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Less than two decades into the 21st century, it is 
already hard to imagine a time when collabo-
ration was not a universally valued strategy 

for enhancing human endeavor; yet when it comes to 
health care delivery, deliberate collaboration across 
the professions is still far from the norm. With few 
exceptions, even in those settings where collaborative 
practice is firmly established, dental professionals are 
rarely present. Whether this situation arises through 
oversight or by design, dentistry’s absence in many 
otherwise collaborative health delivery settings re-
mains a challenge—both for the profession and for 
the delivery of effective, integrated care. This article 
provides a perspective on the history and context of 
the evolution of collaborative approaches to health 
care and proposes ways in which dentistry can par-
ticipate more fully in the future.
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Development of IPCP
The history of interprofessional collaborative 

practice (IPCP) can be traced to three Institute of 
Medicine (IOM) reports that set the direction for 
health care transformation in the 21st century. The 
first report, To Err Is Human: Building a Safer Health 
System, was published in 2000 and cast a glaring light 
on the high number of U.S. deaths rooted in medical 
errors caused by poor communication and uncoordi-
nated care.1 The second, Crossing the Quality Chasm: 
A New Health System for the 21st Century, proposed 
a framework for addressing these deficiencies, and 
the third, Health Professions Education: A Bridge to 
Quality, established the essential role education has 
to play in building a safer health system.2,3 

Notably, dentistry played no role in the cre-
ation of these reports, underlining the profession’s 
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their members, share case management, and provide 
better health services to patients and the commu-
nity,” that report stated, asserting that “The resulting 
strengthened health system leads to improved health 
outcomes” (p. 10).

Benefits and Challenges  
of IPCP 

The promise inherent in IPCP is consonant with 
a series of policy changes and related developments 
that have begun to reshape health care delivery over 
the course of the last decade: 
•	 The Institute for Healthcare Improvement 

(IHI)’s 2008 launch of the IHI Triple Aim, a 
concept for restructuring U.S. health care, has 
produced widespread agreement that reforms 
should improve patient care, improve popula-
tion health, and reduce health care costs—three 
goals supported by IPCP.9 

•	 The Affordable Care Act has accelerated the 
transition from fee-for-service to value-based 
provider compensation and encouraged inter-
professional collaboration to more affordably 
manage care.10,11 

•	 Accountable care organizations (large inte-
grated systems that assume responsibility for 
all aspects of a patient’s health care) provide 
examples of how team-based care produces 
efficiencies and could lead to improvements in 
long-term health.12

•	 Scientific evidence links proper oral health 
care for individuals with chronic diseases to 
improved outcomes.13 This evidence suggests 
value in placing dental care and medical care 
into a coordinated system.
Patients who receive care in IPCP settings 

stand to benefit in other ways: added convenience, 
more timely access to care, a unified health record 
that improves communication among the health care 
team, and the specific advantages that come from 
integrating dental providers within an IPCP team. 
Regular dental care is key to ensuring that inflam-
mation associated with the oral cavity is controlled. 
When dental care is isolated from the rest of health 
care, this component of care may be underutilized. 
IPCP that includes dentistry should provide patients 
with easier access to care for acute dental problems 
as well as provide better management of chronic oral 
conditions.14

historical isolation from medicine—a phenomenon 
that continues to shape dental practice to this day.4 
Yet dental education was alert to the need for greater 
collaboration in health care delivery as early as 1995. 
That year, the IOM published Dental Education at 
the Crossroads: Challenges and Change.5 Among 
the proposals put forth by the report’s authors was 
that “Dentistry will and should become more closely 
integrated with medicine and the health care system 
on all levels: research, education, and patient care.”

As recently as 2006, some leaders of academic 
health centers saw dental schools as “somewhat iso-
lated” from interprofessional education (IPE),6 but no 
one can make that claim today. The American Dental 
Education Association (ADEA) was influential in 
promoting a predoctoral dental program accredita-
tion standard stating that dental graduates “must be 
competent in communicating and collaborating with 
other members of the health care team to facilitate 
the provision of health care” (p. 28).7 The adoption 
of this Commission on Dental Accreditation (CODA) 
standard (2-19) propelled significant movement at 
dental schools. By 2014, 90% of dental schools of-
fered IPE experiences for their students, and 69% of 
those activities were mandatory.4

At the same time, external pressures have un-
derscored the wisdom of preparing health professions 
students through IPE to function in an interprofes-
sional practice environment (Table 1). A 2010 World 
Health Organization (WHO) framework report called 
preparing students to work in collaborative practice 
teams “a key step” in integrating and strengthening 
health systems (p. 10).8 “Interprofessional health 
care teams understand how to optimize the skills of 

Table 1. Definitions of interprofessional education and 
collaborative practice

Definitions

“Interprofessional education occurs when two or more  
professions learn about, from, and with each other to  
enable effective collaboration and improve health out-
comes” (p. 7).

“Collaborative practice in health care occurs when multi-
ple health workers from different professional backgrounds 
provide comprehensive services by working with patients, 
their families, [caregivers,] and communities to deliver the 
highest quality of care across settings” (p. 13). 

Source: Health Professions Networks Nursing and Midwifery 
Office, Department of Human Resources for Health, World 
Health Organization. Framework for action on interprofes-
sional education and collaborative practice. Geneva: World 
Health Organization, 2010.
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out of sync with this trend. It will take considerable 
work to ascertain where dentistry fits in the evolving 
health care delivery economy. Doing so is imperative 
if dentists are to participate.

Moving Dentistry  
Toward IPCP 

One thing appears certain: as IPCP becomes 
more established, it will influence the practice of 
dentistry. If the dental profession wants to play an ac-
tive rather than passive role in that evolution, dentists 
need to give serious consideration to the questions 
posed by this trend. We, as members of the Western 
Group, have been meeting biannually for 13 years 
to discuss issues of common concern, including the 
role of dentistry in the health care system of our 
country. Following are our preliminary thoughts on 
how dentistry might participate in IPCP. 

In keeping with the current diversity of U.S. 
health care delivery systems, the IPCP models of 
the future will almost certainly take many forms, 
but the first organizations to incorporate dentistry 
successfully will likely be those that already offer 
integrated care. These include community health 
centers, Department of Veterans Affairs health facili-
ties, and military health systems that rely on public 
dollars to provide care, as well as private entities such 
as Kaiser Permanente and HealthPartners that have 
embraced the integrated care model. 

Kaiser Permanente and HealthPartners cur-
rently incorporate dental, vision, mental health, and 
other benefits in some or all of their insurance plans 
and are beginning to provide medical and dental 
services in one facility.17 These organizations have 
one big advantage over other delivery systems: they 
insure their members as well as provide care, which 
allows them to manage all clinical care and financial 
transactions within the IPCP framework. To effec-
tively incorporate oral health into other health care 
settings will require a similar alignment of economic 
interests. At a minimum, payment for dental and 
medical services needs to occur through a common 
reimbursement system that values all professional 
services. This goal is easily achieved in IPCP prac-
tices that employ providers with a salary. Combining 
an adequate base salary with incentive-based com-
pensation packages, appropriately designed to induce 
therapy decisions that improve a patient’s oral health 
and reduce health care costs, may be an approach 

IPCP should also have distinct advantages for 
participating health professionals. Those advantages 
include access to a shared electronic health record, 
increased referrals, and proximity to colleagues 
for support and feedback. Millennial dental school 
graduates, typically tech-savvy, ambitious, family-
oriented, productive, and confident team players,15 
should be especially well suited to IPCP environ-
ments. This generation’s repeated exposure to IPE 
during their predoctoral years is also likely to spur 
the evolution of traditional dental practice environ-
ments. As more dentists accustomed to collaborating 
with colleagues across the health professions enter 
the workforce, they will likely reshape care delivery 
in accordance with this new educational norm.

Despite these potential gains, both patients and 
providers may find the shift toward IPCP challeng-
ing. Integrated health systems typically limit patient 
choice of providers, and participation in any group 
can constrain provider treatment decisions as a matter 
of policy, culture, or the preferences of peers. Col-
laboration also opens providers to additional scrutiny 
from colleagues and supervisors. For providers ac-
customed to complete professional autonomy, such 
interactions may be uncomfortable and result in a 
perceived loss of control. 

These challenges may be especially acute for 
dentists, who have long functioned at arm’s length 
from other health professionals. Veteran dentists 
may see little to gain and much to lose from giving 
up some of their independence. Even recently gradu-
ated dentists, if drawn to the profession by its entre-
preneurial opportunities, may balk at subordinating 
their autonomy and embracing a more collaborative 
model of care. 

At the same time, other health care providers 
may lack a full understanding of dentistry’s capac-
ity to enhance the overall health of their patients. If 
dentists are seen merely as surgeons who restore or 
remove diseased teeth, engaging dental colleagues 
in the management of a patient’s diabetes or cardiac 
disease may require a leap of faith. The absence 
of universally accepted metrics to gauge the ef-
fectiveness of IPCP-based oral health care further 
compounds the problem of demonstrating its value 
to dentists and their potential collaborators alike.

Of equal concern is the question of how dentists 
working as part of a health care team will be com-
pensated for services. Value-based payment systems 
that reward providers for keeping patients healthy and 
out of the hospital are in the ascendance.16 Dentistry, 
which generally relies on payments for procedures, is 
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These advantages may be accompanied by a 
decline in earning potential, which some dentists 
will find unacceptable. They may choose to remain 
independent and to offer aesthetic and other elective 
care paid for by the patient. Whether these services 
will also have a place in IPCP settings is difficult to 
predict.

Meanwhile, it seems likely that the majority 
of dental practitioners will choose to stay in the 
mainstream of the evolving health system as it moves 
toward greater care integration. As payer, consumer, 
and provider awareness of the value of integrated care 
grows, dentists will almost certainly find themselves 
drawn into the mix. Dentistry’s value in that environ-
ment must be clearly articulated by everyone who 
cares about the profession’s future.
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