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Background: Primary healthcare (PHC) setting is regarded as a central pillar to the 
healthcare system as it tends to be the first point of contact for patients. Interprofessional 
collaboration between healthcare professionals (HCP) in PHC settings remains unexplored in 
the Middle East.
Aim: The objective of this study was to explore the perspectives of HCP in PHC centers 
towards interprofessional collaboration and to identify the facilitators and the barriers to 
collaborative practice.
Methods: A cross-sectional, web- and paper-based survey involving HCP in PHC centers 
was conducted in Qatar. Descriptive statistics as well as Student’s t-test and One Way 
ANOVA test were performed to determine statistical differences in Readiness for 
Interprofessional Learning (RIPLs) scores between demographic groups.
Results: Overall, 1415 participants out of a potential 2500 HCP practicing in Qatar 
completed the survey (response rate, 56.6%). HCP generally indicated a positive attitude 
and readiness towards interprofessional collaboration. Furthermore, physicians had slightly 
more positive readiness towards understanding their professional identity than other health-
care professionals. Participants with previous interprofessional collaboration or interprofes-
sional education experiences exhibited greater, but non-significant positive attitudes toward 
interprofessional collaboration compared to those without previous experiences. Identified 
barriers and facilitators included are conceptual rather than structural. Facilitating factors 
included HCP readiness and perceived benefit of interprofessional collaboration effectiveness 
in the work setting, increased professional satisfaction, respect between healthcare profes-
sions, appreciation of others’ contribution, leadership, and institutional support. Top per-
ceived barriers included leadership and support, time commitment, and resources constraints.
Conclusion: HCP in PHC settings have demonstrated the willingness and readiness to 
engage in interprofessional collaboration. Recent reforms within the PHC setting consist of 
promoting interprofessional teams and collaborative culture. However, it is imperative to 
provide training and education to foster and support interprofessional collaborative 
practices.
Keywords: interprofessional collaboration, primary health care, healthcare professionals

Introduction
As healthcare systems advance toward improving the quality and efficiency of 
health services, the need for collaborative efforts between healthcare professionals 
(HCP) of different disciplines increases. Therefore, HCP need to acquire the 
requisite competencies and develop the skills needed to work together effectively 
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in order to positively impact patient care outcomes. As a 
result, in 2010, the World Health Organization (WHO) 
published a seminal document entitled, “Framework for 
Action on Interprofessional Education and Collaborative 
Practice”.1 In this framework, WHO strongly advocated 
for the development of team-based collaborative models in 
different areas of healthcare to enhance the delivery of 
healthcare services. WHO defined interprofessional colla-
boration (IPC) in healthcare settings as occurring when 
multiple health workers from different professional back-
grounds provide comprehensive services by working with 
patients, families, carers and communities to deliver the 
highest quality of care across settings. Key concepts of 
collaboration stem from shared responsibilities, collective 
decisions, interprofessional communication, accountabil-
ity, and education.2 Therefore, collaboration involves 
HCP, with different backgrounds, working collaboratively 
in a synergistic rhythm to address patient needs and 
improve patient care outcomes.3 Six key criteria are 
required for effective collaborative practice as stipulated 
in the Canadian National Interprofessional Competency 
Framework and these include interprofessional communi-
cation, team function, collaborative leadership, confidence 
in own professional role, knowledge of other healthcare 
team roles and responsibilities, and negotiation skills for 
conflict resolution while working towards patient/client/ 
family/community-centred care.4,5 Collaborative practice 
has a myriad of benefits represented in terms of organiza-
tional, healthcare team, patient, and healthcare profes-
sional benefits.6–13 The WHO framework further 
highlights that IPC leads to the strengthening of healthcare 
systems, optimization of healthcare services, and improve-
ment in health outcomes and quality of patient care, which 
are usually the prime motivators for institution team-based 
care.1 In addition, IPC results in a higher level of patient 
satisfaction, better acceptance of care and improved health 
outcomes in both acute and primary healthcare (PHC) 
settings.6 Furthermore, it has been suggested that miscom-
munication and lack of collaboration have a negative 
impact on healthcare system and health outcomes and are 
a primary cause of preventable errors to patients and 
impairment of quality of care.12,14

PHC setting is regarded as a central pillar to the health-
care delivery system as it tends to be the first point of contact 
for many patients.15 Furthermore, with the increased com-
plexity of healthcare needs in PHC, there is a need for more 
and efficient IPC, which is essential for providing quality 
services, achieving better health outcomes and patients’ 

satisfaction, and improving job satisfaction amongst 
HCP.15–17 A systematic review to identify studies that test 
associations between policy (macro), organizational (meso), 
care team (micro) and individual factors, and collaboration in 
interprofessional primary care teams, proposed a conceptual 
model at these various levels.18 It was found that more than 
70% of the identified factors were at the micro-level where 
actions could be targeted to improve IPC in primary care 
teams. These factors, which are key considerations within the 
healthcare team in PHC, were grouped into formal processes 
through audits and having a team vision, social processes 
through open communication and supportive colleagues, 
team attitude in feeling part of the team and team structure.18 

However, collaboration and teamwork in PHC is often much 
more complex than it appears and needs to be planned and 
resourced to ensure the goals of the collaboration are 
achieved.19 IPC is being viewed as an integrative cooperation 
of different HCP, blending complementary competence and 
skills for the patients’ benefits while making the best use of 
resources.15,20 Interprofessional primary care teams are been 
promoted over the traditional physician-led team-based care 
and have been shown to improve collaboration.18,21 Many 
PHC settings have moved towards the implementation of 
new models of care such as family medicine groups, with 
interprofessional collaboration central to its goal.22 To 
develop effective IPC strategies in practice settings, it is 
essential to investigate the attitudes of HCP towards colla-
boration since positive attitudes are essential to the successful 
implementation of IPC.23 Furthermore, challenges and bar-
riers need to be identified and appropriately addressed to 
successfully establish a collaborative environment.24 The 
drivers of IPC include HCP’ mutual interest in collaboration, 
potential opportunities to improve the quality of patient care, 
and enhancement of practice experiences.20 Conversely, bar-
riers to IPC include lack of awareness of other HCP’ roles, 
responsibilities and scope of practice, confidentiality, and 
lack of interprofessional training.20

IPC among HCP in the Middle East remains unexplored 
in the literature with a few studies focusing on collaboration 
between two professions such as physicians and nurses 
collaboration,25 while some focused on physicians and phar-
macists collaboration.26–28 Furthermore, little is known 
about the perception of HCP in PHC settings in Qatar 
towards IPC. One study explored the perspectives of practi-
cing pharmacists towards interprofessional education (IPE) 
and collaborative practice in various settings in Qatar.29 The 
study highlighted reports of collaboration emerging in some 
hospitals, recent development in PHC settings, and lack of 
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collaborative practice in community pharmacies. 
Nevertheless, pharmacists in that study demonstrated readi-
ness for IPC. Another study explored physicians’ perceptions 
of pharmacist’s roles in PHC settings in Qatar which showed 
physicians were more comfortable with pharmacists’ activ-
ities focused on product rather than clinical-based collabora-
tive activities.30 This, however, is contrary to physicians’ 
perception in tertiary hospitals, where they reported famil-
iarity with and support to pharmacists’ clinical roles.31

With the initiatives of integrating IPE into different 
healthcare professional education curricula, which is instru-
mental to shaping the effectiveness of collaborative practice, 
the call for promoting an IPC practice culture across the 
different healthcare settings in an ever-increasing complex 
healthcare system is rapidly evolving. IPE on its own is not 
enough to ensure optimal health services are achieved.2 

Therefore, the culture of IPC begins with IPE as the base, 
an initiative that has been integrated into the different health-
care professional education curricula in Qatar over the last 5 
years.32 It is hoped that once these students graduate, they 
will be able to translate what they have learnt into practice 
and apply collaborative practice principles. Given the 
emphasis on IPE within educational settings, the need to 
understand how IPC is practiced within PHC settings is 
crucial. It is believed that positive perceptions among HCP 
are facilitating factors for IPC and hence the importance of 
understanding and exploring the perspectives of HCP.20 

WHO emphasized that mechanisms that shape collaborative 
practice are not the same in all health systems and hence 
recommendations need to be appropriate for the regional 
context studied.1 Understanding the regional context which 
may be different from international literature will help to 
identify best practice models and formulate viable strategies 
for improving the current practice amongst all HCP in the 
PHC settings. The objectives for this study were to: 1) 
identify the current knowledge and awareness of HCP in 
Qatar relating to IPC; 2) determine the readiness and attitudes 
of HCP in Qatar towards IPC; 3) assess their interest in IPC 
training and their beliefs about IPC and; 4) identify potential 
facilitators and barriers to collaborative practice in Qatar.

Methods
Study Design
This was a cross-sectional, web- and paper-based survey 
conducted in Qatar among PHC professionals between 
November 2017 and February 2018.

Study Setting
The study was conducted within the Primary Health Care 
Corporation (PHCC) in Qatar, which was established back 
in 1978 to provide comprehensive PHC services and 
became an independent body in 2012 with full adminis-
trative and financial autonomy. The advancement in the 
PHCC was due to the importance placed on the healthcare 
services provided through health centers, and in alignment 
with Qatar’s National Health Strategy objectives, which 
emphasize that PHC is the base for health system in the 
country.33,34 The PHCC is leading the transformation of 
the health and wellbeing of the people of Qatar by shifting 
the balance of care from curative, hospital-based treatment 
to enhanced preventive, health and wellness services in the 
community. Currently, the PHCC is operating through 27 
PHC centers distributed across three regions in the coun-
try, namely the Central, Western, and Northern regions. 
Thirteen of these centers are located in Doha city, while 
the rest of the centers are located in other populated areas 
across the country in order to provide a wide variety of 
healthcare services depending on the location and needs of 
each area. Each center is staffed with HCP who provide a 
broad range of services, focusing on health promotion and 
disease prevention. PHCC serves a large sector of Qatar’s 
community populations including neonates, children and 
adolescents, adult, pregnant women, and those with 
chronic conditions. PHCC has adopted and implemented 
Family Medicine Model of Care and offers a wide range of 
services including: general medicine, dentistry, ophthal-
mology, optometry, ENT, dermatology, mental health; pre-
ventive and lifestyle services such as wellness, premarital 
care, cancer screening, gym and geriatric, physiotherapy 
and radiology services.

Study Population and Sampling
The study involved all HCP including physicians, dentists, 
pharmacists, nurses, dieticians, medical laboratory technol-
ogists, radiological technologists, physiotherapists and 
audiologists practicing in PHCC in Qatar. As of January 
2018, there were about 2500 HCP practicing in PHCC in 
Qatar. The Raosoft online calculator was initially used to 
determine the sample size needed for the study based on the 
following parameters: population size of HCP in PHC cen-
ters in Qatar (n=2500), alpha level (margin of error) (5%), 
confidence level (95%), and sample response distribution 
(50%). Based on the above assumptions, the minimum 
sample size required was 334. The initial sampling plan 
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was to utilize a probability sampling technique such as 
simple random sampling in order to minimize selection 
bias. However, we were unable to obtain a sampling frame 
due to confidentiality concerns; therefore, we used a uni-
versal sampling strategy where all HCP working in PHC 
centers were sent the survey. Furthermore, from our pre-
vious experiences of conducting survey research among 
HCP in Qatar, low response to surveys is a common 
occurrence.29,35 Hence, we targeted and distributed the 
survey to all HCP that were reachable in the 23 PHC centers 
through the respective manager at each center. HCP work-
ing in PHC centers were eligible to be included in the study 
if they have direct encounters with patients as part of their 
primary role and if they could speak English.

Survey Instrument Development and 
Validation
The 30-question survey instrument was developed based 
on the objectives of the study and through adaptation of 
related surveys: the Readiness for Interprofessional 
Learning Scale (RIPLS)36 and the Survey of 
Interprofessional Collaboration Learning Needs and 
Training Interest in Health Professionals, Teachers, and 
Students.37 The modified RIPLS scale used was previously 
validated to assess HCP’ readiness for interprofessional 
learning and had been appropriately tested for psycho-
metric properties with a reported internal consistency 
reliability (Cronbach’s alpha coefficient) of 0.76.36 The 
same survey was used among practicing pharmacists in 
Qatar, with a reported Cronbach’s alpha coefficient of 
0.809 for the RIPLS scale.29 Further questions were 
added to meet the study’s objectives, including identified 
facilitators and barriers and these were based on published 
literature and on the expertise of the research team to 
provide a broader perspective on the topic. There were 
opportunities for participants to add in free-text responses. 
Definitions of terms such as IPC and interprofessional 
interactions were added to relevant sections to enable 
participants to distinguish between such terms and avoid 
confusion. Furthermore, in the introductory page, partici-
pants were provided with definitions for some relevant 
terms including collaborative practice.

The initial draft of the questionnaire underwent content 
validity by two pharmacy and one nursing faculty mem-
bers with expertise in IPE research and questionnaire 
development. The team anonymously agreed to use the 
questions adapted from RIPLS without modifications, 

because it was a previously validated tool that suited the 
study objectives and setting. On the other hand, some 
modifications were made to the other questions through 
an iterative process. The modified draft of the question-
naire was designed and uploaded on SurveyMonkey®, a 
professional tool for developing web-based surveys 
(SurveyMonkey Inc., Palo Alto, CA). In order to preserve 
our sampling population, this version of the survey under-
went face validity by a sample of HCP working in Hamad 
Medical Corporation to test its burden (completion time), 
readability, clarity, and comprehensiveness of its items. 
This sample was purposively selected based on our knowl-
edge of their ability to provide useful feedback and were 
known to members of the research team.

Amendments were made regarding the organization 
and clarity of some questions based upon the pilot respon-
dents’ feedback. Some of the changes included putting the 
Likert scales in the same order, changing Likert-type scale 
options to be more consistent with the questions, fixing 
technical problems related to the web link itself, and 
changing order of some questions for clarity purposes. 
The final version of the questionnaire was developed 
through an iterative process among four of the study 
investigators. The final version of the questionnaire con-
tained 30 questions comprising 77 items. These include 
multiple-choice questions, Likert-type rating scales, and 
open-ended questions, divided into the following six sec-
tions: (A) Participant’s characteristics (10 items); (B) 
Awareness, experience, and knowledge about IPE and 
collaborative practice (14 items); (C) Readiness for 
Interprofessional Learning Scale (RIPLS) that included 
three subscales (patient-centeredness, sense of professional 
identity, teamwork and collaboration) (23 items); (D) 
Beliefs about IPC (7 items); (E) Interest in interprofes-
sional learning (9 items); (F) Facilitators and barriers 
toward collaborative practice (14 items).

Data Collection Procedures
All eligible HCP working in PHCC in Qatar were invited 
to complete the online survey through an E-mail, sent 
through PHCC operations department, with an online 
link to the survey through the SurveyMonkey®. It con-
tained the study objectives and other details, ethical con-
siderations, implied consent, and the web link to the 
survey. Respondents were informed through the link that 
participation in the study was voluntary and that the ques-
tionnaire was anonymous. Unfortunately, due to the very 
low response rate (10%) after the 6 weeks of emailing the 
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survey and sending two reminders, the research team was 
advised to distribute the survey as paper-based through the 
health center managers in the 23 PHC centers. Participants 
were informed not to fill the paper-based survey if they 
had already responded to the online survey. The paper 
based survey was collected by members of the research 
team 1 week after. The responses obtained through the 
paper-based survey were manually entered into the 
SurveyMonkey® link by three research assistants. The 
survey link was closed, and the data were exported from 
SurveyMonkey® (SurveyMonkey Inc., Palo Alto, CA) to 
IBM SPSS®, v.24 (IBM Corp, Armonk, NY). The majority 
of the participants (78.8%, n=1115) filled the paper survey 
instead of the online version.

Data Analysis
Statistical analyses of the collected data were performed 
using Statistical Package for Social Sciences, version 24 
(IBM SPSS® Statistics for Windows; IBM Corp, Armonk, 
New York, USA). Both descriptive and inferential statis-
tics were used for the data analyses. Frequencies and 
percentages were used to summarize the responses gener-
ated from categorical variables, while continuous data 
were presented as mean ± SD. Student’s t-test and One 
Way ANOVA test were used to determine differences 
between demographic and professional categories in 
terms of their readiness for interprofessional learning and 
collaboration.  A p-value of ≤0.05 was used to determine 
statistical significance. For open-ended questions, content 
analysis approach was used.38 Two of the researchers (SA 
and ZA) independently read and re-read the open answer 
responses to identify keywords. These were then sorted 
into themes. Results were discussed with and agreed upon 
by the other two team members (AE and AA).

Results
Participants’ Demographic and 
Professional Characteristics
One thousand four hundred fifteen participants out of 
potential 2500 HCP working in PHCC responded to the 
survey (response rate, 56.6%). Most commonly, partici-
pants were female (63.8%, n=904), Filipino (30.2%, 
n=428), nurses (48.6%, n=687), and aged between 25 
and 33 years (44.3%, n=627). The majority of participants 
have had 6–10 years of practice in their profession (36.3%, 
n=508). Table 1 summarizes the participants’ sociodemo-
graphic and professional characteristics.

Awareness, Experiences, and Knowledge 
About Interprofessional Education and 
Collaboration
Around 76% (n=1011) of the participants indicated that 
they regularly interact with other HCP most of the time, 
while 64% (n=847) indicated that they have actual colla-
boration with other HCP on a regular basis. Upon asking 
them about professionals they interact and collaborate the 
most with, physicians followed by nurses and pharmacists 
were the highest ranked for both categories (Table 2). 
Respondents also indicated that they have had previous 
experiences with collaborative practice (60%; n=771) and 
IPE (81%, n=1062) as shown in Table 2.

Moreover, participants rated their personal knowledge 
and level of skills regarding collaboration in a multi-item 
scale question. Weighted averages were computed for the 
relevant sections using SurveyMonkey. The data were later 
exported into SPSS. The weighted average (WA) was used 
as a measure in this context with a maximum obtainable 
score of 5. Most participants rated “level of skills for 
communicating effectively” as the highest (WA: 4.10), 
followed by “level of skills in building a rapport” (WA: 
4.03), and “level of skills in managing conflict of interest” 
(WA: 3.93). The least rated item was “knowledge about 
interprofessional collaboration models and research” (WA: 
3.49), followed by “knowledge regarding team stages 
(storming, forming, norming, and performing)” 
(WA: 3.63).

Readiness for Interprofessional Learning 
Survey (RIPLS)
Since the reliability of the RIPLS among HCP was tested 
to be high in previous studies as shown above, a prelimin-
ary testing was not conducted. However, a confirmatory 
reliability testing was conducted to confirm this, and inter-
nal consistency reliability of the items was determined to 
be 0.881. Below are the findings related to readiness for 
interprofessional learning among the HCP in this study.

Subscale-1 Teamwork and Collaboration
This subscale contained 13 positive statements with a 
focus on teamwork and collaboration. It aimed to assess 
participants’ willingness to become effective team mem-
bers and their readiness to collaborate with each other. The 
majority of respondents reported a strong positive attitude 
toward teamwork and readiness to collaborate since they 
consistently selected either “agree” or “strongly agree” 
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(91.02–97.90%) to all of the statements in this domain 
(Table 3, Sub-scale 1).

Subscale-2 Sense of Professional Identity
Professional identity is defined as: “the attitudes, values, 
knowledge, beliefs and skills shared with others within a 
professional group”.39 It refers to the professional status 
each healthcare professionals aspire to maintain about 
their profession.40 This subscale consisted of five negative 
statements to measure participants’ sense of professional 
identity. Interestingly, the results of this subscale were 
inconsistent with the other subscales. To illustrate this 
point, 36.9% (n=469/1270) of the participants agreed and 
10.3% (n=131/1270) of them strongly agreed with the 
statement of “I have to acquire much more knowledge 
and skills than other healthcare professionals”. 
Additionally, the statement “There is little overlap between 
my roles and that of other healthcare professionals” had 
38% (n=485/1275) agreement and 8.4% (n=107/1275) 
strong agreement (Table 3, Sub-scale 2). The percentage 
of participants who agreed and disagreed with the state-
ment “Clinical problem-solving skills should only be 
learned with professionals from my own discipline” was 
almost the same (8% strongly disagreed, 34.4% disagreed, 
35.5% agreed, and 11.1% strongly agreed). However, a 

Table 1 Sociodemographic and Professional Characteristics of 
Healthcare Professionals Practicing in Primary Healthcare 
Centers in Qatar (n=1415)

Characteristics Frequency 
(%)

Missing 
(n, %)

Gender* 10 (0.8)
Female 904 (63.8)

Male 501 (35.4)

Age in years* 9 (0.6)

18–24 7 (0.5)
25–33 627 (44.3)

34–44 544 (38.4)

45–54 182 (12.9)
55–65 43 (3.0)

Older than 65 3 (0.2)

Healthcare professional category* 14 (1)

Nurses 687 (48.6)

Pharmacists 187 (13.2)
Physicians 167 (11.8)

Medical laboratory technologists 140 (9.9)

Radiological technologists 88 (6.2)
Dentists 50 (3.5)

Dental assistant 37 (2.6)

Physiotherapist 12 (0.8)
Dietician 6 (0.4)

Others 27 (1.9)

Years of experience* 16 (1.1)

Less than 1 19 (1.3)

1–5 244 (17.2)
6–10 508 (35.9)

11–15 301 (21.3)

16–20 191 (13.5)
More than 20 136 (9.6)

Country of origin* 17 (1.2)
Egypt 175 (12.4)

India 361 (25.5)

Jordan 103 (7.3)
Palestine 42 (3.0)

Philippines 428 (30.2)

Sudan 92 (6.5)
Qatar 30 (2.1)

Others 167 (11.8)

Country of their first professional 

degree*

16 (1.1)

Philippines 425 (30.0)
India 368 (26.0)

Egypt 191 (13.5)

Sudan 63 (4.5)
Jordan 109 (7.7)

Qatar 51 (3.6)

(Continued)

Table 1 (Continued). 

Characteristics Frequency 
(%)

Missing 
(n, %)

Palestine 5 (0.4)

Others 187 (13.2)

Years of practice in PHCC in Qatar* 11 (0.8)

Less than 1 115 (8.1)
1–5 718 (50.7)

6–10 211 (14.9)

11–15 220 (15.5)
16–20 86 (6.1)

More than 20 54 (3.8)

Years since graduation with a 

professional degree*

19 (1.3)

Less than 1 1 (0.1)
1–5 122 (8.6)

6–10 514 (36.3)

11–15 320 (22.6)
16–20 237 (16.7)

More than 20 202 (14.3)

Note: *Some missing data.
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large proportion (18.5% strongly disagree, 44% disagree) 
of the respondents disagreed with the statement “I would 
feel uncomfortable if another healthcare professional knew 
more about a topic than I did” (Table 3, Sub-scale 2).

Subscale-3 Patient Centeredness
Patient centeredness refers to patients being at the center 
of their care which means the patient-specific health needs 
and desired health outcomes are the driving force behind 
all healthcare decisions and quality measurements. 
Patients are partners with their healthcare providers.41 

This subscale included five positive statements to measure 
participants’ readiness to work in a patient-centered 

environment. The results of this section indicated readi-
ness and positive attitudes towards being patient-centered 
professionals which were consistent with subscale 1 
(Table 3, Sub-scale 3).

After analyzing the three domains of RIPLS, the Likert 
scale was converted to a quantitative measurement. For the 
sub-scales 1 and 3 where only positive statements were 
used, statements were ranked from the lowest to highest as 
“strongly disagree = 1” and “strongly agree = 5”. The sub- 
scale 2 contained negative statements, for which the 
reverse scoring was performed (“strongly agree = 1” to 
“strongly disagree = 5”), resulting in the generation of 
overall RIPLS scores for positive statements.

Table 2 Experience About Interprofessional Education and Collaborative Practice Among Healthcare Professionals in All Primary 
Health Centers in Qatar (N= 1415)

Items Frequency (%)

How often do you interact with other healthcare professional? (n=1329)

Not at all 6 (0.5%)
Somewhat 137 (10.3%)

Quiet a lot 175 (13.2%)

Regularly 1011 (76%)

How often do you collaborate with other healthcare professional? (n=1323)

Not at all 14 (1.1%)

Somewhat 190 (14.4%)
Quiet a lot 272 (20.56%)

Regularly 847 (64.02%)

Indicate the healthcare professionals you interact with? † (n=1323)

Physician 1164 (88%)
Nurse 1121 (85%)

Pharmacist 934 (71%)

Others 379 (29%)
Physiotherapist 99 (7.5%)

Indicate the healthcare professionals you collaborate with? †(n=1323)

Physician 1165 (89%)

Nurse 1096 (84%)
Pharmacist 876 (67%)

Others 222 (17%)

Physiotherapist 97 (7.4%)

Have you participated in any interprofessional education activities? (n=1315)

Yes 1062 (81%)

No 253 (19%)

Have you had any experience of collaborative practice? (n=1290)

Yes 771 (60%)
No 519 (40%)

Note: †This question was a “multiple options response” type.
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Student’s t-test and One Way ANOVA test were per-
formed to determine statistical differences in RIPLs scores 
between demographic groups (gender, age, profession, 
years of experience, country of first degree, previous par-
ticipation in IPE and experience of collaborative practice) 
(Table 4). Female participants had a significantly greater 
positive attitude and readiness towards “teamwork and 
collaboration” than their male counterparts (P <0.001). 
However, gender did not show a significant effect on 
other subscales or total score of the RIPLS scale (P 
>0.05). Furthermore, participants aged 34 years or more 
had a significant effect on total RIPLS score than the other 
age groups (P = 0.02). Participants who had “1–5 years” of 
experience demonstrated more readiness towards “team-
work and collaboration” than other groups (P <0.001). It 
was found that IPC experience had a statistically signifi-
cant (P = 0.007) impact on the sense of professional 
identity (subscale 2); however, no significant difference 
was found in other subscales.

Beliefs About Interprofessional 
Collaboration
The question “‘How much is interprofessional collabora-
tion important to your work?’” was the highest-rated state-
ment with 87.1% responding with quite a lot/consistently 
weighted average (WA: 4.25). On the other hand, “How 
much do other professionals understand the scope of your 
practice?” was the lowest-rated statement (WA: 3.49), 
indicating a lack of role clarity among different 
professionals.

Interest in Interprofessional Learning
Participants rated their interest in attending educational 
IPC training sessions. Most of the participants were 
interested in having a one-day-only workshop (WA: 
2.71), followed by a two-day workshop (WA: 2.51). 
While the least favored mode of training was participat-
ing in a 3-credit hour university course (WA: 2.34). 
Participants also reported that time (WA: 3.58) was the 
main barrier to their participation in IPE followed by 
financial limitations (WA: 3.54), and lack of adminis-
trative support (WA: 3.33).

Facilitators and Barriers Toward 
Collaborative Practice
This section aimed to identify participants’ perception 
about facilitators and barriers to IPC based on their 1.
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importance to them. HCP believed that “Increasing profes-
sional satisfaction” is the most important facilitator (WA: 
3.69), followed by “Respecting the integrity and contribu-
tion of each profession” (WA: 3.68), and “Enhancing 
practice within the profession” (WA: 3.64). Conversely, 
“Encouraging professionals to learn with, from and about 
each other” (WA: 3.57) followed by “Focusing on the 
needs of patients and carers” (WA: 3.62) were the least 
important facilitators. For barriers, the highest-rated bar-
rier was “leadership and support” (WA: 3.50), followed by 
“Time commitment” (WA: 3.45) and “Resources needed” 
(WA: 3.40). The least rated barrier was “hierarchy” (WA: 
3.11) and “Resistance by healthcare professionals to col-
laborate” (WA: 3.23).

Responses to Open-Ended Questions
A thematic analysis was performed for the open-ended 
questions assessing participants’ experiences and per-
ceived facilitators and barriers to interprofessional learning 
and collaborative practice. Five main themes were identi-
fied: IPE experiences, impact of IPC on practice, facilita-
tors and barriers to collaborative practice. These are 
highlighted in Table 5 with illustrative quotes.

Discussion
This research sheds light on the perspectives of HCP’ 
toward IPC in primary care within a Middle Eastern setting. 
It also provided an insight into the facilitators and barriers 
toward IPC as perceived by over 1400 participants from 
over 10 healthcare professions with varying degrees of 
experiences and cultural backgrounds. Overall, HCP had a 
generally positive attitude and readiness towards IPC. 
Female HCP had a more positive attitude and readiness, 
which was significant, towards teamwork and collaboration 
than did male HCP though there was no significant differ-
ence in the effect on other subscales or total score. This is 
consistent with findings in other studies which showed that 
females were more positive about teamwork and collabora-
tion than their male counterparts.42,43 Prior IPE experience 
was identified to positively influence attitude towards IPE 
and IPC.44 The stronger professional identity exhibited by 
physicians is consistent with other studies using the RIPLS 
scale.36,45,46 This could be attributed to the fact that many of 
the HCP have experienced a more traditional approach to 
medical education that is a discipline focused with less 
emphasis on IPC.36,45 However, there has been no link 
between stronger professional identity and less readiness 
to IPE.47 Self-identity is a transitional process and one that 

happens over time. It involves transforming “knowledge, 
skills, values and behaviors” that meld with that of one’s’ 
own unique identity and core values”.48 This sense of self 
owing to the formation of role identity within the team is 
said to have a positive effect on one’s experience whilst 
collaborating on interprofessional healthcare teams.

Most participants rated their skills, in communication, 
building rapport and managing conflict, much higher than 
their knowledge level, and this observation is consistent 
with other studies using the same scale.29,37 This may lead 
to HCP reluctance to participate in training focused on 
skills enhancement even though these are important skills 
for collaboration.37 A study by Foronda et al, (2016) 
which looked at interprofessional communication in 
healthcare highlighted that both nurses and physicians 
are “trained differently and exhibit different communica-
tion styles”.49 Although in this study, most participants 
rated their level of communication as effective, however 
further results of Foronda’s study have shown that nurses 
typically acquiesce to physicians and thus leads to disem-
powering their voice and hence ineffective communication 
practices. Ineffective communication practices in health-
care environments may lead to errors and impede treat-
ment modalities (IPEC 2011). However, many of the 
participants were interested in IPC training despite the 
challenges of time, financial limitations and lack of admin-
istrative support. Training may include enhancing knowl-
edge on team development, IPC models and research, as 
this was rated as the lowest among participants. IPE train-
ing is essential especially during the early stages of colla-
boration to improve attitude and collaborative skills and 
behavior needed for effective IPC and team working.50,51 

Additionally, to overcome any challenges and obstacles 
that may hinder the process later on.20 One study about 
IPE in academic family medicine teaching units found that 
by pairing learners and teachers within practice units, 
having interprofessional led group activities and informal 
learning activities enabled healthcare staff to transition and 
evolve their practice whilst onsite in the clinical area 
which led to a shift in their professional socialization.52 

Promisingly, within PHCC, a workforce development and 
training directorate runs continuing professional develop-
ment for HCP in PHCC and these must include IPE 
development opportunities. In addition to this, organiza-
tional structures and strategies rewarding team perfor-
mance need to be introduced to ensure the sustainability 
of team performance.51
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Facilitating factors for IPC, perceived by participants, 
were the positive attitude of HCP, the perceived benefit of 
IPC effectiveness in work setting, increased professional 
satisfaction, respect between healthcare professions, 
appreciation of other’s contribution, leadership and institu-
tional support. This is consistent with a systematic review 
that explored facilitators and barriers to IPC in primary 
care where facilitators were categorized into conceptual 
facilitating factors such as positive attitudes and perceived 
benefits of collaboration and structural facilitating factors 
that stem from working within the same organization and 
localized rather than centralized leadership.20 Currently, an 
assumption persists which purports that once graduated, 
healthcare personnel will effectively and easily collaborate 
as members of an interprofessional team.53 However, HCP 
need to make a transformative leap from doing or perform-
ing the role of healthcare practitioner to being a healthcare 
practitioner.54 In order to do this, they must be aware of 
models of IPE and the opportunity to engage into effect a 
smooth transition once graduated.

Although participants gave their highest rating to the 
effectiveness of IPC in their work settings, they were not 
as satisfied with the process of IPC in their work settings 
and the ability of other professionals to understand the 
scope of their practice. This is consistent with existing 
literature reporting barriers that inhibit IPC and lead to 
professional conflicts.20,51 An ultimate benefit from colla-
boration for PHC professionals is enhancing their profes-
sional role20 and thus there is a need for interprofessional 
training to enable participants the opportunity to under-
stand the scope of practice of other professions within the 
healthcare realm.

Interestingly, hierarchy and resistance by HCP were 
rated the least in terms of barriers as usually hierarchy is 
amongst the top-rated barriers hindering collaboration.20,29 

A possible explanation for this is HCP do not fully under-
stand the concepts of collaboration especially as this has 
been recently implemented and introduced to primary care 
in Qatar.29 PHCC aims to be a leader in transforming the 
health and wellbeing of people’s lives in Qatar and as a 
drive to improve the quality of primary care; they are 
currently Diamond Accredited by Accreditation Canada 
International (ACI). This has resulted in significant changes 
in quality improvement and a positive impact towards 
strengthening organizational learning level in the 
organization.55,56 In addition to being a driving change in 
promoting and implementing collaborative practices in 
PHCC.29 Furthermore, the recent PHCC strategic plan for 

2019–2023 is geared towards transforming care through 
interprofessional teams providing a high-quality integrated 
family medicine model of care. One of the key principles of 
this model is that each patient will have a named general 
practitioner supported by an interprofessional team.56 

However, it is important to note that collaboration is a 
complex process that needs sufficient time to enhance col-
laborative skills and invest in professional relations before 
forming functioning teams that are able to trust, respect and 
work collaboratively with each other.19,57 Collaboration 
among HCP needs to be intentional with the goal of creating 
and coordinating integrated patient-centered care plan 
through formal and social processes, team attitudes and 
team structure.18,58

Strengths and Limitations
Firstly, to our knowledge, this is the initial study to explore 
perspectives of HCP in primary care towards IPC from a 
Middle Eastern context. This provides a clear insight into 
IPC practice in the region and provides a base for other 
researchers with similar interests to build their objective 
on and align their findings to. Secondly, the study popula-
tion included a number of HCP within one specific setting 
unlike existing literature which usually involves limited 
professions usually two in various settings. Moreover, the 
use of a survey as an outcome assessment tool added 
further strengths to this study; due to its anonymity nature 
which allowed participants to provide honest, unambigu-
ous responses and reduced the risk of social desirability 
bias. Furthermore, the surveys were available in both web 
and paper-based forms to ensure the high accessibility of 
the surveys by our target population as well as considering 
participant’s convenience.

In relation to study limitations, the following should be 
considered. Firstly, the risk of response bias was presented 
due to the extensively long survey (30 questions, 25–30 
minutes). In addition, the survey was offered only in 
English which might be inconvenient for some HCP who 
may have favored an Arabic version. It is assumed that all 
HCP working in PHCC speak and understand English. 
Moreover, the inability to access a full list of all the partici-
pants hindered us from doing a simple random sampling 
technique to get a randomized population. However, the 
universal sample technique ensured the involvement of the 
whole population which would make the study of good 
generalizability. The participation was voluntary which may 
have led those with interest in IPC, with an element of social 
desirability, to fill the survey with a bias towards positive 
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attitude and experiences. Nurses were the largest group in 
this study with lower response rates than all other HCP who 
work within the primary healthcare centers in Qatar. This 
may have biased the finding and the generalizability of the 
results. Mixed-mode survey using both paper-based and 
web-based survey led to a better response rate compared to 
our initial attempt of web-based survey only. Mixed-mode 
survey is known to have the highest response rate followed 
by web-based, and paper-based survey, respectively.59 

Attitude to checking emails and answering surveys during 
the busy workday of HCP might have not been possible and it 
was easier for them to fill the paper-based copy. The initial 
low response rate with the survey could be attributed to the 
fact many HCP are still more comfortable with reading and 
recording data on paper than on screen.60,61 Further research 
is needed to examine these quantitative findings from a 
qualitative lens. This may provide insights into the interpre-
tations of HCP toward IPC and the nature of collaboration in 
PHCC settings to ensure a comprehensive understanding is 
formed into what shapes these perspectives.

Conclusion
Recent reforms within the PHC setting consist of promoting 
interprofessional teams and collaborative culture. Given this, 
the PHC healthcare professional workforce needs to be able 
to respond and work in alignment with the PHC strategic 
plan to ensure effective interprofessional teams are formed 
with positive outcomes to the HCP, the interprofessional 
team, the patient and the organization. Taken together, in 
primary healthcare environments, it is imperative that inter-
professional teams interdigitate to come to successful resolu-
tions and formulate patient-centered goals. In order to 
achieve this, it is imperative to provide training and educa-
tion to both foster and support interprofessional collaborative 
practice. Overall, HCP have demonstrated a willingness and 
readiness to engage with IPC with a number of facilitators 
and barriers identified with a desire for more training to 
enhance their delivery of care. Furthermore, in order to 
facilitate IPC, it is necessary that there is role clarification, 
delineation and respect for one’s autonomy and profession be 
at the forefront when practicing as a collaborative cohesive 
team that has patients at its core.
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