
Introduction
The utilization of emergency department services in 
Belgium has significantly risen during the past few years 
[1]. In 2014, the National Institute for Health and Disability 
spent a total of 85.11 million Euros on the Belgian emer-
gency services. This figure represented a 40% increase in 
expenditure compared to the previous five years [2].

Literature indicates that demographic and societal 
factors such as the rising number of older adults with 
increasingly complex health care needs, could account 
for this phenomenon [3]. Moreover, the fastest growth 
in emergency services utilization has been observed 
among patients aged above 65 years, especially those 
above 80 years [4]. This observation is particularly strik-
ing in Belgium where nearly 17% and 5% of the popula-
tion is aged above 65 and 80 years respectively, against 
an overall average of 15% and 4% in countries compris-
ing the Organization for Economic Cooperation and 
Development [5]. Up to 28.5% of the Belgian population 
above 15 years of age have reported suffering from at least 

one chronic disease in 2013 [6]. Yet, it has been demon-
strated that patients with chronic illnesses use hospitals 
and emergency rooms at a higher rate than does the gen-
eral population [7, 8].

Organizational factors such as models of after-hours pri-
mary medical care services have been found to contribute 
to this situation [9–11]. Many European countries have 
recognized the need to reorganize out-of-hours services 
to meet patients’ high demands for primary care while 
maintaining quality and safety of care and satisfaction 
for both patients and health care professionals [12]. In 
Belgium, out-of-hours primary care services were initially 
organized by local general physician organizations, called 
general physician “circles”, via rotation systems for the 
residents of a specific geographical area. Since 2003, out-
of-hours centres and walk-in clinics also known as “organ-
ized duty centres”, have started to develop, through public 
funding and on the initiative of general physician circles. 
They aimed both at rationalizing their on-call duties and 
decreasing home visits so as to improve working condi-
tions [1]. Some of these centres are positioned in close 
proximity to hospital emergency services with the poten-
tial benefit of decreasing overcrowding of these services 
in two ways: firstly, by providing primary care for patients 
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who do not have a general physician or whose physician 
is unavailable, thus decreasing unnecessary visits to emer-
gency departments; secondly, by enabling emergency 
department to refer patients with primary care needs [13]. 
A single contact phone number (1733) has been made 
available in some regions in order to centralize patients’ 
out-of-hours calls and regulate them according to guide-
lines established by the general physicians [13].

The reorganization of out-of-hours services has led to 
conflicting results. In 2014, the National Institute for 
Health and Disability reported a total of 1.31 million 
emergency department visits registered at night, over 
weekends or during holidays– in other words, after-hours 
– against 507,999 visits in 2010, representing a 116.84% 
increase [2]. The Belgian Health Care Knowledge Centre 
is more confident in the potential benefit of organized 
duty centres and claims that their disappearance could 
negatively impact on emergency department activity. 
According to that Centre, the increase in after-hours visits 
is majorly accounted by the fact that the organized duty 
centres were initiated bottom-up without clear national 
guidance. Consequently, there is no obvious logic in how 
they are distributed across Belgium and there is a large 
variability in their operating approaches. For example, 
out of 70 organized duty centres in 2015, only seven were 
open during the evening on week days [1]. In parallel, 
the absence of a gatekeeper model allows patients free 
access to the emergency department of their choice at any 
time, without being referred by a general physician. Other 
organizational elements related to the Belgian healthcare 
system should be considered, including patients’ right to 
a second opinion in primary, secondary, and tertiary care 
services that brings about the utilization of more than 
one emergency department service for the same episode 
of care. Moreover, in the emergency department there is 
no direct payment of fees as opposed to visits to the gen-
eral physician and out-of-hours services [14]. Emergency 
department utilization is known to be influenced by 
individual preferences such as the convenience of out-of-
hours care [9], access to a full range of services at any time 
[15], the severity of illness as perceived by the patient and 
the confidence in their general physician’s ability [16]. In 
Belgium, this combination of factors accounted for the 
majority (70.3%) of self-reported emergency visits in 2012 
[1].

In Belgium, healthcare services are provided by a combi-
nation of public and private sectors, funded by mandatory 
social security contributions proportional to house-hold-
income, and characterized by universal coverage and equi-
table access to care [17]. Generally, patients receive a 75% 
refund of the cost of medical treatment or consultation 
and are responsible for paying the remaining 25% [18]. 
Medical primary care is often delivered by independent 
general physicians, working in the private sector, and 
paid on a fee-per-service basis. Another model of pri-
mary care delivery, still marginal, is through integrated 
health centres also known as Community Health Centres. 
Two models of payment are used in Community Health 
Centres, fee-per-service and the capitation fee in which 
the National Institute for Health and Disability Insurance 

monthly pays the centres a fixed contribution per patient 
registered with a sickness fund [19]. Community Health 
Centres enroll patients into their services based on geo-
graphical proximity, and provide them with preventive 
and curative care through multidisciplinary teams. In 
return, patients agree not to look elsewhere for primary 
care.

Another characteristic of the Belgian healthcare sys-
tem is the limited attractiveness of general practice to 
young doctors [20], and the ageing active workforce. A 
recent report on working general physicians, covering the 
period between 2004 and 2012, showed that 62% were 
between 45 and 64 years old [21]. As these general physi-
cians approach retirement age without sufficient younger 
recruits to replace them, the potential shortage of general 
physicians will become a major concern for the Belgian 
healthcare system. This situation is particularly alarming 
for emergency departments because reduced access to 
general practice has been associated with a higher utiliza-
tion of emergency services [22, 23].

The rise in emergency department utilization aforemen-
tioned poses a significant challenge in terms of continuity 
of care for patients regardless of them being referred by 
their general physician or not. It also justifies the assess-
ment of interprofessional collaboration across primary 
and secondary care levels. Interprofessional collaboration 
in health care is a process by which professionals from 
different disciplines collaborate both to provide an inte-
grated and cohesive approach to patient care [24], and 
to attain a more tailored and synchronized health care 
delivery [25]. This approach has been reported to decrease 
fragmentation of care and to increase the efficiency of 
healthcare systems by reducing redundant medical tests 
and associated costs, and even patient readmission [26].

However, interprofessional collaboration is a complex 
process, affected by a broad range of factors both internal 
and external to the health care team. Therefore, multidis-
ciplinary teams vary in the extent and effectiveness of col-
laboration [27]. Interprofessional collaboration between 
general physicians and emergency department teams 
has not been sufficiently explored. Often, studies merely 
address communication between actors involved [28–30], 
which is just a component of interprofessional collabo-
ration. The entire gap between primary and secondary 
health care levels remains incompletely unaddressed. This 
issue is particularly important in healthcare systems where 
few integration strategies, at an organizational level, are 
designed to enhance collaboration between actors.

Aim and research questions
This paper explores experiences of collaboration between 
general physicians and emergency department teams in 
French-speaking regions of Belgium. It aims at identifying 
the main concepts related to interprofessional collabora-
tion and highly valued by involved actors. We focus on 
positive experiences of collaboration. More specifically, 
we sought to find out what works between general physi-
cians and emergency department teams in terms of inter-
professional collaboration? And in which contexts and 
conditions?
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Theoretical framework
D’Amour’s theoretical framework of interprofessional col-
laboration considers aspects of structure and relationships 
between individuals. Organizational dimensions include 
formalization and governance, whereas relational dimen-
sions include shared goals and vision among healthcare 
professionals and internalization. The model also focuses 
on the interaction between the organizational dimensions 
and inter-individual relationships [31]. It also has the 
strength of being derived from theoretical and empirical 
data and having been tested and validated by its authors. 
Hence, we considered D’Amour’s framework as particu-
larly suitable for our study.

Methods
Appreciative Inquiry
The concept of focusing on positive experiences draws on 
the Appreciative Inquiry philosophy, which is based on 
the assumption that every organization has something 
that works well and these strengths can be the starting 
point to create positive change [32]. The concept consists 
of helping participants to recognize and value what works 
best in their organization, rather than other traditional 
approaches focusing on difficulties and problems.

Design and settings
We used a qualitative approach to explore experiences 
of interprofessional collaboration between general phy-
sicians and emergency department teams. A series of 
eight group interviews with both groups were conducted 
in Brussels and other areas of French-speaking Belgium. 
Given the unavailability of research addressing this topic, 
we carried out an exploratory study without pairing of 
study areas. However, through purposive sampling, we 
assessed experiences in a variety of settings, that is, both 
in rural and urban areas including in Brussels.

In Belgium, general physicians have to belong to a 
peer review group in order to keep their accreditation. 
Peer review groups are composed of eight to twenty-five 
general physicians who meet four times a year to discuss 
specific themes related to their practice. The groups are 
chaired by a “rapporteur” peer who is responsible for 
organizing the meetings and keeping the list of partici-
pants up to date.

Eighteen rapporteurs both form rural and urban areas 
were contacted by email. They were requested to include 
our study in their meetings. Five groups agreed to par-
ticipate in the interviews, two from Brussels, one from 
the province of Namur where general physicians cover 
both urban and rural areas, and one from Baudour which 
is an urban area. However, only four of the five group 
interviews took place; the fifth was cancelled because of 
scheduling conflicts. Two rapporteurs declined because 
the discussion topics for their meetings were set several 
months in advance. We had no replies from the other 
eleven groups.

We asked each rapporteur to inform their group in 
advance about the topic of discussion, and to stress the 
nature of the research, that is, to discuss positive experi-
ences of collaboration with emergency department teams.

At the same time, we recruited emergency department 
teams with the same aim of covering diversity of settings. 
We contacted, again by email and telephone, medical and 
nursing directors and heads of emergency departments of 
nine hospitals from different areas. Four hospitals agreed 
to participate, one from Brussels, one from Dinant which 
is a rural area in the province of Namur. The remaining 
hospitals were from Ottignies and Baudour, two urban 
areas with significant socio-demographic differences (see 
Table 1). One hospital refused to participate because of 
unavailability of the team. Four hospitals did not answer 
despite a reminder.

We agreed on the date and time for the group interviews 
with each head of department according to their pref-
erences. In line with our study objectives, we requested 
them to invite different members of the multidiscipli-
nary team, including social workers, secretaries, nurses 
and emergency medicine doctors to the discussion. Again 
we asked that the participants were informed in advance 
about the topic of discussion.

Our sample included 65 participants: 35 general physi-
cians, 24 emergency doctors, 4 nurses, 1 social worker and 
1 secretary (see Table 2). The practice setting of the gen-
eral physicians and emergency department informants 
are reported in Table 3.

Ethical considerations
Ethical approval was obtained from the Hospital and 
Departmental Ethics Committee, Saint-Luc – Catholic 
University of Louvain, in Brussels. Additionally, prior to 
each interview, the first author was reminding participants 
about the objective and nature of the study. Only after 
that could the written informed consent be requested.

Data collection
Group interviews were conducted between September 
2014 and December 2015 depending on participants’ 
preferences and availability. The sequence of the inter-
views is shown in Table 2. Interviews of general physi-
cians took place during the scheduled meetings of their 
peer review group, in a quiet room, late in the evening at 
the end of their consultation. For the emergency teams, 
group interviews were scheduled early in the morning, 
before the patient “rush hour”, in a relatively isolated 
room in the emergency department. Only one emergency 
team interview took place late in the evening, in one of 
the hospital’s meeting rooms, away from the department. 
The first author was present at each meeting with another 
investigator; one of them could moderate the group dis-
cussion while the other was taking hand-written notes 
(see Table 2). Participants were informed about the back-
grounds and current occupation of each investigator.

The first author is a senior PhD candidate, with exper-
tise in qualitative research acquired through both 
research and teaching activities. The three other authors 
are senior researchers and have extensive experience in 
qualitative and health systems research. The first author 
has a background in emergency nursing and has previ-
ously worked with some of the participants from different 
emergency departments, which facilitated the storytelling 
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within certain groups. However, her background did not 
impede interactions within the general physician groups 
since it was made clear that investigators’ role was non-
judgmental; and they would be merely interested in what 
they were being told. The interviews lasted about one and 
a half hours on average. They were audio-recorded and 
transcribed verbatim.

A topic guide rather than a predetermined list of ques-
tions was used to explore experiences. It consisted of 4 
to 5 open-ended questions with follow-up prompts used 
to generate further discussion (see appendix 1). The 
guide evolved during the data collection period as inter-
views produced new information about various aspects 
of experiences of collaboration. It was based on the first 
two phases of the Appreciative Inquiry: “Discovery” dur-
ing which data are gathered in the form of positive stories 
of interprofessional collaboration, and “Dream” in which 
participants are requested to co-create a shared vision of a 
preferred future [32].

Data analysis
Rapporteurs and heads of departments provided the gen-
eral physicians and emergency department teams with 
summaries of their group discussion for validation, respec-
tively. The summary was validated for only three groups; 
though in our email it was specified that, for the conveni-
ence of the participants, the absence of any feedback from 
them within two to three weeks would be considered as 
an approval of the summary.

An iterative approach was used. At the end of each meet-
ing, the two investigators met and discussed the collected 
data. Field notes allowed a preliminary crossed analysis 
which revealed emergent themes after each group inter-
view. The crossed analysis also helped minimize potential 
interpretation bias that might have arisen from the first 
author’s professional background.

At the end of the eighth group discussions, we were 
considering that descriptive saturation was reached since 
new themes were no longer emerging, although within 
identified themes different stories and experiences could 
continue to be shared.

Transcripts were analysed thematically using an inte-
grated approach that employs an inductive development 
of codes and a deductive organizing framework for code 
types [42]. We used a start list of two predefined catego-
ries: relational and organizational components of col-
laboration, in accordance with D’Amour’s structuration 
model. The first and last authors independently coded 
the transcripts and identified emergent codes through 
repeated examination. We then compared, combined and 
organized these emergent codes within the two prede-
fined categories.

Nvivo 10 software was used for texts organization and 
management.

Results
The results are presented with respect to relational and 
organizational components of collaboration. In addition, 
two independent categories emerged from the thematic 
analysis: communication, whether written, oral or elec-
tronic; and the patient’s role in enhancing or hindering 
interprofessional collaboration.

Relational components of a positive experience of 
interprofessional collaboration between general 
physicians and emergency department teams
Mutual acquaintanceship and trust
Mutual acquaintanceship was found to be a major com-
ponent of a positive experience of collaboration. Both 
parties agreed that knowing each other optimizes contact 
and enhances relationships. When asked to “dream” about 
a desirable future of collaboration, participants raised 
mutual acquaintanceship as a common priority:

“Meeting each other opens doors, facilitates 
communication and breaks the anonymity” (GI 5).

“When we know each other, the contact is 
completely different” (GI 4- EP).

This mutual acquaintanceship is seldom the result of 
formal meetings such as seminars or scientific reunions. 
Both parties admitted not organizing and rarely attending 

Table 3: Practice settings of the participating general physicians and the emergency departments they work with.

Area Practice setting Collaborating emergency departments

Brussels Private practice/
community health centres/
Screening centres/
mental health centers/
polyclinics Private and public hospitals within Brussels according to the patient 

socio-economic characteristics, preferences and geographical proximity
Brussels Private practice/

community health centres/
family planning centres/
polyclinics

Namur Private practice/
community health centres/
polyclinics

Hospitals within the province of Namur, Dinant, Mont-Godinne, and 
Ottignies

Baudour Private practice Hospitals within the Hainaut: Baudour, Tivoli, Jolimont, Soignies, and 
Ambroise Paré
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such activities because of the heavy work load, lack of time 
and funding. At the same time, both general physicians 
and emergency teams were aware of a void in this area 
and would like to meet more frequently and know of each 
other. Participants reported that they knew each other on 
a more informal basis. They either worked together for 
long periods, or were classmates at medical school, or had 
met during pre-hospital emergency intervention or a fes-
tive occasion.

Trust seemed to emerge as a result of this mutual 
acquaintanceship. Both groups said that trust develops 
over time when they share experiences that cause them 
to rely on each other. For participants, trust is manifested 
in seeking advice from each other and making joint 
decisions, which in turn create a sustainable and strong 
relationship:

“Since that moment, I feel like something has 
changed, ties have been strengthened” (GI 1).

Inevitably, negative experiences also have an impact on 
trust. In this case, mutual acquaintanceship becomes 
irrelevant:

“There are some we know, but can hardly trust”  
(GI 7- EP).

Finally, trust is also dependent on the perception of hid-
den intentions, especially when it comes to “stealing” the 
patients from others, within a healthcare system that 
allows such a competition. For example, some emergency 
team members are still wary of the physicians’ main objec-
tive for installing organized duty centres in front of the 
hospital entrance.

“They actually wanted to recruit patients and stop 
them from going to the emergency department” 
(GI 4- EP).

Power
A positive experience of power was, for both sides, char-
acterized by a relationship of equality without dominance 
behavior. It is demonstrated by respectful and profes-
sional attitudes towards each other, mainly in terms of 
verbal communication:

“… I mean, when we have esteem and consideration 
for each other and can communicate as equals…” 
(GI 4- EP)

“… Because there is a world, a certain hierarchy 
where emergency physicians and specialists are on 
top, and general physicians at the bottom…usually 
it’s on a case-by-case basis, but we see that in lots 
of hospitals…” (GI 3).

Shared power is thought to be strongly linked to involving 
others in the decision-making process:

“It’s about not excluding me from participating in my 
patient diagnostic process and plan of care” (GI 2).

Both parties thought that emergency department teams 
had a certain degree of power as a result of much more 
technical resources they have at their disposal, the rela-
tively easy access to medical imaging, and the availability 
of lab results in a short timeframe. Some of the emer-
gency teams were considering their scientific knowledge 
as a source of power whereas general physicians were 
conflicting this opinion, arguing that this form of power 
was only related to the better technical resources of the 
department:

“If they had the same technical means that we 
have, I am not sure they would know better than 
we do” (GI 1).

As for emergency department teams, they considered 
that general physicians exert their power through the 
privileged relationship with their patients by two means. 
Firstly, it is by communicating to the patient their pre-
sumed power over the emergency department team:

“They tell the patient “I’m referring you to the emer-
gency department where you ARE going to have such 
and such exams, I have requested them in my note, so 
they HAVE to do it” (GI 4- EP).

This type of information creates expectations that influ-
ence patients when demanding medical exams and can 
lead to conflict. It can also create confusion of the emer-
gency department with a technical platform.

Secondly, when competition between hospitals is 
intense as a result of close proximity, general physicians 
hold the economic power as they are the “patient provid-
ers”. The hospital in general becomes dependent on their 
referrals. Thus, the emergency department team becomes 
trapped between the direct demands of the general phy-
sician and the institutional policies aimed at satisfying 
these demands. This situation is not observed in Brussels 
where most patients do not even have a general physician, 
or move from one hospital to another without informing 
their physician.

Finally, some of the interviewees deemed the term 
“power” inappropriate. For them it was more about 
moments of tension because of local conditions. It would 
therefore be more appropriate to use terms such as con-
sideration and sharing. For these physicians, power con-
flicts should not exist since the two groups don’t perform 
the same work:

“Everyone has got their own job, their own skills 
and powers” (GI 2).

Shared objectives
Despite perceived differences in professional cultures and 
practices, the interviewees agreed that they share one 
main objective, the patient’s wellbeing. Indeed, general 
physicians and emergency department teams come from 
different organizations with different management struc-
tures, various types of leadership and guidance as well as 
divergent priorities and objectives.
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In parallel with this separation, both parties felt they 
were in a continuum whereby general physicians aim to 
maintain the patient’s wellbeing and health in their daily 
life when emergency department teams intervene on a 
more limited basis for acute episodes.

Organizational components of a positive experience 
of interprofessional collaboration between general 
physicians and emergency department teams
Out-of-hours services
Experiences related to organized duty centres were mainly 
positive for both parties. These centres rationalize the on-
call duties for general physicians and help decrease emer-
gency department overcrowding. However, the relevance 
of integrating duty centres within the emergency services 
is debated. Some emergency department participants 
argue that there are many benefits of having “intramu-
ral” general physicians. It would facilitate referral to the 
general physician- who is just next door- and ease the 
orientation of the patient towards the emergency service. 
It would also facilitate case discussions and requests for 
an opinion among doctors, and enhance relationships. 
Additionally, emergency department participants think 
that integrated duty centres could offer a solution to the 
request made by general physicians for a “specific path-
way” for patients whom they have already seen so as to 
avoid them from waiting to be seen again by the emer-
gency department doctor.

The general physicians were formally opposed to this 
proposal and considered that general practice should 
remain a non-hospital and community-based practice. 
They recalled that the rationale for creating these centres 
was to organize the primary care out-of-hours services, 
but not to relieve the emergency departments.

Clarification of professional roles
Knowing one’s own role and others’, and fulfilling that 
role are considered valuable aids for collaboration for two 
main reasons. Firstly, these aspects assume that everyone 
is aware of and confident in other’s competence. Confi-
dence brings about greater complementarity between 
roles of different actors:

“Each of us has learned different skills and, to me, 
a positive experience is when everyone brings their 
own skills and knowledge to the table” (GI 5).

Some general physicians do not hesitate to seek advice 
from the emergency department. They also emphasized 
that knowing that they can rely on the emergency teams 
to take over was a relief from the major stress inherent in 
critical emergencies.

Similarly, emergency teams often rely on the general phy-
sician’s input to better understand a patient’s psychosocial 
context, health and living conditions in order to guide the 
decision-making process and the patient discharge plan:

“A positive experience is when they help us with 
the decision-orientation, especially for elderly and 
chronic patients: discharge from hospital? Nursing 
home? Palliative care? Intensive care?” (GI 4- EP).

In line with the need for input from the general physi-
cians and their role in decision-making, emergency teams 
“dreamed” of having end-of-life projects discussed in 
advance with the patient’s family, and a written report 
available in the patient’s record. This was seen as being 
valuable for both pre-hospital interventions in a nursing 
home and for in-hospital emergencies:

“We don’t know patients, and when we see them 
in emergency department or at home, of course 
they don’t look good, but it is difficult for us to 
know whether this is how they usually are, or if it 
is something more acute. This is something that 
the general physician could tell us… we start won-
dering which measures to take “should I intubate? 
Should I resuscitate?” (GI 6- EP).

Secondly, role clarification is thought to improve the refer-
ral process, thus decrease tensions between the different 
levels of care. For example, some general physicians have 
requested emergency teams to refer their patients back to 
them for removal of stiches instead of referring them to 
specialists. To them, this is a minor intervention and part 
of their competence.

Finally, some general physicians described their respec-
tive roles as existing in parallel, with nothing more than 
written patient reports as a communication tool, and 
thought this relationship was “enough” to ensure conti-
nuity of care.

Leadership
A positive experience of collaboration was also found to 
be linked to the presence of leaders who appreciate and 
value the expertise of others. For example, some heads of 
emergency departments invite their staff to understand 
the reality of general practice and its environmental con-
straints. They also instill a certain culture of respect, espe-
cially among newly graduated doctors:

“We have to realize that the general physician 
faces the challenge of achieving a balance between 
granting their patient what they request- sick 
leave, medical exams-, and remaining consistent 
and providing an adequate medical practice… No, 
they do not refer patients for anything and every-
thing, behind their demand we have to realize the 
pressure of the family, the patient himself, the lack 
of material, etc.” (GI 6- EP).

Moreover, such leaders seem to play a significant role in 
balancing power by reassuring their teams that they do 
not need to abide by the requests of the general physi-
cians for medical exams, but should rely on their own 
clinical assessment.

Environment
Experiences related to the impact of the environment on 
collaboration were rarely identified as positive. Results 
showed that some constraints are specific to the general 
physicians’ environment, others to the emergency depart-
ments. Moreover, both parties stated that the macro-envi-
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ronment does not play a significant role in enhancing col-
laboration among them.

The environmental constraints for general physicians 
are mainly the crowded waiting rooms and lack of time 
that prevent them from calling or writing a detailed let-
ter for the emergency teams, or attending meetings or 
seminars with them. The lack of material and human 
resources also causes them to refer worrying patients to 
the emergency services before the weekend when facili-
ties and medical cover are sparser. These referrals are not 
well considered by the emergency department teams. To 
them, general physicians should be more organized for 
after-hours coverage and more available during weekends 
instead of cluttering emergency departments every Friday 
evening with patients with primary care or social needs. 
Moreover, poor equipment of out-of-hours primary care 
centres is a major problem for on-call general physicians 
who see no other alternative than sending their patients 
to the emergency department for minor interventions.

The environmental constraints of emergency depart-
ment teams can be summarized by the intermediate 
position of the department in between primary care and 
hospital units, that is, between general physicians and 
specialists. Several emergency physicians expressed the 
feeling of being caught between these two groups:

“What they (general physicians) don’t understand 
is that the decision of allocating a bed (hospitali-
zation) is not ours, it’s the specialists… They sense 
our aggressiveness on phone when the hospital is 
full, the emergency service is full, and they call to 
request a bed for their patient” (GI 6- EP).

In parallel, general physicians said that as a result of this 
unwelcoming attitude, they stopped calling to inform of 
their referrals and chose to simply send patients to the 
emergency department by their own means.

From a more positive perspective, both parties are 
aware of their lack of knowledge about the environment 
and operating mode of others, and “dreamed” about a bet-
ter mutual understanding of the other’s reality:

“A good thing would be to have this type of meeting 
with the emergency teams where they explain to us 
how the system works and how they operate” (GI 5).

General physicians put special emphasis on the need for 
exchanges by residents beyond the initial training period 
so as to expose them to the reality of general practice and 
help them understand it better, thus preparing the field 
for better future collaboration.

Finally, when questioned about the role played by the 
macro environment and healthcare system in general 
in collaboration enhancement between these groups, 
participants agreed that this role is minor since neither 
incentives-based measures nor clear strategies are used to 
bring them together:

“Nothing has been done to bring us closer, nothing, 
zero!” (GI 5).

Communication
Communication was considered highly significant by par-
ticipants and found to play a central role in collaboration. 
It encompasses both relational and organizational aspects 
of collaboration. Communication also involves informal 
and formal characteristics and tools, varying from friendly 
and conversational phone calls to a more structured 
type of communication such as shared electronic patient 
records.

Written reports
Positive experiences of collaboration were related to good 
communication. Both parties attached great importance 
to comprehensive, clear, timely and accurate written 
reports.

General physicians think that reports enhance the 
patient-carer relationship. To them, patients have more 
confidence in their physician when the latter knows 
about their visit to the emergency department or has a 
full report of the episode and thus is able to reinforce 
what has been said in the emergency room. However, 
despite remarkable progress in this domain, many writ-
ten reports from the emergency department continue to 
arrive months after the health event and some are sent to 
inaccurate addresses.

Similarly, emergency department teams said they were 
pleased when patients referred to them by the general 
physician were accompanied by a clear report specifying 
the patient’s main complaint, their medical history and 
current treatment as well as a differential diagnosis. In 
parallel, unjustified requests by general physicians for 
medical exams were considered as inappropriate use of 
the emergency department:

“If the goal is to get medical exams, he might as 
well refer his patient directly to the radiology 
department or to the laboratory” (GI 7- EP).

“We really have the impression that they are con-
fusing the emergency department with a technical 
platform” (GI 4- EP).

Oral communication
Phone calls are highly valued, largely because they allow 
direct interaction. For the emergency department teams, 
the general physician’s phone call guides them in the plan 
of care, even more than a written note, especially when 
referring a patient with a difficult socio-economic context. 
In this case, oral communication allows negotiation of the 
patient’s final destination and a joint decision-making 
process:

“It (a phone call) answers questions such as should 
the patient be kept hospitalized despite medical 
clearance? Do they have informal caregivers? What 
kind of help would they need if they were to be 
discharged, etc.” (GI 6- EP).

For general physicians, a phone call from the emergency 
department looking for this information is perceived as a 
sign of respect:
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“We appreciate this type of call because we are obvi-
ously better placed to answer these questions” (GI 5).

Some general physicians reported that their calls to the 
emergency department for advice were well received. 
Their phone call represented a positive experience for 
them, thanks to its associated good interaction and effi-
cacy, it helped them keep their patient at home and pre-
vented a hospital referral.

On the other hand, some emergency doctors reported 
having received phone calls from general physicians who 
admitted being overwhelmed by patient or family pres-
sure. They honestly acknowledged that in such a situa-
tion, they were finding themselves compelled to refer the 
patient to the emergency department, albeit unconvinced 
of the medical necessity of this referral. This was reported 
as a positive experience because of two major components 
of communication that are transparency and openness. 
Moreover, participants thought that the presence of these 
components was dependent on mutual acquaintanceship.

Despite the perceived benefit of oral communication, 
both parties are aware that it takes much more time to 
make a phone call than to write a note. The institutional 
constraints of the emergency department, the work load 
and the limited availability of the general physician make 
it increasingly difficult to call or to meet with each other. 
Participants thought that “hotlines” or direct access to a 
colleague without intermediaries may be part of the solu-
tion to this problem.

Electronic communication
Electronic communication is becoming a substitute for 
phone calls. Emails and medical software allow patient 
information to be rapidly and easily shared. Regarding 
shared patient records, known in Belgium as eHealth, par-
ticipants thought it would become a very practical tool, 
although yet fully developed. Some participants from 
both sides stated that the development of an effective 
shared electronic patient record was one of their “dreams” 
of preferred future collaboration.

The main reported concerns about the current state and 
utilization of eHealth are related to ethical issues such as 
patient confidentiality or potential legal problems in case 
of medical errors. Enrolling patients after obtaining signed 
informed consents from them is also deemed to be a com-
plicated procedure. More technical problems were also 
reported. For example, the general physician computer 
software is not licensed and therefore not compatible with 
the eHealth platform. Participants found it difficult to keep 
the platform up to date with patient information; they 
could also be reluctant to take on additional administrative 
tasks. In addition, some of the participants were either una-
ware of the existence of eHealth or unskilled at it.

Finally, the patient is perceived as the main beneficiary 
of communication, mainly due to the continuity of care, 
but also because it improves their experience of care.

“It reassures him to be expected, to be taken seri-
ously, and to know that his caregivers are discussing 
his condition and agree upon his care plan” (GI 2).

Both actors “dreamed” of the presence of systematic bidi-
rectional communication and availability of the other 
party as top priorities to achieving better future collabora-
tion.

Patient’s role in enhancing or restraining 
interprofessional collaboration
The patient is thought to be both a key component and 
the driving force of collaboration between the two levels 
of care:

“…Whenever we receive a phone call from the 
emergency department, we have this clear feeling 
that it is the patient’s explicit demand” (GI 1).

General physicians linked this demand to their privileged 
relationship with the patient and their greater trust in 
them than in emergency teams they see for the first time. 
They also viewed their request as a means of balancing the 
decision-making power between the two groups:

“It is as if he is saying: it is not up to you alone to 
decide, it’s also up to my physician” (GI 1).

To them, emergency teams recognized this privileged rela-
tionship and the trust between general physician and a 
patient, and at times they could use it to help involve the 
patient in the proposed plan of care.

In parallel with their role in enhancing collaboration 
between the two groups, patients may also create some 
barriers. Not only can they influence the referral decision, 
but some patients turn up at the emergency department 
on their own initiative, pretending that their physician 
wanted them to undergo specific medical exams or to be 
hospitalized.

Discussion
The principal contribution of this study stems from the 
fact that interprofessional collaboration between general 
physicians and emergency department teams was so far 
scantily explored. To our knowledge, this study is the first 
to address issues of collaboration between these groups. 
We believe that scientific literature on collaboration in 
this setting should be developed further for two main rea-
sons. Firstly, literature shows that the urgency of clinical 
work to be achieved has a major impact on collaboration. 
Urgent and acute medical crises affect team interactions 
in a number of ways, making teams work closely to deliver 
appropriate urgent care, or provoking brusque forms of 
interaction and divergent perceptions among the profes-
sionals [43]. Secondly, emergency department teams are 
constantly dealing with chronic patients presenting with 
acute episodes and need for medical care. In these cases, 
prompt and effective interprofessional collaboration is 
vital for reduction of errors [25, 44] and helps ensure a 
continuity of care for patients across the two levels [45].

Another contribution concerns the central role played 
by the patient in enhancing or impeding efforts towards 
collaboration. Scientific literature has so far focused on 
interprofessional collaboration as a process that places 
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the patient at the centre of care, supports shared decision-
making and takes into account their own preferences 
and individual goals [25, 46–48]. Sharing power with the 
patient has also been developed and questioned by Fox 
and Reeves [48]. Additionally, outcomes of collaboration 
have been measured at patient level, focusing on patient 
satisfaction, quality of care and safety [49, 50]. This study 
sheds light on the impact of patients’ attitudes, behaviors 
and individual goals on collaboration between healthcare 
professionals. Our findings suggest that patients can be 
the driving force in collaboration by explicitly requesting 
healthcare professionals to communicate. On the other 
hand, they can impede efforts towards collaboration by 
transmitting incorrect or misleading information among 
healthcare providers.

Summary of findings
D’Amour’s structuration model of interprofessional col-
laboration helped us throw new light on relationships 
between healthcare providers. It was also instrumental in 
helping us investigate the interaction between the rela-
tionships and organizational dimensions across the two 
levels of care. We showed that despite many positive expe-
riences of collaboration, conflicting issues also emerged 
and were often linked to organizational dimensions.

Indeed, the way healthcare system is regulated in gen-
eral did not seem to play a significant role in promoting 
collaboration between the two parties. The new legisla-
tion on hospital financing seems blurred and raises con-
cerns and mistrust. The data and information exchange 
system remains poorly developed. There is neither gate-
keeping process nor incentive measures to encourage 
collaboration between the two levels of care, on top of 
insufficient associated integration policies. However, a 
federal plan has been launched recently, aiming at devel-
oping integrated and patient-centred care for chronic con-
ditions by developing pilot projects that trial and evaluate 
models of integration [51]. This plan is based on the triple 
aim principle for integrated care [52], and consists of 18 
components including seamless care, coordination, conti-
nuity of care, shared electronic patient records, multidis-
ciplinary guidelines, adaptation of the funding systems, 
continuing education on integrated care, and interprofes-
sional education among others. Inevitably, pilot projects 
need to include both primary and secondary care actors. 
We expect that emergency services will also be involved 
because, in many cases, they are considered as the gate-
way to secondary care.

We also showed that there is a need for better profes-
sional role clarification. On one hand, communication 
and collaboration between the levels of care occur mainly 
between doctors. However nurses and social workers play 
a significant role both in organizing patient discharge 
and transition to home care and ensuring that health and 
social care needs are met. Involving the two disciplines in 
interprofessional interventions has been associated with 
positive outcomes such as enhanced multidisciplinary 
team coordination, involvement of family members in 
care planning and interventions, and enhanced quality of 
care for chronic disease management [49].

On the other hand, a minority of general physicians 
did not perceive any benefit of investing in collabora-
tion. They thought that parallel practice was sufficient to 
ensure continuity of care. Both recognition and respect 
of the complementarity of roles can optimize profes-
sional scopes of practice, thereby ensuring more efficient 
patient management [53]. The role clarification process is 
not only an organizational issue or the responsibility of 
legislation alone, it is also up to individuals to clearly com-
municate all aspects of their different roles. Moreover, our 
study revealed a fundamental misunderstanding about 
the other group’s environment and operating mode. 
Improved communication could be the key to avoiding 
unnecessary tensions and improving referral processes.

Communication would allow both role negotiation and 
clarification [54, 55] and foster relationships between 
individuals [56]. Efficient flow of information between 
teams would build trust up and allow ideas and decisions 
to be rigorously debated [57].

Finally, our findings regarding the patient’s role in 
enhancing or hindering collaboration raise the question 
of the degree of patients’ freedom of choice and the non-
obligation of having a regular general physician. This 
study supports the fact that the inappropriate utilization 
of emergency departments is not systematically related to 
the unavailability of the general physician.

Experiences of interprofessional collaboration seemed 
to be homogeneous despite the heterogeneity of settings, 
with two exceptions. Firstly, in the context where the gen-
eral physician is actually the “patient’s provider”, collabora-
tion seemed to suffer from a power struggle and imbalance, 
at least from the emergency department team’s point of 
view. In large cities, this relationship of dominance does 
not exist because the general physician does not exert the 
same influence on a patient’s decision to visit a specific 
emergency department. This finding may appear paradoxi-
cal when considering the fact that there is a high density 
of hospitals in large cities, moreover in close proximity to 
each other. But again, patients’ freedom of choice may 
increase self-referral visits to any hospital and sometimes 
to several hospitals for the same health complaint.

Secondly, in one group of general physicians were not 
convinced of the necessity for collaboration, and believed 
that parallel practice was sufficient to ensure continuity of 
care for their patients. This group was composed of gen-
eral physicians exclusively practicing in private, thus not 
being part of a multidisciplinary team at primary health 
care level like in community health centres or family plan-
ning centres. Working solo is most likely the main fac-
tor accounting for such statements. Skill-mix at primary 
health care level is believed to exert a major influence on 
the development of interprofessional collaboration [58]. 
It would enhance role clarification, involve coordination, 
and allow interdependent work and collective problem-
solving across primary and secondary care levels.

Recommendations
Appreciative Inquiry is designed to shift the focus from 
a problem-based research paradigm to a positive theory 
of inquiry based on future possibilities and performance 
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[59]. Recalling satisfying experiences of collaboration, 
helped produce ideas and proposals for improvement 
based on existing strengths. However, participants also 
had some negative experiences to share. The need to dis-
cuss conflicting issues was expected. In fact, most of the 
participants emphasized that they had divergent profes-
sional and organizational cultures. In order to achieve 
better collaboration between actors at different health 
care levels in French-speaking Belgium, the following 
recommendations arose from both positive and negative 
experiences:

•	 Open, bidirectional and systematic communication 
is crucial to achieving trust and mutual acquaint-
anceship, thus fostering collaboration between all 
involved actors. In fact, dialogue is one of the main 
forces driving the implementation of collaborative 
care [60]; it can be achieved despite barriers like 
insufficient time and funding. For example, actors 
could take advantage of their scheduled meetings 
to invite the other party and discuss issues related 
to collaboration, namely role clarification, mode of 
functioning, organized duty centres, future legisla-
tion on hospital financing, etc. Also, informal meet-
ings or team-building activities could be organized 
occasionally and would allow better interaction with 
less professional tension. Some participants sug-
gested the use of hotlines for oral communication. 
Others asked for training basic information technol-
ogy to enable better utilization of eHealth.

•	 To address economic power issues related to “patient 
provision”, participants argued that the trust of gen-
eral physicians in emergency teams increases their 
loyalty to the hospital. Trust ought to be achieved 
gradually, by more positive experiences of collabora-
tion and transparent communication. Meanwhile, 
raising patient’s awareness of inappropriate use of 
emergency departments appears urgent. There is also 
need for each patient to be having a regular general 
physician and a form of gatekeeper system.

•	 Interprofessional education has proved critical to 
enhanced collaboration [61, 62]. In Belgium, several 
universities and nursing schools have recognized the 
need for an integrated approach to health profes-
sional education. They also took the initiative of 
organizing inteprofessional seminars and case stud-
ies. This gradual development of interprofessional 
education programs is still marginal and should be 
encouraged, promoted and financed by universities 
and the government.

Limitations
Limitations of this study include the fact that we did 
not gather together both parties in the group inter-
views. Organizational constraints such as time and space 
impeded a possible arrangement of joint meetings with 
“the whole system is in the same room”. However, it is 
planned to gather the professionals together in a subse-
quent phase to disseminate the findings and seek feedback 
from them. Moreover, this study will be integrated into a 

supplementary phase that is assessing patients’ perception 
of continuity of care between their general physician and 
the emergency departments that participated in the group 
interviews. Lack of time and funding limited the recruit-
ment process as well as participation of the target popula-
tion. Both parties willingly participated without any com-
pensation. Finally, participation of heads of emergency 
departments may have influenced the group dynamics, 
but « natural group interviews », akin to those conducted 
in this study, “are designed to provide a more “naturalistic” 
setting, resembling in some ways the kinds of interaction 
people might have in their daily lives” [63], pp 112.

Conclusion
Both positive and negative experiences helped in under-
standing interprofessional collaboration between general 
physicians and emergency service teams. Many challenges 
remain before better collaboration and more efficient 
integration can be achieved. It appears essential that inte-
gration policies should reinforce the role of the general 
physician as a gatekeeper and target patient awareness 
and empowerment. Raising patients’ awareness of the 
necessity of having a regular physician is crucial, espe-
cially in the Belgian context.

Additional File
The additional file for this article can be found as follows:

•	 Appendix 1. Topic guide. DOI: https://doi.
org/10.5334/ijic.2520.s1

Reviewers
Jean Didier Bardet, PharmD, PhD, registered pharmacist 
and part-time lecturer, Université Grenoble Alpes, France.

Dr Robin Miller, Deputy Director, Health Services 
Management Centre, University of Birmingham, UK.

JeanLuc Belche, Chargé de cours, MD, GP, PhD, 
Département Médecine Générale-Université de Liège, 
Liège, Belgium.

Competing Interests
The authors have no competing interests to declare.

References
	 1.	Belgian Healthcare Knowledge Center. Organi-

zation and payment of emergency care services. 
Belgium: KCE; 2016, Mar. [cited 2016 13 April]. 
Available from: https://kce.fgov.be/sites/default/
files/page_documents/KCE_263_Cs_Organisation 
and payment_of_emergency_care_services.pdf.

	 2.	National Institute for Health and Disability. 
Standardized Report on the accounting audit for 
2014: section 1.4 medical fees-consultations-visits 
(Doc. NCGZ 2015/71); 2015.

	 3.	Gruneir, A, Silver, MJ and Rochon, PA. Emergency 
department use by older adults: a literature review 
on trends, appropriateness, and consequences of 
unmet health care needs. Medical Care Research 
and Review 2011; 68(2): 131–55. DOI: https://doi.
org/10.1177/1077558710379422

https://doi.org/10.5334/ijic.2520.s1
https://doi.org/10.5334/ijic.2520.s1
https://kce.fgov.be/sites/default/files/page_documents/KCE_263_Cs_Organisation and payment_of_emergency_care_services.pdf
https://kce.fgov.be/sites/default/files/page_documents/KCE_263_Cs_Organisation and payment_of_emergency_care_services.pdf
https://kce.fgov.be/sites/default/files/page_documents/KCE_263_Cs_Organisation and payment_of_emergency_care_services.pdf
https://doi.org/10.1177/1077558710379422
https://doi.org/10.1177/1077558710379422


Art. 9, page 13 of 16Karam et al: Interprofessional Collaboration between General Physicians and 
Emergency Department Teams in Belgium

	 4.	Lowthian, JA, Curtis, AJ, Cameron, PA, 
Stoelwinder, JU, Cooke, MW and Mc Neil, JJ. 
Systematic review of trends in emergency depart-
ment attendances: an Australian perspective. Emer-
gency Medicine Journal 2011; 28(5): 373–7. DOI: 
https://doi.org/10.1136/emj.2010.099226

	 5.	Organization for Economic Co-operation and 
Development. Belgium Long-term Care. Paris: 
OECD; 2011 May. [cited 2016 13 April]. Available 
from: http://www.oecd.org/belgium/47877421.
pdf.

	 6.	 Institut Scientifique de Santé Publique ISP. 
Enquête de santé belge par interview 2013. [Scientific 
Institute of Public Health. Health Interview Sur-
vey 2013]. Rapport I: Etat de santé et bien-etre. 
[in French]. [cited 2016 20 April]. Available from: 
https://his.wiv-isp.be/fr/Documents%20partages/
SH_FR_2013.pdf.

	 7.	Kinney, RL, et al. The association between patient 
activation and medication adherence, hospitaliza-
tion, and emergency room utilization in patients 
with chronic illnesses: a systematic review. Patient 
Education and Counseling 2015; 98(5): 545–52. DOI: 
https://doi.org/10.1016/j.pec.2015.02.005

	 8.	Schamess, A, Foraker, R, Kretovics, M, Barnes, 
K, Beatty, S, Bose-Brill, S and Tayal, N. Reduced 
emergency room and hospital utilization in per-
sons with multiple chronic conditions and disabil-
ity receiving home-based primary care. Disability 
Health Journal 2016. DOI: https://doi.org/10.1016/j.
dhjo.2016.10.004

	 9.	Berchet, C. Emergency care services: trends, drivers 
and interventions to manage the demand. Organi-
sation for Economic Co-operation and Development. 
Paris: OECD; 2015. [cited 2016 20 Dec]. Available 
from: http://www.oecd.org/officialdocuments/pub
licdisplaydocumentpdf/?cote=DELSA/HEA/WD/
HWP(2015)6&docLanguage=En. DOI: https://doi.
org/10.1787/5jrts344crns-en

	 10.	Thompson, C, Hayhurst, C and Boyle, A. How 
have changes to out-of-hours primary care ser-
vices since 2004 affected emergency department 
attendances at a UK District General Hospital? A 
longitudinal study. Emergency Medicine Journal 
2010; 27(1): 22–5. DOI: https://doi.org/10.1136/
emj.2008.068817

	 11.	Van Uden, CJ, Winkens, RA, Wesseling, GJ, 
Crebolder, HF and van Schayck, CP. Use of out of 
hours services: a comparison between two organi-
sations. Emergency Medicine Journal 2003; 20(2): 
184–7. DOI: https://doi.org/10.1136/emj.20.2.184

	 12.	Huibers, L, Philips, H, Giesen, P, Remmen, R, 
Christensen, MB and Bondevik, GT. EurOOHnet-
the European research network for out-of-hours 
primary health care. European Journal of General 
Practice 2014; 20(3): 229–32. DOI: https://doi.org/ 
10.3109/13814788.2013.846320

	 13.	Gremmens, ME, Leconte, S and Duyver, C. Walk 
in clinics and out of hours care: 10 years later. Revue 
Médicale Bruxelles 2014 Oct; 35: 416–21. Available 

from: http://www.amub.be/revue-medicale-brux-
elles/article/les-postes-de-garde-en-medecine-gen-
erale-10-ans-ap-1042.

	 14.	Colliers, A, Bartholomeeusen, S, Remmen, R, 
Coenen, S, Michiels, B, Bastiaens, H, Van Royen, 
P, Verhoeven, V, Holmgren, P, De Ruyck, B and 
Philips, H. Improving Care And Research Electronic 
Data Trust Antwerp (iCAREdata): a research data-
base of linked data on out-of-hours primary care. 
BMC Research Notes 2016; 9: 259. DOI: https://doi.
org/10.1186/2Fs13104-016-2055-x

	 15.	Carret, ML, Fassa, AC and Domingues, MR. Inap-
propriate use of emergency services: a systematic 
review of prevalence and associated factors. Cader-
nos de Saude Publica 2009; 25(1): 7–28. DOI: https://
doi.org/10.1590/S0102-311X2009000100002

	 16.	Howard, MS, Davis, BA, Anderson, C, Cherry, 
D, Koller, P and Shelton, D. Patients’ perspective 
on choosing the emergency department for non-
urgent medical care: a qualitative study exploring 
one reason for overcrowding. Journal of Emergency 
Nursing 2005; 31(5): 429–35. DOI: https://doi.
org/10.1016/j.jen.2005.06.023

	 17.	Corens, D. Belgium: Health system review. Health 
Systems in Transition. European Observatory on 
Health Systems and Policies 2007; 9(2): 194. [cited 
2016 21 Dec]. Available from: http://www.euro.
who.int/__data/assets/pdf_file/0007/96442/
E90059.pdf.

	 18.	Federal Public Service Social Security. Social 
security: everything you have always wanted to 
know. Brussels: FPS; 2011. [cited 2016 21 Dec]. Avail-
able from: http://www.socialsecurity.fgov.be/docs/
en/alwa2011_en.pdf.

	 19.	Fédération des maisons médicales et des collectifs 
de santé francophones asbl. Maison médicale, centre 
de santé intégrée. [Federation of Community Health 
Centers and french speaking collective health-
care. Community Health Center, integrated health 
center]. [webpage on the internet]. [cited 2016 19 
Dec]; [updated 2007]. Available from: http://www.
maisonmedicale.org/Maison-medicale-le-centre-de-
sante.html.

	 20.	Lorant, V, Geerts, C, Duchesnes, C, Goedhuys, 
J, Ryssaert, L, Remmen, R, D’horre, W and KCE 
study group. Attracting and retaining GPs: a stake-
holder survey of priorities. British Journal of General 
Practice 2011; 61(588): 411–8. DOI: https://doi.
org/10.3399/bjgp11X583191

	 21.	Federal Public Service Health, Food Chain Safety 
and Environment. Les médecins généralistes sur le 
marché du travail, 2012. [Workforce of primary care 
physicians, 2012]. Brussels: FPS; 2015 May. [cited 
2016 14 Apr]. Available from: https://drive.google.
com/file/d/0B9XqP7DNDRyhd1p2T19tR3loOGM/
view?pref=2&pli=1.

	 22.	Cowling, TE, Cecil, EV, Soljak, MA, Lee, JT, Millett, 
C, Majeed, A, Wachter, RM and Harris, MJ. Access 
to primary care and visits to emergency departments 
in England: a cross-sectional, population-based 

https://doi.org/10.1136/emj.2010.099226
http://www.oecd.org/belgium/47877421.pdf
http://www.oecd.org/belgium/47877421.pdf
https://his.wiv-isp.be/fr/Documents%20partages/SH_FR_2013.pdf
https://his.wiv-isp.be/fr/Documents%20partages/SH_FR_2013.pdf
https://doi.org/10.1016/j.pec.2015.02.005
https://doi.org/10.1016/j.dhjo.2016.10.004
https://doi.org/10.1016/j.dhjo.2016.10.004
http://www.oecd.org/officialdocuments/publicdisplaydocumentpdf/?cote=DELSA/HEA/WD/HWP(2015)6&docLanguage=En
http://www.oecd.org/officialdocuments/publicdisplaydocumentpdf/?cote=DELSA/HEA/WD/HWP(2015)6&docLanguage=En
http://www.oecd.org/officialdocuments/publicdisplaydocumentpdf/?cote=DELSA/HEA/WD/HWP(2015)6&docLanguage=En
https://doi.org/10.1787/5jrts344crns-en
https://doi.org/10.1787/5jrts344crns-en
https://doi.org/10.1136/emj.2008.068817
https://doi.org/10.1136/emj.2008.068817
https://doi.org/10.1136/emj.20.2.184
https://doi.org/10.3109/13814788.2013.846320
https://doi.org/10.3109/13814788.2013.846320
http://www.amub.be/revue-medicale-bruxelles/article/les-postes-de-garde-en-medecine-generale-10-ans-ap-1042
http://www.amub.be/revue-medicale-bruxelles/article/les-postes-de-garde-en-medecine-generale-10-ans-ap-1042
http://www.amub.be/revue-medicale-bruxelles/article/les-postes-de-garde-en-medecine-generale-10-ans-ap-1042
https://doi.org/10.1186/2Fs13104-016-2055-x
https://doi.org/10.1186/2Fs13104-016-2055-x
https://doi.org/10.1590/S0102-311X2009000100002
https://doi.org/10.1590/S0102-311X2009000100002
https://doi.org/10.1016/j.jen.2005.06.023
https://doi.org/10.1016/j.jen.2005.06.023
http://www.euro.who.int/__data/assets/pdf_file/0007/96442/E90059.pdf
http://www.euro.who.int/__data/assets/pdf_file/0007/96442/E90059.pdf
http://www.euro.who.int/__data/assets/pdf_file/0007/96442/E90059.pdf
http://www.socialsecurity.fgov.be/docs/en/alwa2011_en.pdf
http://www.socialsecurity.fgov.be/docs/en/alwa2011_en.pdf
http://www.maisonmedicale.org/Maison-medicale-le-centre-de-sante.html
http://www.maisonmedicale.org/Maison-medicale-le-centre-de-sante.html
http://www.maisonmedicale.org/Maison-medicale-le-centre-de-sante.html
https://doi.org/10.3399/bjgp11X583191
https://doi.org/10.3399/bjgp11X583191
https://drive.google.com/file/d/0B9XqP7DNDRyhd1p2T19tR3loOGM/view?pref=2&pli=1
https://drive.google.com/file/d/0B9XqP7DNDRyhd1p2T19tR3loOGM/view?pref=2&pli=1
https://drive.google.com/file/d/0B9XqP7DNDRyhd1p2T19tR3loOGM/view?pref=2&pli=1


Art. 9, page 14 of 16  Karam et al: Interprofessional Collaboration between General Physicians and 
Emergency Department Teams in Belgium

study. PLoS One 2013; 8(6): e66699. DOI: https://
doi.org/10.1371/journal.pone.0066699

	 23.	Moineddin, R, Meaney, C, Agha, M, Zagorski, 
B and Glazier, RH. Modeling factors influencing 
the demand for emergency department services 
in Ontario: a comparison of methods. BMC Emer-
gency Medicine 2011; 11: 13. DOI: https://doi.
org/10.1186/1471-227X-11-13

	 24.	D’Amour, D, Ferrada-Videla, M, San Martin 
Rodriguez, L and Beaulieu, MD. The conceptual 
basis for interprofessional collaboration: Core con-
cepts and theoretical frameworks. Journal of Inter-
professional Care 2005; 19: 116–131. DOI: https://
doi.org/10.1080/13561820500082529

	 25.	Van Dongen, JJ, Lenzen, SA, van Bokhoven, MA, 
Daniels, R, van der Weijden, T and Beurskens, A. 
Interprofessional collaboration regarding patients’ 
care plans in primary care: a focus group study into 
influential factors. BMC Family Practice 2016; 17: 58. 
DOI: https://doi.org/10.1186/s12875-016-0456-5

	 26.	World Health Organization. Framework for 
action on interprofessional education and collabo-
rative practice. Switzerland: WHO; 2010. [cited 2015 
12 12]. Available from: http://www.who.int/hrh/
resources/framework_action/en/.

	 27.	Mulvale, G, Embrett, M and Razavi, SD. ‘Gearing 
Up’ to improve interprofessional collaboration in 
primary care: a systematic review and conceptual 
framework. BMC Family Practice 2016; 17: 83. DOI: 
https://doi.org/10.1186/s12875-016-0492-1

	 28.	Afilalo, M, Lang, E, Léger, R, Xiaoqing, X, 
Colacone, A, Soucy, N, Vandal, A, Boivin, JF and  
Unger, B. Impact of a standardized communication 
system on continuity of care between family phy-
sicians and the emergency department. Canadian 
Journal of Emergency Medicine 2007; 9(2): 79–86. 
DOI: https://doi.org/10.1017/S1481803500014834

	 29.	Lane, N and Bragg, MJ. From emergency depart-
ment to general practitioner: evaluating emer-
gency department communication and service 
to general practitioners. Emergency Medicine 
Australasia 2007; 19(4): 346–52. DOI: https://doi.
org/10.1111/j.1742-6723.2007.00983.x

	 30.	Hunchak, C, Tannenbaum, D, Roberts, M, 
Shah, T, Tisma, P, Ovens, H and Borgundvaag, 
B. Closing the circle of care: implementation of a 
web-based communication tool to improve emer-
gency department discharge communication with 
family physicians. Canadian Journal of Emergency 
Medicine 2015; 17(2): 123–30. DOI: https://doi.
org/10.2310/8000.2014.141327

	 31.	D’Amour, D, Goulet, L, Labadie, JF, Martin-
Rodriguez, LS and Pineault, R. A model and 
typology of collaboration between profession-
als in healthcare organizations. BMC Health Ser-
vices Research 2008; 21(8): 188. DOI: https://doi.
org/10.1186/1472-6963-8-188

	 32.	Cooperrider, D, Whitney, D and Stavros, JM. 
Appreciative Inquiry Handbook: For Leaders of 
Change. Ohio: Crown Custom Publishing; 2008.

	 33.	National Institute for Health and Disability and 
Gerkens, M. In response to a parliamentary ques-
tion. (K 277. Doc. 54 2014201503552); 2015.

	 34.	Observatoire de la Santé et du Social de Brux-
elles-Capitale. Baromètre social 2016. [Brussels-
Capital Health and Social Observatory. Social 
barometer 2016]. Bruxelles: Commission, commu-
nautaire, commune; 2016. [in French]. [cited 2016 
22 Dec]. Available from: http://www.observatbru.
be/documents/publications/publications-pau-
vrete/barometre-social/2016-barometre-social-.
xml?lang=fr.

	 35.	 Institut Wallon de l’évaluation de la prospec-
tive et de la statistique IWEPS. [Walloon Institute 
of Studies, Prospective and Statistic]. Les indicateurs 
de l’Observatoire Wallon de la Santé: consomma-
tion et offre de soins; 2013. [in French]. [cited 2016 
21 Dec]. Available from: http://www.iweps.be/
publication-categorie/la-sante-en-wallonie.

	 36.	Fondation Économique et Sociale du Brabant 
wallon Intercommunale du Brabant wallon. 
IBW. [Economic and Social Foundation of Walloon 
Brabant Intercommunal of Walloon Brabant]. Le 
Brabant Wallon en chiffres; 2015. [in French]. [cited 
2016 22Dec]. Available from: http://www.ibw.be/
wp-content/uploads/2015/08/Le-Brabant-wallon-
en-chiffre-2015-FR.pdf.

	 37.	Service Public Wallon de l’Emploi et de la For-
mation. FOREM. [The Walloon public service for 
employment and training]. État des lieux socio-
économique 2014: Bassin du Brabant Wallon; 2014. 
[in French]. [cited 2016 17 Dec]. Available from: 
https://www.leforem.be/MungoBlobs/393/611/
Else_BW_2014.pdf.

	 38.	Observatoire de la Santé, du Social et du logement 
de la Province de Namur. [Observatory of Health, 
Social and Housing of the Province of Namur]; 
2015. [in French]. [cited 2016 12 Dec]. Avail-
able from: https://www.province.namur.be/docu-
ments/fichier/1/791/20160315_100947dinant.
pdf.

	 39.	 Institut Scientifique de Santé Publique ISP. 
Enquête de santé belge par interview 2013. [Scien-
tific Institute of Public Health. Health Interview Sur-
vey 2013]. Rapport III: Utilisation des services des 
soins de santé et des services sociaux. [in French].
[cited 2016 20 Dec]. Available from: https://his.wiv-
isp.be/fr/Documents%20partages/GP_FR_2013.
pdf.

	 40.	Service Public Wallon de l’Emploi et de la 
Formation. FOREM. [The Walloon public ser-
vice for employment and training]. État des lieux 
socio-économique 2014: Bassin de Namur; 2014. 
[in French]. [cited 2016 17 Dec]. Available from: 
https://www.leforem.be/MungoBlobs/386/413/
BR_ELSE_2014Namur.pdf.

	 41.	Observatoire de la Santé du Hainaut. [Observa-
tory of Health in Hainaut]. Santé en Hainaut: Tab-
leau de bord de la santé 2013; 8: 46. [in French]. 
[cited 2016 17 Dec]. Available from: http://www.

https://doi.org/10.1371/journal.pone.0066699
https://doi.org/10.1371/journal.pone.0066699
https://doi.org/10.1186/1471-227X-11-13
https://doi.org/10.1186/1471-227X-11-13
https://doi.org/10.1080/13561820500082529
https://doi.org/10.1080/13561820500082529
https://doi.org/10.1186/s12875-016-0456-5
http://www.who.int/hrh/resources/framework_action/en/
http://www.who.int/hrh/resources/framework_action/en/
https://doi.org/10.1186/s12875-016-0492-1
https://doi.org/10.1017/S1481803500014834
https://doi.org/10.1111/j.1742-6723.2007.00983.x
https://doi.org/10.1111/j.1742-6723.2007.00983.x
https://doi.org/10.2310/8000.2014.141327
https://doi.org/10.2310/8000.2014.141327
https://doi.org/10.1186/1472-6963-8-188
https://doi.org/10.1186/1472-6963-8-188
http://www.observatbru.be/documents/publications/publications-pauvrete/barometre-social/2016-barometre-social-.xml?lang=fr
http://www.observatbru.be/documents/publications/publications-pauvrete/barometre-social/2016-barometre-social-.xml?lang=fr
http://www.observatbru.be/documents/publications/publications-pauvrete/barometre-social/2016-barometre-social-.xml?lang=fr
http://www.observatbru.be/documents/publications/publications-pauvrete/barometre-social/2016-barometre-social-.xml?lang=fr
http://www.iweps.be/publication-categorie/la-sante-en-wallonie
http://www.iweps.be/publication-categorie/la-sante-en-wallonie
http://www.ibw.be/wp-content/uploads/2015/08/Le-Brabant-wallon-en-chiffre-2015-FR.pdf
http://www.ibw.be/wp-content/uploads/2015/08/Le-Brabant-wallon-en-chiffre-2015-FR.pdf
http://www.ibw.be/wp-content/uploads/2015/08/Le-Brabant-wallon-en-chiffre-2015-FR.pdf
https://www.leforem.be/MungoBlobs/393/611/Else_BW_2014.pdf
https://www.leforem.be/MungoBlobs/393/611/Else_BW_2014.pdf
https://www.province.namur.be/documents/fichier/1/791/20160315_100947dinant.pdf
https://www.province.namur.be/documents/fichier/1/791/20160315_100947dinant.pdf
https://www.province.namur.be/documents/fichier/1/791/20160315_100947dinant.pdf
https://his.wiv-isp.be/fr/Documents%20partages/GP_FR_2013.pdf
https://his.wiv-isp.be/fr/Documents%20partages/GP_FR_2013.pdf
https://his.wiv-isp.be/fr/Documents%20partages/GP_FR_2013.pdf
https://www.leforem.be/MungoBlobs/386/413/BR_ELSE_2014Namur.pdf
https://www.leforem.be/MungoBlobs/386/413/BR_ELSE_2014Namur.pdf
http://www.hainaut.be/sante/osh/medias_user/TBS2013_CH04_Facteurs_de_sante.pdf


Art. 9, page 15 of 16Karam et al: Interprofessional Collaboration between General Physicians and 
Emergency Department Teams in Belgium

hainaut.be/sante/osh/medias_user/TBS2013_
CH04_Facteurs_de_sante.pdf.

	 42.	Bradley, EH, Curry, LA and Devers, KJ. Qualitative 
data analysis for health services research: develop-
ing taxonomy, themes, and theory. Health Services 
Research 2007; 42(4): 1758–72. DOI: https://doi.
org/10.1111/j.1475-6773.2006.00684.x

	 43.	Reeves, S, Lewin, S, Espin, S and Zwarenstein, 
M. Interprofessional Teamwork for Health and 
Social Care: Promoting partnership for health. UK: 
Chichester; 2010.

	 44.	Zwarenstein, M, Rice, K, Gotlib-Conn, L, 
Kenaszchuk, C and Reeves, S. Disengaged: a 
qualitative study of communication and collabo-
ration between physicians and other professions 
on general internal medicine wards. BMC Health 
Services Research 2013; 13: 494. DOI: https://doi.
org/10.1186/1472-6963-13-494

	 45.	Nuño-Solinís, R, Berraondo Zabalegui, I, Sauto 
Arce, R, San Martin Rodriguez, L and Toro 
Polanco, N. Development of a questionnaire to 
assess interprofessional collaboration between two 
different care levels. International Journal of Inte-
grated Care 2013; 13: 1–12.

	 46.	Menefee, KS. The Menefee model for patient-
focused interdisciplinary team collaboration. 
Journal of Nursing Administration 2014; 44(11): 
598–605. DOI: https://doi.org/10.1097/
NNA.0000000000000132

	 47.	McDonald, C and McCallin, A. Interprofessional 
collaboration, in palliative nursing: what is the 
patient-family role? International Journal of Pallia-
tive Nursing 2010; 16(6): 286–9. DOI: https://doi.
org/10.12968/ijpn.2010.16.6.48832

	 48.	Fox, A and Reeves, S. Interprofessional collabora-
tive patient-centred care: a critical exploration of 
two related discourses. Journal of Interprofessional 
Care 2015; 29(2): 113–8. DOI: https://doi.org/10.3
109/13561820.2014.954284

	 49.	Tsakitzidis, G, Timmermans, O, Callewaert, N, 
Verhoven, V, Lopez-Hartmann, M, Truijen, S, 
Meulemans, H and Van Royen, P. Outcome Indi-
cators on Interprofessional Collaboration Interven-
tions for Elderly. International Journal of Integrated 
Care 2016; 16(2): 5. DOI: https://doi.org/10.5334/
ijic.2017

	 50.	Schepman, S, Hansen, J, de Putter, ID, Batenburg, 
RS and de Bakker, DH. The common characteristics 
and outcomes of multidisciplinary collaboration in 
primary health care: a systematic literature review. 
International Journal of Integrated Care 2015; 15: 
e027. DOI: https://doi.org/10.5334/ijic.1359

	 51.	 Inter-Ministerial Conference. Integrated care for 
better health. [webpage on the internet]. [cited 2016 
12 July]. Available from: http://www.integreo.be/nl.

	 52.	 Institute for healthcare improvement. IHI tri-
ple aim initiative. [webpage on the internet]. [cited 
2016 July 12]; updated 2016. Available from: http://
www.ihi.org/engage/initiatives/tripleaim/pages/
default.aspx.

	 53.	Brault, I, Kilpatrick, K, D’Amour, D, 
Contandriopoulos, D, Chouinard, V, Dubois, CA, 
Perroux, M and Beaulieu, MD. Role clarification 
processes for better integration of nurse practition-
ers into primary healthcare teams: a multiple-case 
study. Nursing Research and Practice 2014; 9. DOI: 
https://doi.org/10.1155/2014/170514

	 54.	Croker, A, Trede, F and Higgs, J. Collaboration: 
what is it like? – phenomenological interpretation 
of the experience of collaborating within rehabilita-
tion teams. Journal of Interprofessional Care 2012; 
26(1): 13–20. DOI: https://doi.org/10.3109/13561
820.2011.623802

	 55.	Dugan, D. Interdisciplinary Hospice Team Processes 
and Multidimensional Pain: A Qualitative Study. 
Journal of Social Work in End-of-Life & Palliative Care 
2012; 8(1): 53–76. DOI: https://doi.org/10.1080/15
524256.2011.650673

	 56.	Gaboury, I, Bujold, M, Boon, H and Moher, 
D. Interprofessional collaboration within Cana-
dian integrative healthcare clinics: Key com-
ponents. Social Science and Medicine 2009; 
69(5): 707–15. DOI: https://doi.org/10.1016/j.
socscimed.2009.05.048

	 57.	Hewitt, G, Sims, S and Harris, R. Evidence of com-
munication, influence and behavioural norms in 
interprofessional teams: a realist synthesis. Journal 
of Interprofessional Care 2015; 29(2): 100–5. DOI: 
https://doi.org/10.3109/13561820.2014.941458

	 58.	Samuelson, M, Tedeschi, P, Aarendonk, D, de la 
Cuesta, C and Groenewegen, P. Improving inter-
professional collaboration in primary care: position 
paper of the European Forum for Primary Care. 
Quality in Primary Care 2012; 20(4): 303–12.

	 59.	Trajkovski, S, Schmied, V, Vickers, M and 
Jackson, D. Implementing the 4D cycle of apprecia-
tive inquiry in health care: a methodological review. 
Journal of Advanced Nursing 2013; 69(6): 1224–34. 
DOI: https://doi.org/10.1111/jan.12086

	 60.	Bareil, C, Duhamel, F, Lalonde, L, Goudreau, J, 
Hudon, E, Lussier, MT, Lévesque, L, Lessard, S, 
Turcotte, A and Lalonde, G. Facilitating Imple-
mentation of Interprofessional Collaborative Prac-
tices Into Primary Care: A Trilogy of Driving Forces. 
Journal of Healthcare Management 2015; 60(4): 
287–300.

	 61.	Wang, J, Hu, X, Liu, J and Li, L. Pharmacy students’ 
attitudes towards physician-pharmacist collabora-
tion: Intervention effect of integrating cooperative 
learning into an interprofessional team-based com-
munity service. Journal of Interprofessional Care 
2016; 6(16): 1–8. DOI: https://doi.org/10.1080/13
561820.2016.1185095

	 62.	Hammick, M, Freeth, D, Koppel, I, Reeves, S and 
Barr, H. A best evidence systematic review of inter-
professional education: BEME Guide no. 9. Medi-
cal Teacher 2007; 29(8): 735–51. DOI: https://doi.
org/10.1080/01421590701682576

	 63.	Green, J and Thorogood, N. Qualitative Methods for 
Health Research. Great Britain: Trowbridge; 2005.

http://www.hainaut.be/sante/osh/medias_user/TBS2013_CH04_Facteurs_de_sante.pdf
http://www.hainaut.be/sante/osh/medias_user/TBS2013_CH04_Facteurs_de_sante.pdf
https://doi.org/10.1111/j.1475-6773.2006.00684.x
https://doi.org/10.1111/j.1475-6773.2006.00684.x
https://doi.org/10.1186/1472-6963-13-494
https://doi.org/10.1186/1472-6963-13-494
https://doi.org/10.1097/NNA.0000000000000132
https://doi.org/10.1097/NNA.0000000000000132
https://doi.org/10.12968/ijpn.2010.16.6.48832
https://doi.org/10.12968/ijpn.2010.16.6.48832
https://doi.org/10.3109/13561820.2014.954284
https://doi.org/10.3109/13561820.2014.954284
https://doi.org/10.5334/ijic.2017
https://doi.org/10.5334/ijic.2017
https://doi.org/10.5334/ijic.1359
http://www.integreo.be/nl
http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx
http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx
http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx
https://doi.org/10.1155/2014/170514
https://doi.org/10.3109/13561820.2011.623802
https://doi.org/10.3109/13561820.2011.623802
https://doi.org/10.1080/15524256.2011.650673
https://doi.org/10.1080/15524256.2011.650673
https://doi.org/10.1016/j.socscimed.2009.05.048
https://doi.org/10.1016/j.socscimed.2009.05.048
https://doi.org/10.3109/13561820.2014.941458
https://doi.org/10.1111/jan.12086
https://doi.org/10.1080/13561820.2016.1185095
https://doi.org/10.1080/13561820.2016.1185095
https://doi.org/10.1080/01421590701682576
https://doi.org/10.1080/01421590701682576


Art. 9, page 16 of 16  Karam et al: Interprofessional Collaboration between General Physicians and 
Emergency Department Teams in Belgium

How to cite this article: Karam, M, Tricas-Sauras, S, Darras, E and Macq, J 2017 Interprofessional Collaboration between General 
Physicians and Emergency Department Teams in Belgium: A Qualitative Study. International Journal of Integrated Care, 17(4): 9, 
pp. 1–16, DOI: https://doi.org/10.5334/ijic.2520

Submitted: 24 August 2016      Accepted: 23 August 2017     Published: 02 October 2017

Copyright: © 2017 The Author(s). This is an open-access article distributed under the terms of the Creative Commons 
Attribution 4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.
 

     	   OPEN ACCESS International Journal of Integrated Care is a peer-reviewed open access journal published 
by Ubiquity Press.

https://doi.org/10.5334/ijic.2520
http://creativecommons.org/licenses/by/4.0/

	Introduction 
	Aim and research questions 
	Theoretical framework 

	Methods 
	Appreciative Inquiry 
	Design and settings 
	Ethical considerations 
	Data collection 
	Data analysis 

	Results 
	Relational components of a positive experience of interprofessional collaboration
	Mutual acquaintanceship and trust 
	Power 
	Shared objectives 

	Organizational components of a positive experience of interprofessional collaboration
	Out-of-hours services 
	Clarification of professional roles 
	Leadership
	Environment

	Communication 
	Written reports 
	Oral communication 
	Electronic communication 

	Patient’s role in enhancing or restraining interprofessional collaboration 

	Discussion
	Summary of findings 
	Recommendations 
	Limitations

	Conclusion 
	Additional File
	Reviewers 
	Competing Interests 
	References 
	Table 1
	Table 2
	Table 3

