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Health Service Psychology Students’ Readiness for Interprofessional Collaboration 

As explained in the Patient Protection and Affordable Care Act (ACA; Public Law No: 

111-148, Mar 23, 2010), changes in healthcare have influenced an increase in the development 

of interprofessional organizations aimed at delivering more cost-efficient, high quality health 

services (Rozensky, 2013). With the rising recognition of the value of health care teams (Blount 

et al., 2007), training programs for health professionals are including interprofessional education 

opportunities aimed at teaching students to effectively work with other health professionals 

(IPEC, 2011). Considering the role professional psychologists play in the provision of health 

services, the American Psychological Association (APA) formulated a group known as the 

Health Service Psychologist Education Collaborative (HSPEC) to identify health service 

psychology’s core competencies, many of which specifically address interprofessional 

collaboration (HSPEC, 2013).  

Researchers assessing outcomes of interprofessional education initiatives have evaluated 

students from various health disciplines, including medicine, nursing, dentistry, and 

physiotherapy students (Harward, Tresolini, & Davis, 2006; Parsell & Bligh, 1999). However, no 

studies exist evaluating students from professional psychology training programs in their ability 

to collaborate with other health professionals. In this study, attitudes towards interprofessional 

education and attitudes towards interprofessional team-based care were compared between 

nursing, counseling psychology, and clinical psychology doctoral students. The aim of this study 

is to identify whether or a not a difference exists between doctor of nursing practice students 

(DNP), counseling psychology doctoral students, and clinical psychology doctoral students 

regarding their respective experiences on a health care team, as well as their attitudes pertaining 

to the importance of team-based care and interprofessional education.  
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Interprofessional Collaboration 

 The World Health Organization (2010) defined interprofessional collaborative practice as 

a setting where “multiple health workers from different professional backgrounds work together 

with patients, families, carers [sic] and communities to deliver the highest quality care” (p. 7). 

An interprofessional collaborative practice often involves health care professionals working 

together to share information and gain a holistic perspective on patient issues, considering 

biological, psychological, and social factors (Kelly & Coons, 2012). Similarly, interprofessional 

team-based care is defined as “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” (IPEC, 2011, p. 2). 

 Interprofessional team-based care and interprofessional collaboration are two terms often 

used interchangeably within the existing literature (Curran, Sharpe, Forristall, & Flynn, 2008). 

However, team-based care is merely one form of interprofessional collaborative practice, which 

can be considered an umbrella term capturing various levels of integration (Blount, 2003; IPEC, 

2011). Many, less integrated, settings still engage in some form of interprofessional collaboration 

while refraining from implementing a team-based care approach to treatment (Blount, 2003). 

Interprofessional collaboration insinuates that at least two providers from different health 

professions are communicating about a patient and that patient’s health care needs, but 

interprofessional team-based care involves a small, intentionally created, team of health 

providers all working together to formulate a treatment plan (IPEC, 2011). More specifically, a 

health care team is comprised of professionals from various disciplines, including physicians, 

nurse practitioners, physician’s assistant, nurses, care coordinators, behavioral health consultants, 

and dietitians (Strosahl, 2005). Within a fully integrated setting, the doctor-patient relationship is 
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replaced by the team-patient relationship, where patients recognize their health care team is 

responsible for their care, and members of the team are all involved in patients’ treatment 

planning (Strosahl, 2005). For the purpose of this study, it is important to distinguish between 

these two terms, recognizing it is possible to engage in frequent interprofessional collaborative 

practice with very little experience in team-based care. However, it should be noted that many 

researchers use the term interprofessional collaboration as synonymous to team-based care 

(Buckley et al., 2012; Curran et al., 2008).  

 Recent research has documented the benefits of interprofessional team-based care, 

including improvement in quality of care and cost reduction (Katon et al., 1995; Katon, 1995; 

Rozensky, 2013). However, possessing an ability to collaborate with health professionals is not 

as simple as it may sound. “Health care settings can provide distinctive challenges…and require 

an understanding of the culture within which services are provided” (HSPEC, 2013, p. 424). 

Given the unique culture created by health care teams, a fully integrated practice often requires a 

paradigm shift, necessitating changes in attitudes, values, and overall work-dynamic of the health 

care staff (D’Amour & Oandasan, 2005). One way to assist health professionals function better 

with other health care team members is through the promotion of interprofessional education 

(WHO, 2010). 

Interprofessional Education 

 Interprofessional education is designed to assist students in health professions to learn 

how to collaborate effectively as a health care team early in their training experience (WHO, 

2010). According to the World Health Organization, interprofessional education is defined as the 

opportunity for at least two students from different health disciplines to learn how to work 

together as a team and provide high quality, efficient patient care in an educational environment 



INTEPROFESSIONAL EDUCATION AND COLLABORATION                4 

(WHO, 2010). For example, many interprofessional educational learning opportunities involve 

simulating a team-based care approach, where students from different health programs work 

together as a team to develop a treatment plan for a hypothetical patient (Buckley et al., 2012). 

Interprofessional education is advocated as a way to increase mutual respect amongst students 

from varying disciplines, while expanding their knowledge of the roles and responsibilities of the 

other members of the health care team (Curran et al., 2008).  

The Interprofessional Education Collaborative Expert Panel (IPEC), comprised of six 

major health disciplines, formed to promote interprofessional education, interprofessional 

collaboration, and team-based care amongst health professions (IPEC, 2011). IPEC (2011) 

published the Core competencies for interprofessional collaborative practice to provide 

recommendations for interprofessional education and identify competencies necessary for 

successful interprofessional collaboration, which can be applied to a range of health professions 

(IPEC, 2011). Specifically, IPEC (2011) defined interprofessional collaborative competencies 

generally as the integration of attitudes, skills, knowledge, and values necessary to work 

effectively with other health care providers when providing efficient, quality patient care. The 

four identified broad competencies identified by IPEC include the following: (a) values and 

ethics, (b) roles and responsibilities, (c) interprofessional communication, and (d) teams and 

teamwork (IPEC, 2011). Researchers and educators interested in promoting interprofessional 

education have suggested the use of Gordon Allport’s intergroup contact theory as a framework 

to assist in conceptualizing and creating optimal learning environments for health discipline 

training programs (Allport, 1954, Mohaupt et al., 2012). 

Interprofessional education and the intergroup contact theory. According to 

Allport’s intergroup contact theory, different social groups interacting with each other as one 
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unified group can reduce prejudice between groups and increase appreciation of other points of 

view (Allport, 1954). As described in the intergroup contact theory, Allport (1954) emphasized 

the importance of equal status amongst group members, the support from authority, a lack of 

competition between groups, and the promotion of working towards a common goal. Hewstone 

and Brown (1986) added three other conditions necessary to improve attitudes between groups: 

positive expectations, a belief that other group members (out-group) are typical members 

representative of the group, and the desire to understand similarities and differences of other 

group members. Consequently, researchers conducting interprofessional education outcome 

studies design interventions based on the intergroup contact theory, where students from multiple 

disciplines come together to work towards a common goal, such as treatment planning for 

challenging patient scenarios (Mohaupt et al., 2012). 

Interprofessional education outcome research. Research has generally supported the 

implementation of interprofessional educational interventions designed to promote effective 

interprofessional collaborative team-based care (Buckley et al., 2012; Kenaszchuk, Rykhoff, 

Collins, McPhail, van Soeren, 2012; Titzer, Swenty, & Hoehn, 2012). However, professional 

psychology is often left out of the interprofessional educational research (Olson & 

Bialocerkowski, 2014). In one systematic review of interprofessional education research, Olson 

and Bialocerkowski (2014) found the majority of these studies focused on medical and nursing 

students, neglecting to explore interprofessional education amongst allied health professions. 

Further, of those studies that did include allied health disciplines, many of the the students 

sampled were from physiotherapy, occupational therapy, and pharmacy programs (Olson & 

Bialocerkowski, 2014). Mental health counseling or professional psychology students have 

generally been underrepresented in studies of interprofessional education, and there are no 
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identified research studies including counseling psychology doctoral students (Johnson & 

Freeman, 2014; Olson & Bialocerkowski, 2014; Palermo, 2013; Wellmon, Gilin, Knauss, & 

Linn, 2012).  

This lowered representation of professional psychology students within interprofessional 

education research is even more pronounced compared to the frequency of studies incorporating 

nursing students (Mohaupt et al., 2012; Olson & Bialocerkowski, 2014). In fact, the nursing 

profession has recently increased its efforts to promote the importance of nurses’ role within the 

health care team (IOM, 2011; NLN, 2015). In 2011, the Institute of Medicine issued a report 

focused solely on the nursing profession, providing recommendations to improve the quality of 

nursing programs and allow opportunities for nursing professionals to take more leadership roles 

in improving the nation’s health care system (IOM, 2011). Only a few years later in 2015, the 

National League for Nursing (NLN) issued a document titled “Interprofessional collaboration in 

education and practice,” emphasizing the importance for nursing programs to incorporate 

interprofessional educational opportunities into their respective curricula (NLN, 2015).  

While many health-related training programs, such as nursing and dietetics, have 

developed standards of education congruent with the goals of interprofessional education (NLN, 

2015), professional psychologists are more recently engaging in this discussion (HSPEC, 2013; 

IPEC, 2011; Rozensky, 2013). Professional psychology’s late emphasis on interprofessional 

education may be partially due to the more recent acknowledgement of the role professional 

psychologists play in the delivery of health services (HSPEC, 2013). For example, it wasn’t until 

the late 1990’s that the inclusion of psychologists and behavioral specialists within integrated 

primary care clinics throughout the U.S. became more common (Tulkin & Guzman, 1999). 

However, with the recent formation of the APA funded Health Service Psychology Education 
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Collaborative (HSPEC, 2013), and the new APA Center for Psychology and Health (APA, 

2013), the focus on preparing psychologists to work in health settings has gained momentum, as 

demonstrated by subsequent publications describing the role health service psychologists play in 

health settings (Belar, 2014). Given the longstanding history nursing has as a member of the 

health care team (NLN, 2015), along with the lack of relative research incorporating professional 

psychology, it was determined that a study looking at counseling and clinical psychology 

students, as compared to DNP students, would be a valuable addition to the literature. 

Health Service Psychology 

The Health Service Psychology Education Collaborative (HSPEC, 2013) was established 

to make recommendations for future educational and training endeavors of professional 

psychologists. APA defined health service psychology (HSP) as a conceptual framework 

encompassing varying recognized professional psychology specialties. According to APA, health 

service psychology “reflects the reality that most of the accredited doctoral education and 

training currently conducted in professional psychology is for health care services, including 

those for prevention, early intervention, treatment, and rehabilitation” (HSPEC, 2013, p. 412). 

While portions of school, counseling, and clinical psychology focus on areas separate from 

health care, for example vocational counseling, a large proportion of practitioners from these 

APA accredited programs provide some form of health care service in various health-related 

settings (Belar, 2014). HSP is not considered a specialty, such as clinical, counseling, or school 

psychology. Rather, HSP encompasses psychologists who focus on physical health problems, 

along with psychologists who uphold more traditional mental health counseling (HSPEC, 2013).  

Given the breadth of professional psychology, HSPEC (2013) concentrated primarily on 

those involved in the delivery of health services, citing the need to address concerns regarding 
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professional training and education within this area. HSPEC recognized psychology is no longer 

solely a mental health specialty; rather, mental health is one component of the larger framework 

within health service psychology. One core competency emphasized by HSPEC is the need to 

prepare professional psychology graduate students for interprofessional collaborative practice 

(HSPEC, 2013). In order for psychologists to successfully integrate within a health care system, 

psychologists must communicate the benefit of their role to other professionals within the 

system, understand the site-specific terminology, and actively participate in interdisciplinary 

team meetings (APA, 2009).  

While both clinical and counseling psychologists can fall under the category of health 

service psychologists, many professionals hold onto the core identity of their individual specialty 

in an attempt to maintain uniqueness (Neimeyer & Diamond, 2001; Watkins, 1983). However, 

researchers have recognized a notable overlap between clinical and counseling psychologists, 

specifically within medical settings, suggesting the individuality of each specialty is somewhat 

decreasing (HSPEC, 2013; Neimeyer, Taylor, Wear, & Buyukgoze-Kavas, 2011). 

Clinical and Counseling Psychology Specialties 

Although counseling and clinical psychologists are considered two separate specialties 

(CRSPPP, 2012), recent research suggests not only does an overlap in services exist (HSPEC, 

2013), but the individual distinctiveness of these two specialties is decreasing (Neimeyer & 

Diamond, 2001). General differences between counseling and clinical psychology specialties can 

be traced back to the historical origins of both specialties (Watkins, 1983). For example, 

Lightner Witmer, commonly considered as the founder of clinical psychology, treated children 

with limited intellectual functioning and a history of seizures, considering both physical and 

mental implications of treatment. Witmer defined the term clinical psychology to capture his 
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focus on both medical and psychological problems, which is a key component of the clinical 

psychology specialty today (APA, 2015; Witmer, as cited in Gerig, 2007). Alternatively, the 

counseling psychology specialty derived its history primarily from the vocational guidance 

movement, with significant contributions from Frank Parsons and Carl Rogers (Watkins, 1983). 

Carl Rogers played a large role in shaping the counseling psychology specialty through his 

person-centered counseling approach (Heppner, Rogers, & Lee, 1984). Before Rogers, 

psychologists maintained the use of the word patient, implying individuals were sick and lacking 

the personal resources necessary to help themselves. However, Rogers utilized the word client to 

empower individuals by highlighting their strengths and ability to solve their own problems, and 

this strength-based perspective remains a key tenet of counseling psychology (APA, 2015; 

Farson, 1974; Heppner et al., 1984).  

Today, the American Psychological Association (APA) currently recognizes 12 

specialties related to health service provision, with counseling psychology and clinical 

psychology representing two of the 12 specialties (Commission for the Recognition of 

Specialties and Proficiencies in Professional Psychology (CRSPPP), 2012). According to the 

APA (2015), clinical psychology is a specialty that is “broadly inclusive of severe 

psychopathology,” which includes an understanding of other disciplines and an ability to consult 

with varying health professionals (paragraph 1). Alternatively, counseling psychology focuses 

on, but is not limited to, developing one’s identity, assisting individuals in improving overall 

well-being, and improving relationship difficulties (APA, 2015). APA’s definition of clinical and 

counseling psychology distinguishes between these two specialties primarily based on differing 

parameters, and attempts to maintain these boundaries between specialties can be observed 
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throughout research endeavors and respective professional conferences (APA, 2015, paragraph 

1; Neimeyer & Diamond, 2001). 

Differences Between Counseling and Clinical Psychology 

Both clinical and counseling psychologists have consciously worked on defining and 

distinguishing each profession’s identity (Watkins, 1983), as exemplified by national 

conferences such as the Greystone conference, specifically dedicated to the very topic of 

clarifying counseling psychology’s identity (Neimeyer & Diamond, 2001). While overlap 

certainly exists, the APA specified parameters of practice help differentiate between counseling 

and clinical psychology, including populations treated, work settings, and program training 

(APA, 2015) 

Populations and work settings. One general distinction between counseling and clinical 

psychology pertains to the different populations of interest (APA, 2015; Watkins, 1983). Clinical 

psychologists have typically treated individuals with physical disease or disabilities, resulting in 

debilitating emotional and psychological impairment (APA, 2015; Watkins, 1983). Alternatively, 

counseling psychologists typically have treated individuals within the normal range of 

functioning (Watkins, 1983). This divide between abnormal and normal populations has dictated 

the job placement of each respective clinician, with clinical psychologists typically obtaining 

employment within medical or psychiatric settings and counseling psychologists gravitating 

towards university counseling centers (Neimeyer & Diamond, 2001).  Further, counseling 

psychologists typically have focused more on nurturing an environment to prevent the 

development of a psychological disorder, as exemplified by the vocational guidance movement 

(Romano & Hage, 2000). Alternatively, clinical psychologists historically have engaged in 
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remedial treatment, working with individuals actively struggling with a psychological disorder 

(Watkins, 1983).  

Training programs. In regards to training, clinical psychology programs typically offer 

more courses focusing on diagnosing, assessing, and treating maladjusted populations, whereas 

counseling psychology doctoral programs more often train students to work with higher 

functioning and more adjusted populations (APA, 2015). For example, Cobb et al. (2004) 

reviewed curricula from randomly selected APA accredited programs in counseling and clinical 

psychology. The authors conducted a content analysis of curricula and found clinical psychology 

programs more often included neuropsychology, health psychology, and psychopharmacology 

compared to counseling psychology, whereas counseling psychology programs more often 

included curricula on career or vocational counseling, human sexuality, and developmental 

disabilities (Cobb et al., 2004). Further, clinical and counseling psychology programs typically 

differ in the practicum opportunities offered to students as well (Shivy, Mazzeo, & Sullivan, 

2007). Shivy et al. (2007) found differences between clinical and counseling psychology doctoral 

programs in typical practicum sites. The authors found counseling psychology students had more 

experience with university counseling centers (UCC), whereas clinical psychology programs 

more commonly sought out practicum training in a medical or hospital setting (Shivy et al., 

2007).  

Similar differences are also reflected in predoctoral internship placements between 

counseling and clinical psychology students, with research demonstrating significantly more 

counseling psychology students have obtained internship placement at university counseling 

centers (Shivy et al., 2007). Cobb et al. (2004) found medical schools, psychology departments, 

private general hospitals, and private outpatient clinics preferred and accepted more clinical 
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psychology doctoral students over counseling psychology students for internship placement. As 

exemplified in the different predoctoral internship rankings, clinical psychology students applied 

more frequently to medical settings when compared to counseling psychology students, which is 

congruent with the basic principles of each specialty outlined by APA (APA, 2015; Shivy et al., 

2007). 

Additionally, in a review of 80 professional psychology training programs in 2008, 

Larkin (2009) found a total of seven programs offered training exclusively in clinical health 

psychology. Amongst the 73 remaining programs, 90% were clinical psychology programs, with 

three counseling psychology programs and two combined counseling-clinical psychology 

programs offering training in clinical health psychology (Larkin, 2009). Larkin’s results 

suggested far more clinical psychology programs, compared to counseling psychology programs, 

offer training specific to the provision of clinical health psychology. Despite these distinctions in 

specialties, there remains a considerable amount of overlap between counseling and clinical 

psychology, specifically pertaining to the delivery of health services (HSPEC, 2013).  

Overlap Between Clinical and Counseling Psychology  

The potential crossover between clinical and counseling psychology specialties caused 

counseling psychologists to raise concerns as far back as four decades ago. Super (1977) asserted 

“in moving more towards clinical psychology and further from personnel psychology, … 

counseling psychologists… have tended to give up their special identity” (p. 14). In the 1980s 

Watkins (1983) predicted counseling psychologists would be superseded by clinical 

psychologists based on the overlap that existed within the workplace at the time. More recently, 

the literature on the health service psychologist has supported the recognition of an overlap 

amongst professional psychology specialties with the delivery of health services, which can be 
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observed in professional organizations, research, work settings, and training programs (Belar, 

2014; HSPEC, 2013).  

Professional organizations. Some researchers have asserted more similarities than 

differences exist between counseling and clinical psychology specialties, particularly when 

comparing the overlapping interests in health-related issues (Neimeyer et al., 2011). Nicholas 

and Stern (2011) reported 542 members of APA’s Division 38 (Health Psychology) also 

belonged to either the Division of Counseling Psychology or the Division of Clinical 

Psychology. Out of these 542 members within Division 38, 20% of those members identified as 

counseling psychologists, while 80% of those members identified as clinical psychologists. 

While counseling psychologists were outnumbered by clinical psychologists, it is nevertheless 

apparent that an interest in health psychology exists amongst both psychology specialties 

(Nicholas & Stern, 2011).  

Research.  Interest in health-related fields can be observed through the increase of health 

psychology research articles featured within the Society of Counseling Psychology’s (APA 

Division 17) own journal, The Counseling Psychologist, and chapters within the Handbook of 

Counseling Psychology devoted to this area (Nicholas & Stern, 2011). Earlier literature from 

counseling psychologists interested in health explored the specific roles counseling psychologists 

can play in health care settings (Alcorn, 1998; Alcorn & McPhearson, 1997). Counseling 

psychology’s strength based approach was originally thought to be in direct opposition to the 

pathological, disease-focused model emphasized in medical settings (Alcorn, 1998). However, 

counseling psychologists have asserted that the key tenets of counseling psychology, including 

prevention, multiculturalism, and strength-based interventions, provide a fuller understanding of 

the interaction between environment and genetics, which is congruent with the biopsychosocial 
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model (Alcorn, 1991; Roth-Roemer, Kurpius, & Carmin, 1998). As counseling psychologists 

have described the contributions they bring to health settings (Nicholas & Stern, 2011; Roth-

Roemer et al., 1998), more counseling psychologists are obtaining employment in health settings 

(Neimeyer et al., 2011). 

Work settings. Neimeyer et al. (2011) found that 17.7% of counseling psychologists 

began their career working in a hospital or medical center, compared to 24.4% of early career 

clinical psychologists, and the author suggested the number of counseling psychologists 

beginning their career in medical settings is continuing to increase. Neimeyer et al. also found 

17.3% of counseling psychologists compared to 16.8% of clinical psychologists in mid-career 

worked in a hospital setting. According to Neimeyer et al., the only major difference between 

counseling and clinical psychologists’ career placements was found within university counseling 

centers, with significantly more counseling psychologists occupying these settings (Neimeyer et 

al., 2011). Support for the overlap between these two specialties, as suggested by Neimeyer et 

al., can be observed amongst the respective doctoral training programs as well (Shivy et al., 

2007).  

Training programs. Cobb et al. (2004) reviewed CRSPPP archives to evaluate the core 

areas included in the curricula of clinical and counseling psychology doctoral programs. The 

authors noted a “100% overlap in basic or foundational knowledge across the practice areas” 

between clinical and counseling psychology doctoral programs, including scientific and 

theoretical knowledge (p. 941). Further, commonalities in health-related interests amongst 

clinical and counseling psychology doctoral students can be observed through doctoral internship 

preferences. Shivy et al. (2007) found both clinical and counseling psychology students placed 
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medical school settings, private hospitals, and community mental health centers within their top 

five choices for internship placements.  

While this may highlight an overlap in interests between both clinical and counseling 

psychology doctoral students, training opportunities for counseling psychology students are not 

necessarily reflected in their interests or job placements. For example, 68% of APA accredited 

counseling psychology programs had faculty who reported interests in health psychology 

research in 2010, but only 12% of these programs offered training opportunities in health 

psychology (Nicholas, as cited in Nicholas & Stern, 2011). While researchers have specified the 

skills counseling psychologists can bring to health settings (Alcorn, 1991; Alcorn & 

McPhearson, 1997), working in a medical setting is less typical for counseling psychologists 

compared to clinical psychologists (Neimeyer et al., 2011). As HSPEC (2013) emphasized the 

need to create assessments and establish benchmarks that can ensure a high quality of education, 

training, and service delivery (HSPEC, 2013), it is necessary to assess whether professional 

psychologists are maintaining the important competencies to work collaboratively with other 

health professionals.    

Present Study 

 The American Psychological Association has acknowledged an existing intersection in 

the provision of health services with the development of the Health Service Psychologist 

Education Collaborative (HSPEC) (Belar, 2014; HSPEC, 2013). Similarly, researchers have 

noted the overlap in employment with health settings amongst counseling and clinical 

psychologists (Neimeyer et al., 2011). Nevertheless, fewer counseling psychology doctoral 

programs offer training opportunities for their students in health care settings compared to 

clinical psychology doctoral programs. Eight out of 53 APA-accredited counseling psychology 
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programs provided training opportunities in clinical health psychology. However, 68% of these 

counseling psychology programs included information on the program’s website indicating 

faculty research interests in health psychology (Nicholas, as cited in Nicholas & Stern, 2011), 

suggesting there is a greater interest in health psychology within the specialty of counseling 

psychology than there are training opportunities. Despite the increasing number of counseling 

psychologists interested in health service psychology (Nicholas & Stern, 2011; Shivy et al., 

2007), there is a lack of research demonstrating whether clinical psychology and counseling 

psychology training programs are adequately preparing their doctoral students for 

interprofessional collaboration and interprofessional team-based care with other health care 

professionals.   

 In sum, numerous examples of research endorsing interprofessional education initiatives 

exist, particularly focusing on medical and nursing students, supporting the positive attitudes 

nursing students have regarding interprofessional education and team-based care (Olson & 

Bialocerkowski, 2014).  However, research evaluating the impact interprofessional education has 

on professional psychology students is limited (Johnson & Freeman, 2014; Olson & 

Bialocerkowski, 2014). Therefore, the purpose of this study is to evaluate DNP, clinical 

psychology, and counseling psychology students’ attitudes towards interprofessional education 

and interprofessional team-based care, along with exploring their varying clinical experiences, to 

assess for differences amongst training programs. While DNP students are included in this study, 

the focus is primarily on clinical and counseling psychology students’ clinical experiences, as 

well as their attitudes towards interprofessional collaboration, education, and team-based care. 

Given the longer history of exposure to interprofessional education and collaboration (NLN, 

2015; Zorek & Raehl, 2013), DNP students serve more as a comparison group to both clinical 
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and counseling psychology students, with the goal of identifying the existence of gaps in the 

training experiences of these professional psychology students (Zorek & Raehl, 2013, NLN, 

2015).   

Research Questions and Hypotheses 

 In formulating the following research questions and hypotheses, it is important to 

reiterate the differences between interprofessional education, interprofessional collaborative 

practice, and interprofessional team-based care. Interprofessional education—the broadest and 

least specific of the three terms—is defined as any educational experience where two or more 

students from different health-related academic programs learn how to work with each other in 

developing a plan of care for patients (WHO, 2010). Interprofessional collaborative practice is 

defined as, “When multiple health workers from different professional backgrounds work 

together with patients, families, carers [sic], and communities to deliver the highest quality of 

care” (WHO, as cited in IPEC, 2011, p. 2). Interprofessional team-based care is defined as “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 team” (WHO, as cited in IPEC, 2011, p. 2). 

 Three research questions were addressed, each paired with their subsequent hypotheses, 

equaling a total of four hypotheses in this study.   

1. Is there a difference in training opportunities in interprofessional collaborative practice 

and interprofessional team-based care between DNP students, clinical psychology 

doctoral students, and counseling psychology doctoral students? 
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a. HA1: There will be a statistically significant difference in the self-reported 

number of hours spent engaging in interprofessional collaborative practice 

between DNP students, counseling psychology, and clinical psychology students. 

Specifically, DNP students will have a significantly greater number of self-

reported hours collaborating with other health professionals compared to clinical 

psychology students and counseling psychology students. Additionally, clinical 

psychology students will have a significantly greater number of self-reported 

hours engaging in interprofessional collaborative practice compared to counseling 

psychology doctoral students. 

b. HA2: There will be a statistically significant difference in the self-reported 

number of hours spent engaging in interprofessional team-based care between 

DNP students, counseling psychology students, and clinical psychology students. 

Specifically, DNP students will have a significantly greater number of self-

reported hours in team-based care compared to clinical psychology and 

counseling psychology doctoral students. Additionally, clinical psychology 

students will have a significantly greater number of self-reported hours engaging 

in team-based care compared to counseling psychology doctoral students. 

2. Is there a difference between DNP students, clinical psychology doctoral students, and 

counseling psychology doctoral students in their attitudes towards interprofessional 

education?  

a. HA3: There will be a statistically significant difference between DNP students, 

clinical psychology doctoral students, and counseling psychology doctoral 

students in their attitudes towards interprofessional education, as measured by the 
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adapted version of the Attitude towards Interprofessional Education scale (AIPE; 

Curran et al., 2008). Specifically, DNP students will have more positive attitudes 

towards interprofessional education compared to clinical psychology doctoral 

students and counseling psychology doctoral students. However, there will be no 

significant difference between clinical psychology doctoral students and 

counseling psychology doctoral students in their attitudes towards 

interprofessional education. 

3. Is there a difference between DNP students, clinical psychology doctoral students, and 

counseling psychology doctoral students in their attitudes towards interprofessional team 

based care?  

a. HA4: There will be a statistically significant difference between DNP students, 

clinical psychology doctoral students, and counseling psychology doctoral 

students in their attitudes towards interprofessional team-based care, as measured 

by the adapted version of the Attitudes towards Interprofessional Health Care 

Teams Scale (AIPHCT; Heinemann, Schmitt, & Farrell, 2002). Specifically, DNP 

students will have more positive attitudes towards interprofessional team-based 

care compared to clinical psychology doctoral students and counseling 

psychology doctoral students. However, there will be no significant difference 

between clinical psychology and counseling psychology doctoral students in their 

attitudes towards interprofessional team-based care.  

 This study compared DNP students, counseling psychology doctoral students, and 

clinical psychology doctoral students’ respective attitudes towards interprofessional education 

and interprofessional team-based care, with the goal of addressing whether interprofessional 
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education and team-based care are areas of training that must be addressed more within 

professional psychology training programs. The program type, either DNP, counseling 

psychology, or clinical psychology, is the independent variable. The dependent variables include 

number of hours of training experience working with a health care team (team-based care), 

number of hours of training experience working with other health care professionals 

(interprofessional collaboration), attitudes towards interprofessional education, and attitudes 

towards interprofessional team-based care. 

Method 

 In the present study, (a) attitudes towards interprofessional team-based care, (b) attitudes 

towards interprofessional education, (c) estimated number of hours of experience collaborating 

with other health professionals, and (d) estimated number of hours working specifically with a 

health care team were compared between DNP students, counseling psychology doctoral 

students, and clinical psychology doctoral students using separate univariate analysis of variance 

(ANOVA) tests, along with assessing post-hoc comparisons between the three groups. The aim 

of this study was to identify whether a difference exists between DNP students, clinical 

psychology, and counseling psychology doctoral students regarding their clinical experiences 

engaging in interprofessional collaboration and team-based care, along with their attitudes 

towards interprofessional education and team-based care, in order to identify the existence of any 

gaps within professional psychology training programs.  

Participants 

Participants were recruited from clinical and counseling psychology doctoral programs, 

specifically programs accredited through the American Psychological Association, as well as 

DNP programs accredited through the American Association of Colleges of Nursing. Directors 
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of training for all three specialties were contacted individually via email, requesting participation 

from their respective doctoral students. To be eligible for the study, participants had to be current 

clinical psychology doctoral students, counseling psychology doctoral students, or DNP students, 

actively enrolled in courses or practicum at the time of the survey, and over the age of 18-years-

old. A power of .80 and an effect size of .80 was utilized (Cohen, 1988). VanVoorhis and 

Morgan (2001) recommended that a univariate analysis of variance (ANOVA) needed at least 30 

participants for each cell within the study to ensure an effect size of .80 is maintained.  

Therefore, the goal was to recruit at least 30 participants at each group within the independent 

variable in order to maintain adequate power (VanVoorhis & Morgan, 2007), meaning between 

the DNP, clinical psychology, and counseling psychology students, there needed to at least a 

total of 90 participants. A total of 335 participants were recruited for this study.  Sixty-seven 

participants had missing data and were removed from further analysis. Of the 268 remaining 

respondents, 45 (17%) were men and 223 (83%) were women. The age range of participants was 

21 to 63-years-old, with a mean age of 31.2 years. Out of the 268 participants, 147 (55%) were 

DNP students, and 121 (45%) of the participants were clinical or counseling psychology doctoral 

programs. Of the 121 professional psychology students, 76 were from counseling psychology 

doctoral programs, and 45 participants were from clinical psychology doctoral programs. 

Instruments 

Two instruments were used to test the study’s hypotheses: (a) Attitudes towards 

Interprofessional Health Care Team scale (AIPHCT; Heinemann, Schmitt, & Farrell, 2002) and 

(b) the Attitude towards Interprofessional Education scale (AIPE; Curran et al., 2008).  In this 

study, interprofessional team-based care was operationally defined as a score on the AIPHCT, 

and interprofessional education was operationally defined as a score on the AIPE.  Prior 
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experience engaging in interprofessional collaboration and interprofessional team-based care, 

exploring clinical training opportunities within programs, and demographic variables were also 

assessed.   

Attitudes towards Interprofessional Health Care Teams Scale (AIPHCT). The 

Attitudes towards Interprofessional Health Care Teams scale (AIPHCT), originally created by 

Heinemman et al. (2002), and adapted by Curran, Sharpe, and Forristall (2007), includes 14 

questions assessing attitudes towards working with others on a health care team. Questions are 

answered using a five-point Likert scale (1=strongly disagree, 2= disagree, 3= neither agree nor 

disagree, 4= agree, 5= strongly agree), with example (paraphrased) questions including, (a) 

patients treated by a health care team are more likely to be treated as a whole person and (b) 

health professionals working as a team are better able to identify the emotional needs of patients 

(Heinemman et al., 2002). After both exploratory and confirmatory factor analyses, researchers 

have identified two factors: (a) quality of care, and (b) time constraints (Curran et al., 2007; 

Heinemman et al., 2002). Quality of care was defined as the attitudes towards the importance of 

the health care teams regarding patient care. Time constraint was defined as the attitudes towards 

the efficiency of a health care team is (Heinemann et al., 2002). 

 Psychometric properties evaluated include internal consistency and test-retest reliability 

scores, content validity, construct validity, and concurrent validity. When assessing content 

validity, Heinemann, Schmitt, Farrell, and Brallier (1999) originally created a focus group 

comprised of nurses, physicians, and one social scientist, resulting in a 95% agreement regarding 

the appropriateness of the scale’s questions. Heinemann et al. found the internal consistency 

Cronbach alpha scores as follows: quality of care: a =0.90 and time constraints a = 0.85. The 

authors found test-retest correlations, using a sample of nurses as follows: quality of care r=.71 
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(p< .001) and time constraints r=.42 (p< .05), although the authors noted further research is 

needed assessing reliability over time with additional samples (Heinemann et al., 1999). Curran 

et al. (2008) found the overall Cronbach alpha was 0.83. Other researchers have supported a two-

factor solution based on their studies, providing additional construct validity (Hyer, Fairchild, 

Abraham, Mezey, & Fulmer, 2000; Ko, Bailey-Kloch, & Kim, 2014). Concurrent validity was 

tested using the correlation between the AIPHCT and Clutter and Sachs (1990) semantic 

differential scale on attitudes towards health care teams (r= .60, p<.001). Based on the 

psychometric properties, it appears the AIPHCT has moderate to high reliability and moderate 

validity.  

Attitudes towards Interprofessional Education (AIPE). The Attitude towards 

Interprofessional Education scale (AIPE; Curran et al., 2008) is an adapted scale from the 

original scale, the Readiness for Interprofessional Learning Scale created by Parsell and Bligh 

(1999). The AIPE includes 15 items, using a five-point Likert scale (1=strongly disagree, 2= 

disagree, 3= neither agree nor disagree, 4= agree, 5= strongly agree). Parsell and Bligh utilized 

social psychology theory, adult learning theory, and research on group dynamics to develop this 

measure. Curran et al. (2008) identified a one-factor solution for their adapted scale, with items 

assessing students’ attitudes towards working with a team of other students, along with 

evaluating the degree a student identifies with his/her own discipline. As opposed to the 

AIPHCT, this measure is geared more towards students’ readiness to learn from other health care 

students. Example (paraphrased) questions include, (a) working with other students is a waste of 

my time, and (b) clinical skills are best learned from individuals within my own discipline 

(Curran et al., 2008; Parsell & Bligh, 1999).  
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 Psychometric properties include internal consistency, content validity, construct validity, 

and concurrent validity (Curran et al., 2008; Parsell & Bligh, 1999). Content validity was 

assessed by a group of experts from various health professions who were in agreement about the 

face validity of this measure, although limited additional information was provided. Internal 

consistency was assessed, yielding a Cronbach alpha score of a = .91 (Curran et al., 2008). 

Finally, concurrent validity was measured using the Interprofessional Relationship Scale, (r= .72 

p<.01) (Pollard, Miers, & Gilchrist, 2005b).   

 Demographic and program training information. Participants responded to questions 

about their age and gender, along with information relevant to their training program, such as 

program type, name of department, and clinical experiences. Participants responded to questions 

about their previous interprofessional health care training opportunities provided by their specific 

doctoral program, including the estimated number of hours of past interprofessional collaborative 

experience and the estimated number of hours of past team-based care experience. Prior to 

estimating the number of hours of interprofessional collaboration, participants were provided the 

IPEC (2011) definition of interprofessional collaborative practice. Participants were also 

informed of the specific IPEC (2011) definition of interprofessional team-based care prior to 

estimating the number of hours working on a health care team, as can be seen in Appendix D. 

Given that these definitions are often used interchangeably in the research (Curran et al., 2008), 

it was important that participants be informed of these two unique definitions in order to provide 

the best estimation of hours.  

Procedure 

 The instrument and demographic sheet were administered to participants using a 

convenience sampling procedure to reach doctor of nursing practice students, counseling 
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psychology doctoral students, and clinical psychology doctoral students. There are 262 

accredited DNP programs, 72 APA accredited counseling psychology programs, and 237 APA 

accredited clinical psychology programs. It was determined that a minimum of 30 participants 

from each of the three groups was needed to maintain adequate power (VanVoorhis & Morgan, 

2007). Thus,  63 counseling psychology programs, 69 DNP programs and 88 clinical psychology 

programs were contacted with the goal of recruiting at least 30 participants from each of the 

three groups. Nine counseling psychology programs were eliminated (8 were combined 

programs indicating that they weren’t exclusively counseling psychology programs; the ninth 

was the author’s home program).   Given the significantly larger number of DNP and clinical 

psychology programs, individual programs within these two groups were chosen at random to 

minimize threats to internal validity, until each group had at least 30 participants (see recruitment 

flowchart in Figure 1 in Appendix A ). 

 Directors of training for all three specialties were contacted individually via email, 

requesting participation from their respective doctoral students. Training directors then 

forwarded a Qualtrics link containing electronic copies of the questionnaires. The electronic 

questionnaire was prefaced with a cover letter explaining the purpose and nature of the study. 

Participants were informed that the aim of the study is to gather data on both experience working 

with health professionals and overall attitudes towards working collaboratively with other health 

care students and health care teams. Participants were informed that the questionnaires are being 

administered as part of the researcher’s doctoral dissertation study, participation is voluntary, all 

responses will remain anonymous, and results will only be reported as group data. Responding to 

the questionnaire was estimated to take 20 minutes or less. Participants were also directed to a 

separate questionnaire to be given the opportunity to enter a random drawing for a chance to 
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receive one of twenty $10 Amazon.com gift cards. Participants selected to receive a gift card 

were notified at the close of data collection.   

Research Design 

 This study is a non-experimental survey research performed at a single point in time. A 

univariate analysis of variance (ANOVA) was used based on its ability to perform contrasts to 

see which levels within the independent variable differ from each other. According to Huberty 

and Morris (1989), multiple univariate ANOVAs are appropriate when the research is somewhat 

exploratory, when prior studies on the dependent variables have utilized multiple univariate 

ANOVAs, and when outcome variables are not necessarily related to each other (Huberty & 

Morris, 1989), all of which are true for this research, as well as prior research assessing these 

constructs (Curran et al., 2008).  There are three main assumptions for an ANOVA: samples are 

independent, data is normally distributed, and variances are homogenous (Coladarci, Cobb, 

Minium, Clarke, & 2011).  

 In this study, the independent variable, or program type, contains three levels—DNP 

students, counseling psychology doctoral students, and clinical psychology doctoral students. 

The dependent variables are (a) estimated number of hours of interprofessional collaborative 

practice, meaning time spent working with other health care professionals, (b) estimated number 

of hours of interprofessional team-based care (c) attitudes towards interprofessional education, as 

measured by the AIPE (Curran et al., 2008), and (d) attitudes towards interprofessional team-

based care, as measured by the AIPHCT scale (Heinemann et al., 2002). 

Results 

A total of 335 participants responded to this study. However, 34 DNP students, 16 

clinical psychology, and 17 counseling psychology students did not complete one or both 
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surveys. Based on the structure of the Qualtrics items, participants could not complete the survey 

unless every item within an instrument was answered. Therefore, these 67 participants were 

removed due to incomplete responding of at least one of the two instruments. A total of 268 

participants were thus included in this study. Of the 268 participants, 55% were doctor of nursing 

practice students, and 45% were clinical or counseling psychology doctoral students. Of the 

professional psychology students, 28% were from counseling psychology doctoral programs and 

17% were from clinical psychology doctoral programs, as seen in  Figure 1 and Table 1.  

Descriptive Statistics 

Of the professional psychology students, 75% were from Ph.D. programs, and 25% were 

from Psy.D programs. As seen in Table 2, 73% of the psychology participants were from training 

programs that implement a scientist practitioner training model. Various questions were asked of 

participants regarding their past and current clinical practicum experiences, internship sites of 

most interest, and future job sites of interest. Participants were able to choose more than one 

option for each question. As seen in Table 3, amongst counseling psychology participants, 71.1% 

had practicum experiences in university counseling centers, 30.3% in veteran affairs medical 

centers (VAMC), and 29.0% had experience in community mental health centers, which were the 

top three most common practicum sites for these participants. Amongst clinical psychology 

students, 51.1% had experience in community health centers, 35.6% in university counseling 

centers, and 33.3% in medical clinics or hospitals. 

In terms of future predoctoral internship sites of interest, there is evidence that counseling 

psychology students possess an interest in working in a health-related setting, as seen in Table 4. 

Specifically, amongst counseling psychology participants, 30.3% identified VAMC sites, 21.1% 

chose academic health centers, 27.6% expressed an interest in community health centers, and 
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11.8% of participants identified medical schools as internship sites of interest. Amongst clinical 

psychology student participants, 42.2% chose VAMC sites, 15.5% identified academic health 

centers, 20.0% chose community health centers, and 24.4% expressed an interest in medical 

schools as potential internship sites.  

As seen in Table 5, amongst counseling psychology participants, 50.0% identified 

university counseling centers, 27.6% identified independent practice, and 25.0% chose 

community mental health centers as prospective future job settings. Amongst clinical psychology 

participants, 48.9% chose independent practice, 42.4% chose community mental health centers, 

and 42.2% chose general hospitals as prospective future job settings.  

Estimates of the time spent engaging in interprofessional collaborative practice and team-

based care varied greatly amongst the three groups. Whereas most clinical and counseling 

psychology students’ clinical experience was limited to their doctoral training, many of the DNP 

students reported years of experience working in some form of medical setting. As seen in Table 

6, the total mean hours for interprofessional collaborative practice was 682.60, with DNP 

students having the highest mean of 915.33 hours, followed by clinical psychology who had a 

mean of 440.98 hours, and counseling psychology students with a mean of 387.60 hours. The 

total mean hours for team-based care was 514.04 hours, with DNP students having the highest 

mean of 717.14 hours, followed by clinical psychology students who had a mean of 297.20 

hours, and counseling psychology students who had a mean of 259.95 hours. 

ANOVA 

Separate, individual univariate analysis of variance (ANOVA) tests were run to assess for 

differences between DNP students, counseling psychology doctoral students, and clinical 

psychology doctoral students, specifically evaluating the two hypotheses addressing differences 



INTEPROFESSIONAL EDUCATION AND COLLABORATION                29 

in (1) attitudes towards interprofessional education and (2) attitudes towards team-based care. 

The assumption of homogeneity of variances was met for both the responses on the attitudes 

towards interprofessional education questionnaire (p = .68) and the attitudes towards health care 

teams questionnaire (p = .20) (see Table 8). Populations were independently sampled, meeting a 

second necessary ANOVA assumption. Additionally, the data for both dependent measures 

appeared normal initially, with skewness (-.10 for interprofessional education and -.18 for health 

care teams) and kurtosis (.73 interprofessional education and .15 health care teams) within 

normal limits (see Table 7). Though, the Kolmogorov-Smirnov and Shapiro-Wilk statistic test of 

normality indicated the data set significantly differed from a normal curve (p < .05). However, 

ANOVA is known to be able to tolerate violations to assumptions, particularly with non-normal 

samples, given its robustness (Hays, 1988; Howell, 1992; Maxwell & Delaney, 1990). Research 

has shown that moderately non-normal data sets still will not yield a false positive (Glass, 

Peckman, & Sanders, 1972; Harwell, Rubinstein, Hayes, & Olds, 1992; Lix, Keselman, & 

Keselman, 1996). Therefore, considering the skewness and kurtosis are still within limits of 

normality for the data on the two attitudes questionnaires, it was decided to continue to utilize 

separate, individual univariate ANOVAs to assess the two hypotheses.  

As can be seen in Table 9, there was no significant difference between DNP students, 

clinical psychology doctoral students, and counseling psychology doctoral students in their 

attitudes towards interprofessional education, F(2,265) = 0.38, p = .68, contradicting HA3, which 

hypothesized there would be a significant difference between the three groups in attitudes 

towards interprofessional education.  DNP students, clinical psychology, and counseling 

psychology students had no major differences in their attitudes towards interprofessional 

education. 
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 However, there was a significant difference in attitudes towards team-based care.  Post-

hoc Scheffe analysis revealed a statistically significant difference between DNP students and 

both groups of psychology students, F(2,265) = 17.51, p = <.001. There was a statistically 

significant difference between DNP students and clinical psychology doctoral students (p < 

0.01), and there was a statistically significant difference between DNP students and counseling 

psychology doctoral students (p < 0.01). More specifically, DNP students had more positive 

attitudes towards team-based care than clinical and counseling psychology students, all of which 

support the fourth hypothesis (HA4) in this study (see Table 10). DNP students appeared to value 

the importance of treating patients from a team-based approach more than counseling and 

clinical psychology students.  There were no differences in attitudes toward team-based care 

between clinical and counseling psychology doctoral students, (p = 0.93).    

In evaluating the data on hours of experience with team-based care and interprofessional 

collaboration, a few of the necessary one-way ANOVA assumptions were notably violated. In 

both the data for interprofessional collaborative experience and team-based care experiences, the 

data violated the assumption of normality, as evidenced by the significant amount of skewness 

and kurtosis (see Table 7). Additionally, the assumption of homogeneity of variances for both 

interprofessional collaborative hours and team-based care hours was also violated (see Table 8). 

While ANOVA is a robust measure, only moderate assumption violations can be tolerated (Lix, 

1996). To compare the number of hours, I used a non-parametric test due to the aforementioned 

assumption violations, which is an accepted alternative to a univariate ANOVA when one or 

more assumptions are violated (Coladarci et al., 2011). Since non-parametric tests are not based 

on parameters or assumptions about the underlying data, this is a better option. Non-parametric 

tests are just as powerful as traditional tests, and under situations of violated assumptions can be 
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more powerful. The only assumption of these tests is the assumption of independence, which is 

met (Coladarci, et al., 2011).  

According to the non-parametric independent samples Kruskal-Wallis Test, (see Table 

11), there was a significant difference in the number of interprofessional collaborative hours 

between DNP, clinical psychology doctoral students, and counseling psychology doctoral 

students F(2,265) = 8.26; p = 0.02, which supports the first hypothesis of this study. Pairwise 

comparisons show there was a significant difference between clinical psychology doctoral 

students and DNP students in hours experienced engaging in some form of interprofessional 

collaborative practice, p = 0.03. There was also a significant difference between counseling 

psychology doctoral students and DNP students in hours of interprofessional collaborative 

experience, p = 0.001, with DNP students (M = 915.33; SD = 2,596.89) accruing more hours of 

experience engaging in interprofessional collaboration compared to both clinical psychology (M 

= 440.98; SD = 697.45), and counseling psychology students (M = 387.60, SD = 640.65), as 

expected. Finally, there was no significant difference between counseling and clinical 

psychology students in number of hours (p = 0.63), which contradicted the anticipated finding 

that clinical psychology students would have more hours of experience engaging in 

interprofessional collaborative practice in a health care setting compared to counseling 

psychology students (HA1). This suggests DNP students are gaining more experience 

collaborating with other health professionals compared to clinical and counseling psychology 

students, who did not differ in their amount of experience. 

An independent samples Kruskal-Wallis test was also run to assess for differences in 

hours experienced engaging in team-based care (see Table 11). Based on this non-parametric 

test, there was a significant difference in the number of team-based care hours between DNP 
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students (M = 717.14, SD = 2,644.12), clinical psychology students (M = 297.20, SD = 697.45), 

and counseling psychology students (M = 259.95, SD = 467.15), F(2,265) = 12.33; p = 0.002, as 

predicted in the second hypothesis. Pairwise comparisons show there was a significant difference 

between counseling psychology doctoral students and DNP students in hours of team-based care 

(p = 0.007), which was predicted in the second hypothesis. There was no significant difference 

between counseling and clinical psychology students in number of hours of team-based care (p = 

0.60), which contradicted a portion of the second hypothesis, asserting clinical psychology 

students would have more experience in team-based care. Lastly, there was no significant 

difference between clinical psychology doctoral students and DNP students in hours experienced 

engaging in team-based care (p = 0.08), which also contradicted the second hypothesis, which 

predicted DNP students would have more hours engaging in team-based care compared to 

clinical psychology students. This finding suggests DNP students received significantly more 

hours engaging in team-based care than counseling psychology students, although counseling 

and clinical psychology students did not differ significantly in their experience engaging in team-

based care. 

Discussion 

 The nursing profession has historical roots as a well-established member of the health 

care team and is continuing to focus its attention on interprofessional education to train nursing 

students to be effective members of health care teams (NLN, 2015). However, counseling and 

clinical psychology specialties are more recently focusing their efforts on training doctoral 

students to function in a health care environment, with much anticipation that the future of 

professional psychology will continue to integrate more into these settings (HSPEC, 2013).  
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This is the first study to date exploring the differences between two specialties within 

professional psychology regarding attitudes towards interprofessional education and 

interprofessional team-based care. There was no significant difference between DNP, clinical 

psychology, and counseling psychology doctoral students in their attitudes towards 

interprofessional education, which suggests all three groups are similarly open to the idea of 

learning in an environment with students from other health disciplines. However, there was a 

significant difference between DNP, clinical psychology doctoral students, and counseling 

psychology doctoral students in their attitudes towards team-based care. DNP students held a 

more positive attitude towards working on a health care team compared to both clinical and 

counseling psychology doctoral students, who did not significantly differ in their attitudes. While 

all three groups were open to learning in an environment with other health disciplines, DNP 

students held more positive attitudes towards team-based care compared to counseling and 

clinical psychology students, who did not differ in their attitudes.  

Further, as predicted, DNP students had a significantly greater number of hours working 

in an interprofessional collaborative setting compared to clinical and counseling psychology 

students. Clinical and counseling psychology students did not differ in the number of hours 

engaging in team based care or working in an interprofessional collaborative health-care setting. 

While DNP students had significantly more hours of team-based care experience compared to 

counseling psychology students, DNP students did not differ significantly from clinical 

psychology students in team based care hours, a finding that contradicts the original hypothesis. 

This finding could explain the recent influx in publications from the DNP profession 

emphasizing the need for other health professions to recognize their role on the health care team, 

as well as implementing interprofessional educational initiatives within training programs (NLN, 
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2015). Overall, these results suggest the possibility that nursing students have more opportunities 

working in a health-related setting than professional psychology students, whereas there is no 

major difference in the amount of experiences for clinical or counseling psychology students.  

Other notable findings from this study include the overlap of interest between both 

clinical and counseling psychology doctoral students in future predoctoral internship sites and 

job settings. This overlap occurs in both directions, with counseling psychology students 

expressing an interest in more typical clinical psychology sites (e.g., medical centers), and 

clinical psychology students expressing an interest in more typical counseling psychology sites 

(e.g., university counseling centers). For instance, 35.5% of the counseling psychology students 

voiced intentions of applying to community mental health centers for internship, and 37.8% of 

clinical psychology students expressed the same interest. Clinical psychology students also 

voiced an interest in applying to a university counseling center (UCC) for internship (26.7%) and 

post-doctoral employment (20.0%), which is a site that generally is considered more congruent 

with the goals and population of interest within the counseling psychology specialty (APA, 2015; 

Shivy et al., 2007). Further, 23.7% of counseling psychology students chose Veterans Affairs 

Medical Center as a future job site, and 26.7% of clinical psychology students chose this same 

option.  

Strengths and Limitations  

One limitation of this study includes the sample size. There is a total of 237 APA 

accredited clinical psychology programs, 72 APA accredited counseling psychology doctoral 

programs, and there are 262 accredited doctoral nursing practice programs, making it difficult to 

obtain a large sample size without making the three groups entirely unequal. This convenience 

sampling method does not provide a thorough representation of the entire population. A random 
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sample would maximize representativeness, but randomization was not the most feasible method 

to use given the resources available. Therefore, it may be difficult to generalize the findings to 

DNP programs or counseling and clinical psychology training programs. Further, the majority of 

participants were female, limiting the generalizability to the male population within these 

professions. Additionally, the method utilized to inquire upon the total number of hours accrued 

for team based care and interprofessional collaboration is another limitation. Students might have 

had a difficult time estimating their hours, and DNP students often had many years of prior 

experience working as a nurse before beginning their doctoral program, thus making it that much 

more difficult to estimate. For example, the highest number of team-based care hours for DNP 

students was 32,640 hours, as compared to clinical psychology’s average of 2,880 hours and 

counseling psychology’s average of 1,920 hours. Therefore, various participants, most notably 

the DNP students, appeared to struggle in generating a response, particularly those students who 

had careers as nurses prior to beginning their doctorate.    

However, this study represents one of the first empirical efforts to focus on 

interprofessional education within health service psychology programs, as compared to the 

nursing profession, which generally has a longer history of research and involvement in 

interprofessional education (Zorek & Raehl, 2013). This research was also the first to date to 

investigate differences in counseling and clinical psychology doctoral students’ attitudes towards 

collaborating with other health professionals as part of a health care team. Given the number of 

articles suggesting the overlap between counseling and clinical psychology specialties (Neimeyer 

et al., 2011; Nicholas & Stern, 2011; Shivy et al., 2007), the lack of research evaluating the 

differences in training programs is surprising, which is another strength of this study.  
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Implications for Theory, Research, and Practice 

This study presents important implications for theory, research, and training of 

professional psychology students. First, the results highlight the relevance of Allport’s contact 

theory (Allport, 1954) to professional psychology training programs. Nursing students had more 

experience working with other health professionals, and they also had more positive attitudes 

towards team-based care compared to professional psychology students. This could be reflective 

of the longstanding history nursing has as a member of the health care team (NLN, 2015), as 

compared to clinical and counseling psychologists. It is also noteworthy to mention there was a 

far greater number of DNP responses compared to clinical or counseling psychology responses. 

This could merely be a product of the saturation of psychology dissertation surveys sent out to 

clinical and counseling psychology students, as compared to DNP students, who might not 

receive these surveys as frequently. Simply stated, psychology students might be more prone to 

ignore requests to participate in research studies, as compared to DNP students, who might not 

receive as many offers. Alternatively, the higher number of DNP responses could be reflective of 

a greater willingness to engage in interprofessional collaborative practice, as compared to 

psychology programs, which would support the results of this study.  Additionally, DNP students 

were older in age, and had more years of work experience, compared to clinical and counseling 

participants. This could impact a more positive attitude towards health care teams compared to 

the psychology participants. As identified by Gordon Allport’s theory (Allport, 1954), and 

supported by IPEC (2011), one way to improve positive feelings between differing groups is by 

increasing one’s contact and understanding of those different groups. Therefore, exposing 

professional psychology doctoral students to additional health-related courses, and training 
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opportunities in health settings, as well as opportunities to work with students in other health 

professions, may improve attitudes and preparedness to work in integrated health care settings.  

The results of this study can pave the way for future research assessing professional 

psychology training programs and their ability to meet required competencies. While the 

contributors of HSPEC (2013) emphasized the importance of working interprofessionally with 

health providers, there is a need for the development of evaluative measures to assess whether 

programs are meeting the required competencies. Future research can continue to expand upon 

this study by looking more at the specific practicum experiences of counseling and clinical 

psychology doctoral students. Training programs amongst health professions are implementing 

experiential opportunities for students from varying health disciplines to work together on case 

studies, as if they were collaborating as an integrated health care team (Mohaupt et al., 2012). 

Future researchers may want to implement a program and assess the benefits of such an 

experiential training activity and its value for psychology students. Additionally, it would be 

helpful to assess the attitudes of counseling and clinical psychology faculty within doctoral 

programs regarding the importance of health care teams. Prior researchers have examined the 

attitudes of nursing and medical faculty members in these areas to better identify any possible 

influence they may have on the attitude and training of students (Mohaupt et al., 2012). 

However, no studies exist examining these attitudes amongst the faculty of professional 

psychology doctoral programs. It will also be beneficial to continue to research whether a link 

exists between interprofessional education and the impact it may have on patient care and health 

care costs. 

Many psychologists have recognized the importance of conducting outcome research 

supporting the necessary role psychologists play on the health care team (Buckley et al., 2012). 
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However, it is even more important that this concept be well understood and supported by 

professional psychology doctoral students, who represent the new wave of psychologists. With 

the continual changes in managed care and health care in general (Rozensky, 2013), it is 

necessary to further find support in psychologists’ role in the health care system. Psychology 

researchers have devoted time in studying the benefits of psychological interventions in 

influencing overall physical health and lowered medical costs (Katon, 1995; Katon et al., 1995; 

Rozensky, 2013). Nevertheless, very little research, if any, has focused on the training of 

psychologists, particularly in doctoral programs, for these integrated environments. If 

professional psychologists hope to be a valued member of the health care team, it will be 

important to provide additional educational opportunities within clinical and counseling 

psychology programs to improve attitudes towards team-based care and increase exposure to 

integrated medical settings.  

Considering the definition of health service psychology (HSPEC, 2013), this study could 

provide some evidence in the overlap that exists, even early in training, between clinical and 

counseling psychology specialties in their emphasis on health. Despite the historically divergent 

focuses between clinical and counseling specialties (Watkins, 1983), research supporting this 

difference is far less pronounced than it once was (Neimeyer et al., 2011), which has 

implications for training programs and internship settings. More specifically, if counseling and 

clinical psychology doctoral programs, along with internship sites, are selectively choosing 

students based on these historical differences in specialty, yet these differences are not reflected 

in the actual experiences or future career interests, then it may be time to reevaluate the selection 

criteria as well. This is especially important for counseling psychology programs. The results of 

this study provide evidence supporting the interest counseling psychology students have in 
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applying to internship sites with a health focus, including academic health centers, medical 

schools, state/county/public hospitals, and VAMC sites. Given the results, it may be prudent for 

internship sites in health care settings to consider both clinical and counseling psychology 

students in their selection process, rather than focusing more on clinical psychology students 

(Cobb et al., 2004). Finally, if the nursing profession is calling to action nursing programs to 

become more invested in interprofessional education—citing the difficulty in developing models 

for team-based learning (NLN, 2015)—it is also important that psychology training program 

become more invested in interprofessional education. It will be important for doctoral counseling 

and clinical psychology programs to address these same obstacles to implement and enhance 

interprofessional education.  
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Figure 1. Participant recruitment. 
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Table 1 

Participant demographics and program information 

     Range    M    (SD) 

Age (years)    21-63    31.2 (8.8) 

   Doctor of Nursing Practice  22-63    35.1 (9.6) 

   Counseling Psychology  21-40    27.2 (3.9)         

   Clinical Psychology   21-59    27.8 (7.1) 

 

Years in Program 

   Counseling Psychology     1-7    2.8 (1.6)    

   Clinical Psychology     1-7    3.1 (1.7) 

  

Gender       N       Percentage 

   Female (Total)    223     82.8 

 Doctor of Nursing Practice     129     87.8 

 Counseling Psychology            58       76.3 

 Clinical Psychology    36     80.0 

   Male (Total)      45     16.8 

Doctor of Nursing Practice   18     12.2 

 Counseling Psychology   18     23.7 

 Clinical Psychology                 9     20.0 

Program Type 

   Doctor of Nursing Practice             147     54.9 

   Counseling Psychology              76     28.4 

   Clinical Psychology               45     16.7 
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Table 2 

Professional Psychology Participant Information 

  N        Percentage 

   Counseling Psychology   76    62.8 

   Clinical Psychology    45    37.2 

 

Training Model  

  Scientist practitioner   88    72.7 

  Clinical Scientist               3      2.3 

  Practitioner-Scholar              21    17.4 

  Scholar-Practitioner               9     7.0 

Degree Type 

    Ph.D.       91    75.2 

    Psy.D.      30    24.8 
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Table 3 

Professional Psychology Practicum Experience  

Counseling psychology  Clinical psychology 

            N       Percentage     N      Percentage 

VA Medical Center:     23        30.3       11        24.4 

Medical Clinic/Hospital:    11        14.4       15        33.3 

University Counseling Center:   54        71.1       16        35.6 

Community Mental Health Center:  22        29.0       23        51.1 

Private Practice:       1          1.3        5         11.1 

Child Guidance Clinic:      0          0.0        3           6.7 

Department/School Clinic:    12        15.8        9         20.0 

Forensic/Justice (Jail):      4          5.3        5         11.1 

Inpatient Psychiatric Hospital:     3          3.9                    8         17.8 

Outpatient Psychiatric Clinic/Hospital:   4          5.3        6         13.3 

Partial Hospitalization/ 

Intensive Outpatient Program:    4          5.3           3           6.7 

Residential/Group Home:      2          2.6                              3           6.7 

Schools:        2          2.6        3           6.7 
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Table 4 

Professional psychology Students: Future Predoctoral Internship Sites 

Counseling psychology  Clinical psychology 

            N         Percentage     N         Percentage 

Academic Health Center:    16         21.1      7      15,5 

Armed Forces Medical Center:    7            9.2      5            11.1 

Child/Adolescent Psychiatric or Pediatrics:    6            7.9    23      51.1 

Community Health Center   21         27.6     9       20.0 

Community Mental Health Center:   27         35.5    17      37.8 

Consortium:      8          10.5    10      22.2 

Medical School:      9          11.8    11      24.4 

Prison or Other Correctional Facility:   4            5.3      8      17.8 

Private General Hospital:     9          11.8    12       26.7 

Private Outpatient Clinic:     8          10.5    11       24.4 

Private Psychiatric Hospital:    8          10.5    16       35.6 

School District:      3            3.9      4         8.9 

State/County/Other Public Hospital:   18         23.7    10       22.2 

University Counseling Center:   43         56.6    12       26.7 

Veterans Affairs Medical Center:    23         30.3    19      42.2 

Other:         2           2.6     3               6.7 
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Table 5 
Professional Psychology Students: Future Job Settings 

 Counseling psychology  Clinical psychology 

            N       Percentage     N      Percentage 

Community Mental Health Center:             19            25.0    19           42.2 

Health Maintenance Organization:     4              5.3        1        4.4 

Medical Center:            13     17.1          22       48.9 

Military Medical Center:        9            11.8              5       11.1 

Private General Hospital:        7            9.2           15       33.3 

General Hospital:            13         17.1      19       42.2 

Veterans Affairs Medical Center:        18          23.7      12       26.7 

Private Psychiatric Hospital:       4        5.3      12       26.7 

State/County Hospital:        8      10.5        5       11.1 

Correctional Facility:         2        2.6        9       20.0 

School District/System:        5        6.6        4         8.9 

University Counseling Center:         38      50.0             9       20.0 

Academic Teaching Position 

     Doctoral program:            16      21.1             2    4.4 

     Master’s program:         4        5.3        2    4.4 

     4-year college:         5        6.6        3    6.7 

     Community/2 yr. College:      1        1.3        1         2.2 

     Adjunct professor:         8      10.5        1    2.2 

     No Preference:         4        5.3        6       13.3 

Independent Practice:            21      27.6           22       48.9 

Academic Non-Teaching Position:     3        3.9        1    2.2 

Medical School:         5        6.6             7       15.6 

Other: 

     Consulting:         7         9.2        4          8.9 

     Athletic department:        2       2.6        0              0.0 

     Legislative affairs        0      0.0        1    2.2 

     Unsure         0      0.0        1      2.2 



INTEPROFESSIONAL EDUCATION AND COLLABORATION                54 

Table 6 

Scale Means, Standard Deviations, and Ranges          

               M             SD              Range                   

Attitudes towards Interprofessional Education (Overall)       59.56           5.34                1-75        

 Clinical Psychology                            59.04           5.38  

 Counseling Psychology     59.41           4.92 

 Nursing (DNP)      59.80           5.56 

 

Attitudes towards Team Based Care (Overall)              52.43           4.70               1-70 

Clinical Psychology                            50.92           4.07 

 Counseling Psychology                50.61           4.30 

 Nursing (DNP)                 52.43           4.64 

   

               M                SD                   

Team Based Care Hours (Total)              514.04          1987.54       0 - 32,640  

 Clinical Psychology               297.20           618.47 

 Counseling Psychology              259.95           467.15 

 Nursing (DNP)               717.14          2644.12 

Interprofessional Collaboration Hours (Total)            682.60          2046.36       0 - 32,640  

 Clinical Psychology               440.98           697.45 

 Counseling Psychology              387.60           640.65 

 Nursing (DNP)               915.33          2596.89 
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Table 7 

Tests of Normality 

         Skewness                    Kurtosis             

Attitudes towards Team Based Care               -0.18   0.15   

Attitudes towards Interprofessional Education           -0.10   0.73              

Interprofessional Collaboration Hours                       12.45             189.01       

Team Based Care Hours                          14.16                       226.77 

 

                Kolmogorov-Smirnov           Shapiro-Wilk  

                  Statistic   Sig.           Statistic    Sig. 

Attitudes towards Team Based Care      .08        .001  .99         .01 

Attitudes towards Interprofessional Education      .11     .000  .97         .00 
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Table 8 

Levene’s test of equality of error variances    

Levene Statistic         Sig.    

Attitudes towards Team Based Care   1.65                0.20 

Attitudes towards Interprofessional Education   0.38                0.68 

Interprofessional Collaboration Hours  2.40               0.09 

Team-Based Care Hours    2.56               0.08 
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Table 9 

One-Way ANOVA    

 df  F  Sig.    

Attitudes towards Team Based Care                        2  17.51               0.00 

Attitudes towards Interprofessional Education      2  0.38   0.68 
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Table 10 
 

Scheffe Post-Hoc Test: Attitudes Towards Team-Based Care  

Mean Difference           Sig     

Clinical               Counseling       0.31  0.93 

                            Nursing      -2.94  0.00     

Counseling     Clinical      -0.31  0.93  

                            Nursing      -3.26  0.00     

Nursing     Clinical       2.94  0.00 

      Counseling       3.26  0.00 
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Table 11 

Independent Samples Kruskal-Wallis Test          

df    Test Statistic    Sig.   

Team Based Care Hours    2        12.33   0.002 

Interprofessional Collaboration Hours  2         8.26     0.02 

     

Pairwise Comparisons of Programs:  

Interprofessional Collaboration Hours     Test Statistic    Sig.  

 Counseling-Clinical   7.03       .630  

 Counseling-Nursing   -36.35        .001  

 Clinical-Nursing   -29.32       .026  

 

 

Team Based Care Hours             Test Statistic    Sig.  

 Counseling-Clinical   7.98       .603  

 Counseling-Nursing           -31.87           .007  

 Clinical-Nursing           -23.90       .084  
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Appendix B 

Review of Literature 

Health Service Psychology Students’ Readiness for Interprofessional Collaboration 

As explained in the Patient Protection and Affordable Care Act (ACA; Public Law No: 

111-148, Mar 23, 2010), changes in healthcare have influenced an increase in the development 

of interprofessional organizations aimed at delivering more cost-efficient, high quality health 

services (Rozensky, 2013). With the rising recognition of the value of health care teams (Blount 

et al., 2007), training programs for health professionals are including interprofessional education 

opportunities aimed at teaching students to effectively work with other health professionals 

(IPEC, 2011). Considering the role professional psychologists play in the provision of health 

services, the American Psychological Association formulated a group known as the Health 

Service Psychologist Education Collaborative to identify health service psychology’s core 

competencies, many of which specifically address interprofessional collaboration (HSPEC, 

2013).  

Researchers assessing outcomes of interprofessional education initiatives have evaluated 

students from various health disciplines, including medicine, nursing, dentistry, and 

physiotherapy students (Harward, Tresolini, & Davis, 2006; Parsell & Bligh, 1999). However, no 

studies exist evaluating students from professional psychology training programs in their ability 

to collaborate with other health professionals. In this study, attitudes towards interprofessional 

education and attitudes towards interprofessional team-based care will be compared between 

nursing students, counseling psychology doctoral students, and clinical psychology doctoral 

students. The aim of this study is to identify whether or a not a difference exists between doctor 

of nursing practice (DNP) students, counseling psychology doctoral students, and clinical 
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psychology doctoral students regarding the respective experiences on a health care team, as well 

as their attitudes pertaining to the importance of team-based care and interprofessional education. 

Interprofessional Collaboration 

 The World Health Organization (2010) defined interprofessional collaborative practice as 

a setting where “multiple health workers from different professional backgrounds work together 

with patients, families, carers [sic] and communities to deliver the highest quality care” (p. 7). 

An interprofessional collaborative practice often involves health care professionals working 

together to share information and gain a holistic perspective on patient issues, considering 

biological, psychological, and social factors (Kelly & Coons, 2012). Similarly, interprofessional 

team-based care is defined as “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” (IPEC, 2011, p. 2).  

Interprofessional team-based care and interprofessional collaboration are two terms often 

used interchangeably within the existing literature (Curran, Sharpe, Forristall, & Flynn, 2008). 

However, team-based care is merely one form of interprofessional collaborative practice, which 

can be considered an umbrella term capturing various levels of integration (Blount, 2003; IPEC, 

2011). Many, less integrated, settings still engage in some form of interprofessional collaboration 

while refraining from implementing a team-based care approach to treatment (Blount, 2003). 

Interprofessional collaboration insinuates that at least two providers from different health 

professions are communicating about a patient and that patient’s health care needs, but 

interprofessional team-based care involves a small, intentionally created, team of health 

providers all working together to formulate a treatment plan (IPEC, 2011). More specifically, a 

health care team is comprised of professionals from various disciplines, including physicians, 
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nurse practitioners, physician’s assistant, nurses, care coordinators, behavioral health consultants, 

and dieticians (Strosahl, 2005). Within an integrated setting, the doctor-patient relationship is 

replaced by the team-patient relationship, where patients recognize their health care team is 

responsible for their care, and members of the team are all involved in the patient’s treatment 

planning (Strosahl, 2005). For the purpose of this study, it is important to distinguish between 

these two terms, recognizing it is possible to engage in frequent interprofessional collaborative 

practice with very little experience in team-based care. However, it is important to note that 

many researchers use the term interprofessional collaboration as synonymous to team-based care 

(Buckley et al., 2012; Curran et al., 2008).  

 Recent research has documented the benefits of interprofessional team-based care, 

including improvement in quality of care and cost reduction (Rozensky, 2013). Katon et al. 

(1995) found 74% of patients diagnosed with depression experienced a clinically significant 

improvement in symptoms when treated by an integrated health care team, compared to 44% of 

patients in usual care settings. Further, Katon (1995) found patients treated in an integrated 

setting had lower overall health care costs compared to those in usual care settings. While these 

research findings involve primary care, or the comprehensive and continuous care of patients, the 

same benefits apply to specialty care as well, or more intermittent care centered on a specific 

medical condition (Politi et al., 2011). Whether working in an integrated primary or specialty 

care setting, possessing an ability to collaborate with health professionals is not as simple as it 

may sound. “Health care settings can provide distinctive challenges…and require an 

understanding of the culture within which services are provided” (HSPEC, 2013, p. 424). Given 

the unique culture created by health care teams, a fully integrated practice often requires a 

paradigm shift, necessitating changes in attitudes, values, and overall work-dynamic of the health 
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care staff (D’Amour & Oandasan, 2005). One way to assist health professionals function better 

with other health care team members is through the promotion of interprofessional education 

(WHO, 2010). 

History of Interprofessional Education  

 Interprofessional education is designed to assist students in health professions to learn 

how to collaborate effectively as a health care team early in their training experience (WHO, 

2010). According to the World Health Organization, interprofessional education is defined as the 

opportunity for at least two students from different health disciplines to learn how to work 

together as a team and provide high quality, efficient patient care in an educational environment 

(WHO, 2010). For example, many interprofessional educational learning opportunities involve 

simulating a team-based care approach, where students from different health programs work 

together as a team to develop a treatment plan for a hypothetical patient (Buckley et al., 2012). 

Interprofessional education is advocated as a way to increase mutual respect amongst students 

from varying disciplines, while expanding their knowledge of the roles and responsibilities of the 

other members of the health care team (Curran et al., 2008). While these developed definitions of 

interprofessional education, interprofessional collaboration, and interprofessional team-based 

care are fairly recent, the focus on these issues dates back decades (IOM, 1972). 

In 1965, President Johnson signed into law Title XVIII and Title XIX of the Social 

Security Act, also known as the “Original Medicare” bill. This bill provided “hospital, post-

hospital extended care, and home health coverage to almost all Americans aged 65 or older…and 

providing states with the option of receiving federal funding for providing health care services to 

low-income children, their caretaker relatives, the blind, and individuals with disabilities” 

(Centers for Medicare and Medicaid Services, 2015, p. 2). Managed care organizations were 
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developed as a direct response to the rising costs of health care at the time (Gerig, 2007).  

Specifically, managed care is a broad term used to describe a collection of organizations that take 

charge of the delivery and financing of health services by implementing various mechanisms to 

ensure cost containment. Health maintenance organizations (HMOs) are a common form of 

managed care, where individuals are assigned a primary care physician. The primary physician 

then takes responsibility in making client referrals for other health services needed (Gerig, 2007). 

In 1962, Kaiser-Permanente, one of the largest HMOs in the U.S., was the first to address the 

need to include psychologists into the network of providers necessary for treatment. However, it 

wasn’t until 1997 that the inclusion of psychologists and behavioral specialists within integrated 

primary care clinics throughout the U.S. became more common (Tulkin & Guzman, 1999).  

By 1966, at least 19 million people were enrolled in Medicare. Following this influx of 

Medicare recipients came a growing concern of the quality of comprehensive health care 

(Centers for Medicare and Medicaid Services, 2015). In 1972, the Institute of Medicine issued a 

report titled, “Educating for the Health Team,” following their annual national conference, which 

comprised of 120 leaders from various health professions. The purpose of the conference was to 

highlight the importance of interdisciplinary education in preparing students to work effectively 

as a member of a health care team. Six main discussion topics were addressed within this 

conference. Examples of these topics include identifying which programs should receive 

interprofessional education opportunities and what educational requirements should be met to 

prepare students for team-based care. The IOM steering committee then provided 

recommendations aimed at varying levels of the educational system, from individual institutions 

to governmental policy makers to emphasize the importance of gaining the support from all 

parties (IOM, 1972). Following this 1972 report, there became a surge in funding requests from 
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universities to develop new academic health centers and fund medical residency programs 

(Brandt, 2015).   

Since the early 1970s, the Institute of Medicine has continued to produce publications 

emphasizing the importance of interprofessional collaboration, interprofessional education, and 

team-based care (IOM, 1999; IOM, 2001; IOM, 2003).  The 1999, 2001, and 2003 IOM 

publications all specified concern from leaders within the major health professions on the ability 

for its individual members to work together in health care teams. With a disjointed health care 

team, patient care will ultimately suffer, which contributes further to surges in overall health care 

costs (IOM, 1999; IOM 2001; IOM, 2003).  

Subsequently, in 2008, the Institute for Healthcare Improvement devised a framework, 

the IHI Triple Aim Initiative, to further acknowledge the importance of interprofessional 

collaboration and team based care in improving the health system’s level of effectiveness and 

efficiency (Institute for Healthcare Improvement, 2008). The IHI Triple Aim Initiative’s goals 

included improving patient’s quality of care, patient satisfaction, and the overall health of the 

general population, as well as reducing health care costs per capita (IHI, 2008).  

One year later, the Interprofessional Education Collaborative (IPEC) formed, comprised 

of the American Association of Medical Colleges, the American Association of Colleges of 

Nursing, The American Association of Colleges of Pharmacy, the Association of Schools and 

Programs of Public Health, The American Dental Education Association, and the American 

Association of Colleges of Osteopathic Medicine, to continue to promote interprofessional 

collaboration and interprofessional education (IPEC, 2011). IPEC (2011) published the Core 

competencies for interprofessional collaborative practice to provide recommendations for 
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interprofessional education and identify competencies necessary for successful interprofessional 

collaboration, which can be applied to a range of health disciplines (IPEC, 2011). 

 Following the IPEC (2011) publication on the core competencies for interprofessional 

collaborative care, changes in accreditation standards for health-related training programs began 

to take effect (Brandt, 2015). In 2012, the National Center for Interprofessional Practice and 

Education was developed to assess and promote the advancement of team-based care within the 

educational curricula of various health professions, with the overarching goal to improve patient 

care, lower costs, and improve health outcomes (NLN, 2015).  

Addressing the importance of lowered health care costs is pervasive throughout the 

development of interprofessional education initiatives. In 1960, annual health care costs were 

roughly $147 per person (Centers for Disease Control and Prevention, 2009), and health care 

payments for the U.S. totaled close to $42 billion (Mirin & Sederer, 1994). Roughly 20 years 

later, costs for health care increased 10-fold, totaling to $442.3 billion, and by 1992, costs were 

at $800 billion (Mirin & Sederer, 1994). Furthermore, costs for health care were increasing three 

times faster than the rate of inflation during the 1990’s (Polkinghorne, 2001). According to the 

Centers for Disease Control and Prevention (2009), annual health care costs totaled to 

approximately $8,680 per person in 2011. Moreover, the IOM has continued to disseminate 

reports urging varying health professions to work more efficiently and effectively to ensure cost 

savings (IOM, 2015).  

 The 2015 IOM report, “Measuring the impact of interprofessional education and 

collaborative practice and patient outcomes,” provided recommendations that researchers 

evaluate the link between interprofessional education, patient care, and lowered health care costs 

(IOM, 2015). According to the National League for Nursing, one factor affecting the success of 
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interprofessional education lies in the notion that many health providers have trained as silo 

providers, with little experience interacting with other health professionals within a health care 

team. Other obstacles to interprofessional education include logistical hindrances, including 

difficulty synchronizing schedules across varying programs, lack of physical workspace to allow 

for such collaboration, and conflicting curricula (NLN, 2015).  

Interprofessional Education Competencies 

 As stated previously, interprofessional education is thought to emphasize the promotion 

of teamwork and collaboration within training programs of varying health disciplines in order to 

facilitate a smoother transition to collaborative care within integrated practices (WHO, 2010). 

The goal of interprofessional education is to increase mutual respect amongst health professions, 

as well as increase an understanding of the roles team members play within the health care team 

(Curran et al., 2008). Recognizing the difficulty with translating education to practice, the 

Interprofessional Education Collaborative Expert Panel (IPEC) published the Core competencies 

for interprofessional collaborative practice, which focused on identifying competencies that best 

facilitate this transition from training to real-world interdisciplinary collaboration (IPEC, 2011).  

IPEC (2011) defined interprofessional collaborative competencies generally as the 

integration of attitudes, skills, knowledge, and values necessary to work effectively with other 

health care providers when delivering efficient, quality patient care. Four broad competencies 

identified by IPEC include the following: (a) values and ethics, (b) roles and responsibilities, (c) 

interprofessional communication, and (d) teams and teamwork. Values and ethics include the 

profession’s individual identity and shared commitment to treat patients, while maintaining a 

sense of professionalism and altruism. The second competency, roles and responsibilities, 

focuses on understanding the roles of the other members on the team and communicating one’s 
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own role to other professionals. The interprofessional communication competency urges 

professionals to understand the terminology needed to communicate with team members, while 

avoiding the use of professional jargon, which acts as a barrier to collaboration. Finally, teams 

and teamwork describes the importance of handling conflicts constructively and sharing 

responsibility with other providers (IPEC, 2011). Researchers and educators interested in 

promoting interprofessional education have suggested the use of Gordon Allport’s intergroup 

contact theory as a framework to assist in conceptualizing and creating optimal learning 

environments for health discipline training programs (Allport, 1954, Mohaupt et al., 2012). 

Interprofessional education and the intergroup contact theory. According to 

Allport’s intergroup contact theory, different social groups interacting with each other as one 

unified group can reduce prejudice between groups and increase appreciation of other points of 

view (Allport, 1954). As described in the intergroup contact theory, Allport (1954) emphasized 

the importance of equal status amongst group members, the support from authority, a lack of 

competition between groups, and the promotion of working towards a common goal. Hewstone 

and Brown (1986) added three other conditions necessary to reduce prejudice and improve 

attitudes between groups. Specifically, the authors stated individuals should have positive 

expectations, a belief that other group members (out-group) are typical members representative 

of the group, and the desire to understand similarities and differences of other group members 

(Hewstone & Brown, 1986). Consequently, researchers conducting interprofessional education 

outcome studies design interventions based on the intergroup contact theory, where students 

from multiple disciplines come together to work towards a common goal, such as treatment 

planning for challenging patient scenarios (Mohaupt et al., 2012). 
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Interprofessional education outcome research. Research generally supports the 

implementation of interprofessional educational interventions designed to promote effective 

interprofessional collaboration (Buckley et al., 2012; Kenaszchuk, Rykhoff, Collins, McPhail, 

van Soeren, 2012; Titzer, Swenty, & Hoehn, 2012). For example, using the intergroup contact 

theory as a framework, Mohaupt et al. (2012) evaluated an interprofessional simulated learning 

experience involving pharmacy, paramedic, nursing, and occupational therapy/physical therapy 

students. The authors found students were enthusiastic to collaborate with each other as a team, 

and the simulated learning experience promoted positive attitudes between groups (Mohaupt et 

al., 2012). Further, researchers have found more experienced students show a better 

understanding of the roles and responsibilities of other professionals, along with more positive 

attitudes towards other health professions, but it was unclear whether this difference was due to 

older age or more experience (Kenaszchuk et al., 2012; Titzer et al., 2012). In one systematic 

review of interprofessional education research, Olson and Bialocerkowski (2014) found the 

majority of interprofessional education research focuses on medical and nursing students, 

neglecting to explore interprofessional education amongst allied health professions. Further, of 

those studies that did include allied health disciplines, the majority of the students sampled were 

from physiotherapy, occupational therapy, and pharmacy programs (Olson & Bialocerkowski, 

2014). Mental health counseling or professional psychology students have been generally 

underrepresented in studies of interprofessional education, and there are no identified research 

studies including counseling psychology students (Johnson & Freeman, 2014; Olson & 

Bialocerkowski, 2014; Palermo, 2013; Wellmon, Gilin, Knauss, & Linn, 2012).  

This lowered representation of professional psychology students within interprofessional 

education research is even more pronounced compared to the frequency of studies incorporating 
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nursing students (Mohaupt et al., 2012; Olson & Bialocerkowski, 2014). In fact, the nursing 

profession has recently increased its efforts to promote the importance of nursing’s role within 

the health care team (IOM, 2011; NLN, 2015). In 2011, the Institute of Medicine issued a report 

focused solely on the nursing profession, providing recommendations to improve the quality of 

nursing programs and allow opportunities for nursing professionals to take more leadership roles 

in improving the nation’s health care system (IOM, 2011). Only a few years later in 2015, the 

National League for Nursing (NLN) issued a document titled “Interprofessional collaboration in 

education and practice,” emphasizing the importance for nursing programs to incorporate 

interprofessional educational opportunities into their respective curricula. Regarding team-based 

care, there is a significant gap between training programs’ preparation of students in team-based 

care and actual practice of this approach in health care settings (IPEC, 2011). The NLN 

acknowledged this aforementioned gap, as well as the important roles nurses play in patient care, 

and urged nursing educators to consider integrating their classrooms with students from other 

health-related majors (NLN, 2015).  

While many training programs, such as nursing, have developed standards of education 

congruent with the goals of interprofessional education, professional psychologists are more 

recently engaging in this discussion (HSPEC, 2013; IPEC, 2011; Rozensky, 2013). Zorek and 

Raehl (2013) conducted a content analysis of interprofessional education-related accreditation 

statements for practice-level degrees, including dentistry, nursing, and professional psychology. 

An interprofessional education statement was defined as a requirement designed to hold the 

school or college accountable for a specific interprofessional educational outcome (Zorek & 

Raehl, 2013). Consequently, Zorek and Raehl found 18 out of 21 accreditation documents from 

the practice-level degrees included statements applicable to interprofessional education, but no 
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statements were identified within the 2009 APA Council of Accreditation document for 

professional psychology (Zorek & Raehl, 2013). However, the most recent APA Standards of 

Accreditation for Health Service Psychology (APASOA, 2015), which went into effect officially 

January 1, 2017, provided numerous statements referencing interprofessional education and 

collaboration, which was not reflected in prior research.  

Compared to other health professions, professional psychology’s late emphasis on 

interprofessional education may be partially due to the more recent acknowledgement of the role 

professional psychologists play in the delivery of health services (HSPEC, 2013). For example, it 

wasn’t until the late 1990’s that the inclusion of psychologists and behavioral specialists within 

integrated primary care clinics throughout the U.S. became more common (Tulkin & Guzman, 

1999). However, with the recent formation of the APA funded Health Service Psychology 

Education Collaborative (HSPEC, 2013) and the new APA Center for Psychology and Health 

(APA, 2013), the focus on preparing psychologists to work in health settings has gained 

momentum, as demonstrated by subsequent publications describing the role health service 

psychologists play in health settings (Belar, 2014).  

Health Service Psychology 

The Health Service Psychology Education Collaborative (HSPEC, 2013) was established 

to make recommendations for future educational and training endeavors of professional 

psychologists. APA defined health service psychology (HSP) as a conceptual framework 

encompassing varying recognized professional psychology specialties. According to APA, health 

service psychology “reflects the reality that most of the accredited doctoral education and 

training currently conducted in professional psychology is for health care services, including 

those for prevention, early intervention, treatment, and rehabilitation” (HSPEC, 2013, p. 412). 
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While portions of school, counseling, and clinical psychology focus on areas separate from 

health care, for example vocational counseling, a large proportion of practitioners from these 

APA accredited programs provide some form of health care service in various health-related 

settings (Belar, 2014). HSP is not considered a specialty, such as clinical, counseling, or school 

psychology. Rather, HSP encompasses psychologists who focus on physical health problems, 

along with psychologists who engage in more traditional mental health counseling (HSPEC, 

2013).  

 

Figure 1: Health Service Psychology. This figure illustrates the overlap in the provision of health 

services between the three psychology specialties (HSPEC, 2013) 

Given the breadth of professional psychology, HSPEC (2013) concentrated primarily on 

those involved in the delivery of health services, citing the need to address concerns regarding 

professional training and education within this area. HSPEC recognized psychology is no longer 

solely a mental health specialty; rather, mental health is one component of the larger framework 

within health service psychology. A major element emphasized by APA regarding health service 

psychology is the utilization of the biopsychosocial model to guide education and training, a 

model that focuses on the biological, psychological, social, and cultural facets of behavior and 

health despite the populations served, whether it is traditional mental health or not (Belar, 2014; 
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Engle, 1977; Melchert, 2015). Important competencies for the health service psychologist 

include an understanding of biological and sociological systems, the impact these systems have 

on mental and physical health, and the ability to collaborate with other health care professionals 

(HSPEC, 2013). 

However, as noted previously, interprofessional collaboration comes with unique 

challenges, particularly when considering the role professional psychologists play on the health 

care team (HSPEC, 2013). Various training models, competency requirements, and terminology 

amongst professional psychology training programs make it difficult to enter health care 

environments as a united, cohesive group of professionals (HSPEC, 2013). As HSPEC identified, 

a major gap in the current approach to the education and training of health service psychologists 

is the lack of research on the standard of education, training, and preparation of health service 

psychologists. One core issue agreed upon by HSPEC is that debates on training models should 

be put on the backburner and a focus on competency-based approaches should be emphasized. 

Another core feature emphasized by HSPEC is the need to prepare professional psychology 

graduate doctoral students for interprofessional and collaborative practice (HSPEC, 2013). 

Health service psychology competencies. HSPEC (2013) identified six broad domains 

of competency for health service psychologists that include science, professionalism, relational 

(including interpersonal and communication), application, education, and systems. Throughout 

the competencies and recommendations created by HSPEC, there are numerous references to the 

importance of interprofessional collaboration with other health care professionals. For example, 

under the broad competency of science, HSPEC emphasized the need to develop a knowledge 

base incorporating other disciplines, such as anatomy and physiology, in order to prepare 

psychologists to collaborate well with other health professionals. A second example is the 
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relational competency, which explained the importance of working with professionals from other 

disciplines and establishing competence in both interpersonal and communication skills 

(HSPEC, 2013).  

According to the APA (2009) guidelines for psychological practice in health care: 

The successful development, integration, and delivery of psychological services in health 

care delivery systems depends upon psychologists’ abilities, willingness, and 

opportunities to explain how they might contribute to effective prevention, diagnosis, 

consultation, treatment, and/or end-of-life care…Fostering other professionals’ 

understanding of the skills and potential contributions of psychologists is dependent upon 

psychologists’ reciprocal understanding of the roles, skills, and contributions of other 

professional disciplines. (p. 3). 

In order for psychologists to successfully integrate within a health care system, 

psychologists must communicate the benefit of their role to other professionals within the 

system, understand the site-specific terminology, and actively participate in interdisciplinary 

team meetings (APA, 2009).  

While both clinical and counseling psychologists can fall under the category of health 

service psychologists, many professionals hold onto the core identity of their individual specialty 

in an attempt to maintain uniqueness (Neimeyer & Diamond, 2001; Watkins, 1983). However, 

researchers have recognized a notable overlap between clinical and counseling psychologists, 

specifically within medical settings, suggesting the individual uniqueness of each specialty is 

somewhat decreasing (HSPEC, 2013; Neimeyer, Taylor, Wear, & Buyukgoze-Kavas, 2011). 

 

 



INTEPROFESSIONAL EDUCATION AND COLLABORATION                75 

Clinical and Counseling Psychology Specialties 

Although counseling and clinical psychologists are considered two separate specialties 

(CRSPPP, 2012), recent research suggests not only does an overlap in services exist (HSPEC, 

2013), but the individual distinctiveness of these two specialties is decreasing (Neimeyer & 

Diamond, 2001). General differences between counseling and clinical psychology specialties can 

be traced back to the historical origins of both specialties. For example, Lightner Witmer, 

commonly considered as the founder of clinical psychology, treated children with limited 

intellectual functioning and a history of seizures, considering both physical and mental 

implications of treatment. Witmer defined the term clinical psychology to capture his focus on 

both medical and psychological problems, which is a key component of the clinical psychology 

specialty today (APA, 2015; Witmer, as cited in Gerig, 2007).  Further influencing the clinical 

psychology specialty was a Freudian psychoanalyst named William Healy who founded the 

Juvenile Psychopathic Institute in Chicago in 1908. The Juvenile Psychopathic Institute 

implemented a multidisciplinary approach to treatment that included a psychiatrist in charge of 

therapy, a psychologist responsible for testing, and a social worker who focused on clients’ home 

life (Nugent, 2000).  

Alternatively, the counseling psychology specialty derived its history primarily from the 

vocational guidance movement, with significant contributions from Frank Parsons and Carl 

Rogers (Watkins, 1983). In 1909, Parsons wrote the book Choosing a Vocation, which 

highlighted the self-exploratory process involved in career counseling, specifically targeting 

youth considered to be within a normal range of functioning (Egan & Cowan, 1979; Parsons, 

1909). Carl Rogers also played a large role in shaping the counseling psychology specialty 

through his person-centered counseling approach, which highlighted concepts such as empathy 
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and self-actualization (Heppner, Rogers, & Lee, 1984). Before Rogers, psychologists maintained 

the use of the word patient, implying individuals were sick and lacking the personal resources 

necessary to help themselves. However, Rogers utilized the word client to empower individuals 

by highlighting their strengths and ability to solve their own problems, and this strength-based 

perspective remains a key tenet of counseling psychology (APA, 2015; Farson, 1974; Heppner et 

al., 1984).  

Today, the American Psychological Association currently recognizes 12 specialties 

related to health service provision, with counseling psychology and clinical psychology 

representing two of the 12 specialties (Commission for the Recognition of Specialties and 

Proficiencies in Professional Psychology (CRSPPP), 2012). According to the American 

Psychological Association, clinical psychology is a specialty that is “broadly inclusive of severe 

psychopathology,” which includes an understanding of other disciplines and an ability to consult 

with varying health professionals (APA, 2015, paragraph 1). Alternatively, counseling 

psychology focuses on, but is not limited to, developing one’s identity, assisting individuals in 

improving overall well-being, improving relationship difficulties, and helping resolve decisions 

pertaining to work and career (APA, 2015). Specialized knowledge in counseling psychology 

includes a focus on the strengths of individuals and issues of social justice and diversity (APA, 

2015). APA’s definition of clinical and counseling psychology distinguishes between the two 

specialties primarily based on differing parameters, and attempts to maintain these boundaries 

between specialties can be observed throughout research endeavors and respective professional 

conferences (APA, 2015, paragraph 1; Neimeyer & Diamond, 2001). 
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Differences Between Counseling and Clinical Psychology 

Both clinical and counseling psychologists have consciously worked on defining and 

distinguishing each profession’s identity (Watkins, 1983), as exemplified by national 

conferences such as the Greystone conference, specifically dedicated to the very topic of 

clarifying counseling psychology’s identity (Neimeyer & Diamond, 2001). While an overlap 

certainly exists, the APA-specified parameters of practice help differentiate between counseling 

and clinical psychology, including populations treated, work settings, and program training 

(APA, 2015). 

Populations and work settings. One general distinction between counseling and clinical 

psychology pertains to the different populations of interest (APA, 2015; Watkins, 1983). Clinical 

psychologists have typically treated individuals with physical disease or disabilities, resulting in 

debilitating emotional and psychological impairment (APA, 2015; Watkins, 1983). Alternatively, 

counseling psychologists typically have treated individuals within a normal range of functioning 

(Watkins, 1983). This divide between abnormal and normal populations has dictated the job 

placement of each respective clinician, with clinical psychologists typically obtaining 

employment within medical settings and counseling psychologists gravitating towards university 

counseling centers (Neimeyer & Diamond, 2001).  Further, counseling psychologists typically 

have focused more on nurturing an environment to prevent the development of a psychological 

disorder, as exemplified by the vocational guidance movement (Romano & Hage, 2000). 

Alternatively, clinical psychologists historically have engaged in remedial treatment, working 

with individuals actively struggling with a psychological disorder (Watkins, 1983).  

Training programs. In regards to training, clinical psychology programs typically offer 

more courses focusing on diagnosing, assessing, and treating maladjusted populations, whereas 
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counseling psychology doctoral programs more often train students to work with higher 

functioning and better adjusted populations (APA, 2015). Continuing, clinical and counseling 

psychology programs usually differ in the practicum opportunities offered to students. For 

example, Cobb et al. (2004) reviewed curricula from randomly selected APA accredited 

programs in counseling and clinical psychology. The authors conducted a content analysis of 

curricula and found clinical psychology programs more often include neuropsychology, health 

psychology, and psychopharmacology compared to counseling psychology, and counseling 

psychology programs more often included curricula on career or vocational counseling, human 

sexuality, and developmental disabilities. Cobb et al. (2004) also found clinical psychology 

programs offered more opportunities to work within medical and hospital settings compared to 

counseling psychology programs.  

Similarly, Shivy, Mazzeo, and Sullivan (2007) found differences between clinical and 

counseling psychology doctoral programs in typical practicum sites. The authors found 

counseling psychology students had more experience with university counseling centers (UCC), 

whereas clinical psychology programs more commonly sought out practicum training in a 

medical or hospital setting (Shivy et al., 2007).  In terms of predoctoral internships, Shivy et al. 

found counseling psychology doctoral students generally ranked UCC’s as first choice, while 

clinical psychology students ranked UCC’s as seventh choice. Conversely, clinical psychology 

students more often ranked medical schools as first choice, while counseling psychology 

students on average ranked this setting as fourth choice (Shivy et al., 2007).  

Similar differences are also reflected in internship placements between counseling and 

clinical psychology students, with research demonstrating significantly more counseling 

psychology students have obtained internship placement at university counseling centers (Shivy 
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et al., 2007). Similarly, Cobb et al. (2004) found medical schools, psychology departments, 

private general hospitals, and private outpatient clinics preferred and accepted more clinical 

psychology doctoral students over counseling psychology students for internship placement. As 

exemplified in the different predoctoral internship rankings, clinical psychology students 

typically strove to work within a medical environment when compared to counseling psychology 

students, which is congruent with the basic principles of each specialty outlined by APA (APA, 

2015; Shivy et al., 2007). 

Another distinguishing difference between clinical and counseling psychology programs 

is the specific institutional setting each program is housed in, such as psychology departments or 

colleges of education. Castle and Norcross (2002) found 77% of clinical psychology doctoral 

programs are housed in departments of psychology, within colleges of arts and sciences, while 

75% of counseling psychology programs are based in colleges of education.  Further, Larkin 

(2009) distinguished between exclusive clinical health psychology programs (programs that only 

offer training in health psychology) and clinical or counseling psychology doctoral programs 

within which training in health psychology was embedded. Whereas exclusive programs focus 

training entirely on clinical health psychology, embedded programs offer training in a variety of 

areas, with clinical health psychology representing only one of those areas. In a review of 80 

professional psychology training programs in 2008, Larkin found a total of seven programs 

offered training exclusively in clinical health psychology, (three of those programs were still 

awaiting APA accreditation at the time of the article, but all three are now APA accredited) 

(APA, 2016; Larkin, 2009). Amongst the 73 remaining programs, 90% were clinical psychology 

programs, with three counseling psychology programs and two combined counseling-clinical 

psychology programs offering training in clinical health psychology (Larkin, 2009). Larkin’s 
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results suggest far more clinical psychology programs, compared to counseling psychology 

programs, offer training specific to the provision of clinical health psychology. Despite these 

distinctions in specialties, there remains a considerable amount of overlap between counseling 

and clinical psychology, specifically pertaining to the delivery of health services (HSPEC, 2013).  

Overlap Between Clinical and Counseling Psychology  

The potential crossover between clinical and counseling psychology specialties caused 

counseling psychologists to raise concerns as far back as four decades ago. Super (1977) asserted 

“in moving more towards clinical psychology and further from personnel psychology, … 

counseling psychologists… have tended to give up their special identity” (p. 14). In the 1980s 

Watkins (1983) predicted counseling psychologists would be superseded by clinical 

psychologists based on the overlap that existed within the workplace at the time. Roughly 30 

years ago, researchers proposed that counseling and clinical psychologists should merge under 

the umbrella term of human service psychology, with a unified goal of promoting the well-being 

of others through prevention and treatment of psychological disorders (Watkins, 1985). More 

recently, the literature on the health service psychologist supports the recognition of an overlap 

amongst professional psychology specialties with the delivery of health services, which can be 

observed in professional organizations, research, work settings, and training programs (Belar, 

2014; HSPEC, 2013).  

Professional organizations. Researchers have asserted more similarities than differences 

exist between counseling and clinical psychology specialties, particularly when comparing the 

overlapping interests in health-related issues (Neimeyer et al., 2011). Nicholas and Stern (2011) 

reported 542 members of APA’s Division 38 (Health Psychology) also belonged to either the 

Division of Counseling Psychology or the Division of Clinical Psychology. Out of these 542 
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members within Division 38, 20% of those members identified as counseling psychologists, 

while 80% of those members identified as clinical psychologists, indicating the Division of 

Health Psychology is not entirely made up of clinical psychologists.  

Research.  Interest in health-related fields can be observed through the increase of health 

psychology research articles devoted to this area, including the Society of Counseling 

Psychology’s (APA Division 17) own journal, The Counseling Psychologist, and chapters within 

the Handbook of Counseling Psychology devoted to this area (Nicholas & Stern, 2011). Earlier 

literature from counseling psychologists interested in health explored the specific role counseling 

psychologists can play in health care settings (Alcorn, 1998; Alcorn & McPhearson, 1997). 

Counseling psychology’s strength based approach was originally thought to be in direct 

opposition to the pathological, disease-focused model emphasized in medical settings (Alcorn, 

1998). However, some argue the core values in counseling psychology, such as its promotion of 

prevention, advocacy, multiculturalism, social justice, and strength-based approaches, bring an 

important skill set to medical settings treating individuals struggling with chronic illness, injury, 

and disability (Roth-Roemer, Kurpius, & Carmin, 1998). Ultimately, counseling psychologists 

have promoted the benefits of the key tenets of counseling psychology, asserting this approach 

provides a fuller understanding of the interaction between environment and genetics, which is 

congruent with the biopsychosocial model (Alcorn, 1991). As counseling psychologists have 

described the contributions they bring to health care settings (Nicholas & Stern, 2011; Roth-

Roemer et al., 1998), more counseling psychologists are obtaining employment in health care 

settings (Neimeyer et al., 2011). 

Work settings. Neimeyer et al. (2011) found that 17.7% of counseling psychologists 

began their career working in a hospital or medical center, compared to 24.4% of early career 
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clinical psychologists, and the author suggested the number of counseling psychologists 

beginning their career in medical settings is continuing to increase. The authors also found 

17.3% of counseling psychologists compared to 16.8% of clinical psychologists in mid-career 

worked in a hospital setting. According to Neimeyer et al., the only major difference between 

counseling and clinical psychologists’ career placements occurred in regards to employment 

within university counseling centers, with significantly more counseling psychologists occupying 

these settings (Neimeyer et al., 2011). Similar findings pertaining to this overlap can be seen 

within counseling and clinical psychology doctoral programs as well (Shivy et al., 2007).  

Training programs. Cobb et al. (2004) reviewed CRSPPP archives to evaluate the core 

areas included in the curricula of clinical and counseling psychology doctoral programs. The 

authors noted a “100% overlap in basic or foundational knowledge across the practice areas” 

between clinical and counseling psychology doctoral programs, including scientific and 

theoretical knowledge (p. 941). Further, commonalities in health-related interests amongst 

clinical and counseling psychology doctoral students can be observed through doctoral internship 

preferences. Shivy et al. (2007) found both clinical and counseling psychology students placed 

medical school settings, private hospitals, and community mental health centers within their top 

five choices for internship placements. Similarly, Brems and Johnson (1996) found that 

community mental health centers and Department of Veterans Affairs Medical Centers were the 

second and third most common internship sites for both counseling and clinical psychology 

interns.  

While this may highlight an overlap in interests between both clinical and counseling 

psychology doctoral students, training opportunities for counseling psychology students are less 

frequent as compared to opportunities available to clinical psychology programs. For example, 
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68% of APA accredited counseling psychology programs had faculty who reported interests in 

health psychology research in 2010, but only 12% of these programs offered training 

opportunities in health psychology (Nicholas, as cited in Nicholas & Stern, 2011).   

Shivy et al. (2007) asked clinical and counseling psychology doctoral students to rate the 

most important attributes they look for when applying to a predoctoral internship site. The 

authors found that clinical psychology students reported focusing on six attributes when 

choosing an internship site: prestige, future job opportunities, opportunities for research, degree 

of client physical illness, comfort with associated population, and psychopathology. 

Alternatively, counseling psychology students reported four attributes as important: comfort with 

population, quality of supervision, site prestige, and degree of client physical illness (Shivy et al., 

2007). Thus, clinical psychology students appeared to be placing more emphasis on future job 

opportunities when choosing an internship site compared to counseling psychology students. If 

more counseling psychologists are finding employment in medical settings, it may be necessary 

to ensure the appropriate training opportunities are provided to counseling psychology students 

prior to internship, including training in interprofessional collaboration. While researchers have 

specified the skills counseling psychologists can bring to health care settings (Alcorn, 1991), 

working in a medical setting is less typical for counseling psychologists compared to clinical 

psychologists (Neimeyer et al., 2011). As HSPEC (2013) emphasized the need to create 

assessments and establish benchmarks that can ensure a high quality of education, training, and 

service delivery (HSPEC, 2013), it is necessary to assess whether professional psychologists are 

maintaining the important competencies to work collaboratively with other health professionals.    
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Summary 

Recent changes in healthcare have influenced an increase in the development of 

interprofessional organizations aimed at delivering more cost-efficient, high quality health 

services (Rozensky, 2013). With the rising recognition of the value of health care teams (Blount 

et al., 2007), training programs for health professionals are including interprofessional education 

opportunities aimed at teaching students to effectively work with other health professionals 

(IPEC, 2011; NLN, 2015). Researchers assessing outcomes of interprofessional education 

initiatives have evaluated students from various health disciplines, including medicine, nursing, 

dentistry, and physiotherapy students (Harward et al., 2006; Parsell & Bligh, 1999). However, 

professional psychology students have been generally underrepresented in studies of 

interprofessional education, and there are no identified research studies including counseling 

psychology doctoral students (Johnson & Freeman, 2014; Olson & Bialocerkowski, 2014; 

Palermo, 2013; Wellmon et al., 2012). 

The Health Service Psychology Education Collaborative (HSPEC, 2013) was established 

to make recommendations for future educational and training endeavors of professional 

psychologists. According to the American Psychological Association (APA), health service 

psychology represents the recognized overlap in professional psychology specialties pertaining 

to the delivery of health care services (HSPEC, 2013). Health service psychology is not 

considered a specialty, such as clinical, counseling, or school psychology. Rather, it 

encompasses psychologists who focus on physical health problems, along with psychologists 

who uphold more traditional mental health counseling (HSPEC, 2013).  

While both clinical and counseling psychologists can fall under the category of health 

service psychologists, many professionals hold onto the core identity of their individual specialty 
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in an attempt to maintain uniqueness (Neimeyer & Diamond, 2001; Watkins, 1983). However, 

researchers have recognized a notable overlap between clinical and counseling psychologists, 

specifically within medical settings, suggesting the individual uniqueness of each specialty is 

somewhat decreasing (HSPEC, 2013; Neimeyer et al., 2011). 

In this study, attitudes towards interprofessional education and attitudes towards 

interprofessional team-based care were compared between doctor of nursing practice (DNP) 

students, counseling psychology, and clinical psychology doctoral students. The aim of this 

study was to identify whether or a not a difference exists between DNP students, counseling 

psychology doctoral students, and clinical psychology doctoral students regarding the respective 

clinical experiences pertaining to interprofessional collaborative practice and team-based care, 

along with assessing differences in attitudes towards interprofessional education and team-based 

care. No significant difference was found between the three groups in attitudes towards 

interprofessional education, suggesting all three groups are similarly open to the idea of learning 

in an environment with other health disciplines. However, DNP students held a significantly 

more positive attitude towards team-based care compared to professional psychology students. 

There was no difference in attitudes towards team-based care between clinical and counseling 

psychology students. Additionally, DNP students had significantly more hours of experience 

engaging in interprofessional collaboration and team-based care in a health-care setting 

compared to both clinical and counseling psychology students, who did not differ in hours. 

Considering the definition of health service psychology (HSPEC, 2013), this study could 

provide some evidence in the overlap that exists, even early in training, between clinical and 

counseling psychology specialties. Despite the historically divergent focuses between clinical 

and counseling specialty (Watkins, 1983), this research supports this difference is far less 
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pronounced than it once was, which has significant implications to training programs and 

internship settings. If professional psychologists hope to be a valued member of the health care 

team, it will be necessary to provide additional educational opportunities within clinical and 

counseling psychology programs to improve attitudes towards team-based care and increase 

exposure to integrated medical settings.  
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Appendix C 

Demographic and Training Information: Nursing 
 

1. Gender: 
 

2. Age:  
 

3. What is the name of your current University/School? 
 

4. In which of the following degree programs are you currently enrolled? 
a. Associates Degree in Nursing 
b. Bachelors of Science in Nursing (BSN) 
c. Masters of Science in Nursing (MSN) 
d. Doctor of Philosophy (PhD) in Nursing 
e. Doctor of Nursing Practice (DNP) 

 
 
For Questions 5 through 8, please include all of your training experiences, including current and 
previous training in a specified nursing program (e.g. if currently enrolled in an MSN program, 
calculate both MSN and prior BSN experiences in your answer). 
 
 
According to the Interprofessional Education Collaborative Expert Panel (IPEC, 2011), 
interprofessional collaborative practice is defined as, “When multiple health workers from 
different professional backgrounds work together with patients, families, carers [sic], and 
communities to deliver the highest quality of care” (World Health Organization, as cited in 
IPEC, 2011, p. 2). 
 

5. Based on the above definition, how many semesters (i.e. Fall, Spring, and Summer 
semesters = 3 semesters) have you spent engaging in practice experiences, direct or 
indirect care, which could be considered interprofessional collaborative practice in a 
health care setting?  

a. 1 semester 
b. 2 semesters 
c. 3 semesters 
d. 4 semesters 
e. 5 semesters 
f. 6 semesters 
g. 7 semesters 
h. 8 semesters 
i. 9 semesters 
j. 10 semesters 
k. If 11 or more semesters, please specify: _________ 
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6. How many hours per week would you estimate you have spent engaging in practice 

experiences, including direct or indirect care, which could be considered interprofessional 
collaborative practice in a health care setting? 

a. 0 hours per week 
b. 1-5 hours per week 
c. 5-10 hours per week 
d. 10-15 hours per week 
e. 15-20 hours per week 
f. If 20 + hours per weeks, please specify: _____________ 

 
According to the Interprofessional Education Collaborative Expert Panel (IPEC, 2011), 
interprofessional team-based care is defined as “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 team” 
(p. 2). 
 

7. Based on the above definition, how many semesters have you spent engaging in 
interprofessional team-based care in a health care setting?  

a. 1 semester 
b. 2 semesters 
c. 3 semesters 
d. 4 semesters 
e. 5 semesters 
f. 6 semesters 
g. 7 semesters 
h. 8 semesters 
i. 9 semesters 
j. 10 semesters 
k. If 11 or more semesters, please specify: _________ 

 
8. How many hours per week would you estimate you have spent engaging in 

interprofessional team-based care in a health care setting? 
a. 0 hours per week 
b. 1-5 hours per week 
c. 5-10 hours per week 
d. 10-15 hours per week 
e. 15-20 hours per week 
f. If 20 + hours per weeks, please specify: _____________ 
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Appendix D 

Demographic/Doctoral Training Information: Psychology 
 

1. Gender: 
 

2. Age:  
 

3. What is the name of your current University/School? 
 

4. What is your Department’s name? (e.g. Psychology) 
 

5. Which specialty are you currently enrolled in? (e.g. Counseling Psychology, Clinical 
Health Psychology Program) 

 
6. What is the name of the College in which your department is located? (e.g. College of 

Arts and Sciences, College of Education) 
 

7. In which of the following degree programs (or specialties) are you currently enrolled?   
a. Clinical 
b. Counseling 
c. Combined 

i. If “Combined,” please specify: _____________________ 
 

8. Which degree are you seeking? 
a. Ph.D 
b. Psy.D 

 
9. What is your department’s training model? 

a. Clinical Scientist 
b. Practitioner 
c. Scholar-Practitioner 
d. Practitioner-Scholar 
e. Scientist-Practitioner 
f. Other: ________________    

 
10. In which year of your doctoral studies are you currently in (i.e. 1st, 2nd, 3rd, etc)? 

________________ 
 

11. Which of the following settings best describes where you have/will acquire practicum 
direct service hours? (choose all that apply) 

a. University Counseling Center 
b. Community Mental Health Center 
c. Medical Clinic/Hospital 
d. Private Practice 
e. Child Guidance Clinic 
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f. Department/School Clinic 
g. Forensic/Justice (Jail) 
h. Inpatient Psychiatric Hospital 
i. Outpatient Psychiatric Clinic/Hospital 
j. Partial Hospitalization/Intensive Outpatient Program 
k. Residential/Group Home 
l. Schools 
m. VA Medical Center 
n. Other: ______________________________ 

 
12. Which type of setting do you hope to apply to/have applied to for internship? (choose all 

that apply) 
a. Academic Health Center 
b. Armed Forces Medical Center 
c. Child/Adolescent Psychiatric or Pediatrics 
d. Community Health Center 
e. Community Mental Health Center 
f. Consortium 
g. Medical School 
h. Prison or Other Correctional Facility 
i. Private General Hospital 
j. Private Outpatient Clinic 
k. Private Psychiatric Hospital 
l. School District 
m. State/County/Other Public Hospital 
n. University Counseling Center 
o. Veterans Affairs Medical Center 
p. Other: ________________________ 
 

13. In which type of setting do you hope to work professionally? (choose all that apply) 
a. Community Mental Health Center 
b. Health Maintenance Organization 
c. Medical Center 
d. Military Medical Center 
e. Private General Hospital 
f. General Hospital 
g. Veterans Affairs Medical Center 
h. Private Psychiatric Hospital 
i. State/County Hospital 
j. Correctional Facility 
k. School District/System 
l. University Counseling Center 
m. Academic Teaching Position 

i. doctoral program 
ii. masters program 

iii. 4-year college 
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iv. community/2 yr. College 
v. adjunct professor 

      n.  Independent Practice 
      o. Academic Non-Teaching Position  
      p. Medical School 
      q. Other (e.g., consulting), please specify 
 
 
According to the Interprofessional Education Collaborative Expert Panel (IPEC, 2011), 
interprofessional collaborative practice is defined as, “When multiple health workers from 
different professional backgrounds work together with patients, families, carers [sic], and 
communities to deliver the highest quality of care” (World Health Organization, as cited in 
IPEC, 2011, p. 2). 
 
 

14. Based on the above definition, how many semesters (i.e. Fall, Spring, and Summer 
semesters = 3 semesters) have you spent in practicum where you engage in 
interprofessional collaborative practice with other health care providers?  

a. 1 semester 
b. 2 semesters 
c. 3 semesters 
d. 4 semesters 
e. 5 semesters 
f. 6 semesters 
g. 7 semesters 
h. 8 semesters 
i. 9 semesters 
j. 10 semesters 
k. If 11 or more semesters, please specify: _________ 

 
15. How many hours per week would you estimate you have spent in practicum where you 

engage in interprofessional collaborative practice with other health care providers?  
a. 0 hours per week 
b. 1-5 hours per week 
c. 5-10 hours per week 
d. 10-15 hours per week 
e. 15-20 hours per week 
f. If 20 + hours per weeks, please specify: _____________ 
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According to the Interprofessional Education Collaborative Expert Panel (IPEC, 2011), 
interprofessional team-based care is defined as “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 team” 
(p. 2). 
 
 

16. Based on the above definition, how many semesters have you spent in a practicum setting 
engaging in activities that could be considered interprofessional team-based care in a 
health care setting?  

a. 1 semester 
b. 2 semesters 
c. 3 semesters 
d. 4 semesters 
e. 5 semesters 
f. 6 semesters 
g. 7 semesters 
h. 8 semesters 
i. 9 semesters 
j. 10 semesters 
k. If 11 or more semesters, please specify: _________ 

 
 

17. How many hours per week would you estimate have you spent in a practicum setting 
engaging in activities that could be considered interprofessional team-based care in a 
health care setting?  

a. 0 hours per week 
b. 1-5 hours per week 
c. 5-10 hours per week 
d. 10-15 hours per week 
e. 15-20 hours per week 
f. If 20 + hours per weeks, please specify: _____________ 
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Appendix E 

Attitudes towards Interprofessional Health Care Teams 

 
I am interested in learning how you feel about interprofessional health care teams (i.e. 
participation of three or more professions in collaborative patient care). Please indicate your 
level of agreement with each of the following statements, by checking the appropriate space 
following each statement. 

 
Use the scale SD = strongly disagree; D = disagree; N = neutral; A = agree;   SA = strongly 

agree. 
 
 
STATEMENT: SD D N A SA 
1. Patients/clients receiving interprofessional care 

are more likely than others to be treated as whole 
persons. 

1 2 3 4 5 

2. Developing an interprofessional patient/client 
care plan is excessively time consuming.  5 4 3 2 1 

3. The give and take among team members helps 
them make better patient/client care decisions. 1 2 3 4 5 

4. The interprofessional approach makes the 
delivery of care more efficient. 1 2 3 4 5 

5. Developing a patient/client care plan with other 
team members avoids errors in delivering care. 1 2 3 4 5 

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

5 4 3 2 1 

7. Working in an interprofessional environment 
keeps most health professionals enthusiastic and 
interested in their jobs.  

1 2 3 4 5 

8. The interprofessional approach improves the 
quality of care to patients/clients. 1 2 3 4 5 

9. In most instances, the time required for 
interprofessional consultations could be better 
spent in other ways.  

5 4 3 2 1 

10. Health professionals working as teams are more 
responsive than others to the emotional and 
financial needs of patients/clients. 

1 2 3 4 5 

11. The interprofessional approach permits health 
professionals to meet the needs of family 
caregivers as well as patients. 

1 2 3 4 5 
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12. Having to report observations to a team helps 
team members better understand the work of 
other health professionals. 

1 2 3 4 5 

13. Hospital patients who receive interprofessional 
team care are better prepared for discharge than 
other patients. 

1 2 3 4 5 

14. Team meetings foster communication among 
team members from different professions or 
disciplines. 

1 2 3 4 5 
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Appendix F 

Attitudes towards Interprofessional Education 

I am interested in learning how you feel about the relevance of interprofessional education (i.e. 
shared learning activities involving students from more than one health care professional 
program) to students’ development as health care professionals.  Please indicate your level of 
agreement with each of the following statements, by checking the appropriate space following 
each statement.    

 
Use the scale SD = strongly disagree; D = disagree; N = neutral; A = agree;   SA = strongly 

agree. 
 
STATEMENT: SD D N A SA 
1. Interprofessional learning will help 

students think positively about other 
health care professionals. 

1 2 3 4 5 

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

5 4 3 2 1 

3. Interprofessional learning before 
qualification will help health 
professional students to become better 
team-workers.  

1 2 3 4 5 

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

1 2 3 4 5 

5. Students in my professional group 
would benefit from working on small 
group projects with other health care 
students. 

1 2 3 4 5 

6. Communication skills should be learned 
with integrated classes of health care 
students. 

1 2 3 4 5 

7. Interprofessional learning will help to 
clarify the nature of patient problems for 
students. 

1 2 3 4 5 

8. It is not necessary for undergraduate 
health care students to learn together.  5 4 3 2 1 

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

1 2 3 4 5 



INTEPROFESSIONAL EDUCATION AND COLLABORATION                96 

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

1 2 3 4 5 

11. Interprofessional learning will help 
students to understand their own 
professional limitations. 

1 2 3 4 5 

12. For small-group learning to work, 
students need to trust and respect each 
other. 

1 2 3 4 5 

13. Interprofessional learning among health 
professional students will help them to 
communicate better with patients and 
other professionals. 

1 2 3 4 5 

14. Team-working skills are essential for all 
health care students to learn. 1 2 3 4 5 

15. Learning between health care students 
before qualification would improve 
working relationships after qualification. 

1 2 3 4 5 
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