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A B S T R A C T

Define and describe the roles and responsibilities of the Chief Academic Officer (CAO) in the creation of sus-
tainable interprofessional learning experiences (ILE) sponsored or co-sponsored through Academic Health
Centers (AHCs).

1. Introduction

Today's Academic Health Centers (AHCs) are embracing growing
numbers of individuals, groups and teams who contribute to initiatives
supporting the idea that the quality of health care can be enhanced and
improved by knowledgeable and skillful engagement between and
among health professionals and scientists from many fields working
collaboratively1; AAHC, undated). While the concept of interprofes-
sional learning and collaborative practice is not new, in recent years
these concepts have seen a renaissance. There is growing evidence that
well-designed interprofessional learning programs have a positive

impact on patient care and outcomes, one of the three major goals of
the Institute for Health Improvement's Triple Aim of Health Care.2

However, there remains much to be learned with regard to measuring
the results and effectiveness of IPE on desired patient care outcomes3,4;
Interprofessional learning and collaborative practice initiatives have
attained higher visibility and institutional focus today. These changes
have occurred at least in part due to reports from the National Acade-
mies of Science highlighting and criticizing aspects of health care
leading to negative outcomes when professionals lack effective com-
munication and collaboration capacity5; p19-24). A nationwide in-
itiative in the United States emerged in 2010 to systematically develop
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and disseminate shared professional competencies for interprofessional
learning and practice.6 The original interprofessional education core
competencies were revised in 20167 Update). Newly organized around
a singular domain of interprofessional collaboration, with particular
reference to population health, the interprofessional education com-
petencies published in 2016 were even more relevant to the AHC
mission. The World Health Organization has also promoted global at-
tention to IPE further defining practice elements for every profession to
ensure coordination and collaboration in day-to-day health care de-
livery and during health crises potentially affecting national or global
health.8

The broad AHC mission is to improve patient care and population
health outcomes through use of evidenced based practices9; AAHC
undated). The potential and promise of effective collaborative work is
increasingly important towards realization of this mission.10 There is an
emergence and foundation building for a new paradigm in joint health
professions and biomedical sciences advancement within AHCs. Fur-
thering and sustaining these efforts will likely require the integration of
multiple strategic and operational priorities within the AHC. In this
environment of innovation and initiative development, the role of AHC
Chief Academic Officers (CAO) will become increasingly critical in
enabling AHCs to adapt their operations towards integration of inter-
professional learning experiences (ILE) for students, faculty, staff, and
community partners from the voluntary, private and public sector. Not
all academic health centers have a designated CAO, however, for those
that do typically the CAOs serve in AHC leadership positions that
provide a unique perspective of the AHC landscape particularly with
regard to mission functions affecting learning and learning outcomes.
At an academic health center the CAO role can be varied (Davies

et al., AAHC, undated). Responsibilities may include providing institu-
tion-wide facilitation, communication, coordination, reporting or eva-
luation of academic programs and supports that bridge individual col-
leges and programs. A CAO may be the University President or Provost's
designee to engage the respective college deans or members of the
deans' leadership team in planning or problem-solving relevant to
academic and/or student affairs matters. In addition the CAO may be
tasked with monitoring the accreditation process; overseeing the
maintenance of institutional records and reporting functions, devel-
oping, implementing or evaluating campus wide academic strategic
goals, monitoring student engagement, feedback and follow-up. In ad-
dition to internal responsibilities for the institution the CAO may also
provide oversight for authorizing educational affiliations for practicum
or other off-site learning experiences, for educational relationships with
the Veterans Administration or other federal agencies, or for interna-
tional students. A CAO may have responsibility for supporting educa-
tional infrastructure, including educational technology for shared or
specialized classrooms, simulation centers, shared learning spaces, or
for technology standards and resources used in classrooms, clinical
spaces or for distance learning. Academic resources and technologies
such as software licensing for classroom tools may be reportable to the
CAO as well. Also, if the institution is multi-campus or has campus-wide
shared standards for academic integrity and other campus wide policies
affecting students, faculty, and staff, the CAO may be involved in
training related to such policies and/or serve as advisor or counsel in
the policy adjudication process.

2. Discussion

2.1. Finding synergy: the promise of interprofessional learning experiences

Examining the continuum of definitions from “discipline” to
“transdisciplinary” provides a useful anchor for initiating a conversa-
tion about the roles of AHCs and their Chief Academic Officers in the
development of interprofessional education and collaborative practice
programs, projects and initiatives (Table 1). The evolving definitions of
interdisciplinary work are anchored in the way we personally perceive

and describe what a discipline represents. Consider the following de-
scription of a discipline in which the authors integrate concepts derived
from dictionary sources.

Discipline. An academic discipline can be described as a branch of
knowledge within which people identified as members share core
knowledge, skills, behaviors [or attitudes] and expertise.
Additionally, discipline members share primary ways of under-
standing the world through research, practice and inquiry that is
strongly associated with a scholastic subject area or academic field.
A discipline is a sub-component of a profession. (VW, MM, LV, 2018).

Importantly, we must note that while this definition of discipline
does not make reference to differences in authority, status, power or
privilege, the evolution of the health professions in the United States
includes both conscious and unconscious distinctions that are made
about one profession by another. These distinctions affect the en-
vironment of respect and regard within which interprofessional edu-
cation and practice are expected to take place. CAOs and other leaders
and champions for interprofessional learning experience opportunities
must remain aware that there are differences in how a profession's
cultural climate is created and sustained.
There are varying approaches to how members of one discipline are

taught by discipline-mentors, and experiences in the real—world of
practice, to regard and relate to one another. Multiple disciplines, in the
aggregate may be represented within a single profession, such as sci-
ence, medicine, or nursing, for example. A profession's cultural climate
may influence how regard is afforded to members of other professions.
This hidden curriculum includes traditions of etiquette and deference
within and across the health professions and biomedical sciences. In a
new paradigm, such as interprofessional learning and practice, un-
examined traditions can influence the climate for teaching, learning,
practice and collaboration in unintended ways. CAOs can facilitate
acknowledgement of, and attention to, the unconscious components of
teaching and learning to enable effective engagement by faculty, stu-
dents and staff in interprofessional learning experiences and inter-
professional practice.
Definitions in Table 1 exemplify the broad-based scope of a para-

digm shift for interprofessional teaching and learning in the health
professions and biomedical sciences as sponsored through AHCs in the
US and around the world.15–17 No longer primarily focused on dis-
cipline-centric or profession-centric ideologies, the interprofessional
education movement invites health professionals and biomedical sci-
entists to de-Balkanize and reduce the chasm between learning, appli-
cation and practice to achieve a broader shared desired outcome.18,19

2.2. Chief Academic Officers leadership, operational and strategic roles

Leadership Roles of the CAO include 1) envisioning a meaningful
and relevant future for interprofessional learning, 2) defining expecta-
tions to student, faculty and staff participation, and 3) providing pre-
sence, acknowledgement and recognition for those engaged to integrate
interprofessional learning into the curriculum and institutional mission.
1) Envisioning the Future for Interprofessional Learning

Experiences. Chief Academic Officers are uniquely positioned as sin-
gularly focused voices for the education function within the AHC
overarching mission. The CAO thus has a unique responsibility to en-
courage and support faculty, staff or student led initiatives to provide
interprofessional learning opportunities. This does not mean that pro-
fession focused college deans or program leaders can or should be silent
with regard to interprofessional learning and collaborative practice. It
does mean that the CAO is situated at the crossroads for all AHC edu-
cational offerings and can facilitate a culture within the AHC that en-
courages the growth and development of health care professionals
trained to embrace a robust interprofessional approach to the delivery
of health care and promotion of wellness.
Advocacy for interprofessional learning experiences must include at
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least 6 elements: advocating for (1) program cohesion through an ap-
propriate AHC governance and reporting structure, (2) human re-
sources, (3) financial resources, (4) structural resources, including (a)
shared physical space(s) and (b) shared technology access and (5)
support for identifying and implementing analytic tools to ensure ap-
propriate and ongoing measurement of IPE outcomes and impact in the
clinical setting, and (6) planning for sustainability.

2) Defining Expectations for Student, Faculty and Staff
Participation. CAO roles and responsibilities typically intersect AHC
mission functions of teaching, research and patient care/service at any
point where learners are integrated into a learning experience. At
AHCs, learners often include enrolled students such as those in under-
graduate and graduate studies20 as well as advanced trainees including
residents, fellows, post-docs, and continuing education partici-
pants.12,21 Unlike profession specific program directors or health pro-
fessions college deans, AHC CAO responsibilities are more likely to
include expectations to develop opportunities and leverage points for
enabling integrative learning experiences that are not within the au-
thority of any single college to mandate.

“The landscape of health care in the United States is changing.
Increasingly, the reimbursement system and the focus of care are
moving from providing care to people one at a time, to addressing
the health of populations. Such a transformation will require sig-
nificant changes in the educational system for health care profes-
sionals. The interprofessional team will play an important role in
expanding the focus from treatment to disease prevention and
health promotion.”22; p.2).

CAOs may also be expected to address efficiencies and inefficiencies
in the delivery of instruction to learners and coordinate agreements, at
the enterprise level within the University or, across one or more in-
tegrated health care delivery systems, and between community entities
and the AHC for learner practicum or clinical experiences. Such
agreements may also include higher education agreements across
multiple universities overseen by one or more Regent or Trustee boards.
Relevant to creating interprofessional learning experiences it is

notable that although accrediting bodies have begun to require, and
specify expectations, for interprofessional learning in classroom, clin-
ical and other settings, there is no overarching accrediting body to
which each profession subscribes that is presently designated to eval-
uate such experiences. During 2017, the Council on Academic
Accreditation, which hosts the Health Professions Accreditors

Collaborative (HPAC), expanded the HPAC membership from six to
twenty-three organizations and is currently working with the National
Center for Interprofessional Practice and Education to “draft a docu-
ment on opportunities for IPE harmonization across accreditors.” It is
anticipated that this initiative will “provide guidance on IPE opportu-
nities for consideration, revision, and approval” by HPAC members
with a target date of 201823; para 4). While this effort does not yet
address the need for an overarching accreditation process, this national
initiative does offer a more parallel process and opens the door to ad-
ditional collaboration between accreditors (Kirsch, T, 2017). While the
HPAC initiative is in progress, the current process for review, assess-
ment, and adaptation of interprofessional learning experiences largely
remains within a single profession for each academic program if it is not
situated in an AHC center or unit that maintains collaborative oversight
through a designated governance entity.
AHC faculty, staff and student development relevant to IPE are of-

fered by four key organizations aimed toward national and interna-
tional engagement for collaborative learning and exchange in this
arena: (1) the National Center for Interprofessional Practice and
Education, (2) the Interprofessional Education Collaborative, (3)
Collaborating Across Borders, and (4) All Together Better Health.
However, IPE faculty teams able to participate in national/international
conference/collaborative opportunities may be few within any one AHC
due to cost prohibitions. This situation suggests that CAOs should
thoughtfully consider how faculty, staff and student development will
be provided. CAOs are also positioned to examine how community-
based or faculty affiliate development is provided when AHCs expect
practicum sponsors in community-based health facilities and hospitals
to effectively guide IPE teams of learners. Typically, community-based
preceptors focus on learners from their own single profession and
community-based faculty development for this emerging AHC interest
will require attention.
CAOs can enable the development of faculty and faculty-affiliates as

interdisciplinary learning experience (ILE) capable individuals and
teams. Such teams can convene, create and sustain a cadre of teaching
and learning mentors from across the institution, and within the com-
munity, can be tasked to deliver and assess interprofessional learning
offerings based on national IPEC competencies7 Update). In collabora-
tion, they can also systematically address profession derived IPE ac-
creditation requirements [Personal correspondence, Health Profes-
sional Accreditation Standards Table, Robinson, M for IPEA, OUHSC,
2018].

Table 1
Evolving the terminology to embrace interprofessional learning.

Term Definition and Source(s)

Multidisciplinary “Multi-disciplinarity draws on knowledge from different disciplines but stays within their [individual discipline] boundaries.”11

Interdisciplinary “Inter-disciplinarity analyzes, synthesizes and harmonizes links between disciplines into a coordinated and coherent whole.”11

Interprofessional competency domain A generally identified cluster of more specific interprofessional competencies that are conceptually linked, and serve as
theoretical constructs12

Interprofessional learning or education “...when two or more health professionals learn about, from and with each other to enable effective collaboration and improve
health outcomes.”.13

Interprofessional collaboration Interprofessional collaboration is the process of developing and maintaining effective interprofessional working relationships
with learners, practitioners, patients/clients/families and communities to enable optimal health outcomes. Elements of
collaboration include respect, trust, shared decision making, and partnerships.14

Interprofessional collaborative practice “When multiple health workers from different professional backgrounds work together with patients, families, carers [sic]
[authors' note: ‘carers’ as in providers of care and care givers; a term commonly used in England and Australia], and communities
to deliver the highest quality of care”8

Interprofessional teamwork The levels of cooperation, coordination and collaboration characterizing the relationships between professions in delivering
patient-centered care6

Interprofessional team-based care Care delivered by intentionally created, usually relatively small work groups in health care, who are recognized by others as well
as by themselves as having a collective identity and shared responsibility for a patient or group of patients, e.g., rapid response
team, palliative care team, primary care team, operating room team6

Professional competencies in health care Integrated enactment of knowledge, skills, and values/attitudes that define the domains of work of a particular health profession
applied in specific care contexts6

Interprofessional competencies in health care Integrated enactment of knowledge, skills, and values/attitudes that define working together across the professions, with other
health care workers, and with patients, along with families and
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3. Providing Presence, Acknowledgement, and Recognition.
CAOs are positioned within the executive leadership of the AHC to
demonstrate visible institutional commitment to providing inter-
professional learning experiences. The CAO is positioned to lift up ex-
emplar interprofessional programs or initiatives, as a leadership partner
with the chief executive officer and chief financial officer, in addition to
other key decision makers. Highlighting the presence of IPE exemplars
can help ensure that faculty and staff recognition is available through
promotion and tenure. Recognition of engaged faculty, staff and stu-
dents, also further enables students to share their experiences in in-
terprofessional opportunities with fellow learners. Visible institutional
commitment through these types of appreciation is a cornerstone for
engagement, results oriented assessment and evaluation, and initiative
sustainability.

Operational Roles of the CAO. Providing the infrastructure of
supports that enable the day-to-day operations of academic programs at
the health sciences center is a CAO's operational role. Included in these
responsibilities relevant to IPE are 1) negotiation with college deans
and/or academic program directors, 2) financial support for infra-
structure, and 3) personnel support and development.

1. Negotiating with College Deans and/or Program Directors.Most
of the health professions programs we examined include accredita-
tion requirements for IPE/Interprofessional Practice (IPP) spanning
the breadth of classroom to clinical learning environments. Taking
IPE from the classroom and translating learned competencies and
skills into high quality clinical care must also become a high
priority. Consistent attention, communication, and engagement
from the CAO can facilitate coordinated efforts by faculty and sup-
port from the respective academic program directors and colleges
deans. Such support is crucial to enable the development, im-
plementation and evaluations of academic endeavors that require
mutual authority and mutual responsibility in order to achieve the
desired ends. Support from the CAO can be attained through re-
porting structures, such as the Program Director or the designated
college leaders, and/or an institutional faculty champion.
Additionally, regular academic program or curriculum review,
learner assessments, and program evaluation can serve to sustain
the visibility of IPE/IPP between the college leadership and the
CAO. At present, without such visibility, IPE/IPP would remain
challenging for discipline-focused Academic Program Directors to
sustain leadership attention, coordinate across programs, and secure
appropriate resources including faculty FTE, staff, coordinated
academic calendar time, and/or physical facilities to accommodate
the expanded learner group.

With regard to reporting structures to support IPE, at some AHCs,
particularly those with a large number of academic programs that re-
port to several academic deans, the CAO may or may not serve as the
Director for Interprofessional Education. The designated IPE Director
may depend on when and how IPE was introduced and adopted at the
AHC. At AHCs with one or two colleges that oversee multiple academic
programs, one of the colleges may host the IPE Director in the Dean's
office, in this case with the Dean or Dean's designee associate serving as
the “chief academic officer for IPE.” At AHCs that include multiple
colleges and associated college deans, the role of IPE Director may also
be hosted in a specific dean's office, or as a direct report to some other
college or campus office. If the IPE Director role is delegated to a faculty
or professional staff member whose responsibilities include leading the
initiative or coordinating among the academic programs and colleges,
then that individual needs appropriate institutional (or college) support
to convene and direct progress of the IPE initiative or program.
If the IPE Director's personal academic and reporting home is in a

particular college, and not in the office of the CAO, then the reporting
structure to a particular discipline-focused dean may add complexity to
the IPE Director's role convening faculty from other disciplines than

those in the hosting college. And, the IPE Director's position within a
College's infrastructure on a multi-college campus may not convey the
interprofessional nature of the line of authority or decision-making on
behalf of the non-hosting colleges. Certainly an IPE Director could be
given dual reporting responsibilities if the number of colleges or pro-
grams is small. However, as the program numbers increase, so does the
difficulty of securing the time, attention and resources necessary to
develop, conduct and evaluate an integrated, cohesive and seamless IPE
program.
When the campus CAO is designated as the responsible individual,

by the University President or Provost for example, then the IPE in-
itiative is better positioned for success. When the CAO has the blessing
of the respective college Deans, then the CAO and IPE Director are in
the best position to negotiate and promote collaboration and pursue
successful development of IPE. For larger AHCs, if the IPE Director is
not also the CAO, but is designated and assigned reporting responsi-
bilities to the CAO, the line of authority for garnering and using in-
stitutional resources and navigating potentially complex negotiations is
clear and transparent. When that the line of authority is focused on the
shared institution goals for IPE the apparent benefit all parties as they
engage in the effort should be fully evident, and it should also be evi-
dent that neither the IPE Director, nor the CAO, have incentive to un-
duly discriminate in favor of, or against, any particular field or pro-
fession.

2. Financial Support. In making interprofessional educational di-
dactic, laboratory, simulation, and clinical experiences a priority in
an AHC, budgets need to be developed creatively to support in-
novative models. Since the traditional educational model of lecture/
blackboard with some interaction is transforming into interactive
team-focused learning, this becomes the prime time to channel
funds toward innovative educational methods that will serve the
AHC and ultimately lead to graduating students who are competent
team players trained to provide health services for individuals and
populations. These team-ready health professionals should be able
to utilize the knowledge and skills learned in the AHC to provide
patient care that results in positive health outcomes.

There needs to be understanding of the financial implications for
supporting interprofessional learning experiences in AHCs where tui-
tion, fees and program resources are primarily dedicated to profession
specific uses. The CAO may need to identify, support and defend the
allocation or reallocation of resources to support faculty and staff effort
that is committed to IPE. Costs for such support can vary greatly, given
the differences in salary, and possibly in salary supplements and ben-
efits, for faculty members from one college versus another and for those
predominantly in classroom, laboratory/simulation or clinical en-
vironments as their primary teaching sites. Additionally, donor funding
may be directed or redirected to IPE purposes from single academic foci
based on the wishes of the donor. Also, intramural and extramural grant
funding may be targeted to promote interprofessional work housed
outside of an academic department where both the direct funding and
the facilities and administrative (F&A) costs may have previously been
a resource for the academic department. These conversations and de-
cisions will benefit from the CAOs direct involvement as an honest
broker whose aim is to achieve an enterprise-wide objective that ben-
efits all, but that has recognizable costs that may directly affect many in
the short term.

3. Personnel Support and Development. The CAO has an enterprise
leadership function to support, and better define, the emerging roles
of faculty, staff and students who take on additional responsibilities
in support of interprofessional learning experiences and collabora-
tive practice. In many AHC environments, most tangible rewards
such as promotion, tenure, and awards, and peer acknowledgement
and regard continue to be derived from profession specific
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benchmarks and contributions. CAOs have a role in providing strong
leadership and support towards transforming this culture. This may
translate directly to personnel and infrastructure supports, such as
hiring and preparing a career advancement pathway for an IPE/
Interprofessional Practice (IPP) Director and providing appropriate
office and/or teaching/learning space for affiliated IPE/IPP faculty
and staff. To facilitate program coordination, policy and academic
integration across AHC programs the IPE/IPP Director ideally
should report directly to the CAO, particularly if there is no other
appropriate academic home that is inclusive of all the AHC health
and biomedical sciences professions. The CAOs responsibilities
embrace the spectrum of accredited academic programs and typi-
cally would not favor (or disfavor) one program over another with
regard to securing and deploying academic resources and evaluating
program progress and outcomes.

Strategic Role of the CAO. The CAO has an opportunity-driven
strategic role at the AHC to address internal and external challenges to
creating Interdisciplinary Learning Experiences (ILE).

1. Addressing the Internal Challenges
a) CEOs as Enablers of Mission Intersection Points of
Interprofessional Learning Experience Opportunities.“Researchers
at the Center for Creative Leadership proposed that setting direc-
tion, creating alignment, and building commitment is essential among
people engaged in shared work, and argued that any action that
enables these three actions to occur is a source of leadership.”.20

This role is ideally suited to the CAO. The CAO can promote faculty
or staff “champions” who energize and rally the interprofessional
faculty, staff and student team that will lead the IPE/IPP program.
These champions can be key facilitators in sustaining a positive and
productive “shared work” environment.

b. CAOs as Providers of Practical Measures to Bridge Traditional
Academic Discipline Silos. Opportunities to bridge across dif-
ferent health disciplines towards an ILE culture include: Shared
Governance, a Shared Academic Calendar, Shared Funding,
Shared Spaces and Shared Room Scheduler, Shared Technology
(including the electronic medical/health record). These compo-
nents of infrastructure coordination can benefit from intentional
engagement of the CAO as well as knowledgeable systems lea-
dership by the IPE Program Director and consensus building
among faculty (staff and students) by IPE Champions. Working
together, these contributors have great potential to influence
changes to entrenched methodologies within the traditional dis-
cipline-centric or profession-centric planning. For the near term,
profession-centric planning, as the college-level umbrella focus,
may remain the usual approach at AHCs because the majority of
teaching and learning will continue to require knowledge and
skill building within a specific professional sphere. In part, this
will be affected by accreditation and licensing standards.
However, expanding to incorporate IPE could make learning
more robust while addressing the realities of health interventions
and patient care, rarely ever overseen by only one profession, in
the modern health care system. Properly executed IPE can
leverage profession based knowledge to achieve supplemental
goals that improve the patient health care encounter, our capa-
city to deliver care effectively and efficiently, our ability to en-
gage the patient and family (patient support) in the most effec-
tive manner, and ultimately to affect individual and population
health outcomes.

2. Addressing the external challenges
1. Identifying and sharing AHC Real World [Funded] Exemplars of
Interprofessional. Learning and Collaborative Practice across or-
ganizations provides a unique opportunity of accelerating the
pace of IPE adoption. CAOs can help facilitate this by being the
agents of sharing such exemplars.

2. Addressing Expectations from Policy Makers, Funders,
Accreditors and Other External Partners or Competitors. In one
co-author's AHC review of 47 academic plans documented 20
unique accreditation standards for interprofessional learning ex-
periences across the disciplines hosted. While many of the ac-
crediting body expectations are similar in nature, the language
used to articulate each requirement is different and various
nuances are embedded. Such nuanced language complicates the
AHC's capacity to conduct aggregate assessment of ILE or student
experiences in ILE offerings. While working to promote ILE ex-
periences within a discipline, at present, the various accrediting
bodies may be unintentionally complicating AHC-wide colla-
borative efforts to initiate and benchmark ILE and subsequently
assess AHC- wide impact on learning. Ultimately, they may ne-
gatively impact the overarching AHC mission to improve patient
care and population health outcomes through use of evidenced
based practices. For these reasons, the authors strong support the
Health Professions Accreditors Collaborative (HPAC) that is
working to align accreditation standards for IPE, with the re-
cognition that as that work matures and is completed current
alignment challenges will diminish.

c. Identifying and implementing exemplary measurement tools for
IPE outcomes. In the long-term, the successful implementation of
exemplary IPE programs need to be coupled with measurement of
impact of such programs in changing behaviors within the clin-
ical setting. Creation and dissemination of such assessment tools
are currently lacking and should be a focus of future efforts by
CAOs.

d. Sustainability requires attention to the availability of support,
including financial, personnel, facilities, and culture, as well as
use of appropriate benchmarks and metrics for measuring and
reporting progress and attainment of desired outcomes.

3. Summary of lessons learned

A review of current literature readily demonstrates that while
methods and application of interprofessional learning experiences is
growing across the globe, outcome measures demonstrating replicable
patient care outcome improvements are still nascent. It was hoped that
through passage of the Affordable Care Act and subsequent expected
federal investment in patient outcomes, population health and funding
for team-driven care delivery would emerge. However, this promise has
not yet been met. As the largest public funding source for services to the
underserved in the United States, the Centers for Medicare and
Medicaid Services (CMS) have not led payment reform that incentivizes
interprofessional care in the direction that was anticipated merely five
years ago.
Extant conditions in health care leadership, health professions and

biomedical sciences education, and collaborative research development
suggest that CAOs become intensely familiar with the leadership prin-
ciples and organizational conditions that drive complex adaptive sys-
tems. CAOs must acknowledge that while there are many “true be-
lievers” who have committed to the promise and potential of IPP, there
are also likely to be as many non-believers within and outside the AHC
walls. Unfortunately, for our present efforts, the science continues to lag
and there are few research reports proving that IPE is more effective
than traditional health care delivery. However, even if IPP is equally
effective with regard to patient care outcomes, it may add measurably
to our capacity to build resilience in the health care team as suggested
by the IHI Quadruple Aim which is under discussion as to focus but
adds to the triple aim attention to care of the team, which can promote
resilience among health care providers and attention to health equity
and the “bio-psycho-social attributes” of care which can promote re-
duction in health care disparities experienced by non-majority popu-
lations.24

CAOs must remain students of this emerging literature and
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acknowledge what is known and what is yet to be discovered otherwise
we will “turn off” many leaders who must also agree to prioritize IPE
and IPE-related research. While learning together formally is a great
way to learn, it remains true that all professionals should also continue
to learn together collaboratively as they enter and mature in their
practices. These are areas that CAOs can influence and enable. Six AHCs
have developed profiles for their IPE program infrastructure as models
of scope, scale and infrastructure reporting to and/or supported by the
CAO. These profiles are [appended or available at LINK].
AHC Chief Academic Officers are working across multiple levels of

the institution to advance the capacity for interprofessional learning
experiences (ILE) to be developed, adopted, implemented and eval-
uated. We are convinced that CAO attention to these facets of ILE are
essential to stabilizing interprofessional education and team effective-
ness capabilities across the functions within the AHC mission. Striving
for stability and sustainability, with embedded evaluation to ensure
that continuous learning and improvement is integral to these in-
itiatives, will enable AHCs to deliver on the promise of effectively
leveraging the multifaceted human and material resources vested in
these institutions to achieve patient outcome improvements through
evidence-based practice.
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