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Introduction: Health service in the current global era requires health 
workers to provide qualified service, this also applies to teaching 
hospitals. Collaboration between several professions involved (doctors, 
nurses, and pharmacists) in an interprofessional collaboration system is 
needed in providing such service. Factors influencing interprofessional 
collaboration is unique to each health care center. The purpose of this 
study was to determine the factors that influence the implementation 
of interprofessional collaborative practice among health workers in Dr. 
Wahidin Sudirohusodo General Hospital. 
Methods: This is a mixed-method explanatory sequential design study, 
utilizing quantitative and qualitative data. Quantitative data were obtained 
from the Indonesian-validated Collaborative Practice Assessment Tool 
(CPAT) questionnaire. CPAT in Indonesian language has been validated 
in previous research by Findyartini, et al. in 2019 in Indonesian 
population. The questionnaire was internally validated with the study 
population with Cronbach alpha of 0.812. All health care professionals 
meeting the selection criteria were enrolled for the quantitative study. The 
questionnaire was given to 152 health professionals enrolled as research 
subjects, including nutritionists, nurses, doctors, pharmacists, and 
medical rehabilitation specialists serving in Dr. Wahidin Sudirohusodo 
Hospital for >3 years. Five participants with highest and lowest CPAT 
score from each profession were invited for FGD entitled “Exploring 
factors involved in interprofessional collaboration in Wahidin 
Sudirohusodo General Hospital” and divided into 2 groups according 
to the CPAT score. The score from each subscale in the questionnaire is 
obtained for each research subjects and the median is compared among 
each profession group using Kruskall-Wallis test significant to a p value 
of <0.05. Qualitative data as recording transcript is acquired from FGD; 
the transcript was then coded into several general themes by 2 of the 
authors and was discussed using thematic analysis using MaxQDA. 
Results: Research subjects were predominantly women (121 respondents 
(79.6%)), 32.9% were nurses, and most of the healthcare professional (81 
subjects (55.1%)) have been working for >10 years. Among profession 
groups (Doctors, Pharmacists, Medical Rehabilitation Specialists, 
Nutritionists, and Nurses), difference in score distribution (P<0.05) was 
found in relationships among team members (40 vs 39 vs 39.5 vs 36 vs 
42, P<0.001), barriers to team collaboration (10 vs 18.5 vs 14 vs 18 vs 
10, P<0.001), and leadership (20 vs 20 vs 23 vs 20 vs 20, p 0.045). From 
the FGD, factors influencing interpersonal collaborative practice are 
leadership factors, system/rule factors, and personal factors. 
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Introduction 

Whereas qualified healthcare service is 
required in global era, fragmentation in 

health service delivery is still a global problem 
in health development in almost all countries. 
Healthcare professionals are required to provide 
a comprehensive and patient-centered care 
as healthcare problems become increasingly 
more complex. Interprofessional collaboration 
practices is required in implementing effective 
collaboration among healthcare professional 
(1). Interprofessional collaboration (IPC) is 
a partnership between health workers with 
different professional backgrounds who work 
together to solve problems, provide healthcare 
services, and achieve common goals. IPC is 
implemented to achieve goals and provide 
mutual benefits for all professions involved (2).

Healthcare workers must apply satisfactory 
collaborative practices resulting in 
comprehensive healthcare service that could 
improve patient safety in the hospital (3). 
Quality service is a result of interprofessional 
collaboration among doctors, nurses, and 
pharmacists (4). Several factors can affect 
the implementation of interprofessional 
collaboration. Traditional IPC is implemented 
under the assumption that doctors are the sole 
leaders and nurses, pharmacists and other 
professions act under doctors’ order. However, 
current concept of IPC requires an equivalent 
and interconnected role between professions. 
Adequate interpersonal communication 
skills resulting in effective communication 
is vital in conveying important information. 
Different educational background and limited 
understanding of individual profession could 
negatively affect communication (5). Ineffective 
communication, stereotyping, and professional 
domination are indicators of inequalities in 
IPC and should be overcame in order to avoid 
negative impacts to the patients (6).

Objective assessment of collaborative practice 
using a validated questionnaire and the exploration 
of factors involved is important in improving 
healthcare service. The aim of this study is to 
know the factors influencing implementation of 
IPC practice in teaching hospital setting. 

Methods
The research was conducted in Dr. Wahidin 

Sudirohusodo Hospital during January–March 
2023. The study population of quantitative study 
consisted of healthcare professionals, including 
nutritionists, nurses, doctors, pharmacists, and 
medical rehabilitation specialists serving for 
more than 3 years in Dr. Wahidin Sudirohusodo 
Hospital. 

This research uses a mixed-method 
explanatory sequential design, with quantitative 
and qualitative approaches. Quantitative study 
is carried out using the Validated Indonesian 
Version of Collaborative Practice Assessment 
Tool (CPAT) questionnaire, including 8 
subscales consisting of 53 questions. CPAT 
in Indonesian language has been previously 
validated by Findyartini, et al. (7, 8) to Indonesian 
respondents, and internally validated in study 
population with a Cronbach alpha of 0.813. The 
questionnaires were given to research subjects 
to assess their perception of health professionals’ 
attitudes towards IPC. Each question is marked 
1-5 according to the participant’s response (1 for 
strongly disagree-5 for strongly agree, except for 
negative questions; Items 10, 11, 12, 13, 14, 33, and 
34 were reversibly marked (1 for strongly agree-5 
for strongly disagree) and central distribution 
being calculated and subsequently analysed using 
IBM® Statistical Package for Social Science 
(SPSS)® version 25 for Windows. Normality 
test for data was performed using Kolmogorov-
Smirnov test and normally distributed data was 
presented as mean and not normally distributed 
data was presented as median. Score difference 
among profession groups is analysed for each 
subscale using Kruskal-Wallis test. The difference 
is considered significant to a P<0.05. 

The research was then continued with 
qualitative study with Focused Group Discussion 
(FGD) entitled “Exploring factors involved in 
interprofessional collaboration in Wahidin 
Sudirohusodo General Hospital”. Minimum 
sample size is determined as 12. The sample was 
taken until saturation was achieved. Five people 
with highest and lowest CPAT score from each 
profession were invited for FGD and divided into 
2 groups according to the CPAT score. FGD were 

Conclusion: This research showed that personal, system/organizational 
and leadership factors influence the implementation of interprofessional 
collaboration. In this study, there is a different perception regarding 
relationships among team members, barriers to team collaboration, and 
leadership among profession group. 
Keywords: Interprofessional relations; Practice; Teaching hospital; Leadership
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carried out in 60-90 minute-duration to deeply 
explore the implementation and obstacles of 
collaborative practice. Questions utilized in FGD 
is elaborated in the appendix. 

Data Analysis
Numerical data obtained from CPAT 

questionnaires were analyzed in univariate 
and bivariate analysis using IBM® SPSS® 
version 25 for Windows software. Normality 
of the quantitative data was determined using 
Kolmogorov-Smirnov test. Univariate analysis 
was performed to identify the characteristics 
of the respondents, while bivariate analysis 
was used to compare values obtained for each 
subscale between groups of respondents.

Recording acquired from the FGD was 
translated into an interview transcript by 
independent third-party data collector and the 
accuracy was ensured by FGD facilitator. The 
transcript was then coded into several general 
themes independently by two authors and was 
analyzed using thematic analysis with MaxQDA.

Ethical Consideration
This study was done by the ethical standards 

of The Council for International Organization 
of Medical Science (CIOMS) Geneva and 
approved by Hasanuddin University Institutional 
Review Board with the code of 79/UN4.6.45.31/
PP36/2023. Participants were informed about the 
objectives and purpose of the study. They were 
invited to sign an informed consent if they agreed 
to participate in the study. The participants 
were assured that participation in the study was 
voluntary, and they could withdraw from the 
study whenever they wished.

Results
From the study population, 152 subjects met 

the inclusion criteria. Table 1 shows baseline 

characteristic of research respondents.
Most of the research participants were female 

(n:121, 79.6%). Fifty participants (32.9%) were 
nurses, 29 participants (19.1%) were doctors, 29 
participants (19.1%) were nutritionists, 24 (15.8%) 
were nurses, and 20 (13.2%) were medical 
rehabilitation specialists. Most of the respondents 
had been working over 10 years (n: 81, 55.1%), 
36 (24.5%) respondents had been working for 
5–10 years, and 30 respondents (20.4%) had been 
working for 1–5 years.

Table 2 shows the results of the assessment 
based on the results of the CPAT questionnaire. 
There were significant differences among 
professions in 3 subscales; relationship between 
team members (P<0.001), barriers in team 
collaboration (P<0.001), and leadership (P=0.045). 
In the first subscale, relationship among team 
members with max subscale score of 45, there was a 
significant difference of subscale score distribution 
among profession groups, with the nurses having 
the highest median score of 42.00 (37.75-45.00), 
followed by doctors 40.00 (36.50-45.00), medical 
rehabilitation specialists 39.50 (36.00-44.00), 
pharmacists 39.00 (36.00-44.75), and nutritionists 
36.00 (35.00-41.00), P=0.007. In the second 
subscale, barriers to team collaboration, doctors 
and nurses perceived lower barrier to collaboration 
with median score of 10.00 (7.00-13.00) for doctors 
and 10.00 (9.00-13.00) for nurses, and pharmacist 
perceived more barrier to team collaboration with 
median score of 39.00 (36.00-44.75), P<0.001. In 
subscale 6, leadership, doctors had a median score 
of 20.00 (16.00-21.50), pharmacists 20.00 (19.25-
21.75), medical rehabilitation specialists 23.00 
(20.00-24.00), nutritionists 20.00 (20.00-24.50), 
and nurses 20.00 (20.00-24.25), with a P=0.045. 

From the FGD, several healthcare workers feel 
that they are not working in a collaborative team. 
In the FGD, several opinions surfaced:

“But the problem is that the collaborative team 

Table 1: Characteristics of research respondents
Characteristics Total Percentage
Gender
Male 31 20.4%
Female 121 79,6%
Profession
Nutritionist 29 19,1%
Nurse 50 32,9%
Doctor 29 19,1%
Pharmacists 24 15,8%
Medical rehabilitation 20 13,2%
Working duration
1-5 years 30 20,4%
5-10 years 36 24,5%
>10 years 81 55,1%
Total 152 100%
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discussed doesn’t occur in practice, I don’t feel 
like working in a collaboration” (FGD: Group 2 
Health Care Wahidin; Position: 566).

The interview transcript acquired from 
the FGD was coded into several general 
theme thought to influence interprofessional 
collaborative practice as follow: 
Leader factor

In a collaboration, each team has a leader. In 
an effective collaboration, team members should 
understand each other’s role and instructions 
given by the leader. However, sometimes the 
leaders don’t give direct, clear instructions or 
are not directly involved in field practice. Like 
the comments below:

“The leaders are not directly involved in 
patients’ service” (FGD: Group 1, Health Care 
Wahidin; Position: 451).

System/rule factors
Systems or rules have a role in a collaborative 

team. A team works in accordance with the 
system and rules that apply. The system governs 
the health professionals’ roles in IPC. 

“There is a new rule in computer system in 
which nutritional screening has to be filled in less 
than 24 hours. However, the nutritionists have 
no shift duties on Saturday and Sundays. So, the 
system also makes it difficult for us to collaborate 
with other healthcare workers.” (FGD: Group 1, 
Health Care Wahidin; Position: 641).

Personal factor
Every person has different personal values 

and personalities. Understanding each other 
in collaborative practice is important for a 
collaborative team. Open-mindedness and 

willingness to accept opinions in teamwork can 
improve the quality of patient care. Moreover, a 
strong commitment from each profession is vital 
in an inter-professional collaborative team. There 
are several responses from respondents related to 
personal factors, including:

● Active communication 
Communication is important. There are 

several opinions regarding communication in 
teamwork:

“Well, in terms of communication, 
communication among doctors, nurses, 
pharmacists, and nutritionists are good” (FGD: 
Group 1 Health Care Wahidin; Position: 100).

“That’s why, indeed, the communication is 
necessary if, for example, the doctor is unable 
to directly examine the patients, he should notify 
the nurses and delegate the duty to somebody 
else.” (FGD: Group 1 Health Care Wahidin; 
Position: 369).

“Communication among us and other 
professions is good. It’s just a matter of how each 
profession performs its own roles.” (FGD: Group 
1 Health Care Wahidin; Position: 170).

“If there are problems, the most important 
thing is that we are eager to try to do it better next 
time. It’s okay if the attending physician could 
not directly examine the patient, but we as the 
nurse should try to communicate and remind the 
attending” (FGD: Group 1 Health Care Wahidin; 
Position: 188).

● Not faultfinding
In a collaborative team, members should not 

focus on accusing other members or finding 
who to blame when problem occurred. This can 
lead to elevated egos between each profession 
of health workers, an obstruction to cooperative 

Table 2: Quantitative analysis of 8 subscales in Indonesian CPAT Questionnaire
Subscale Median (Q1-Q3)

Doctor 
(n=29)

Pharmacist
(n=24)

Medical
Rehab (n=20)

Nutritionist
(n=29)

Nurses
(n=50)

P

Relationships among team members 
(max score 45)

40.00 (36.50-
45.00)

39.00 (36.00-
44.75) 

39.50 (36.00-
44.00)

36.00 (35.00-
41.00)

42.00 (37.75-
45.00)

0.007*

Barriers to team collaboration  
(max score 25)

10.00 (7.00-
13.00) 

18.50 (13.25-
20.00) 

14.00 (11.25-
23.25)

18.00 (10.50-
22.00)

10.00 (9.00-
13.00)

<0.001*

Team relationships within the 
community (max score 25)

15.00 (10.50-
16.50) 

16.00 (16.00-
17.75)

17.00 (15.00-
18.00)

16.00 (14.00-
18.50)

15.50 (13.75-
19.00)

0.173

Team coordination and organization 
(max score 70)

58.00 (54.00-
67.00)

56.00 (56.00-
62.50) 

60.00 (56.00-
66.50)

56.00 (51.00-
64.00)

62.00 (56.00-
68.25)

0.066

Decision making and conflict 
management (max score 10)

7.00 (6.00-
9.00) 

8.00 (8.00-
9.00) 

8.00 (7.25-
9.00)

8.00 (7.00-
9.50)

8.00 (6.75-
9.25)

0.123

Leadership (max score 25) 20.00 (16.00-
21.50) 

20.00 (19.25-
21.75) 

23.00 (20.00-
24.00)

20.00 (20.00-
24.50)

20.00 (20.00-
24.25)

0.045*

Missions, goals, and objectives  
(max score 45)

37.00 (36.00-
41.00) 

36.00 (36.00-
40.00) 

41.00 (36.00-
43.00)

36.00 (34.00-
42.50)

39.50 (36.00-
44.00)

0.306

Patient involvement, responsibility, and 
autonomy (max score 25)

20.00 (19.00-
24.00) 

20.00 (19.25-
21.00) 

21.00 (20.00-
24.00) 

20.00 (19.50-
24.00)

21.00 (20.00-
24.00)

0.378

*Significant if P<0.05
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relationship within the team. Opinion concerning 
this matter is as follow:

“[Blaming others] is not correct. Well, so if 
we collaborate, we have to be able to accept that 
problem occurred and solved. It finishes there. 
Focus on looking for the solution, not on finding 
who to blame.” (FGD: Group 2 Health Care 
Wahidin; Position: 413).

● Health workers must humbly receive 
opinions from other team members.

In a collaborative team, receiving input and 
criticism leading to self-introspection is important 
to improve service quality. 

“At times we got confused on whom to follow, 
and the instruction to keep on changing. [In a 
collaboration], we should be patient; and [all the 
efforts] we do is for the patients’ sake. And, we 
have to be able to admit when we’re wrong and 
receive feedback and corrections.” (FGD: Group 
2 Health Care Wahidin; Position: 475).

● Strong commitment to collaboration
In a collaborative team, commitment from 

each profession to work together in order to 
achieve a common goal in terms of providing the 
best service at the hospital is essential. Opinion 
concerning this matter is as follow:

“I think we need a meeting to ensure we have 
the same understanding and perception; once a 
month is enough.” (FGD: Group 2 Health Care 
Wahidin; Position: 356).

“Commitment [to work together in a team] is 
important, but it differs in each individual] 4” 
(FGD: Group 1 Health Care Wahidin; Position: 
446).

“We actually should start with a strong 
commitment to coordinate, collaborate, and 
communicate [with other team members] to 
make it work. Interprofessional collaboration 
is important especially in problematic patients” 
(FGD: Group 1 Health Care Wahidin; Position: 
497).

● Understanding and completing ones’ 
responsibilities or tasks

In a collaborative team, each member has 
responsibilities and duties to implement in 
accordance with their respective professional 
standards such that there is no overlapping in 
providing patients’ care. Opinion concerning this 
matter is as follows:

“If each of us does their main task and function 
and mind their authority [the collaboration will 
work out well]. Furthermore, [everyone should] 
work according to standards, whether it’s the 
nurses, residents, or attending physicians” (FGD: 
Group 1 Health Care Wahidin; Position: 100).

“There should be [a practice called] clinical 
pharmacy that explains every drug given to the 

patients, it does not work out in the practice.” 
(FGD: Group 1 Health Care Wahidin; Position: 
126).

“There are standards that we must carry out 
in a profession. For example, as a nurse, I have 
to do patients’ assessment, I have to put an IV 
line, and I do it according to the standards. Yet, 
there are no certain standards governing [each 
profession’s] authority” (FGD: Group 1 Health 
Care Wahidin; Position: 133).

● Proactively help each other
A collaborative team must work together 

and help each other among members of other 
health professions. Mutual support and assistance 
between health professionals in order to provide 
the best service at the hospital is needed. Opinion 
concerning this matter is as follows:

“[Resident] Doctors should stay at the nurse 
station and not only come when called. It is 
difficult for us to call and wait for the doctors to 
come and examine the patients. Collaborative 
team means several professions work together, 
therefore all professions, including doctors, 
nurses, and pharmacists should stay and do not 
leave the shift’s post” (FGD: Group 1 Health 
Care Wahidin; Position: 112).

Discussion
Most of the research respondents were female. 

This is consistent with research conducted by 
Yusra, et al., which reported that the majority of 
the respondents were female (7). The research 
subjects in Findyartini, et al. was also dominated 
by females (8) and so were the majority of the 
respondents in a study by Patima, et al. (9) and 
Bradley, et al. (10).

The majority of respondents had served in Dr. 
Wahidin Sudirohusodo Hospital for more than 10 
years. This is in line with a study conducted by 
Findyartini, et al. which found that most of the 
respondents had a working period of >10 years. 
The authors also stated that the length of working 
period influences the respondents’ perception 
towards IPC practice (8).

The results of this study shows the scores 
for each subscale of the CPAT questionnaire 
adjusted for the health worker profession. The 
data shows that the 3 subscales: the relationship 
among team members, barriers to teamwork, 
and leadership were perceived differently in 
the different professions. Relationship among 
team members become an important factor in 
collaboration between health worker professions. 
Research conducted by Meradiana found that 
the relationship between team members is an 
important factor in the perception of health 
workers about collaboration between professions. 
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Each profession must understand its roles, 
duties, and responsibilities. This is one of the 
prerequisites for creating mutual trust and being 
able to build good relationships between health 
professionals, in accordance with the hierarchy of 
interprofessional collaboration practices, namely 
patient-centered, while still understanding 
the roles, duties, and responsibilities of each 
health worker in a work team (11). Research by 
Wiethholer, et al., states that interprofessional 
relationships in an inter-professional collaboration 
can improve patient services, and prevent errors 
that might occur (12). Another study by Köberlein-
Neu, et al., stated that the relationship between 
team members, including interprofessional 
coordination and collaboration, for example, 
between doctors and pharmacists, can improve 
treatment safety. Working in a multidisciplinary 
team can reduce problems related to treatment 
and also reduce problems related to the provision 
of services by several professions (13).

There was a difference of perception 
among professions regarding barriers to 
teamwork, with a value of P=0.001. This is 
consistent with research conducted by Yusra, 
et al., which obtained a statistically significant 
difference in perception in barriers to teamwork 
subscale between doctors and nurses. Nurses 
perceived more barriers compared to doctors 
in collaborative practice. In Indonesian culture 
and medical education, hierarchical structure 
and socio-cultural factors strongly influence 
interprofessional collaborative practices. 
Unfamiliarity regarding nurses’ profession and 
role might also cause this perception, as well as a 
lack of support from professional organizations in 
contributing to improving the quality of services 
in hospitals (14). Barriers to collaboration 
between professions can occur at the system 
level, the organizational level, and the level 
between individuals (15). At the system level, the 
most frequently reported bottlenecks are funding/
financial (e.g., lack of long-term funding costs or 
inadequate reimbursement). The organizational 
level, namely limited human resources, for 
example, a lack of skilled professionals, causes 
a higher workload. Lack of professional training 
in the implementation and support of professional 
organizations at the inter-individual level, 
namely the imbalance of leadership between 
professions due to hierarchical factors between 
disciplines, especially between doctors and 
other professional staff at the structural level, 
and the lack of clarity regarding the functions 
and roles of each profession within the scope of 
work. Poor communication is also an obstacle to 
interprofessional collaboration (11, 16).

There is a statistically significant difference 
among professions in leadership subscale, with a 
p value of 0.045. This is in line with the research 
conducted by Findyartini et al., which found score 
difference in leadership subscale (8). Another 
study by Patima et al. stated that leadership has 
a significant value, as a determining factor in 
interprofessional collaboration (9). Leadership as 
an interpersonal element, as well as the attitudes 
and competencies of health workers, influence 
forms of interprofessional collaboration. Health 
professions must consider role boundaries 
according to cultural and social interactions 
(17). An effective interprofessional team also 
requires a skilled leader. Leader competence is 
multi-determinate. Effective leaders have high 
levels of emotional intelligence and excel in 
communication skills. Emotional intelligence 
contributes to 80% of the success of a leader (18).

One study believes that this concept is highly 
relevant to leadership in primary health care 
settings, particularly regarding the division of roles 
and responsibilities among health professionals 
according to the needs of individual or community-
based health services (19). In a collaborative 
team, of course, there are members who may 
have different interests, goals, and experiences, 
so it becomes a challenge in team collaboration. 
The team leader must be able to manage these 
differences and make them a common goal, namely 
patient safety in the hospital (20). According 
to Chreim and Bourgeault’s role construction 
theory, the role of health professionals in hospitals 
is differentiated based on the competence and 
authority of their respective professions, especially 
in individual patient services so that within a 
health care team there must be consensus on 
leadership and decision-making mechanisms so 
as to achieve a goal together in terms of patient 
care in hospitals (17).

Qualitative analysis result showed that personal 
characteristic of health professionals, such as 
communication is a determining factor in IPC 
quality in Dr. Wahidin Sudirohusodo Hospital. 
This result is in line with Mattesich and Monsey 
mentioning that there are six factors determining 
the quality of collaboration, one of which is 
personal characteristic, mutual respect, mutual 
belief, and communication (21). Furthermore, 
Herbert et al. stated that personal quality and skill, 
such as ability to listen, communicate respect, 
modesty, and open mindedness (12). Bidwel 
and Thompson, Dey, et al. and Hashemian, et 
al. also stated that openness to communication 
plays a crucial role in the implementation of 
collaboration (22-24). Furthermore, Degu, et 
al. also found that interpersonal factor strongly 
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affect the implementation of interprofessional 
collaboration (25).

Loffler, et al., Varela, et al., and Zilich, et 
al. stated that mutual belief and respect are 
determining factors in IPC (26-28). Hughes and 
McCann and Pottie, et al., found that eagerness of 
health professional to help each other is a crucial 
factor in IPC. Above-mentioned studies showed 
that collaboration depends on personal quality of 
each individual involved (29, 30)

That the personal characteristic is the main 
determinant to IPC in FGD could be explained 
by collectivistic-individualistic culture theory. 
The subjects involved in the FGD lived in 
collectivistic cultural background. People live in 
collectivistic cultural background put the quality 
of interpersonal relation first. Collectivistic 
culture is a culture focusing on group, quality 
of relationship, and community needs, aiming 
at achieving common goals (31, 32).

Leader and rule and system factors were also 
mentioned in qualitative study to play a role in 
IPC in our hospital. Rieck, et al. and Weissenborn, 
et al. also stated that IPC is determined by the 
leader’s quality (33, 34). Furthermore, Rubio-
Valero, et al. and Tan, et al. elaborated that the rule/
system factor that is employed in an organization 
is significant in IPC quality. If the system and 
rule applies, then healthy collaboration could 
potentially occur (35, 36).

Effective communication is vital in every 
collaborative practice. Ineffective communication 
might lead to misunderstandings, affecting 
outcomes that become a goal in collaborative 
practice. Effective communication could result 
in a greater understanding of each profession’s 
role guidelines, and perceptions toward reaching 
common goals. 

This study also showed that the effective 
distribution of roles in an organization is crucial 
in interprofessional collaborative practices. 
Regarding the mechanism for coordinating and 
managing human resources, the availability of 
clear work guidelines and/or written SOPs that are 
known to all parties will facilitate coordination 
and teamwork, because each task that needs 
to be carried out by each individual/profession 
could be easily accessed in the above-mentioned 
documents. This will ultimately lead to an 
organizational culture that supports collaboration. 
Therefore, apart from improving communication 
skills and maintaining appropriate interpersonal 
attitudes and behavior, a clear understanding of 
the role of each health profession is very important 
for IPCP. The earlier a person is introduced to 
their own roles and the roles of others, the easier 
it is to avoid misunderstandings between health 

professionals. Any ongoing interprofessional 
education program has the potential to apply 
current system settings so that it refers to the 
ultimate goal of improving the quality of patient 
care with clear measurable indicators such as 
patient safety (37).

Limitation 
This study used total sampling involving 

all medical care workers in Dr. Wahidin 
Sudirohusodo General Hospital meeting the 
inclusion criteria; however, the sample size is 
inadequate for regression analysis. A study with 
a bigger population enabling regression analysis 
might better explain the factors involved in 
interprofessional collaboration.

Conclusion
Several important factors play a role in a 

collaborative team. In this study, there was 
different perceptions regarding relationships 
among team members, barriers to team 
collaboration, and leadership among profession 
group. Further exploration through FGD supports 
that IPC practice in our hospital is not yet optimal 
and leadership factors, system/rule factors, and 
personal factors hinder the effective IPC. IPC 
needs to be socialized and its importance needs 
to be underlined in every healthcare centers.
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