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ABSTRACT
Objective  A multidisciplinary team is essential to 
providing high-quality, patient-centred care. However, 
its effectiveness can be either hindered or facilitated 
by various factors, such as the need for rapid decision-
making, which may compromise patient outcomes despite 
individual efforts. The aim of this study is to synthesise the 
factors that may act as barriers and facilitators to the work 
of multidisciplinary teams in managing labour within acute 
care settings.
Design  A systematic qualitative review and meta-
synthesis was conducted following the five-step 
methodology proposed by Sandelowski et al.
Data source  Three databases (Medline, Embase and 
Scopus) were systematically searched without time 
restrictions up to 25 May 2024.
Eligibility criteria for selecting studies  Qualitative 
studies exploring perspectives, experiences and other 
similar factors were included. These studies were 
assessed for methodological quality using the Critical 
Appraisal Skills Programme.
Data extraction and synthesis  The reviewers 
independently searched, screened and coded the results 
of the included studies. Data were synthesised using the 
method proposed by Thomas and Harden.
Results  Seventeen studies were included in the meta-
synthesis. Four key dimensions emerged, reflecting 
both the barriers and the facilitators of multidisciplinary 
team performances: (1) organisational variables, (2) 
individual variables, (3) collaborative variables and (4) role 
variables. A total of 36 variables were identified, which 
could function as barriers (n=6; eg, high staff turnover), 
facilitators (n=6; eg, strong listening skills) or both (n=24; 
eg, team climate), depending on the context.
Conclusions  This meta-synthesis identifies specific 
barriers and facilitators and variables that can 
act as both. Understanding these factors enables 
targeted interventions to enhance the performance of 
multidisciplinary teams in clinical practice, particularly in 
acute care settings.
PROSPERO registration number  CRD42022297395.

BACKGROUND
In healthcare, a multidisciplinary team is 
defined as a group of healthcare profes-
sionals (HCPs) with diverse areas of expertise 
who collaborate to provide the best possible 
patient care.1 Over the past decade, team-
work has become increasingly central in 
healthcare, now considered essential to deliv-
ering high-quality, patient-centred care.2 The 
WHO, along with several other international 
institutions, acknowledges the critical impor-
tance of multidisciplinary collaboration in 
healthcare.3–6 Several studies7–11 have demon-
strated that multidisciplinary teamwork offers 
numerous benefits both to HCPs and to 
patients. Within such teams, HCPs can work 
together, combining their skills to improve 
clinical care and therapy management. This 
collaboration has been shown to reduce 
adverse events and promote positive health 
outcomes,12 such as shorter hospital stays,13 
increased patient satisfaction9 and decreased 
hospital mortality rates,14 particularly within 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This study provides an indepth overview of the 
determinants of effective teamwork in acute 
care settings, achieved through a comprehensive 
meta-synthesis.

	⇒ This systematic review follows Sandelowski et al 
methodology, allowing for a new interpretation of 
the original findings from the included studies.

	⇒ A limitation of the study is that the search strategy 
did not explicitly include keywords related to indi-
vidual health professions involved in acute care, po-
tentially leading to the exclusion of relevant studies.

	⇒ The final database search was conducted on 25 
May 2024, which may result in the omission of more 
recent studies published after this date.
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the first 30 days of admission15 and in cases involving 
neurological conditions.14

In the literature, the term acute care (AC) setting refers 
to an environment where patients with acute conditions 
requiring urgent medical attention receive treatment.16 
AC encompasses various healthcare sectors, including 
emergency care, urgent care, short-term stabilisation, 
prehospital care, critical care, trauma care and AC 
surgery.16 For instance, the emergency department (ED) 
offers services designed to restore, maintain and promote 
the health of patients requiring intensive medical or 
surgical interventions for acute conditions, trauma and 
emergent obstetric or gynaecological issues.16 17 As part 
of the broader AC setting, the ED highlights how the 
composition of multidisciplinary teams and the dynamics 
within them are crucial to achieving positive patient 
outcomes.11 18 The HCPs involved in multidisciplinary 
teams within AC settings include physicians from various 
specialties, surgeons, anaesthesiologists, nurses, health 
assistants, midwives, health technicians19 or therapists.20 
However, there is no universal consensus regarding which 
professional roles should be included in AC teams given 
the wide range of healthcare professions involved.18 Team 
members are often broadly categorised into clinical roles, 
non-clinical roles or temporary positions, reflecting the 
diverse nature of AC teams.20

While multidisciplinary teamwork is a key objective 
for ensuring quality patient care in AC settings and is 
recognised as a vital component of effective healthcare 
delivery,21 achieving it remains challenging.22 Factors 
such as the need for rapid decision-making and the pres-
ence of diverse professionals with specialised skills can 
influence collaboration at all levels of care. These chal-
lenges can negatively impact team performance and 
patient outcomes, even when each individual is highly 
dedicated to achieving the best possible results.23 24 To 
date, no study has systematically synthesised these influ-
encing factors. A deeper understanding of these elements 
could improve team organisation and management, while 
fostering more effective collaboration among HCPs in AC 
settings.22

Therefore, the aim of the study is to synthesise the 
factors that can hinder (barriers) or facilitate (facili-
tators) multidisciplinary teamwork in AC settings. To 
achieve this, the research question guiding the study is: 
‘Which variables can hinder or facilitate multidisciplinary 
teamwork in AC settings?’

METHODS
To address the research question, a systematic review of 
the literature was conducted to identify relevant studies, 
followed by a meta-synthesis using the Sandelowski et al.25 
This approach was chosen because the research question 
requires an interpretative analysis of the original find-
ings within a realistic methodological framework.25 26 
The meta-synthesis process comprised five distinct stages: 
(1) definition of key concepts, (2) systematic literature 

review, (3) quality assessment of the included studies, (4) 
data analysis and calculation of the effect dimension and 
(5) synthesis of the results.

The meta-synthesis protocol is published on PROS-
PERO (protocol ID: CRD42022297395). To ensure trans-
parency in reporting, both the methods and the findings 
were documented in accordance with the Enhancing 
Transparency in Reporting the Synthesis of Qualitative 
Research (ENTREQ),27as detailed in online supple-
mental appendix S2.

Eligibility criteria, search strategy, screening, data extraction 
and quality
The inclusion criteria were focused on the following: (1) 
the concept of multidisciplinary teams, defined as groups 
of HCPs with diverse educational and professional back-
grounds who collaborate to provide integrated, high-
quality patient care1; (2) HCPs, as defined by the WHO3; 
(3) teams operating in AC settings, as defined by the 
Australian Institute of Health and Welfare17; (4) qualita-
tive study designs, including phenomenological studies, 
ethnographies, grounded theory research and mixed-
method or multimethod studies, provided that qualitative 
data could be clearly separated from quantitative data28 29; 
and (5) studies focusing on the experiences of a single 
professional category in relation to multidisciplinary 
teamwork. The exclusion criteria were as follows: (1) 
studies involving students, interns or residents; (2) studies 
investigating barriers and facilitators related to multipro-
fessional education rather than clinical teamwork; (3) 
studies conducted on non-graduate or lay professionals, 
except when these participants constituted less than 15% 
of the sample and their findings were considered partic-
ularly relevant; (4) studies not published in English or 
Italian; and (5) theses, dissertations and conference 
abstracts. Disagreements regarding the inclusion or 
exclusion of studies were resolved through consensus 
among the reviewers.

The search strategy was designed following the SPIDER 
(Sample, Phenomenon of Interest, Design, Evaluation, 
Rresearch type) tool guidelines.30 Three electronic data-
bases—Medline, Embase and Scopus—were systemati-
cally searched to identify all relevant studies. The final 
search was conducted on 25 May 2024. Tailored search 
strings were developed for each database to optimise the 
retrieval of relevant articles, and these are provided in 
online supplemental appendix S1. Due to the structure of 
the SPIDER tool,30 31 the specific AC setting of interest was 
identified by the reviewers during the screening process.

After removing duplicate records, the screening process 
was done, involving two stages: title and abstract screening 
and full-text screening. Studies were initially screened 
based on their titles and abstracts. The remaining arti-
cles were reviewed in full by five independent reviewers 
(CR, LP, GB, FM, ES) using the Zotero reference manage-
ment software.32 To ensure accuracy, one of the authors 
(GAn) independently verified the entire data extraction 
process. Additionally, a snowball search (both backward 
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and forward citation tracking) was conducted at the end 
of the screening process to identify any relevant studies 
that may have been missed. These additional studies 
underwent the same screening procedures. Any disagree-
ments regarding study inclusion were resolved through 
consensus within the research team.

Data were abstracted using a comprehensive data 
extraction form, which included the following study char-
acteristics: author’s name, country, publication year, study 
design and method, type of study population, number 
and profession of the participants, findings and limita-
tions (see table  1). To minimise bias, two independent 
reviewers conducted data extraction for each study. LP 
screened all papers, while GB, FM, CR and ES served 
as second reviewers. Discrepancies were discussed and 
resolved through consensus.

The methodological quality of the included studies was 
independently assessed by the same group of reviewers 
using the Critical Appraisal Skills Programme (CASP) 
checklist.33 While there is no standardised agreement 
on quality assessment in meta-synthesis, Sandelowski et 
al25 argued that excluding studies based solely on quality 
is undesirable. Therefore, although the quality of each 
study was assessed, it was not used as an exclusion crite-
rion. The CASP tool consists of 10 appraisal items evalu-
ating the trustworthiness, relevance and quality of studies. 
Each question offers three response options—‘yes’, 
‘cannot tell’ and ‘no’—with scores assigned as follows: 1 
point for ‘yes’ and 0 for ‘cannot tell’ or ‘no’.34 Higher 
total scores indicate higher methodological quality. Any 
discrepancies in quality assessment were discussed among 
the authors and resolved through consensus.

Synthesis and data analysis
Data analysis was conducted using inductive thematic 
analysis, following the method proposed by Thomas and 
Harden.35 The results from each included study were 
entered into Microsoft Excel and organised within an 
ad-hoc data extraction template. The data were then read 
in full and analysed through line-by-line coding. Text 
segments that lacked relevant content were not coded. 
The reviewers extracted only the findings directly related 
to the research question. During the coding process, new 
codes were generated and continuously integrated with 
existing ones. These codes were then grouped into a hier-
archical structure, allowing for the synthesis of similar 
data and the development of new themes.35 The final set 
of themes was further refined and combined, following 
the recommendations of Sandelowski et al.25 Each theme 
represents a distinct conceptual area relevant to multidis-
ciplinary teamwork in AC settings. The thematic synthesis 
was conducted manually by the same five authors, with 
constant and ongoing comparison of results to ensure 
consistency and reliability. To assess the relative magni-
tude of the findings, two types of effect sizes were calcu-
lated. The intrastudy intensity effect size was calculated 
as: (number of studies containing the outcome/total 
number of outcomes among studies)×100.25 36 This metric 

reflects how prominently an outcome appeared across 
different studies. The interstudy frequency effect size 
was calculated as: (number of outcomes in each study/
total number of outcomes among studies)×100.25 36 This 
measures the frequency of specific outcomes within indi-
vidual studies relative to the total pool.

To maintain the trustworthiness and rigour of the anal-
ysis, several strategies were employed: (1) a systematic 
literature search strategy was used to ensure compre-
hensive coverage; (2) the research team was multidis-
ciplinary, providing diverse perspectives; (3) multiple 
reviewers were engaged at different stages of the review 
to minimise bias; and (4) frequent meetings were held to 
discuss challenges, align strategies and ensure consistency 
throughout the process.

Patient and public involvement
Patients and/or the public were not involved in the 
design, conduct, reporting or dissemination plans of this 
review.

RESULTS
Database searches yielded a total of 16 097 studies. After 
removing duplicates and screening titles and abstracts, 
244 studies remained for full-text reviews. Of these, 15 
studies met the inclusion criteria. Additionally, the snow-
ball searching process (backward and forward citation 
tracking) identified two more studies, bringing the total 
number of included studies to 17. The study selection 
process is illustrated in a Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) flow 
chart. 37 For further details, refer to figure 1.

Characteristics of the studies
All included studies were published between 2004 and 
2022 (see table  1). Approximately 35% of the studies 
were conducted in Europe.7 38–42 Nearly half (47%) of 
the studies were conducted in the Americas, specifically 
in the USA,43–46 Canada23 47 and South America.48 49 The 
remaining studies were carried out in Oceania50 51 and in 
the Middle East.52

Most of the included studies explored the experi-
ences, feelings and perceptions of members of multidis-
ciplinary teams working in AC settings. Approximately 
one-third of the studies specifically focused on identi-
fying barriers and facilitators of effective teamwork. All 
studies employed a qualitative research design, with the 
exception of three mixed-method studies.38 47 48 Among 
the qualitative studies, eight studies used a descriptive 
qualitative method,23 40 44–49 two adopted a phenomeno-
logical methodology43 50 and two employed an ethno-
graphic approach.41 42 The remaining five studies did not 
specify their qualitative methodology. However, this lack 
of detail was not considered a source of bias, as the studies 
still provided valuable insights relevant to the research 
phenomenon and were therefore included. Regarding 
data collection methods, the majority of studies relied 
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on a single method, with 47% using semistructured inter-
views as the primary tool38–40 47–49 51 and 11% employing 
focus groups.45 50 The remaining studies used a combina-
tion of two different data collection methods, enriching 
the depth of the qualitative data.

The participants across the included studies consisted 
of nurses (n=354), doctors (n=140), rehabilitation tech-
nicians (n=58) and other HCPs (n=30). All studies were 
multiprofessional, with the exception of three studies that 
focused on a single professional group.38 45 50 The work 
experience of the professionals ranged from a minimum 
of 2 months44 to a maximum of 38 years.43 47 Four studies 
did not report the participants’ years of work experience. 
In studies where the average years of work experience 
were provided,23 44–47 49 52 the average was generally less 
than 11 years, except for two studies reporting averages of 
15 years40 and 16 years.50 Most studies described the expe-
riences of professionals from a minimum of two46 52 to a 
maximum of six different healthcare roles working within 
AC settings.39 The most frequently reported AC settings 
included general (n=2) and neonatal (n=3) intensive or 
subintensive care units, polytrauma units (n=4), stroke 
units (n=3) and cardiac care units (n=2). Some AC 
settings were located within specialised facilities classified 
as level 2,23 level 347 51 and level 4 centres,44 while others 
were based in general teaching hospitals.40 43 45 The 
patient populations treated in these settings varied widely, 
encompassing individuals from neonatal to geriatric age 
groups.

For additional details not included in table 1, refer to 
online supplemental appendix S3.

Quality appraisal of the included studies
The methodological quality of the included studies was 
generally high, as detailed in table 2. However, only four 
studies achieved the highest quality scores, reflecting 
strong methodological rigour.41 42 47 49 The analysis 
revealed that most studies demonstrated adequate goal 
setting, employed appropriate data collection methods, 
maintained rigour in data analysis and presented their 
results clearly (table  2). Nonetheless, the research 
design was found to be insufficiently detailed in seven 
studies,23 38 43 46 50–52 which limited the transparency and 
replicability of their methodologies. Additionally, studies 
published before 2010 often provided limited attention 
to ethical considerations by either omitting ethical discus-
sions or addressing them superficially.39 43 45 46 51 Further-
more, several studies failed to adequately acknowledge 
or address potential biases arising from the researcher–
participant relationship,7 39 44 46 50 52 which could influence 
data interpretation. These issues are discussed in detail 
in table 2.

The data abstraction and synthesis process identified 
four distinct main themes, each representing a conceptual 
area that encapsulates the barriers and facilitators of multi-
disciplinary teamwork in AC settings. The main themes 
are (1) organisational variables, (2) individual variables, 
(3) collaborative variables and (4) role variables. These 

Figure 1  Flow chart of the search strategy and results.

https://dx.doi.org/10.1136/bmjopen-2024-087268


7Pradelli L, et al. BMJ Open 2025;15:e087268. doi:10.1136/bmjopen-2024-087268

Open access

Ta
b

le
 2

 
Q

ua
lit

y 
as

se
ss

m
en

t 
of

 t
he

 in
cl

ud
ed

 s
tu

d
ie

s 
us

in
g 

th
e 

C
rit

ic
al

 A
p

p
ra

is
al

 S
ki

lls
 P

ro
gr

am
m

e 
(C

A
S

P
)

C
A

S
P

 it
em

A
tw

al
 a

nd
 

C
al

d
w

el
l38

B
ax

te
r 

an
d

 
B

ru
m

fi
tt

39

B
ax

te
r 

an
d

 
B

ru
m

fi
tt

7
B

o
g

d
an

o
vi

c 
et

 a
l40

C
io

ffi
 a

nd
 

Fe
rg

us
o

n50
E

d
ig

er
 

et
 a

l47
G

o
ul

ar
t 

et
 a

l48
K

ha
d

em
ia

n 
et

 a
l52

La
p

ie
rr

e 
et

 a
l23

Li
b

er
at

i 
et

 a
l41

N
o

ce
 

et
 a

l49
P

ai
g

e 
et

 a
l43

S
al

ih
 a

nd
 

D
ra

uc
ke

r44

S
im

m
o

ns
 

an
d

 
S

he
rw

o
o

d
45

T
ho

m
as

 
et

 a
l46

W
el

le
r 

et
 a

l51
W

o
lf 

et
 

al
42

W
as

 t
he

re
 a

 c
le

ar
 

st
at

em
en

t 
of

 t
he

 
ob

je
ct

iv
es

 o
f t

he
 

re
se

ar
ch

?

Y
Y

Y
U

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y

Is
 q

ua
lit

at
iv

e 
m

et
ho

d
ol

og
y 

ap
p

ro
p

ria
te

?

Y
Y

U
Y

Y
Y

U
Y

Y
Y

Y
Y

Y
Y

U
U

Y

W
as

 t
he

 
re

se
ar

ch
 d

es
ig

n 
ap

p
ro

p
ria

te
 t

o 
ad

d
re

ss
 t

he
 

ob
je

ct
iv

es
 o

f t
he

 
re

se
ar

ch
?

U
Y

Y
Y

U
Y

Y
U

U
Y

Y
U

Y
Y

N
U

Y

W
as

 t
he

 
re

cr
ui

tm
en

t 
st

ra
te

gy
 

ap
p

ro
p

ria
te

 fo
r 

th
e 

p
ur

p
os

es
 o

f 
th

e 
re

se
ar

ch
?

Y
Y

Y
N

Y
Y

Y
Y

N
Y

Y
Y

N
Y

Y
Y

Y

H
av

e 
th

e 
d

at
a 

b
ee

n 
co

lle
ct

ed
 

in
 a

 w
ay

 t
ha

t 
ad

d
re

ss
es

 
th

e 
re

se
ar

ch
 

p
ro

b
le

m
?

U
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y

H
as

 t
he

 
re

la
tio

ns
hi

p
 

b
et

w
ee

n 
re

se
ar

ch
er

 a
nd

 
p

ar
tic

ip
an

ts
 

b
ee

n 
ad

eq
ua

te
ly

 
co

ns
id

er
ed

?

Y
U

U
Y

N
Y

Y
U

Y
Y

Y
Y

U
Y

U
Y

Y

H
av

e 
et

hi
ca

l 
is

su
es

 b
ee

n 
ta

ke
n 

in
to

 
co

ns
id

er
at

io
n?

Y
U

Y
Y

Y
Y

Y
Y

Y
Y

Y
N

Y
U

U
N

Y

W
as

 t
he

 
d

at
a 

an
al

ys
is

 
su

ffi
ci

en
tly

 
rig

or
ou

s?

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
U

Y
Y

U
Y

Y

Is
 t

he
re

 a
 c

le
ar

 
st

at
em

en
t 

of
 

re
su

lts
?

Y
Y

U
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y
Y

Y

H
ow

 v
al

ua
b

le
 is

 
th

e 
re

se
ar

ch
?

Y
Y

Y
U

Y
Y

Y
U

Y
Y

Y
Y

Y
Y

Y
Y

Y

To
ta

l s
co

re
9

9
8.

5
8

8.
5

10
9.

5
8.

5
8.

5
10

10
8

8.
5

9.
5

7
8

10

N
 (N

o)
=

0;
 U

 (U
nc

le
ar

)=
0.

5;
 Y

 (Y
es

)=
1.



8 Pradelli L, et al. BMJ Open 2025;15:e087268. doi:10.1136/bmjopen-2024-087268

Open access�

themes are graphically depicted in figure 2. Each main 
theme was further divided into subthemes, grouping vari-
ables that operate within the same action domain influ-
encing the functioning of the multidisciplinary teams. 
Within each subtheme, the variables were categorised 
based on their potential to act as barriers, facilitators or 
neutral variables (with a dual connotation, functioning as 
either barriers or facilitators depending on the specific 
context analysed). The highest intrastudy intensity was 
observed in the studies by Khademian et al52 and Lapi-
erre et al,23 both reporting 100% intensity. Notably, both 
studies were conducted in trauma centres, where multi-
disciplinary collaboration is often critical. In contrast, the 
lowest intrastudy intensity was reported by Simmon and 
Sherwood45 and Atwal and Caldwell,38 with an intensity of 
50%. These studies focused on the perceptions of a single 
professional group, which may have limited the breadth 
of perspectives on multidisciplinary teamwork.

Organisational variables
The organisational variables identified in the synthesis 
were categorised into two subthemes: (1) ward organ-
isational variables and (2) hospital organisational vari-
ables. The ward organisational variables refer to elements 
related to the day-to-day management of multidisciplinary 
teams within AC settings. These include factors such as 
workflow processes, communication practices, staffing 
levels, resource allocation and coordination of daily activ-
ities that directly influence team dynamics and patient 

care. In contrast, the hospital organisational variables 
pertain to broader clinical governance decisions that 
shape the operational framework within which multidis-
ciplinary teams function. This includes institutional poli-
cies, leadership styles, strategic planning, administrative 
support and the overall healthcare system structure that 
can either facilitate or hinder effective teamwork.

Ward organisational variables
This subtheme encompasses four neutral variables: (1) 
operational work planning, (2) existence of procedures 
and protocols, (3) holistic care environment and (4) pres-
ence of a multidisciplinary team routine. This subtheme 
demonstrated an interstudy frequency of 65% (table 3).

Operational work planning meant effective integration 
of activities and the sharing of common strategies, such 
as conducting a presurgical briefing, facilitated teamwork 
and improved care coordination.23 47 52 Conversely, disor-
ganised activities46 and unclear task arrangements50 acted 
as barriers, leading to fragmented workflows and commu-
nication breakdowns within the team. The existence of 
clear procedures and protocols facilitated the internali-
sation of appropriate care behaviours,49 which is particu-
larly critical in AC settings, where rapid decision-making 
is essential.23 40 46 Standardised protocols help streamline 
processes, reduce ambiguity and promote consistency in 
patient care.

A holistic care environment acted as a facilitator when 
HCPs in the multidisciplinary team were motivated to 

Figure 2  Tree diagram of the results. Red cells indicate the barriers, green cells indicate the facilitators and yellow cells 
indicate variables that are both facilitators and barriers.
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enhance the quality of patient care46 and improve the 
effectiveness of treatment outcomes.48 52 This approach 
fosters a patient-centred culture that values compre-
hensive care beyond isolated clinical interventions. A 
predefined, consolidated, stable and shared multidis-
ciplinary team routine facilitated the management of 
at-risk interventions by promoting coordinated actions 
and clear role delineation.40 42 49 However, when such 
routines became overly rigid, they led to work fragmen-
tation between different professional groups, making 
care practices mechanical and superficial, thus acting as a 
barrier to effective teamwork.42 49

Hospital organisational variables
This subtheme consists of four variables, with the first 
two identified as neutral variables and the other two as 
barriers: (1) workload, (2) resources (principals and 
devices), (3) system rigidity and (4) staff turnover. This 
subtheme had an interstudy frequency of 71% (table 3).

A high workload is often attributed to patient overflow 
to AC services,49 52 compelling HCPs to prioritise certain 
tasks while potentially neglecting others.42 High workloads 
are frequently associated with chronic understaffing or 
unplanned staff absences, which strain team dynamics and 
reduce the quality of care.7 23 48 52 Conversely, a manage-
able workload allows sufficient time for completing tasks, 
thus facilitating collaboration and improving team effi-
ciency. The availability of essential clinical resources, such 
as medical devices, equipment and adequate spaces, acts 
as a facilitator of effective multidisciplinary teamwork in 
AC settings.23 52 However, the lack of necessary apparatus 
and inadequate workspaces can create barriers, often trig-
gering conflicts within the team due to resource scarcity 
and operational inefficiencies.47

Excessive organisational system rigidity, characterised 
by inflexible procedures and strict hierarchical struc-
tures, was identified as a barrier to multidisciplinary team-
work.7 23 42 46 Such rigidity limits the autonomy of HCPs, 
discourages open communication and hinders adaptive, 
patient-centred care practices essential in dynamic AC 
environments. High staff turnover negatively impacts 
multidisciplinary teamwork by disrupting team cohesion, 
impeding the development of professional skills and 
creating instability in work relationships.43 It can lead 
to feelings of inadequacy among new recruits and strain 
existing team dynamics, resulting in a loss of institutional 
knowledge and reduced overall performance.42 45 52

Individual variables
The individual variables identified in the synthesis were 
categorised into three subthemes: (1) individual person-
ality variables, (2) individual variables of motivation and 
(3) individual know-how variables. The first were linked to 
personal characteristics of the team members, such as traits 
related to communication style, adaptability, emotional 
intelligence and interpersonal skills. These characteris-
tics can influence how effectively team members interact, 
collaborate and respond to the challenges of working in 

AC settings. Individual motivation variables represent 
motivational factors that drive each HCP to work towards 
shared goals within the multidisciplinary team. These 
variables include intrinsic motivations such as profes-
sional commitment, sense of responsibility and desire to 
improve patient outcomes, as well as extrinsic motivators 
such as recognition, career advancement opportunities 
and organisational support. Individual know-how vari-
ables refer to the technical competencies and clinical 
expertise that HCPs must possess to perform effectively 
in AC settings. These include both specialised medical 
knowledge and practical skills necessary for managing 
complex clinical situations, ensuring patient safety and 
contributing to effective decision-making within the team.

Individual personality variables
This subtheme includes five variables, categorised as facil-
itators, neutral variables and a barrier: (1) listening skills 
(facilitator), (2) respect (facilitator), (3) attitude (neutral 
variable), (4) empathy (neutral variable) and (5) egoism 
(barrier). The interstudy frequency effect size for person-
ality variables was 76% (table 3).

Effective listening skills are essential to fostering 
reciprocal communication, allowing team members to 
exchange feedback constructively.51 This two-way dynamic 
promotes better understanding, reduces misunderstand-
ings and strengthens team collaboration. Respect within 
the team is demonstrated through simple gestures such 
as greeting colleagues and expressing appreciation for 
their contributions.42–44 This fosters a positive work envi-
ronment, enhances mutual trust and encourages open 
communication. Attitude serves as a neutral variable, 
functioning as either a facilitator or a barrier depending 
on the context. A proactive attitude enhances team-
work by promoting engagement and responsibility.43 52 
However, it can be influenced by the emotional state and 
stress levels of HCPs, potentially hindering performance 
under adverse conditions.23 Empathy facilitates positive 
relationships among HCPs, fostering emotional connec-
tions and understanding within the team.42 Conversely, 
the absence of empathy can hinder teamwork, leading to 
detachment and poor interpersonal dynamics.50 52 Egoism 
is a clear barrier to effective multidisciplinary teamwork, 
as it occurs when HCPs prioritise personal interests over 
the common goals of the team.45 50

Individual variables of motivation
This subtheme includes two variables, both identified as 
facilitators for multidisciplinary teamwork: (1) external 
motivators and (b) internal motivators. The interstudy 
frequency effect size for motivation variables was 35% 
(table 3).

External motivators include factors such as recognition, 
professional development opportunities, financial incen-
tives and organisational support. These elements can 
enhance job satisfaction and encourage active participa-
tion in multidisciplinary teams.23 52
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Internal motivators are intrinsic factors that drive 
HCPs to contribute effectively, such as a sense of profes-
sional duty, personal growth, commitment to patient 
care and a desire to achieve common goals within the 
team.52 These motivators promote self-driven engage-
ment and resilience, especially in high-pressure AC envi-
ronments.47 50

Individual know-how variables
This subtheme consists of a single neutral variable: 
competence skill. The interstudy frequency effect size for 
this variable was 82% (table 3).

Competence skill refers to the technical knowledge and 
clinical expertise that HCPs possess, which are essential 
for effective performance within multidisciplinary teams. 
When team members are competent and confident in 
their skills, the multidisciplinary team tends to be more 
relaxed, fostering a sense of security and readiness to 
manage emergencies efficiently.51 Conversely, a lack of 
competence can lead to anxiety, frustration and reduced 
team effectiveness, potentially compromising patient 
care.

Collaborative variables
The collaborative variables identified in the synthesis 
were categorised into three subthemes: (1) working envi-
ronment, (2) sharing and (3) communication.

Collaborative variables related to the working environment
This subtheme includes four variables, classified as facili-
tators and neutral variables: (1) implicit team rules (facil-
itators), (2) value of teamwork (facilitators), (3) synergy 
(neutral variable) and (4) team climate (neutral variable). 
The interstudy frequency effect size for this subtheme was 
82% (table 3).

Implicit team rule refers to a set of self-determined, 
informal guidelines developed within the team to promote 
cohesion of intentions and activities.39 These rules facil-
itate the fluidity of care delivery, ensuring that team 
members align their efforts seamlessly in dynamic AC 
environments.43 49 The recognition of the value of team-
work strengthens the sense of belonging among HCPs, 
fostering mutual respect and preventing conflicts within 
the team.23 This shared appreciation enhances collabo-
ration, accountability and team resilience. Synergy acts 
as a neutral variable, with its impact depending on the 
team’s dynamics. When present, it promotes a willingness 
to collaborate, where team members function like pieces 
of a puzzle, each essential to achieving the ‘complete 
picture’.39 Conversely, the absence of synergy can create 
an ‘invisible wall’ between HCPs,41 leading to fragmented 
care, with individuals focusing solely on their own tasks 
rather than on shared goals.51 Team climate influences 
the overall work environment. A positive climate, charac-
terised by a relaxed and pleasant atmosphere, facilitates 
effective teamwork, improving morale and communi-
cation.39 40 However, a negative climate, often driven by 
factors such as high staff turnover or excessive workload, 

creates a stressful environment that hinders collaboration 
and reduces team efficiency.52

Collaborative variables related to sharing
This subtheme includes five variables, classified as neutral 
variables and barriers: (1) sharing (neutral variable), (2) 
time for the team (neutral variable), (3) trust (neutral 
variable), (4) corporatism (barrier) and (5) preconcep-
tions (barrier). The interstudy frequency effect size for 
this subtheme was 82% (table 3).

Sharing of objectives, experiences and knowledge facil-
itates effective teamwork in AC settings.40 47 It fosters a 
sense of unity, as if the team functions as a ‘single, collec-
tive mind’,46 creating a ‘smooth flow’ akin to a machine 
with well-lubricated gears.43 In contrast, the absence of 
sharing leads to feelings of inadequacy among HCPs who 
feel excluded from decision-making processes, thereby 
diminishing team cohesion and performance.41 46 Allo-
cating dedicated time for the team is crucial to fostering 
collaboration, as it allows HCPs to anticipate colleagues’ 
needs and coordinate more effectively.43 49 When HCPs 
lack time to engage with their team, it results in frag-
mented communication and prevents the team from 
functioning cohesively.39

Trust is fundamental for building strong interpersonal 
relationships within multidisciplinary teams, fostering 
open communication and effective delegation of respon-
sibilities.43 Conversely, the lack of trust hinders team-
work, as it creates doubts about colleagues’ competence, 
leading to a reluctance to delegate tasks and causing 
team members to feel undervalued.41 Corporatism acts 
as a barrier when HCPs from the same professional cate-
gory tend to form exclusive groups, thereby excluding 
colleagues from other specialties.51 This behaviour fosters 
‘siloed’ thinking, limits interdisciplinary collaboration 
and undermines the principles of integrated patient care. 
Preconceptions manifest as assumptions, role stereotypes 
and biases based on personal sympathies or ‘second-hand’ 
information.51 These preconceived notions, often shaped 
by generalisations or informal judgments (eg, based on 
‘what everyone says’), obscure the true competencies of 
colleagues, limiting opportunities for effective collabora-
tion and mutual respect.46

Collaborative variables related to communication
This subtheme includes three neutral variables: (1) work 
conflicts, (2) communication tools and styles and (3) 
freedom of expression. The interstudy frequency effect 
size for this subtheme was 100% (table 3), highlighting 
its central role in multidisciplinary teamwork within AC 
settings.

Work conflicts can facilitate multidisciplinary team-
work when they are successfully identified and resolved, 
fostering opportunities for growth, improved communi-
cation and strengthened collaboration.45 Constructive 
conflict resolution encourages dialogue, problem-solving 
and innovation. However, when conflicts remain unre-
solved, they hinder communication, disrupt team 
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dynamics and foster feelings of hostility and mistrust, ulti-
mately compromising patient care. The use of effective 
communication tools and styles acts as a facilitator when 
interactions are clear, timely and purposeful, ensuring 
that critical information is accurately shared across the 
multidisciplinary team.46 Effective communication mini-
mises misunderstandings, enhances coordination and 
supports quick decision-making, which is essential in 
fast-paced AC environments. Conversely, ineffective 
communication methods can lead to delays, errors and 
fragmented care. Freedom of expression within the team 
enables HCPs to openly share their needs, concerns and 
divergent points of view without fear of being misunder-
stood or judged.39 40 This openness fosters psycholog-
ical safety, promotes active participation and enhances 
team learning. In contrast, the absence of freedom of 
expression leads to an environment where opinions 
are imposed,38 and team members experience fear of 
asking questions and are reluctant to initiate meaningful 
dialogue, thereby limiting opportunities for collaborative 
problem-solving.51

Role variables
The role variables identified in the synthesis were catego-
rised into two subthemes: (1) role assigned, by colleagues, 
formally and informally; and (2) professional role, related 
to the profession of the different HCPs within the multi-
disciplinary team.

Role variables related to the role assigned
This subtheme contains two neutral variables: (1) 
informal leadership and (2) formal leadership. The inter-
study frequency effect size for this subtheme was 53% 
(table 3).

Informal leadership acted as a facilitator when individ-
uals naturally emerge as leaders in emergency or extraor-
dinary situations, effectively guiding the team through 
high-stress conditions based on their competence and 
decision-making skills.51 However, it can become a liability 
when leadership roles are assumed based solely on profes-
sional seniority7 rather than their technical skills or 
expertise.41 This can lead to ineffective decision-making 
and undermine team performance. Formal leadership 
facilitates multidisciplinary teamwork when the leader is 
recognised and respected, providing clear direction and 
ensuring that roles and responsibilities are well defined.52 
Conversely, it can be an obstacle when the designated 
leader lacks experience or competence,41 leading to 
poor guidance, reduced team cohesion and ineffective 
coordination.

Role variables related to the professional role
This subtheme includes three variables, classified respec-
tively as a facilitator, a neutral variable and a barrier: 
(1) role clarity, (2) role interrelationship and (3) role 
intrusion. The interstudy frequency effect size for this 
subtheme was 88% (table 3).

Role clarity facilitates multidisciplinary teamwork by 
promoting mutual respect among colleagues through 
clearly defined roles,44 47 skills and responsibilities. When 
team members understand their specific functions, it 
reduces role ambiguity, minimises conflict and enhances 
collaborative efficiency.44 47 The role interrelationship 
serves as a neutral variable, fostering effective teamwork 
when based on mutual trust among HCPs.43 In environ-
ments where informal hierarchies are minimised and 
flexible work dynamics are encouraged, multidisciplinary 
teams can function cohesively with greater adaptability.51 
However, without clear boundaries, role overlaps may 
occur, potentially leading to confusion. Role intrusion 
represents a barrier to effective teamwork and occurs 
when HCPs overstep the boundaries of their specific 
professional competencies, encroaching on the respon-
sibilities of others.52 This often results in breakdown in 
communication,38 tension among team members and 
diminished trust, ultimately compromising patient care.

DISCUSSION
This systematic review synthesised the variables that act 
as barriers and facilitators of multidisciplinary teamwork 
in AC settings. A total of 8 barriers, 7 facilitators and 24 
neutral variables were synthesised. These variables were 
systematically classified and grouped into themes and 
subthemes to clarify their nature and influence on team 
dynamics. The facilitators of multidisciplinary teamwork 
were primarily linked to individual characteristics, such 
as respect among team members, presence of internal/
external motivators and a strong collaborative back-
ground, fostering effective interpersonal relationships 
and shared goals. In contrast, the barriers were mostly 
associated with organisational factors, including extreme 
system rigidity, high staff turnover and the absence of 
sharing, leading to disrupting team cohesion and conti-
nuity of care. Finally, the neutral variables were predom-
inantly related to both individual and organisational 
characteristics. They encompassed factors connected 
to the roles of HCPs and the dynamics of collabora-
tion within multidisciplinary teams. Depending on the 
context, these neutral variables could function as either 
facilitators or barriers, influencing the effectiveness of 
teamwork in diverse ways.

Implications for the practice
To synthesise the barriers and facilitators of multidisci-
plinary teamwork in AC settings, each variable connected 
to both the collective dynamics of teamwork and the 
individual characteristics of team members was system-
atically categorised.14 15 18 Some variables emerged more 
frequently than others during the synthesis, as shown in 
table 3. When these variables are modifiable, it becomes 
imperative to address them to enhance the effective-
ness of multidisciplinary teams. Organisational culture 
plays a crucial role in this context. Behruzi et al53 empha-
sised that the loss of a strong organisational culture 
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negatively impacts the performance of multidisciplinary 
teams, particularly in terms of care quality. This finding 
is supported by Weaver et al,54 who highlighted that atti-
tudes towards organisational norms, policies and proce-
dures significantly influence patient safety in AC settings.

One of the most prominent barriers identified is the 
excessive turnover of HCPs. High turnover rates create 
workplace instability, leading to increased stress for 
existing team members, who must continuously super-
vise and mentor new colleagues.45 The need for ongoing 
training disrupts team cohesion and reduces efficiency. 
Furthermore, literature consistently describes high 
turnover as a hostile factor to the effectiveness of multi-
disciplinary teamwork. It introduces challenges such as 
increased workload complications, heightened organisa-
tional uncertainty, ambiguity in roles and responsibilities, 
increased risk of errors and workplace competition.55 
To mitigate these barriers, healthcare authorities should 
invest in resources aimed at fostering a stable and 
continuous working environment. Creating conditions 
where HCPs can build long-term professional rela-
tionships promotes familiarity, enhances collaboration 
and ultimately improves the quality of patient care.56 A 
supportive work culture that values team stability is essen-
tial to optimising multidisciplinary team performance in 
AC settings.

Similarly, a high workload has been identified as a signif-
icant barrier, hindering the ability of multidisciplinary 
team members to work effectively in synergy.7 42 48 50 52 
Excessive workload leads to fragmented communication, 
reduced collaboration and compromised patient care. 
To address this challenge, Gill et al57 proposed the 
implementation of fast-track organisational models as a 
potential solution. These models are designed to predict 
recovery times, enable a more homogeneous distribution 
of workload across the team and reduce bottlenecks in 
AC settings, enhancing overall efficiency.

Within the realm of collaborative variables, the concept 
of sharing emerged as a key factor, encompassing both 
shared experiences and shared objectives. Shared experi-
ences allow team members to navigate daily professional 
situations together, fostering stronger interpersonal rela-
tionships and enhancing trust within the team. Impor-
tantly, shared experiences do not have to be limited to 
real-life clinical situations—they can also be simulated to 
strengthen team dynamics. This is particularly relevant 
in the context of trauma care, where the creation and 
maintenance of effective trauma teams require specific 
training strategies targeting teamwork and interaction, as 
well as simulations of critical situations to improve coordi-
nation and response under pressure.58

The implementation of shared objectives can be facil-
itated through the introduction of organisational tools, 
such as multiprofessional audits. Sykes et al59 highlighted 
the value of these audits, which can be conducted before 
an intervention, to clarify roles, objectives and plan-
ning (briefing); or after an intervention, to evaluate 
performance, discuss outcomes and identify areas for 

improvement (debriefing).60 The audits serve as critical 
reflection points where the team can assess the situation, 
identify challenges and critical issues, propose solutions 
and implement strategies. According to Sykes et al,59 
audits are essential to ensuring the quality of healthcare 
services, promoting continuous learning and reinforcing 
team cohesion. However, the effectiveness of audits is 
influenced by several factors, including the presence 
of a supervisor to guide the discussion, the documen-
tation of findings through structured reports and the 
team’s perception of the audit’s credibility and relevance. 
Crucially, audits must be conducted in a supportive envi-
ronment. Sykes et al59 emphasised that audits involving 
‘punitive feedback’ should be strictly avoided, as they can 
create a culture of fear, undermine trust and discourage 
open communication. Instead, audits should focus on 
constructive feedback, fostering a learning culture that 
values continuous improvement over blame.

Incorporating shared educational moments represents 
a strategic approach to support and enhance collabora-
tion within multidisciplinary teams. Eddy et al61 empha-
sised that all team members should be encouraged by 
their organisations to participate in teamwork educational 
programmes, as these initiatives foster a positive learning 
culture and strengthen interprofessional relationships.

In addition to collective educational efforts, the tech-
nical skills of HCPs play a pivotal role in determining the 
efficacy of the multidisciplinary team.43 Teams composed 
of professionals with strong technical competencies are 
better prepared to manage emergencies with confidence, 
minimising anxiety and frustration during high-stress 
situations.51 Many health structures actively invest in 
the continuous professional development of their staff, 
recognising that ongoing training is essential to main-
tain high levels of clinical competence, ensure up-to-date 
knowledge of medical advancements and support the effi-
cient functioning of the healthcare system.62 63 However, 
technical proficiency alone is not sufficient. Good 
technical skills must be complemented by high-quality 
communication and strong non-technical skills (eg, lead-
ership, decision-making, situational awareness). These 
non-technical skills are increasingly recognised as crit-
ical components of multidisciplinary teamwork, with 
evidence showing their strong correlation with improved 
patient outcomes.64

Eliminating corporatism and reducing professional 
individualism are crucial steps towards fostering a cohe-
sive and efficient multidisciplinary team. Buscemi et al65 
emphasised that the modern healthcare environment 
demands effective multiprofessional collaboration to 
improve the quality of patient care. This collaboration 
becomes more effective when HCPs are able to respect 
and evaluate each other’s perspectives and communicate 
effectively, sharing a common professional language. To 
achieve this, interprofessional education should be inte-
grated into both academic curricula and professional 
development programmes. Practical interventions to 
promote a collaborative climate include multidisciplinary 



14 Pradelli L, et al. BMJ Open 2025;15:e087268. doi:10.1136/bmjopen-2024-087268

Open access�

courses in university programmes, workshops focused 
on communication tools and regular multiprofessional 
meetings to encourage interprofessional dialogue and 
mutual understanding.66

The significance of formal leadership emerges clearly, 
particularly in situations where multidisciplinary teams 
need a central figure of reference to guide and coordi-
nate their efforts. Effective formal leadership is character-
ised by a clearly defined role, formally recognised both by 
the organisation and the team, and the ability to inspire 
confidence and serve as a guide for the team members.67 
A formal leader should exhibit active listening skills to 
understand and address the needs of team members, 
maintain a system-wide perspective, considering both 
the immediate and long-term sustainability of team 
dynamics, and demonstrate commitment to continuous 
improvement in both team performance and health-
care delivery.23 50 52 Labrague et al67 supported this view, 
highlighting that authentic leadership is key to creating 
a healthy work environment and promoting self-efficacy 
among team leaders. Authentic leaders build trust, 
encourage open communication and foster professional 
growth within their teams. Furthermore, Specchia et al68 
emphasised that formal leaders have the responsibility to 
promote technical and professional competencies among 
HCPs and actively work to enhance job satisfaction, recog-
nising that motivated, satisfied professionals contribute to 
better patient outcomes and stronger team cohesion.

Strengths and limitations
The strengths of this research are primarily linked to 
the quality of the included studies and the methodolog-
ical rigour applied throughout the synthesis process. 
All included studies demonstrated high methodolog-
ical quality, as assessed using the Critical Appraisal Skills 
Programme. Moreover, the systematic nature of the 
entire study selection process, ranging from the compre-
hensive screening of records to the rigorous data analysis, 
enhances the credibility of the review. The meta-synthesis 
was conducted following the Thomas and Harden 
method,35 which is recognised for its robust approach 
to qualitative data synthesis. This methodological rigour 
contributes significantly to the validity and consistency of 
the results. Finally, the application of appropriately selec-
tive inclusion criteria ensured that only relevant, high-
quality studies were included. This strategic selection 
process allowed for the synthesis of studies with optimal 
results, directly addressing the research question and 
enhancing the relevance and applicability of the review’s 
conclusions.

Despite its strengths, this study has several limita-
tions that should be acknowledged. First, in some of the 
included studies, the sample size was limited or dispropor-
tionate in terms of representing the various healthcare 
professions. Nurses were often the predominant group, 
with other HCPs under-represented. This imbalance may 
affect the generalisability of the findings across all profes-
sional categories involved in multidisciplinary teams. 

Second, there were instances where the methodological 
details provided in the studies were unclear. While some 
studies were broadly classified as employing a ‘qualitative’ 
approach, they lacked specific information regarding the 
qualitative methodology used, such as whether it followed 
phenomenological, ethnographic or grounded theory 
principles. This lack of detail may have influenced the 
depth of analysis in the synthesis. Additionally, this meta-
synthesis only included studies published in English, 
which introduces language bias. It is possible that relevant 
studies published in other languages were not captured, 
potentially limiting the comprehensiveness of the review.

Furthermore, due to the challenges in creating an 
exhaustive search string that could encompass all poten-
tial HCPs involved in typical AC settings, some relevant 
studies may have been inadvertently missed during the 
search process. This limitation reflects the complexity 
and variability of multidisciplinary team compositions 
across different healthcare systems. Finally, the date of 
the last database search was 25 May 2024. Therefore, any 
studies published after this date were not included in the 
analysis, which may affect the timeliness of the findings, 
particularly in a rapidly evolving field like AC teamwork.

Implication for future research
Future studies should focus on evaluating the effects of 
the strategies described in this review to further enhance 
multidisciplinary teamwork in AC settings. Keller et al69 
have recently explored the application of behavioural 
science to AC teams, identifying key research priori-
ties to guide future investigations. These priorities are 
structured around six critical topics: (1) interventions 
to improve team processes, (2) dealing with and imple-
menting new technologies, (3) understanding and 
measuring team processes, (4) organisational aspects 
impacting teamwork, (5) training and health profes-
sions education and (6) organisational and patient safety 
culture in healthcare.
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