
The perspectives of healthcare professionals regarding interprofessional 
collaboration among three tertiary hospitals in the Tshwane 
district, Gauteng

Nontembiso Magida a,* , Kirsten Hellberg a, Charmari Kotze a, Kgopotso Mathume a,  
Thuto Molapo a, Lara Moolman a , Bianke Schoeman a, Marien Alet Graham b

a Department of Physiotherapy, School of Healthcare Sciences, University of Pretoria, Pretoria, South Africa
b Department of Mathematics Education, University of South Africa, Pretoria, South Africa

A R T I C L E  I N F O

Keywords:
Healthcare professionals
Interprofessional collaboration
Personal relationships
Organisational environment
Tertiary hospital
Perspectives

A B S T R A C T

Healthcare professionals’ perspectives on interprofessional collaboration differ, although structured organisa
tional environments and professional relationships remain essential for quality healthcare. We aimed to deter
mine healthcare professionals’ perspectives regarding interprofessional collaboration in tertiary hospitals in 
Gauteng, South Africa. Healthcare professionals older than 18 participated in this cross-sectional survey, con
ducted in Tshwane district. Snowball sampling recruited registered healthcare professionals who worked more 
than a week at the participating hospitals. A Google link with a consent form and questionnaire was shared with 
departmental heads to share with their co-workers; 77 people completed the questionnaires. All ethical principles 
were followed. Statistical Package for Social Science version-27 analysed data. A five-point Likert scale deter
mined perspectives of healthcare professionals’ level of collaboration. A signed-rank test determined the sig
nificant difference between hospitals’ personal and organisational factors. The participants perceived personal 
relationships among healthcare professionals as better than the organisational environment in interprofessional 
collaboration. The organisational environment requires improvement for better collaboration.

1. Introduction

Interprofessional collaboration includes several healthcare pro
fessionals who interact with each other to provide quality healthcare 
and communicate effectively with patients, caregivers, communities, 
and families.1 Interprofessional collaboration is a valuable tool for 
establishing healthy relationships between professionals in the health
care environment.2 The healthcare professionals include nurses, medical 
doctors, occupational therapists, speech therapists, dieticians, audiolo
gists, physiotherapists, and others, each with individual perspectives on 
interprofessional collaboration.3 Each healthcare profession has a 
different scope of practice, which involves a research-based approach 
and applying specific professional skills.4 Furthermore, interprofes
sional collaboration bridges the divide between different professions,5 is 
thought to improve communication between healthcare professionals, 
an essential factor for holistic care.6 The understanding of interprofes
sional collaboration and the quality of interprofessional education in
fluence the rate of successful collaboration implementation in clinical 

practice.3

The success of interprofessional collaboration depends on the 
collaborative competencies of individual healthcare professionals and 
their ability to communicate with one another.7 The collaborative 
competencies include negotiating with other healthcare professionals, 
joint decision-making, considering the views of other individuals and 
promoting innovative healthcare.8 Additional competencies in the 
healthcare setting include ethical values, professional knowledge, 
leadership, implementing healthcare strategies and assessing needs.9

Management and communication skills may strengthen teamwork when 
resources from other departments are required.10 Effective interprofes
sional collaboration is demonstrated if leadership roles are rotated 
among members with various expertise by following the patient 
context.11 Emphasis is placed on the importance of structured inter
professional rounds as a guide to enhance shared decision-making, 
communication, and quality of care.12

Interprofessional collaboration is often misinterpreted as the referral 
of a patient to another professional without any interaction between the 
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professionals.13 Perspectives on interprofessional collaboration differ 
among healthcare professionals, but collaboration remains a strong 
predictor of the quality of patient-centred care.14 Through effective 
communication, shared responsibilities and accountable 
decision-making, interprofessional collaboration generates a positive 
outcome regarding the patient’s holistic health.2 Interprofessional 
collaboration has been found to show a decline in the length of inpatient 
hospital stays and medical charges.3 Furthermore, if patients have easy 
access to an interprofessional team and the team is open to patient 
interaction, patients may be confident to ask questions and prevent 
unnecessary consultation sessions.15 In contrast, poor collaboration 
negatively affects patient care.16 Several studies demonstrated barriers 
to collaboration, such as lack of time, training, and poor 
communication.17–19 Other barriers to successful collaboration include 
breach of confidentiality and insufficient funding.20

Research has provided evidence highlighting the importance of 
interprofessional collaboration within the healthcare system.21 Inter
professional collaboration includes several healthcare workers from 
different professions interacting with each other and patients to ensure 
quality healthcare.19 Interprofessional collaboration entails all health
care professionals working together according to their roles in unbiased 
obligations and liabilities.22 In addition, interprofessional collaboration 
has been recommended and proven as a tool to improve healthcare 
outcomes.19 However, even with the great emphasis that institutions 
place on the importance of interprofessional collaboration between 
healthcare workers in South Africa, there still needs to be more imple
mentation into clinical practice3 The perspectives of healthcare pro
fessionals about interprofessional collaboration tend to differ, affecting 
healthcare professionals’ attitudes and may lead to poor teamwork 
competencies and implementation in clinical practice, as interprofes
sional collaboration strongly depends on communication between 
healthcare professionals.7 Although interprofessional collaboration is a 
concept that has been introduced previously in clinical settings, avail
able studies were done in primary and secondary healthcare settings. 
However, studies done in tertiary hospitals are scarce; hence, we aim to 
establish the perceptions, the extent of interprofessional collaboration, 
information sharing and leadership, and the level of trust among 
healthcare professionals in tertiary hospitals. Tertiary hospitals are not 
only associated with specialised care services but are the foundation for 
future healthcare practitioners who are groomed to provide future 
quality healthcare. As tertiary hospitals receive patients for different 
specialised care, healthcare professionals need to collaborate in order to 
provide the best care to patients.23

2. Materials and methods

2.1. Research design

This study was a non-experimental descriptive quantitative cross- 
sectional research design.24

2.2. Research setting

The study was conducted at three tertiary hospitals in the Tshwane 
District in Gauteng, South Africa. The hospitals consisted of 1652, 859, 
and 832 beds, respectively.

2.3. Sample

The population of our study included all healthcare professionals 
aged 18 years and above who are registered with the Health Professions 
Council of South Africa (HPCSA), South African Council of Social Service 
Profession (SACSSP), or South African Nursing Council (SANC). The 
snowball sampling method was chosen because the Protection of Per
sonal Information Act restricted direct access to the healthcare pro
fessionals’ contact details.24,25 These healthcare professionals included 

medical doctors, nurses, physiotherapists, occupational therapists, di
eticians and nutritionists, speech therapists, audiologists, social 
workers, radiographers, and psychologists. Individuals with less than 
one week of working experience were excluded from the study, as these 
healthcare professionals needed adequate collaboration exposure within 
the specific tertiary hospitals. A minimum sample size required for the 
statistical tests to have at least 80 % statistical power was calculated 
using G*Power software and equalled 531, considering a minimum of 
177 is needed for each hospital for pairwise comparison. However, a 
total sample size of n = 77 (100 %) was obtained due to poor online 
response rate. We piloted the study at a selected primary hospital using 
10 % of the calculated sample size to determine the time it required to 
complete the questionnaire and to assess whether the study’s aims and 
objectives would be met. The pilot study lasted for four weeks and 
participants took between 15 and 20 min to complete the questionnaire. 
No major concerns were noted during this phase, and the questionnaire 
was deemed clear and consistent with the study’s aims and objectives. 
Since no significant changes were necessary, the instrument and pro
cedures were kept as initially planned. The findings from the pilot study 
were not included in the main research.

2.4. Instrument and variables

The questionnaire used to conduct the study was obtained from a 
survey of interprofessional collaboration conducted in Basque.26 A 
formal request for permission to utilise the instrument was sent to the 
original creator, but no reply was obtained even after subsequent at
tempts. Since the questionnaire was publicly available through Research 
Commons, and consistent with standard academic procedures for re
sources in the public domain, the tool was employed with complete 
citation and recognition of the original author. The questionnaire con
sists of 10 questions, which use the Likert scale ranging from 1 to 5, 
giving the questionnaire a total score of 50. The closer the score is to 50, 
the better the results, indicating good interprofessional collaboration. 
The designer of the questionnaire conducted an exploratory factor 
analysis (EFA) using the ten items. The designer of the questionnaire 
found two factors, which they called “Inter,” which represents the per
sonal relationships dimension (four items: shared goals, patient-centred 
approach, mutual knowledge and trust), and “Organiz," which repre
sents the organisational setting dimension (six items: strategic guide
lines, shared leadership, support for innovation, forums for meeting, 
protocolisation and information systems). Following the EFA, the author 
established the internal consistency of the factors using Cronbach’s 
alpha and found the values to equal 0.813 and 0.825 for the “Inter” and 
“Organiz” factors, respectively, with Cronbach’s alpha values above 0.6 
being acceptable.27 Finally, a confirmatory factor analysis (CFA) was 
conducted, confirming that the ten items’ underlying factor structure 
consisted of these two factors. Thus, Nuño-Solinís et al.26 established 
that the two factors, personal relationships between professionals 
(“Inter”) and the organisational environment (“Organiz”), underlie the 
broader concept of interprofessional collaboration.

As the study by Nuño-Solinís et al.26 was conducted in a specific 
institution (Osakidetza-Basque Health Service), in a particular unique 
community of Basque Country, in the current study, as opposed to 
simply conducting a CFA to confirm that the underlying two-factor 
structure of the instrument holds within a South African setting, an 
EFA, Cronbach’s alpha and a CFA were conducted. The reason for 
starting with an EFA in this study is that the South African setting in 
which the current study was conducted differs dramatically from that of 
the Basque country, meaning that the underlying factor structure could 
differ. In our research, EFA, CFA, reliability, and validity tests all 
confirmed the two-factor structure found by Nuño-Solinís et al.26 to hold 
within a South African setting with the same items loading onto each 
factor.
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2.5. Participant recruitment and data collection

The researchers visited each hospital to explain the aim and objec
tives of the study to the heads of departments. Contact details of the 
heads of departments were requested to share the Google link to forward 
it to the staff members working within their departments. The Google 
link comprised an information sheet, consent form, demographic in
formation, and a questionnaire assessing interprofessional collaboration 
among healthcare professionals. Eight weeks were given for healthcare 
professionals to complete the questionnaire, with a weekly reminder 
sent to the heads of departments to remind the staff about the study. The 
responses of the Google link appeared to the researchers.

2.6. Data analysis

Data received via Google link were exported to Microsoft Excel and 
were analysed by a statistician using the Statistical Package for Social 
Science version 27. A descriptive analysis was conducted for the de
mographic data. An EFA and CFA were performed to explore and 
confirm the underlying factor structure of the questionnaire. The Likert 
scale items were used to determine the level of collaboration and trust 
among healthcare professionals and their attitudes about each other’s 
values, specific competencies, and focus on patient care. Likert scales 
quantitatively measure opinions, attitudes, and beliefs, rating them on a 
five-point scale.28 For continuous data, such as “organisational envi
ronment” and “personal relationships”, created by averaging over the 
items loaded onto them, normality was assessed through the 
Kolmogorov-Smirnov test. Since the p-value of one of the factors (per
sonal relationships) is less than 0.05 (p-value = 0.002), normality has 
not been established, and the nonparametric Spearman correlation co
efficient and the nonparametric Wilcoxon signed-rank tests were used.

2.7. Ethical considerations

The University of Pretoria Ethics and Research Committee (REC no: 
660/2022), the National Health Research Database (GP_202211_071), 
and the chief executive officers from the three tertiary hospitals 
approved the study. An informed consent form was embedded in the 
questionnaire link and completed by the participants. The informed 
consent form emphasised that participation in the study was completely 
voluntary. An anonymous Google link to the questionnaire ensured the 
participants’ anonymity. The study also adhered to the declaration of 
Helsinki regarding the participants’ rights to make informed decisions.

3. Results

Seventy-eight participants consented to participate and only one was 
excluded as the participant was not registered with any statutory bodies 
of healthcare professionals to meet the inclusion criteria, which left us 
with n = 77 sample size.

There are more female participants (n = 62, 80.5 %) who completed 
the survey than those of their counterparts (n = 15, 19.5 %) (Table 1), 
and the majority of the participants were nurses (n = 19, 24.7 %). The 
distribution of participants between the three hospitals is similar.

A questionnaire employing a five-point Likert scale was used to 
determine participants’ perspectives regarding the determined vari
ables. The distinct classifications or categories of the Likert-scale are 
shown in Appendix 1, as they are different for each variable. On this 
scale, one is ranked as the worst and five the best.

In the “organisational environment” factor (Table 2), 40.3 % of the 
participants agreed that leadership is shared in some areas, and 31.2 % 
of participants agreed that there are many mechanisms in place to share 
information with other healthcare professionals. In the “personal re
lationships” factor, more than half of the participants (53.2 %) agreed 
that there is a moderate level of trust between healthcare professionals.

The nonparametric signed-rank test was used to test for statistical 

significance difference between the “organisational environment” and 
the “personal relationships” factors.

There was a statistically significant difference between the “organ
isational environment” and “personal relationship” factors (p-value =
0.001) with the mean and the median of the “personal relationships” 
factor being significantly higher (Table 3).

4. Discussion

This study aimed to determine healthcare professionals’ perspectives 
regarding interprofessional collaboration among three tertiary hospitals 
in the Tshwane district, South Africa. A sample size of n = 77 partici
pants was obtained. The low response rate is attributed to the fact that 
people being less likely to complete online surveys if they do not know 
the researchers personally.29 Moreover, healthcare professionals often 
face a high volume of survey requests, resulting in survey fatigue that 
tends to impact specific professional groups, particularly junior staff.30

In addition, despite the questionnaire consisting of just ten items, each 
item was structured using a Likert scale that included five response 
choices with relatively lengthy wording. This format could have led to 
lower participation rates, as surveys that are seen as time-intensive or 
mentally challenging, even if they do not have many items, are recog
nised to deter completions.31 Most participants were female (n = 62; 
80.5 %), and the nurses responded the most (n = 19; 37 %). Literature 
supports that women are more likely to participate in community work 
and volunteer in research studies than males.32 In addition to the 
increased number of nurses participating, most healthcare professionals 
in the African World Health Organisation regions are nurses.33

In this study, the different variables influencing interprofessional 
collaboration among healthcare professionals are highlighted in two key 
factors: “organisational environment” and “personal relationships” fac
tors. It is crucial to highlight that these results are preliminary and are 
derived from a small group of 77 participants. Therefore, they should 
not be viewed as representative of all healthcare professionals within the 
district or the wider South African context. Instead, the insights provide 
a valuable, contextual perspective on how both personal and organiza
tional factors could affect interprofessional collaboration. By consid
ering the findings as exploratory, the study offers an initial 
comprehension of interprofessional collaboration in these hospitals, 
while recognizing the necessity for additional research with larger and 
more diverse samples to confirm and enhance these observations.

Table 1 
Demographic characteristics of the participants (n = 77).

Variables Frequency (n) Percentage (%)

Sex
Male 15 19.5
Female 62 80.5
Profession
Doctor 13 16.9
Nurse 19 24.7
Occupational Therapist 11 14.3
Dietitian and Nutritionist 2 2.6
Audiologist 2 2.6
Radiographer 5 6.5
Psychologist 5 6.5
Physiotherapist 14 18.2
Speech Therapist 3 3.9
Social Worker 3 3.9
Working experience (in years)
Less than 5 24 31.2
Between 5 and 10 years 26 33.8
More than 10 years 27 35.1
Hospital of employment
Hospital A 24 31.5
Hospital B 28 36.4
Hospital C 25 32.5

N. Magida et al.                                                                                                                                                                                                                                 Journal of Interprofessional Education & Practice 41 (2025) 100769 

3 



4.1. Organisational environment factor

An organisational environment is composed of internal and external 
variables that influence how an organisation operates.34 It includes the 
principles on which an organisation is based, providing stability and 
distinguishing from others.34 In this study, variables influencing the 
organisational environment include support for innovation, shared 
leadership, protocol development, forums for meetings, information 
systems and strategic guidelines.

Nearly half of the participants (45.5 %) reported no to little support 
for innovation in tertiary hospitals. Numerous challenges are experi
enced in healthcare innovation, including a limited budget, rising 
healthcare demand, and improved patient expectations35 that may 
contribute to poor innovation. A lack of resources and knowledge within 
an organisation is often present and limits the ability to implement 
innovative strategies.36 Limited understanding of factors contributing to 
innovation prohibits effective implementation.37 This accounts for 
nearly half of the participants reporting a need for more support for 
innovation in their work environment. Nearly half of the respondents 
(40.3 %) reported that leadership is shared among healthcare pro
fessionals in certain areas. This is consistent with a study that compared 
large, diverse interprofessional teams to smaller, more homogeneous 
ones in geriatric and palliative care, which found that smaller, less 
diverse teams had a greater perception of shared leadership38 Never
theless, other research points out that factors such as team identifica
tion, professional culture, and organisational environment also affect 
shared leadership, not just team size or diversity.39,40 In the context of 
South Africa, similar patterns have been noted, where shared leadership 
is acknowledged, yet its practical execution differs across various envi
ronments due to professional divisions and institutional backing.41,42

More than a third of the participants (35.1 %) reported a consider
able number of protocolisation mechanisms in place in tertiary hospi
tals. Ebben et al.43 noted that a gap between protocols and clinical 
practice frequently exists, which can result in patients not receiving 
optimal healthcare. The author further stated that the medical function 
and condition in which a guideline recommendation can be categorised 

could influence how healthcare professionals adhere to protocol 
guidelines in agreeing on patient treatment.43 Most participants agreed 
that many mechanisms are in place, but there is still room for 
improvement in the successful use of systematic processes in 
agreement-making. Less than half of the participants (40.3 %) agreed 
that a sufficient number of interprofessional forum meetings are in 
place, highlighting a significant gap in the implementation of these 
meetings and indicating room for improvement. In this study, the 
meetings referred specifically to interprofessional team meetings rather 
than departmental meetings. Such forums support team learning, facil
itate shared goal setting, and contribute to more effective team func
tioning. If not clearly distinguished, this lack of specificity could 
represent a limitation in interpreting the findings regarding interpro
fessional collaboration.44

Common challenges experienced in the healthcare setting include a 
need for more accountability, structure and decision-making,45 which 
can hinder the implementation of meeting forums. A lack of dedicated 
time for meetings negatively impacts the implementation of structured 
meetings.46 The participants were divided regarding information sys
tems, with approximately one quarter of participants (27.3 %) reporting 
that no to little relevant information is available from other healthcare 
professionals. Most participants (41.6 %) reported that many relevant 
information systems were in place in the clinical settings. A study on 
implementing Health Technology Assessment found that effective 
health information systems were in place in South African governmental 
clinical settings due to sufficient financial resources and the availability 
and sharing of health data.47 A study done in twelve African countries 
stated that there are difficulties in obtaining reliable health information 
in developing countries, leading to decreased health results and an 
inability to meet the population’s needs.48 Barriers to effective health 
information systems in South Africa, India and China were identified by 
MacQuilkan et al.49 as a lack of expertise, poor health data infrastruc
ture, a rise in non-communicable diseases, healthcare costs, and frag
mented healthcare systems. These barriers correspond with the study’s 
results, which showed that a significant number of participants recog
nised deficiencies in information systems in the clinical environment, 
though 41 % stated that these systems were satisfactory. This varied 
perception underscores the differences in accessibility or effectiveness of 
information systems among various teams or departments.

Existing strategic guidelines promoting a considerable amount of 
explicit collaborative work between levels of care; however, almost half 
(n = 33; 42.9 %) of participants reported a few to a lack of strategic 
guidelines in the clinical setting. An American study investigating 
advanced care identified that role confusion among interprofessional 
team members is one of the most significant barriers to practical stra
tegic guidelines and is possibly emboldened by the lack of clarity in 
professional discipline expectations.50 A lack of compliance with rec
ognised practices for interprofessional collaboration leads to confusion 
about the responsibilities and skills of healthcare providers. This 
confusion may cause communication failures and result in tasks being 
executed incompletely or redundantly among team members. It leads to 
duplication and contributes to the need for interprofessional 

Table 2 
Perspectives of interprofessional collaboration n (%).

Factors Variables 1 2 3 4 5

Organisational 
Environment

Support for innovation 6 (7.8) 29 (37.7) 18 (23.4) 19 (24.7) 5 (6.5)
Shared leadership 3 (3.9) 20 (26.0) 31 (40.3) 18 (23.4) 5 (6.5)
Protocolisation 7 (9.1) 18 (23.4) 20 (26.0) 27 (35.1) 5 (6.5)
Forums for meetings 2 (2.6) 26 (33.8) 16 (20.8) 23 (29.9) 8 (10.4)
Information systems 3 (3.9) 18 (23.4) 24 (31.2) 24 (31.2) 8 (10.4)
Strategic guidelines 8 (10.4) 19 (24.7) 17 (22.1) 26 (33.8) 7 (9.1)

Personal Relationships Shared goals 8 (10.4) 13 (16.9) 19 (24.7) 26 (33.8) 11 (14.3)
Patient-centred approach 3 (3.9) 12 (15.6) 22 (28.6) 25 (32.5) 15 (19.5)
Mutual Knowledge 5 (6.5) 11 (14.3) 22 (28.6) 27 (35.1) 12 (15.6)
Trust 2 (2.6) 8 (10.4) 41 (53.2) 21 (27.3) 5 (6.5)

Table 3 
Differences between organisational environment and personal relationships 
factors.

Factor 1: Organisational 
environment factor

Factor 2: Personal 
relationships factor

Signed rank test 
statistic (p-value)

− 3.176 (0.001)

Mean (M) 3.056 3.341
Median (Mdn) 3.000 3.500
Std. Deviation (SD) 0.821 0.844
Minimum 1.500 1.000
Maximum 5.000 5.000
Range 3.500 4.000
Interquartile Range 

(IQR)
1.167 1.250
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cooperation.51 This is concurred by a study conducted in Canada, which 
identified organisational barriers such as the lack of guideline imple
mentation in primary care services as one of the leading setbacks for 
interprofessional collaboration.52 The latter further states that the lack 
of an integrated communication system fails to provide resources and 
tools, such as a clear trajectory of services for good patient outcomes, 
contributing to role confusion among healthcare professionals.52

Therefore, in a South African context, better communication and 
adequate strategic programs in governmental hospitals could contribute 
to the improved perspectives of health professionals to guidelines pro
moting health collaboration.

4.2. Personal relationship factor

Personal relationship refers to the connections between healthcare 
professionals that influence their quality of collaboration.53 Variables 
that form this factor consist of shared goals, the patient-centred 
approach, mutual knowledge, and trust between healthcare pro
fessionals. Almost half of the participants (48.1 %) agreed that a 
considerable number of consensual shared goals within the healthcare 
environment exist. An American study emphasised the importance of 
shared goals within an interprofessional team to ensure safer and quality 
healthcare.54 However, limited time among healthcare professionals is 
one of the main constraints to shared decision-making and goals.55 In 
South African public hospitals, healthcare professionals must care for 
many patients, resulting in patient overload.56 Patient overload leads to 
limited interaction time between healthcare professionals and may be a 
leading cause of limited shared goals.

Almost a third of the participants (28.3 %) reflected that during in
teractions between healthcare professionals, the interests and prefer
ences of patients are considered some of the time, indicating a lack of a 
patient-centred approach between the healthcare professionals. 
Different healthcare professions may have different understandings 
regarding patient-centred care.57 Patient-centred collaborations be
tween healthcare professionals are essential to form team-based goals to 
provide better quality and focused patient care.58 This patient-centred 
approach during interprofessional discussions can finally lead to pa
tient satisfaction and increased physical and social well-being.59

Approximately half of the participants in the study agreed that there 
is good to excellent knowledge among healthcare professionals about 
each other’s values and specific competencies within their clinical 
environment. A study conducted in Ethiopia emphasised the importance 
of shared knowledge and expertise between healthcare professionals to 
ensure quality healthcare.60 Furthermore, the study reported that 
limited resources among healthcare professionals are one of the primary 
reasons leading to a lack of shared knowledge and expertise between 
healthcare professionals.60 South African public hospitals face the 
challenge of limited resources, such as the lack of equipment, storage 
and communication platforms.61

More than half of the participants acknowledged a moderate level of 
trust among healthcare professionals. Trust between healthcare pro
fessionals is an integral aspect of successful interprofessional collabo
ration.62 Trust and performance of interprofessional groups have been 
found to be closely related, and increased levels of trust and effective 
team performance often come from years of previous experience.63 Only 
a third of the participants in our study have more than ten years of 
working experience. Trust between healthcare professionals increases 
with more years of working experience.63

A statistically significant difference was found between the organ
isational environment and personal relationships factors, indicating that 
personal relationships between healthcare professionals are better than 
the organisational environment when considering collaboration. The 
organisational environment determines how healthcare professionals 
assign roles and responsibilities to achieve the hospital’s goals.64 It ex
plains how information should flow and is, therefore, essential to assist 
in the collaboration between healthcare professionals.64 A lack of time 

and organisational skills has been identified as significant limitations to 
an organised healthcare system.17 As mentioned earlier, public hospitals 
in South Africa face the challenge of patient overload, leading to limited 
time for healthcare professionals to interact.56 This, in turn, explains the 
need for more implementation of an organisational environment within 
tertiary hospitals. Both personal relationships among healthcare pro
fessionals and the organisational environment play a crucial role in 
facilitating effective interprofessional collaboration.26 Therefore, a lack 
of an organisational environment within the healthcare setting will lead 
to diminished interprofessional collaboration.17

The results of this study can be better comprehended in relation to 
recognised interprofessional education and collaborative practice 
(IPECP) competency frameworks. The World Health Organisation 
(2010) and the Interprofessional Education Collaborative (2016) high
light key areas including values and ethics, clarification of roles, inter
professional communication, and teamwork with a focus on 
collaborative leadership. In our research, barriers such as insufficient 
communication among professions, ambiguity regarding role limita
tions, and staff reluctance to address managerial hindrances reflect 
deficits in these competencies. For instance, the hesitation of certain 
participants to address managerial matters may underscore difficulties 
within the competency area of collaborative leadership, which antici
pates open discussions and shared decision-making. Likewise, heavy 
workloads and time limitations restricted chances for role clarification 
and interprofessional communication, which are essential for effective 
collaborative practice. These findings indicate that incorporating IPECP 
competencies more clearly into training, organisational culture, and 
hospital policies could improve interprofessional collaboration in ter
tiary hospitals within the Tshwane district.

4.3. Strengths and limitations

Relevant information on what variables contribute to good inter
professional collaboration in tertiary hospitals, such as shared goals, 
shared leadership, trust, and support for innovation amongst healthcare 
professionals, were identified. This study also identified which of these 
variables need to be implemented in the studied hospitals and thus 
identifies areas with room for improvement in the healthcare system. 
Furthermore, the study population is quite broad as it includes most 
healthcare professionals who worked in the chosen tertiary hospitals; 
thus, there is a good representation of the selected population and their 
collaboration. This study also contributed to filling the gap in research 
regarding information about interprofessional collaboration in tertiary 
hospitals in Gauteng.

We had limited access to the contact details of the heads of de
partments; either the number written on the telephone directory or the 
office changed. Due to the head of the departments’ busy schedules in 
managerial meetings and planning, it was not easy to organise a suitable 
time to set an appointment to explain the study’s aims. Even though our 
study followed a snowball sampling method where any healthcare 
professional could share the link with other professionals working at the 
same hospital, the majority were unwilling to share the questionnaire 
with others as they did not want to violate the ethical principles that 
may lead them to disciplinary hearings. The research faced limitations 
due to a relatively low response rate, a typical issue in survey studies 
conducted with healthcare professionals, which can be attributed to 
heavy clinical workloads, shortages of staff, and time constraints. 
Moreover, some participants hesitated to discuss managerial barriers to 
interprofessional collaboration out of concern for possible consequences 
and job security. These contextual factors may have led to a reduced 
number of responses; nevertheless, the data gathered still offer valuable 
insights into the challenges and opportunities for enhancing interpro
fessional collaboration in tertiary hospital environments.
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5. Conclusion

The core of healthcare services is delivered through interprofessional 
collaboration, influencing patient outcomes. There needs to be inter
professional collaboration across South Africa’s tiers of healthcare, 
particularly the primary and secondary tiers. In the tertiary sector tier, 
no supporting literature on interprofessional collaboration existed. 
Therefore, this cross-sectional study highlighted two key factors that 
could influence the concept’s framework in the tertiary sector: the 
organisational environment and personal relationships factors. Health 
professionals are guided by statutory bodies and the regulations of their 
health practices in terms of their job descriptions. However, they are 
also driven by the knowledge and experience they receive from one 
another. These delicate balances the personal and organisational 
groundwork required to facilitate interprofessional collaboration. 
However, the study found that personal relationships among pro
fessionals were of a more significant benefit than the organisational 
environment, indicating that the gap lies within the organisational 
dimension. Therefore, the need for the ability of the organisational 
dimension to uphold its responsibilities compels professionals to rely 
more on the knowledge and experience gained from their personal re
lationships. The effects of this one-sided relationship between personal 
relationships and organisational environments thus lead to a lack of 
complete interprofessional collaboration since they are both required 
collectively for a smooth operational system targeting positive patient 
outcomes. Therefore, further efforts are needed to restore the balance to 
improve South African healthcare settings.

5.1. Recommendations

• Healthcare organisations ought to prioritise the implementation of 
structured policies and frameworks that foster interprofessional 
collaboration. This involves creating effective communication 
channels, scheduling regular interprofessional meetings, and 
securing leadership backing to eliminate organisational barriers.

• Programs for continuous professional development that emphasise 
interprofessional education (IPE) and teamwork skills should be 
enacted. These initiatives will help healthcare professionals gain a 
clear understanding of their roles and acquire the necessary skills for 
effective collaborative practice.

• Management ought to look into redistributing workloads and 
establishing support systems for staff that allow healthcare pro
fessionals the time and opportunity for collaboration without 
impacting service delivery.

• Although this research offers valuable quantitative findings, further 
qualitative studies are suggested to delve into the nuanced perspec
tives of healthcare professionals. Conducting interviews or focus 
groups may yield richer insights into lived experiences, contextual 
factors, and underlying barriers to interprofessional collaboration 
that numerical data may fail to capture.

• The results should guide both local and national health policies to 
integrate interprofessional collaboration into healthcare delivery 
models, ensuring lasting enhancements in patient outcomes and 
overall system efficiency.
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Appendix 1. Questions to assess interprofessional collaboration within a tertiary hospital

Please rate the current situation in the hospital that you are currently working in with regard to other healthcare professionals on a scale of 1–5.
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1.SHARED GOALS. The existence of 
explicit shared goals facilitates 
collaboration and coordination 
between healthcare professionals.

1 2 3 4 5

Lack of shared goals Few shared goals Some shared goals A considerable number 
of shared goals

All aspects of care are 
covered by shared and 
consensual goals

2.PATIENT-CENTRED APPROACH. 
Explicitly giving priority to the 
interests and preferences of 
patients in the interaction between 
healthcare professionals favours 
collaboration and coordination 
between professionals working in 
the tertiary hospital.

1 2 3 4 5

In the interaction 
between healthcare 
professionals, the 
interests and 
preferences of patients 
are not taken into 
account

In the interaction 
between healthcare 
professionals, the 
interests and preferences 
of patients are taken into 
account on a few 
occasions

In the interaction 
between healthcare 
professionals, the 
interests and preferences 
of patients are 
sometimes taken into 
account

In the interaction 
between healthcare 
professionals, the 
interests and 
preferences of patients 
are often taken into 
account

In the interaction 
between healthcare 
professionals, the 
interests and 
preferences of patients 
are always taken into 
account

3.MUTUAL KNOWLEDGE. 
Knowledge between healthcare 
professionals of each other’s 
values, specific competences and 
focus with respect to care, as well 
as of the environment in which 
healthcare professionals work, has 
an impact on the development of 
team spirit and collaborative work. 
Knowing colleagues personally is 
also helpful.

1 2 3 4 5

Lack of knowledge of 
the other healthcare 
professionals

Little knowledge of the 
other healthcare 
professionals

Moderate knowledge of 
other healthcare 
professionals

Good knowledge of 
other healthcare 
professionals

Excellent knowledge of 
other healthcare 
professionals

4.TRUST. 
Mutual trust makes 
interprofessional collaboration 
possible, reduces uncertainty and 
contributes to the formation of 
networks of multidisciplinary 
professionals focused on the needs 
of patients.

1 2 3 4 5

Lack of trust Low level of trust Moderate level of trust High level of trust Very high level of trust

5.STRATEGIC GUIDELINES. 
The existence of guidelines, issued 
by the corresponding 
Departmental Authority, that 
promotes collaborative work 
between professionals of different 
departments, influences on the 
coordination and collaboration 
between professionals of the 
hospital.

1 2 3 4 5

Lack of guidelines 
related to collaboration 
between levels of care.

Few guidelines related to 
collaboration between 
levels of care.

Some guidelines related 
to collaboration between 
levels of care.

A considerable number 
of guidelines related to 
collaboration between 
levels of care.

Explicit guidelines and 
strategies promote 
collaboration in all 
areas.

6.SHARED LEADERSHIP. Shared 
leadership between managers and 
healthcare professionals at the 
departmental level allow for the 
development of collaboration 
between healthcare professionals.

1 2 3 4 5

No shared leadership Leadership is shared in a 
few areas

Leadership is shared in 
some areas

Leadership is shared in a 
considerable number of 
areas

Leadership is 
extensively shared and 
promotes collaboration 
in all areas

7. SUPPORT FOR INNOVATION. 
Collaboration requires changes in 
clinical practice and the 
distribution of responsibilities from 
each department. Such changes 
require innovation that may or 
may not be supported by your 
department.

1 2 3 4 5

No support for 
innovation.

Little support for 
innovation.

Some support for 
innovation.

A considerable level of 
support for innovation.

Strong support for 
innovation.

8. FORUMS FOR MEETING. For 
professionals of different 
departments to collaborate, they 
need forums, channels of 
communication and activities that 
enable them to come into contact 
with one another, discuss shared 
issues and establish links and 
agreements.

1 2 3 4 5

Professionals are 
isolated and there are 
no forums for meetings.

Few forums for meetings. Some forums for 
meetings.

A considerable number 
of forums for meetings.

Many forums for 
meetings.

9. PROTOCOLISATION. The 
preparation and establishment of 
protocols clarify and makes it 
possible to negotiate how to share 
the responsibilities of each 
professional. Indeed, there are 
many mechanisms to formalise 
agreements and understandings 
between professionals within the 
different departments: care 
pathways, information systems, 
agreements between departments 
or units, etc., as well as protocols.

1 2 3 4 5

Lack of mechanisms in 
place.

Few mechanisms are in 
place.

Some mechanisms are in 
place.

A considerable number 
of mechanisms are in 
place.

A systematic process is 
in place for establishing 
agreements.

(continued on next page)
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(continued )

10. INFORMATION SYSTEMS. The 
effective exchange of high-quality 
information about patient care 
between healthcare professionals is 
an element that facilitates 
collaboration and makes it possible 
to provide better care to patients.

1 2 3 4 5

Relevant information 
from other healthcare 
professionals is not 
available

Little relevant 
information from other 
healthcare professionals 
is available

Some relevant 
information from other 
healthcare professionals 
is available

A considerable amount 
of relevant information 
from other healthcare 
professionals is 
available

All the relevant 
information from other 
healthcare professionals 
is available
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