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Challenges and opportunities in interprofessional education 
and practice

The Health Policy paper by Julio Frenk and colleagues1 
in The Lancet on educating health professionals after 
the COVID-19 pandemic highlights the post-pandemic 
learning environment, use of technology to improve 
learning, interprofessional education (IPE), and lifelong 
continuing education and training for the health 
professions. The perpetual shortage and maldistribution 
of health professionals within complex health systems 
and unmet population health needs may require 
innovative approaches for the education of health 
professionals for effective practice. IPE is an educational 
approach that could positively influence health-care 
practices and patient outcomes. With its origins in 
the 1960s, predominantly in the UK and the USA, IPE 
has since spread to various regions of the world.2 The 
application of IPE in different regions and countries varies, 
ranging from a uniprofessional approach to a seamless 
incorporation of IPE to the whole learning environment. 
WHO defines IPE as occasions where students from 
two or more professions in health and social care learn 
from, about, and with each other during their education 
for effective collaboration in future practice.3 The 
Interprofessional Education Collaborative proposes four 
essential competencies for IPE: values and ethics, roles 
and responsibilities, interprofessional communication, 
and teamwork and team-based care.4 These are predicated 
on each profession also being trained to a high level of 
knowledge and skill in its own right.

Graduates with IPE experience are expected to work 
with other professionals in a climate of mutual respect, 
using theirs and others’ competencies and expertise 
to address the health-care needs of patients and 
advance the health of populations. Additionally, IPE 
graduates might be particularly effective in taking part 
in interprofessional communication to promote health 
and in applying team dynamics to develop collaborative 
practices within care teams and with patients. 
Collaborative practice has been shown to improve 
patient outcomes, such as reduced length of hospital 
stay and reduced clinical error rates.3 However, these 
aspirations are still to be proven in practice. Some studies 
highlight similar educational and patient outcomes for 
IPE and uniprofessional learning groups, whereas others 

show insignificant changes in the attitudes towards 
other professions after introductory IPE courses between 
medical and nursing students.5 Evidence on the impact 
of IPE for achieving the Quintuple Aim (better patient 
care, better population health, better value, better work 
experience, and better health equity)6 is rapidly evolving.

Some educators believe that IPE should be integrated 
in all pre-registration programmes. In practice, IPE 
integration is tied to geographical and economic spaces, 
with high-income countries reporting more robust IPE 
programmes than middle-income and low-income 
countries.7 For IPE programmes to be successful, they need 
to address key practice problems. For example, effective 
IPE can occur where there are insufficient qualified 
physicians and the other health-care professionals 
collaborate with the physicians as a team to improve 
patient care. IPE can also be useful when it is adopted in 
specific situations, such as in intensive care units (ICUs), 
operating rooms, emergency rooms, and women’s 
health-care settings. This approach may avoid some 
barriers for IPE and interprofessional collaborative practice 
(IPCP), deriving from organisational, structural, cultural, 
financial, and curriculum issues.1 A focus on contextually 
relevant practice problems that affect patient care could 
assist in developing professional identity within authentic 
interprofessional clinical teams in care settings, as shared 
by Lingard and colleagues in their study with ICU teams.8

Another important focus for IPE in some countries 
relates to the integration between western biomedicine 
and traditional Indigenous health care. Developing and 
implementing models for integrating traditional and 
Indigenous health-care practices and practitioners could 
improve the value and outcomes of IPE.9 In places where 
traditional Indigenous health care is a major source of 
health care, IPE in inter-cultural training, integrated 
participation of practitioners in therapeutic encounters, 
and discussions on health policies have helped make IPE 
relevant for local health-care contexts.10 A recent example 
of effective IPE and IPCP is seen in educational workshops 
and multidisciplinary teams organised by a university in 
Nicaragua that linked together the national health policy 
plan, traditional healers, and the Ministry of Health.11 
The value and impact of IPE could be strengthened 
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by acknowledging and integrating local sociocultural 
practices and contexts for the region, institutions, and 
the corresponding health systems. Regional groupings, 
networks, or associations might be tasked and supported 
in developing robust and global evidence on the 
effectiveness of IPE. Local sociocultural practices and 
contexts would be central in the development of such 
evidence within a region and specific health system.

Another suggestion to improve IPE is the integration 
of virtual interprofessional education (VIPE). This 
approach could enhance inclusivity for students in 
institutions without structured IPE programmes 
and where internet access and electronic devices are 
available. VIPE could potentially tackle collaborative 
silos and promote excellence across a region.12 The 
COVID-19 pandemic accelerated the application of 
VIPE in some settings. Comparing groups before and 
after the pandemic, VIPE clinics confer similar benefits 
in terms of competence development among health-
care students compared with in-person training in 
community clinics.13 VIPE could therefore have a role in 
the development of interprofessional competencies. 
Shamputa and colleagues reported that of 206 students 
who attended a synchronous didactic presentation on 
IPE competencies and discussed a simulated case in 
interprofessional groups of eight students and two faculty 
facilitators, 99 students indicated on the Interprofessional 
Collaborative Competency Attainment Survey that 
the virtual IPE activity was effective in facilitating the 
development of interprofessional competencies for first-
year health-care students.14

The structure of the health-care service and the roles 
assigned to different professions and their support staff 
is another key factor relevant to IPE. The role of IPE in 
relation to task shifting (redistribution of roles and 
responsibilities), particularly in primary care, is an area 
of tension and recurrent debate.15 Existing conventional 
medical practice models, which are in place in 
most regions, could be a major impediment for the 
development of IPE and IPCP to support task shifting 
and task sharing.15

For IPE to be successful, educators could be most 
impactful by engaging, creating, and modelling 
interprofessional collaboration for and among students, 
as works successfully for education in professionalism. 
Although this approach is likely to require capacity 
development and institutional support through 

long-term training and service development, it may also 
require a change in practice so that students can observe 
effective team working in patient care.

Early approaches to IPE show promise, but, as is often 
the case in social science, evidence of the benefits of IPE is 
scarce and not easy to attain due to the multiple variables 
involved. Further research is needed, including contextual 
analyses of the feasibility of IPE, the relevance of IPE for 
improving clinical practice and patient outcomes, and the 
effects of IPE on other areas of the medical curriculum. 
Furthermore, the role of IPE and who is responsible for its 
delivery and outcomes across health professional schools 
is yet to be resolved. Educators who design curricula and 
health policy makers must be familiar with institutional 
health-care demands and legal requirements in delivering 
care if they are contemplating implementation of IPE and 
IPCP. If such policies do not address the broad scope of 
IPCP that would enhance patient outcomes, policy makers 
must actively engage in improving care collaboration.16 
Implementing such changes is complex and challenging 
but necessary to advance IPE and IPCP. The potential role 
of IPE for achieving the Quintuple Aim is enormous and 
further research is needed to offer better evidence to 
advance this agenda. 
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Improving access to contraception and abortion in Romania 
in the context of the conflict in Ukraine 

Health reform has often been borne out of crisis.1 The scale 
of the humanitarian crisis created by Russia’s invasion 
of Ukraine is staggering. According to the UN Refugee 
Agency, UNHCR, an estimated 15·7 million people 
require urgent humanitarian assistance and more than 
7·1 million people had been displaced by June 24, 2022.2,3 
There are approximately 5·2 million refugees from 
Ukraine across Europe, and the EU swiftly activated the 
temporary protection directive granting refugees access 
to essential services such as health and education.4 
Attempts to address some of the barriers to accessing 
these services are being developed and shared across the 
region.5

More than 1 million refugees from Ukraine have 
crossed the border into neighbouring Romania. The 
majority of these refugees move on to other countries 
and, as of June 28, 2022, 83 321 have remained in 
Romania.2 The Romanian Government, like many 
hosting countries, has extended health coverage to 
refugees from Ukraine. Although this generosity is 
welcome, as with the other EU countries, it comes with 
limitations.

Health outcomes in Romania have improved 
substantially over the past two decades, but remain 
below the EU average for measures such as life 
expectancy, infant mortality, and health spending.6,7 
Access to sexual and reproductive health (SRH) services 
is a particular concern.8 SRH encompasses a wide 
range of services, including abortion, family planning, 
contraception, sexual health, cervical cancer screening, 
and gender-based violence care.9 In Romania, while 

there is presently no SRH action plan in place nor any 
coordination of family planning, efforts are underway 
to rejuvenate previous national programmes. In terms 
of current access to family planning and contraception, 
most Romanians and Ukrainian refugees in Romania 
must pay for contraception and few long-acting 
reversible contraceptives, such as intrauterine devices 
or implants, are readily available. Abortion is legal 
in Romania up to 14 weeks of pregnancy and up to 
24 weeks for medical reasons. However, in reality, access 
to abortion care is limited, and abortion rights are being 
challenged. For example, surveys in 2019 and 2020 
found just over 25% of 158 public hospitals provided 
abortion on demand and only 5% of 171 hospitals 
provided medical abortion.8 Paradoxically, abortion 
rates in Romania are among the highest in Europe,10 as 
are adolescent pregnancy rates, with the associated risks 
to the health of the mother and child.11

Women and girls are often disproportionately impacted 
by conflict, and the war on Ukraine is no different.12 About 
90% of displaced people from Ukraine are women and 
girls,13 and there are multiple reports of gender-based 
violence, including rape, in the conflict in Ukraine.14 
Protection and psychosocial support services together 
with the provision of holistic health care, including 
access to contraception and abortion, are an essential 
part of the response. Women’s rights organisations and 
non-governmental organisations in Romania have a 
crucial role in the response and require support for this 
work on the global stage and through flexible funding 
mechanisms.15 However, in the long term, the national 
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