SD*

Attitudes towards IPE

Clinical problem solving can only be learned 
effectively when students are taught within 
their individual department/school.

5% 12% 20% 56% 7%

Patients would ultimately benefit if health 
care students worked together to solve 
patient problems

60% 35.5% 3% <1% <1%

Learning with students in other health 
professional schools helps students to 
become more effective members of a 
health care team

63% 34% 2% 0% <1%

Interprofessional learning among health 
care students will increase their ability to 
understand clinical problems

58% 38% 4% 0% <1%

Interprofessional learning will 
help students to understand their 
own professional limitations

45% 43% 9% 3% 0%

Attitudes and beliefs about IP learning in the academic setting

There are current curriculum requirements 
that could be removed to make room for 
additional IPE education.

6% 27% 34% 29% 4%

My program has the resources and 
personnel to teach IPE courses. 11% 36% 26% 26% 1%

Faculty should be encouraged to 
participate in interprofessional courses. 38% 56% 4% <1% 0%

Faculty like teaching with faculty from 
other academic departments. 16% 40% 37% 6% 0%

Interprofessional efforts weaken  
program content. 1% 2% 11% 71% 14%

Interprofessional courses are  
logistically difficult. 15% 36% 29% 18% 1%

Attitudes toward IP in health care teams

The give and take among team members 
helps them make better patient/client  
care decisions

32% 59% 9% <1% 0 0%

The interprofessional approach makes the 
delivery of care more efficient 32% 48% 18% 2% 0%

The interprofessional approach improves 
the quality of care to patients/clients 46% 48% 5% 0% 0%

Team meetings foster communication 
among members from different professions 
or disciplines

43% 51% 6% 0 0% 0 0%

Working in an interprofessional manner 
unnecessarily complicates things most  
of the time.

3% 6% 28% 56% 7%

*strongly agree, agree, neither agree or disagree, disagree, strongly disagree
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disciplines.9-10, 20-22 Innovative curricular designs will be 
needed for many dental hygiene programs to find both the 
time and space for IPE activities.22, 23

Faculty ranked ethics as the most important of the four 
IPE competences. In contrast, Vernon et al. found respiratory 
therapy faculty ranked ethics last, while in another study 
nutrition faculty ranked ethics second.12,13,20 This difference 
may be due to ethical practice being taught outside of IP 
collaborations. Communication was ranked second in 
importance indicating respondents valued the importance 
of responsive and responsible communication within the 
collaborative practice model. Teams and teamwork were 
ranked last in this study which was unexpected since dental 
hygienists are typically employed in clinical practice settings 
based on intraprofessional teamwork. This ranking in the 
context of IPE may be because many programs have practice 
management courses with a teamwork component. Previous 
studies have not ranked the specific IPE competencies by dental 
hygiene faculty members; however, Furgeson et al. found that 
dental hygiene program directors strongly supported the IP 
competencies in general.19

Significant differences, between faculty respondents in 
associate vs bachelor degree granting programs, regarding 
attitudinal statements were found in three areas. Respondents 
from bachelor degree granting programs were less likely to 
agree that clinical problem solving can only be learned when 
students are taught within their individual departments; more 
likely to agree that learning with other health professional 
students helps students become more effective members of 
a healthcare team; and more likely to agree patients benefit 
from group problem solving if healthcare students worked 
together. These findings might be related to program setting; 
bachelor degree granting programs might have more access 
to institutional resources than associate degree programs 
including the availability of more IP faculty and IP workshops.

Results demonstrated that most faculty respondents have 
favorable attitudes toward IPE, indicating while attitude is 
not a perceived barrier, nearly one out of four programs are 
not involved in IPE education. Understanding the barriers to 
implementation is important for wider incorporation of IPE, 
while also encouraging administrators to be more proactive 
in meeting the instructional needs of their faculty. In general, 
the majority of dental hygiene faculty respondents were 
supportive of teamwork, collaboration and communication 
through IPE for optimal patient care and improved quality 
of healthcare. 

Limitations
Survey research has inherent bias related to the nature of 

self-reporting. Due to the anonymous nature of the study, it 
was not possible to evaluate each program individually which 
may have led to over sampling. Considering that there were 
significantly more respondents from associate’s degree versus 
bachelor’s degree programs, results may be biased due to the 
degree granting institution and program setting. The low 
response rate (22%) also limits generalization of the results; it 
cannot be assumed that these findings represent all U.S. dental 
hygiene educators. However, it is noteworthy that this response 
rate is higher than previously published studies with large 
sample sizes.24-27 Responses may be also be limited considering 
the online survey consisted of close-ended answers with the 
exception of one open-ended question related to barriers. 
While word frequencies displayed as a word cloud graphic for 
open ended questions does not provide evidence for thematic 
evaluation; they can be a useful first step in qualitative analysis. 
Future implementation of this survey is recommended to 
evaluate the sustainability and expansion of IPE collaborations, 
as well as identifying the attitudes and barriers within dental 
hygiene programs.  

Conclusions
The need for IPE in dental hygiene programs is growing; 

collaborations with other healthcare professions are essential 
in an evolving healthcare system. Results of this study suggest 
that most dental hygiene faculty report positive attitudes 
toward IPE and a majority of programs are engaged in IPE 
activities at some level; however, barriers exist that may 
prevent expansion. Challenges of curriculum overload should 
be also be considered when addressing Commission on 
Dental Accreditation (CODA) standards. Faculty must be 
provided with sufficient training as well as time to plan and 
implement IP content in the curriculum to develop successful 
and meaningful IPE experiences that will contribute to 
contemporary healthcare delivery models.  
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