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Interprofessional education (IPE) 
supports an active learning par-
adigm based on a shared ex-

change of knowledge, the main aims 
of which are to advance professional 
collaboration and improve clinical 

care.1 This type of learning is not 
about different health profession-
als acquiring the same knowledge 
or clinical skill but aims to enhance 
practice and encourage profession-
al groups to learn with, from, and 

about each other while respecting 
each other’s contribution and integ-
rity.1 

Barr’s framework of interprofes-
sional competencies comprises sev-
eral dimensions pertinent to IPE in 
postgraduate maternity care. These 
include common competencies that 
overlap roles within each profession-
al’s scope of practice, complementary 
competencies that reflect individu-
al expertise and require awareness 
across professional boundaries, and 
collaborative competencies needed 
to work together with other health 
professionals, women, and their fam-
ilies.2 However, the range of focus in 
the maternity care continuum, and 
the environment in which it is de-
livered, may vary across and within 
each profession.3  

The potential benefits of IPE are 
gaining ground internationally. The 
World Health Organization asserts 
there is now “sufficient evidence to 
indicate that IPE enables effective 
collaborative practice which in turn 
optimizes health services, strength-
ens health systems, and improves 
health outcomes.”4 In Australia, 
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BACKGROUND AND OBJECTIVES: Interprofessional education 
(IPE) was investigated in the context of an evaluation of the Ad-
vanced Life Support in Obstetrics (ALSO) course in Australia. Our 
objectives were to examine doctors’ and midwives’ perceptions 
regarding interprofessional learning and measure changes in self-
reported confidence in specific interprofessional clinical situations. 

METHODS: A prospective, mixed methods design was used to sur-
vey 165 ALSO course participants before the course and 6 weeks 
after the course (n=101). Quantitative data were analysed using 
the Wilcoxon signed rank test, and all P levels lower than .05 were 
considered significant. Qualitative data were analyzed using con-
tent analysis. 

RESULTS: There were significant increases in midwives’ confi-
dence in all four aspects of interprofessional interaction measured 
6 weeks following the course. However, the doctors only reported a 
significant increase in one aspect, the confidence that their clinical 
decisions were respected by the midwives with whom they worked. 
The qualitative data demonstrated an appreciation of different pro-
fessional approaches to clinical situations and the importance of 
teamwork, communication, respect, and understanding. While 
most participants were positive about the advantages of IPE, just 
under half also believed there were some disadvantages, particu-
larly due to the variable learning needs of individual professionals.

CONCLUSIONS: Both doctors and midwives reported various ben-
efits from IPE, and many believed that IPE assisted maternity team 
collaboration and communication in the workplace. However, edu-
cators need to skillfully manage IPE sessions to ensure a similar 
distribution of learning and that opportunities for discussion are 
equivalent for all individuals and professional groups.

(Fam Med 2015;47(6):435-44.)
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interprofessional learning now un-
derpins the Australian Core Com-
petency Model and Educational 
Framework for Primary Maternity 
Services.5 Accordingly, IPE is recom-
mended in continuing professional 
development6 as it is likely to foster 
the mutual trust and respect neces-
sary for interprofessional collabora-
tion7 that is vital to the provision of 
safe, high-quality maternity care.8 
An essential ingredient of compe-
tent maternity team collaboration 
is effective communication between 
health professionals,9 which may re-
quire a cultural adjustment within 
some maternity services10 to ensure 
that interprofessional dissent does 
not obstruct effective team alliance.11 
Although entrenched views and at-
titudes from some team members 
can create barriers to collaborative 
care,12,13 IPE might strengthen rela-
tionships and foster cultural change 
as shared learning seems to have a 
positive impact on teamwork14 as 
well as potentially improving health 
care outcomes for mothers and their 
infants.15,16 

The effects of IPE on professional 
practice and clinical outcomes have 
been examined in two Cochrane Re-
views.17,18 Although some studies re-
ported mixed outcomes or no impact 
on professional practice or patient 
care, positive outcomes were found in 
diabetes care and aspects of domes-
tic violence and mental health care, 
along with emergency department 
culture, patient satisfaction, and re-
duced clinical errors in emergency 
department teamwork. An improve-
ment in collaborative team behavior 
was also found in emergency depart-
ments and operating rooms.17,18 

Teamwork and safety in mater-
nity care are inextricably linked,19 

and the evidence suggests that IPE 
may strengthen the effectiveness of 
these teams.20-22 Maternity care in-
evitably involves managing unpre-
dictable obstetric emergencies that 
require a coordinated response from 
an interprofessional team with vary-
ing degrees of clinical experience.23 

In these urgent situations, the im-
portance of a collaborative, cohesive 

team that communicates effectively 
and understands each other’s roles 
cannot be overemphasized.

The Advanced Life Support in Ob-
stetrics (ALSO) course is recognized 
internationally for excellence in ob-
stetric education and is administered 
in Australia under license from the 
American Academy of Family Phy-
sicians. It is an evidence-based, in-
terprofessional course that has been 
shown to have a positive effect on 
the confidence and/or knowledge 
of participants to manage obstetric 
emergencies.24-29 Additionally, Beas-
ley and colleagues suggested in 2005 
that future research into the effects 
of ALSO training should investigate 
whether the interprofessional nature 
of ALSO helps improve relationships 
between maternity care profession-
als.30 However, notwithstanding the 
obvious interest of this issue to med-
ical education, particularly to those 
doctors practicing family medicine 
and obstetrics, no published research 
regarding this topic has been iden-
tified. For this reason, the objectives 
of this study were threefold: to mea-
sure changes in ALSO course par-
ticipants’ confidence when working 
within an interprofessional team, 
to examine participants’ beliefs re-
garding  the advantages and disad-
vantages of IPE, and to ascertain 
whether participants perceived that 
the interprofessional aspects of the 
course subsequently affected their 
relationships with professional col-
leagues in the workplace. Potential 
study participants included doctors 
and midwives enrolled in ALSO 
courses but not obstetric nurses. In 
Australia, midwives assume respon-
sibilities that would be undertaken 
in other countries by obstetric nurs-
es. Doctors’ clinical backgrounds dif-
fer, but most practice some obstetrics 
to a greater or lesser degree. Types of 
doctors include: registrars, specialists 
in training who have completed sev-
eral years of study in that specialty; 
district medical officers (DMOs) or 
medical officers (MOs) who are usu-
ally salaried doctors working in re-
gional hospitals and responsible for 
general medical care; and general 

practitioners (GPs) who are similar 
to family physicians. GP training 
in Australia is a 3- or 4-year spe-
cialist postgraduate program that 
commonly includes 6 months of in-
hospital obstetrics particularly for 
those GPs planning to practice in 
regional, rural, or remote Australia. 
All GPs generally provide some level 
of maternity care. This may be pre-
natal care up to 20 weeks gestation 
or, for GP obstetricians, all materni-
ty care including labor and delivery 
or shared prenatal care (for higher 
risk women) with a specialist obste-
trician.

Methods
A prospective repeated measures 
survey design was undertaken over 
two time periods: immediately be-
fore the course and 6 weeks after 
the course. The survey consisted of 
5-point rank-ordered response Lik-
ert scale questions that measured 
perceptions of confidence related to 
the aims of the study. In the ques-
tionnaires, participants were asked 
to rate their level of confidence when 
working in an interprofessional team 
in the workplace. Scale items for lev-
els of confidence can be seen in Table 
1 and rating scale responses on the 1 
to 5 rating scale for these items were 
1=strongly disagree to 5=strongly 
agree. Both questionnaires asked 
the same questions and intended to 
establish the participant’s perception 
of their confidence about each vari-
able at that particular time, thereby 
allowing comparisons across the two 
time periods.

The questionnaire at the 6-week 
data collection point also included 
the following open-ended questions:

(1) What do you think were the 
advantages of having the group ses-
sions with both doctors and mid-
wives?

(2) What do you think were the 
disadvantages of having the group 
sessions with both doctors and mid-
wives? 

(3) Do you feel the interprofes-
sional learning approach in the 
course has influenced your relation-
ships with your medical/midwifery 
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colleagues in your workplace? If yes, 
please explain how. 

Following permission to conduct 
the study by the Australian ALSO 
Executive Board and ethics approv-
al by Murdoch University Human 
Research Ethics Committee, all par-
ticipants attending one of four con-
secutive ALSO courses in Western 
Australia, New South Wales, Vic-
toria, and Queensland from June 
to December 2010 were invited by 
email to participate. At the course 
registration, attendees who consent-
ed were given an envelope contain-
ing a coded consent form and coded 
pre-course questionnaire. Completed 
questionnaires were returned to the 
envelope, sealed and “posted” into a 

submission box. This process was re-
peated immediately after the course 
to measure changes in perceived 
knowledge and confidence-related 
variables, the results of which are 
published elsewhere,29 and the third 
questionnaire was posted to the par-
ticipants 6 weeks after completion of 
the course. 

Prior to the study a pilot (n=29) 
was undertaken to establish reli-
ability and face and content valid-
ity of the questionnaires, resulting 
in a Cronbach’s alpha of .92 for the 
perceived knowledge and confidence 
variables for the pre-course question-
naire. As no changes to the question-
naires were deemed necessary, the 

data from the pilot study were in-
cluded in the main study.

Analysis was conducted using 
SPSS 17® for Windows (2008) with 
descriptive data reporting frequen-
cies, percentages, median and inter-
quartile range (IQR) or mean and 
standard deviation (SD) according 
to normality. The Wilcoxon signed 
rank test was used to investigate dif-
ferences in participants’ confidence 
related to working in an interpro-
fessional team in the workplace im-
mediately before and 6 weeks after 
the ALSO course. Effect size (r) was 
calculated,31 and the size of the ef-
fect was described as small (r=.1), 
medium (r=.3), or large (r=.5).32 All 

Table 1: Changes in Perceived Confidence When Working Together for Doctors 
and Midwives From Before the Course to 6 Weeks After the Course

Workplace Interaction Participants

Before Course 
Level of Confidence

 6 Weeks After 
Course 

Level of Confidence

Significance 
(2-tailed)

Effect 
Size

Mean* 
(SD)

Median 
(IQR)

Mean* 
(SD)

Median 
(IQR)

Confidence interacting with the 
midwives with whom I work during an 
obstetric emergency.

All 4.12 
(0.821)

4  
(4,5)

4.40 
(0.693)

4  
(4,5) <.001 .61

Midwives 4.09 
(0.907)

4  
(4,5)

4.43 
(0.756)

5  
(4,5) <.001 .66

Doctors 4.15 
(0.665)

4  
(4,5)

4.35 
(0.551)

4  
(4,5)  .109

Confidence interacting with the doctors 
with whom I work during an obstetric 
emergency.

All 4.16 
(0.853)

4  
(4,5)

4.44 
(.813)

5  
(4,5) <.001 .65

Midwives 3.99 
(0.937) 4  

(4,5)
4.39 

(0.828)
5  

(4,5) <.001 .66

Doctors 4.45 
(0.594)

4.5  
(4,5)

4.53 
(0.788)

5  
(4,5)  .052

Clinical decisions are respected by the 
midwives with whom I work.

All 3.88
(0.803)

4  
(3,4)

4.17 
(0.749)

4  
(4,5) <.001 .46

Midwives 3.93 
(0.811)

4  
(4,4)

4.14 
(0.827)

4  
(4,5) <.001 .38

Doctors 3.79 
(0.789)

4  
(3,4)

4.23 
(0.560)

4  
(4,5)  .016 .62

Clinical decisions are respected by the 
doctors with whom I work.

All 3.91 
(0.840)

4 
(3.75,4)

4.18 
(0.747)

4  
(4,5) <.001 .60

Midwives 3.74 
(0.879)

4  
(3,4)

4.15 
(0.734)

4  
(4,5) <.001 .71

Doctors 4.17 
(0.693)

4  
(4,5)

4.24 
(0.781)

4  
(4,5)  .439

* Mean is also reported to emphasize any statistically significant measured change that is not clearly observable from the median.
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P levels lower than .05 were consid-
ered significant. 

After analyzing the results for all 
the participants the sample was then 
split to investigate differences in the 
individual group findings for the doc-
tors and midwives. The rationale for 
this decision was two-fold: the de-
sire to confirm that the results for 
the sample as a whole were not be-
ing distorted or skewed by one of the 
professional groups and an interest 
in examining any differences in the 
data between professions. 

Data from the open-ended ques-
tions were analyzed using content 
analysis whereby a detailed and sys-
tematic examination of the manifest 
content of the data was undertaken. 
Examples of manifest content were 
assembled into analogous groups 
from which content categories were 
constructed. Specific representative 
variables were then developed from 
these categories and ascribed labels 
prior to entering into SPSS 17.® Ex-
amples of these labels can be seen in 
Tables 2, 3, and 4. Variables were di-
chotomous depending on whether or 
not the participant had mentioned a 
particular category from which that 
variable had been developed: 1=cat-
egory reported by participant or 2= 
category not reported by participant.

Results
The sampling frame consisted of 242 
ALSO course attendees (98 doctors 
and 144 midwives) of whom 170 
agreed to participate in the study, 
although five were subsequently ex-
cluded due to incomplete data. This 
resulted in an adequate sample size32 
of 165 including 62 doctors (37.6%) 
and 102 midwives (61.8%). One par-
ticipant’s profession was not report-
ed. Years of experience for doctors 
ranged from 1 to 32 with a median of 
4 (IQR: 2, 10), whereas midwives’ ex-
perience ranged from 1 to 38 years, 
median 15 (IQR: 5.75, 25). A total of 
101 participants (61%) completed the 
6 weeks post-course questionnaire 
including 65 (65%) midwives and 35 
(35%) doctors. All of the midwives 
were female, with 14 male and 21 fe-
male doctors. Although the midwives 

did not generally specify their profes-
sional status, Table 5 illustrates the 
doctors’ professional positions at the 
different data collection times.

Pre-course data were unavail-
able for ALSO course attendees 
who chose not to participate in the 
study and therefore no demographic 
comparisons could be made between 
survey respondents and nonrespon-
dents. However, sampling bias was 
minimized by the relatively high re-
sponse rate. 

Changes in Self-Reported  
Confidence in Specific Clinical 
Situations
Six weeks after the course the mid-
wives reported significantly in-
creased confidence (from before the 
course) when interacting with both 
their midwifery and medical col-
leagues during an obstetric emer-
gency (P<.001, large effect size, 
r=.66). This group also perceived 
an increase in confidence that their 
clinical decisions were respected by 
the midwives (P<.001, medium ef-
fect size, r=.38) and doctors (P<.001, 
large effect size, r=.71) with whom 
they worked. On the other hand, 
doctors only reported a significant 
increase in confidence that their clin-
ical decisions were respected by their 
midwifery colleagues (P=.016, large 
effect size, r=.62). These findings are 
presented in Table 1.   

Advantages of IPE
Aggregated responses from the open-
ended questions revealed that al-
most all participants were positive 
about the advantages of learning in 
interprofessional groups. Both pro-
fessional groups commented that the 
opportunity to hear and share dif-
ferent professional perspectives to-
ward clinical situations was highly 
valued (doctors 66%, midwives 55%). 
Different components of teamwork, 
particularly communication and col-
laborative care, were mentioned by 
29% of midwives and 39% of doctors. 
Doctors cited the benefits of interac-
tion and knowledge sharing in IPE 
more often than the midwives (26% 
and 18% respectively), but none of 

the doctors believed this increased 
their learning opportunities. This 
perspective was unique to the doc-
tors as over 16% of the midwives 
found IPE, particularly the oppor-
tunity to benefit from doctors’ in-
creased knowledge, to be a valuable 
learning tool. Approximately one 
third of both groups mentioned mu-
tual respect and understanding and 
other examples of professional ap-
preciation (doctors 39%, midwives 
31%).

Comments from participants can 
be seen in the examples of manifest 
content in Table 2. 

Disadvantages of IPE
Although over 50% of both profes-
sional groups stated that there were 
no disadvantages to IPE, 36% of doc-
tors and 28% of midwives believed 
variable professional learning needs 
could hinder productive learning. A 
small proportion of midwives (10%) 
perceived that power imbalances 
arising from both dominant medi-
cal input in the groups and inherent 
differences between the professions, 
hampered midwifery participation, 
while doctors mentioned inequality 
between the groups less often (4%). 
Comments are presented in Table 3. 

Perceptions of IPE on Subsequent 
Workplace Relationships
Participants were also asked if they 
felt that the IPE approach in the 
course had influenced their rela-
tionships with their medical and/or 
midwifery workplace colleagues, and 
if so, how. Fifty-five percent of doc-
tors and 53% of midwives answered 
“yes” to this question. These respons-
es were generally followed with posi-
tive explanations or comments, with 
examples detailed in Table 4. Among 
the 45% of doctors and 47% of mid-
wives who responded “no” to this 
question, about a third of each pro-
fessional group indicated that they 
already worked in a collaborative en-
vironment. 

Discussion
Previous researchers have reported 
benefits associated with undertaking 
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Table 2. Content Categories and Variable Labels for Perceived Advantages of IPE Developed 
From Participants’ Comments Regarding IPE Experiences at the ALSO Course

Variable Label   Content Categories Examples of Manifest Content

Teamwork Teamwork
Collaboration
Communication

Team environment.
Essential we are all on same page.
Fosters a team approach.
Enhances teamwork and collaboration.
Promotes communication.
Working together in best interests of mother and baby.
Optimize relationships in the workplace.
Improve quality of team communication.
Helps with team building.

Different professional 
perspectives

Different management practices
Different ideas
Different perspectives
Different experience

Different aspects/care/models of care.
Points to offer from all backgrounds.
Draw from wider spectrum of personal experiences.
Brings different perspectives/approaches to problems.
Different emphasis that different practitioners place on 
clinical situations.
Insight into other providers ways of practicing.
Different knowledge, skills and attitudes.
Hearing different opinions from experienced professionals.

Professional equality Mutual respect and understanding
Encouragement
Breakdown of barriers
Equality
Improved relationships
Valuing each profession
Working to common goals

Understand each others’ professional roles.
Improves relationships of health professionals.
Enhances mutual respect.
Understanding attitudes.
Different strengths and weaknesses.
Makes for an “even playing field.”
Breaks down barriers.
All equals working to common goals.
Collegial understanding and respect.
Doctors value midwives input, skills, and knowledge.
Understanding where everyone is coming from and the 
difficulties others face.
Bridges the gap between us and them. 
Encouraging each other.
Everyone there to help each other.
Reinforces doctors are human.
Networking.

Interactive knowledge 
sharing

Brainstorming
Interaction
Knowledge sharing

Learn from different areas of expertise.
Share the same knowledge base.
Learn from each other.
Always good to brainstorm.
Sharing knowledge.
Interacting with doctors and midwives from all different 
backgrounds.
Better interaction with all members leading to more positive 
outcomes for our clients.
Joint knowledge, combined experience.
Enjoyed the interaction.
Knowing we are learning the same systematic approaches 
and mnemonics.
Knowledge passed on.

(continued on next page)
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Table 2 (continued)

Variable Label Content Categories Examples of Manifest Content

Increased learning 
opportunities

Increase in learning and 
knowledge
Helped with learning
Greater clinical understanding

Extends knowledge of midwives.
Midwives learning valuable information from doctors in 
case groups/workstations.
Working and learning together increased learning and 
knowledge.
Watching experienced doctors helped with gaining 
confidence.
Varied experience contributed to learning.
A valuable learning tool.
Opinions from medical staff can enhance midwives learning 
Different levels of prior knowledge and learning assisted 
with learning.
Enthusiasm of some participants assisted learning.
Doctors have a larger knowledge base so the information 
they shared was very interesting.

an ALSO course,24-29 yet there have 
been no reported studies of the mer-
its or otherwise of the IPE aspects of 
the course. This current study has 
aimed to address recommendations 
that research into ALSO training 
should investigate whether the in-
terprofessional nature of ALSO helps 
improve relationships between ma-
ternity care professionals.30 Findings 
from this study indicate that it does, 
supporting previous research dem-
onstrating that IPE can positively 
impact on professional roles and at-
titudes and therefore potentially im-
prove health care outcomes.17,33

At the 6-week interval, the mid-
wives in this study reported a sig-
nificantly greater overall increase 
in confidence when interacting with 
their medical and midwifery col-
leagues. Similarly, doctors at this 
time reported increased confidence 
when interacting with medical col-
leagues during an obstetric emer-
gency, although the increase did not 
reach statistical significance. How-
ever, doctors did report that clinical 
decisions in the workplace were sig-
nificantly more respected by their 
midwifery colleagues.

These findings corroborate earli-
er work by Fetherstone et al34 who 
found that participants attending 
their inter-professional ALERTTM 
course felt more confident after-
ward when working in an interpro-
fessional team, suggesting potential 
benefits in an emergency situation 

where optimal communication and 
collaboration are vital. Our study 
showed improved levels of confidence 
among midwives and, to a lesser de-
gree, doctors when working in clini-
cal situations requiring integrated 
teamwork. 

It can be seen in Table 1 that for 
all of the variables measured, there 
were significant changes in self- 
reported confidence for “all” the 
study participants. However, as mid-
wives’ findings for three of the four 
variables measured skewed the re-
sults for the whole group, this under-
lines the importance of examining 
the data according to individual pro-
fessional groups. The skewness could 
have been influenced by the over-
representation of midwives in the 
survey, but the differences imply that 
one or other professional group can 
experience interprofessional learning 
in quite distinct ways. 

The positive advantages of IPE re-
ported by the participants indicat-
ed that they valued the opportunity 
to share different professional per-
spectives and approaches to clini-
cal situations, and many mentioned 
aspects of mutual respect and un-
derstanding. Similar findings 
were also reported following the  
MOSES obstetric emergency course 
in England35 where participants de-
scribed acquiring new knowledge or 
insights, particularly into the role 
of communication and leadership 
during obstetric emergencies. Some 

participants in the English study ar-
ticulated a new understanding and 
appreciation of interprofessional dif-
ferences and respect for the differ-
ent roles and perspectives within 
the team.  

In this current study, doctors cit-
ed the benefits of interaction and 
knowledge sharing more often than 
the midwives, while a proportion of 
midwives believed the doctors’ ad-
vanced knowledge had helped to in-
crease their learning. The different 
components of teamwork, particu-
larly communication and collabora-
tive care, were referred to by both 
groups of participants, albeit these 
benefits were identified more often 
by doctors than midwives. Other con-
structive IPE characteristics includ-
ed positive influences on workplace 
relationships. These findings concur 
with other studies that found IPE in 
obstetric training courses enhanced 
professional interaction, confidence, 
communication, teamwork, and un-
derstanding.7,34-36

A recent Australian paper empha-
sized that collaboration in materni-
ty care involved trust and respect,37 

and although the word “trust” was 
not mentioned by any of the partic-
ipants in the current study, mutu-
al respect and understanding were 
considered important. Mutual trust 
and respect are central to interpro-
fessional collaboration, and concerns 
have been voiced in the literature 
that these qualities remain limited 
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by inadequate opportunities for in-
terprofessional dialogue in respective 
training regimes.38 Many studies de-
tail the encouraging effects of health 
professionals learning together and 
how this can have a positive impact 
on collaborative and effective ma-
ternity care teamwork and patient 
care.7,14,15,17,20,39

While both professional groups 
in this study appear to gain from 
IPE in the course, the doctors con-
sistently cited positive benefits more 
frequently than the midwives. The 
demographic data detailing the 
professional positions of the medi-
cal participants at the 6-week mark 
shows that many of the doctors were 
DMOs and MOs who are likely to 

be older and more experienced than 
junior doctors early in training. The 
other consideration here is that 
these doctors may work in regional 
areas where interprofessional learn-
ing opportunities are less frequent, 
maybe even novel. Whether more 
experience, or being professionally 
or geographically isolated, will en-
hance a willingness to collaborate 

Table 3: Content Categories and Variable Labels for Perceived Disadvantages of IPE Developed 
From Participants’ Comments Regarding IPE Experiences at the ALSO Course

Variable Label  Content Categories Examples of Manifest Content

No disadvantages No disadvantages Nil. 
None.
No obvious disadvantages. 
I don’t think there were any.

Variable learning needs Diverse learning needs Difficult to gear sessions at a particular level—basics to expert.
Inclusion of topics not generally midwifery based.
Not enough time spent on medical aspects of care because 
basics needed to be covered.
Complex medical issues discussed beyond understanding of 
some participants.
Too medically orientated.
As a midwife some answers/discussions were above my 
knowledge base.
Their learning needs differ from ours.
As a doctor I would have liked more evidence-based literature 
and medically directed scenarios.
Different expectations.
Doctors practice with interventions in mind, midwives practice 
for a natural outcome.
Inclusion of topics not clinically utilized by most midwives.
Difficult to pitch level of teaching to both groups at once.
Made it hard to tease out what was most applicable to own 
role.
Some content skimmed over due to increased doctors 
knowledge.

Variable levels of expertise 
and knowledge

Groups should be organized into experience.
Most doctors in group very junior with little knowledge or 
experience.
Course more useful practically to junior OB-GYNs.
Unnerving to see how little some registrars and GPs knew 
about obstetric emergencies and neonatal resus—they’re who 
we call on for assistance (but at least they were at course and 
learning).
Differing levels of expertise/differing need for specific skills.

Power imbalances Unequal power 
relationship between 
doctors and midwives
Sense of inequality
Intimidation

Intimidating. 
Occasionally doctors not respectful of midwives opinions.
Most of groups stuck together with conflicting opinions.
Medical staff can sometimes “take over.”
Difficult for midwives to participate sometimes as doctors very 
quick to be vocal.
A heavy medical slant on some of the cases made some of the 
midwives feel inadequate.
Medical staff can sometimes dominate discussions.
When they bring in their “attitudes.”
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when given the opportunity is un-
known. However, these findings are 
particularly encouraging as doctors 
do not always embrace and engage 
in IPE as readily as other health 
professionals, with some believing 
it might jeopardize their profession-
al status.40 As the literature shows 
that IPE can contribute to improved 
clinical outcomes,17,18 one could spec-
ulate that the renewed professional 

respect and other benefits cited by 
these doctors and midwives could 
positively impact the clinical care 
they provide.   

Although most participants in the 
current study did not identify any 
disadvantages to IPE, many com-
mented that the variable learning 
needs associated with the differ-
ent professions could be an impedi-
ment to productive learning. These 

findings endorse suggestions from 
other researchers that IPE often 
needs a broader content to accom-
modate different professional groups, 
albeit with some specialized con-
tent sacrificed to satisfy the varying 
learning needs.41 A related issue is 
the disadvantage inherent in power 
imbalances that can sometimes ob-
struct effective teamwork.10,11 How-
ever, there are suggestions that IPE 

Table 4: Content Categories and Variable Labels for Perceived Effects of IPE on Subsequent Workplace Relationships

Variable Label Content Categories Examples of Manifest Content

Already work in a collaborative 
interprofessional team

Good working relationship with 
medical colleagues. 
Good working relationship with 
midwifery colleagues.
Work in collaborative 
environment.

Already have a good relationship with 
colleagues.
Good professional respect in unit.
Workplace already has a great feel with 
relationships between doctors and midwives.
Always practiced in collaborative 
environment.
Have always respected midwives’ opinions.

Perceived positive influences of ALSO 
course on workplace relationships

Improved communication.
Improved confidence.
Improved understanding.
Improved collaboration/
teamwork.

Positive effect.
Mutual respect.
Better understanding of roles and skills.
Reinforces/enhances teamwork and 
collaboration.
Increased confidence.
More understanding of each other’s work.
Less likely to feel threatened by others’ 
knowledge/skills.
Learning together increased my team 
confidence.
Communication and confidence improved.
Working together as a team.
Importance of each other’s roles in emergency 
situations.
Importance of teamwork.
Improved communication due to up-skilling.

Table 5: Professional Positions Held by Study Medical Participants

Occupation of Doctors
Pre- and Post-Course 
Participants n=62 

(%)

6 Week Post-Course 
Participants n=35 

(%)

O&G consultant 1 (2) 1 (3)

GP obstetrician 8 (13) 5  (14)

O&G registrar 2 (3) 2  (6)

O&G resident 21 (34) 7  (20)

Flight doctor 3 (5) 2  (6)

District medical officer/medical officer 17 (27) 15 (43)

GP/GP trainee 5 (8) 3  (8)

Consultant/senior registrar (non O&G) 4  (6) 0 

Other 1 (2) 0

 
Reproduced from Walker et al, 2013:329
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can improve conflict resolution and 
problem-solving abilities,16,42 and 
may enhance mutual understand-
ing of the roles of the professional 
groups.43

This study’s findings suggest that 
IPE facilitators in these types of pro-
grams need to develop strategies to 
manage potential dissatisfactions. 
For instance, IPE must promote ef-
fective communication and aware-
ness of the differing roles of team 
members and should encourage the 
professional groups to value and rec-
ognize each others’ knowledge and 
practice.15 Course organizers must 
ensure instructors are trained and 
supported to skillfully manage IPE 
sessions to provide an equal distri-
bution of learning and that opportu-
nities for discussion are equivalent 
for all individuals and professional 
groups. Regardless of where, and 
among whom, IPE is taught, it is 
important to include the principles 
of teamwork and communication be-
cause effective teamwork is associat-
ed with improved health outcomes.19

The findings from this current 
study confirm the merits of IPE and 
are also supported by other previous-
ly published results from the same 
research29 where both professional 
groups experienced significantly in-
creased confidence and perceptions 
of knowledge to manage obstet-
ric emergency situations following 
an ALSO course. These experienc-
es may also have improved partici-
pants’ confidence when working with 
colleagues in the workplace. None-
theless, it seems evident that many 
doctors and midwives believed the 
IPE elements of the course enhanced 
their understanding of each other’s 
roles, their confidence and communi-
cation, collaboration, and teamwork. 

Limitations
Resource constraints limited the 
sample size in this study. Ideally, this 
research would have been conduct-
ed over a longer time frame allow-
ing for the recruitment of a larger 
sample, which may have resulted in 
a more even distribution of profes-
sional groups and gender. However, 

in Australia, ALSO courses gener-
ally attract doctors and midwives 
in approximately a 1:2 distribution, 
which is reflected in the percentages 
of survey respondents. Most of the 
study respondents were female. This 
gender imbalance within the sample 
can be attributed to the high propor-
tion of female midwives in Australia 
(99.5%),44 and female doctors (77.6%) 
who are now undertaking obstetric 
postgraduate training in Australia.45

Response bias is a possibility with 
any survey and, along with gender 
bias, may have influenced the self-re-
ported data and subsequent findings 
in this study. We are circumspect as 
to why only a third of the O&G resi-
dents responded to the 6-week ques-
tionnaire. As these were reasonably 
junior doctors who generally work in 
large teaching hospitals, they may 
have been too busy to respond, or 
they could have moved location and 
therefore not received the posted 
questionnaire. However, undoubtedly 
the relatively high nonresponse bias 
here potentially affects the reliabil-
ity and validity of this particular co-
hort’s findings.

The professional positions of the 
medical participants at the 6-week 
mark shows that the majority of 
doctors were DMOs, MOs, and oth-
er senior doctors who are likely to 
be older than either GP trainees or 
O&G residents. This indicates that 
many of the medical respondents 
to the 6 weeks post-course ques-
tionnaire might have been older 
with, by definition, more experience 
than some of the nonrespondents 
at this time point. Years of experi-
ence, therefore, may be a confound-
ing variable.

Conclusions
Interprofessional education in the 
Australian ALSO course is beneficial 
to both professional groups, although 
midwives appear to gain additional 
confidence in more areas, and the 
course might also help to improve re-
lationships between maternity care 
professionals in the workplace. How-
ever, given the stated limitations 
of this study and the participants’ 

self-selection, the generalizability of 
these benefits to other ALSO popu-
lations is unknown. It is therefore 
important to observe findings from 
a larger study to expand our under-
standing of IPE within ALSO. In do-
ing this, researchers should consider 
a combined approach incorporating 
in-depth interviews to yield richer 
information, along with methodolo-
gies capable of measuring the em-
pirical outcomes related to IPE.46 
Given the underrepresentation of 
O&G residents in the 6-week follow-
up in this study, another potentially 
appealing IPE area for research-
ers to contemplate would be relat-
ed to junior obstetric trainees and 
midwives or obstetric nurses, as a 
recently published paper from Eng-
land highlighted how newly quali-
fied doctors learned informally from 
the more experienced nurses in their 
workplace.47

This study adds to the current 
body of literature by contributing 
knowledge in areas related to IPE, 
ALSO, and interprofessional re-
lationships in the workplace. The 
findings will also assist with cur-
rent and future development of IPE 
courses for health care profession-
als and guide our understanding of 
each professional group’s perspec-
tives regarding learning and work-
ing together.
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