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Abstract

Introduction: Interprofessional collaboration (IPC) and interprofessional education (IPE) are widely recognised as essential
for improving teamwork and reducing medical errors. However, despite their importance, implementing IPC and IPE in hos-
pital settings remains challenging, and little is known about how they are understood and enacted in everyday clinical prac-
tice. This study explores how healthcare professionals perceive IPC and IPE within a diverse hospital environment and how
these practices unfold in routine clinical work.

Methods: An ethnographic design was employed, incorporating field observations, shadowing of healthcare staff, and semi-
structured interviews with a range of healthcare professionals. The data were analysed collaboratively and iteratively to
identify key themes relating to IPC and IPE in daily clinical work.

Results: The data analysis revealed three interrelated themes directly affecting IPC and IPE: commitment, skills and com-
petencies, and environmental factors. Commitment was strongly influenced by shared professional experiences, which led
to improved team cohesion, a better working atmosphere, and enhanced motivation. Competencies such as communica-
tion, respect, leadership, and emotional/moral qualities, such as humility, were identified as critical in translating commit-
ment into practice. Environmental factors, including financial constraints, workload, and inadequate resources can hinder
IPC, while IPE programs, empowering nurses, and small, cohesive units were identified as facilitators.

Conclusions: The study contributes to a deeper understanding of IPC and IPE in everyday healthcare clinical settings, high-
lighting the critical role that both human and structural factors play in improving patient care.
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Introduction key element in fostering effective IPC. It aims to prepare
individuals to navigate the complexities of team-based prac-
tice by shaping attitudes, increasing awareness, and strength-
ening collaborative skills.® IPC occurs when professionals
from different disciplines work together to enhance patient
care.” Through these mechanisms, IPE plays a critical role
in fostering IPC and improving patient care by enabling

Medical errors are a significant global concern, causing pre-
ventable harm and mortality even in developed countries. In
the United States, medical errors may account for up to 9.5%
of all deaths;' in low- and middle-income countries, this figure
may be as high as 20%.> The likelihood of a medical error
nearly doubles when four or more medical professionals are
involved in a patient’s treatment,” with communication break-
downs and inadequate teamwork among the contributors.*
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healthcare workers to learn about, from, and with each
other.'”

Nevertheless, enhancing IPE and IPC within a hospital
setting can be challenging.'' Formal IPE learning activities
are often context sensitive,'? and those successful in one set-
ting may not necessarily work in another.’® Furthermore,
informal learning opportunities, which are often unregulated
and closely intertwined with everyday workplace experience,
may also influence IPC in ways that are difficult to assess.'*

A growing body of literature has demonstrated the
benefits of IPE and IPC in enhancing the quality of patient
care’>™'" as well as identifying factors associated with posi-
tive outcomes such as effective communication, shared men-
tal models, and conflict reduction.'® However, important
gaps remain. Few studies have examined how IPC unfolds
in everyday collaborative work within hospital settings or
how IPE may contribute to these practices in situ.'®

This research adopts an ethnographic approach to explore
the everyday behaviours, interactions, and perspectives of
graduated healthcare professionals. Ethnography is a qualita-
tive research methodology that uses observations, field notes,
data collection, and interviews to generate a descriptive and
narrative explanation of phenomena occurring in a specific
context among different individuals.?® The aim is to better
understand the specific dynamics of IPC and IPE within a
diverse clinical setting, which includes a geriatric ward and
a palliative care ward. The results shed significant light on
how healthcare professionals perceive IPC and IPE in their
everyday practice and highlight key individual and context-
ual factors that can facilitate or hinder collaborative practice.

Method

Design

An ethnographic approach was chosen because it allows the
investigator to closely engage with participants and observe
their (inter)actions in practice.>'*> Thus, the investigator
gains insight into the dynamics of these practices, the mea-
sures in place to facilitate them, and the context in which pro-
fessionals interact.”> There is a clear lack of research on the
actual process of IPC and IPE among healthcare workers
from an ethnographic perspective, particularly across mul-
tiple wards within a hospital setting. Goodson and Vassar
conclude that ethnography enables investigators to gain a
deeper understanding of relationships within healthcare
multidisciplinary teams.”* A 5-year literature search on
PubMed (October 2019-October 2024) regarding ethno-
graphic research on healthcare professional collaboration
found only 89 studies, of which just four related to team-
work. To enhance clarity and methodological rigour, the
reporting of this study follows the Standards for Reporting
Qualitative Research (Supplemental Material 1).»

Setting and Participants

The study was conducted in two different specialised wards —
geriatric and palliative — at a large public hospital in the prov-
ince of Barcelona, Spain, which provides healthcare to a
population of approximately 220 000 residents. The decision
to focus on these two wards was based on the nature of the

patients’ medical histories as the complexity of the patients’
needs necessitates IPC.%® Observing IPC in two distinct yet
similarly complex care environments allows for a richer
and more nuanced understanding of IPC and IPE processes,
grounded in the unpredictability and situated nature of real-
world practice.?’

Forty-six participants came from a range of disciplines,
including ward leads, physicians, resident physicians, nurse
coordinators, nurses, nurse assistants, physiotherapists,
speech therapists, and cleaners. To ensure diverse perspec-
tives and rich data, individuals with varied roles were
selected for interviews. In total, 28 participants from seven
distinct professional groups were interviewed: 14 from geria-
trics and 14 from palliative care (see Table 1, Participants’
characteristics).

Data Collection

A total of 72 h of observations and participant shadowing
were undertaken in both palliative and geriatric wards over
two separate periods (December 2022 and February 2023).
At each site, observations preceded semi-structured inter-
views, which were conducted during the latter phase of
fieldwork.

The main researcher (GB) was granted permission by the
hospital to move freely across the two different wards to gain
insight into collaborative and educational practices by
observing and shadowing participants as needed, thereby
maximising the breadth of data collected. In total, the
researcher observed 46 healthcare professionals performing
their routine daily tasks, including formal and informal med-
ical discussions (one-to-one and group based), multidiscip-
linary patient treatment planning, participation in formal
educational activities, and collaborative teamwork tasks
such as ward activities and medical rounds. Informal interac-
tions occurring during rest breaks were also observed. Of the
46 professionals observed, 11 were shadowed in greater
depth. Shadowing involved continuous, in-depth observation
of one or two participants at a time throughout their daily
work routines, with the researcher adopting a nonparticipant
role and not interacting with or disrupting participants’ activ-
ities.”® Observations did not include interactions directly
involving patients. To maintain flexibility and responsive-
ness in the field, no formal observation guide was used.

These activities aimed to explore how IPC and IPE unfold
in practice, with particular attention to communication pat-
terns, role negotiation, and team dynamics.”® The observa-
tions also helped capture contextual factors such as
physical layout, organisation routines, and formal and infor-
mal practices that may influence collaborative processes. In
addition to field notes, audio and video recordings were
used to capture aspects of the clinical environment (eg, spa-
tial arrangements and work-related materials) and to facilitate
the analysis of possible links between verbal and non-verbal
(eg, body language) interactions.*® The researcher had no
prior personal or professional connection with any of the
team members or the study setting.

Ethnographic field notes were taken during the 72-h
observation and shadowing process, totalling 20 788 words
of transcription data. These notes were initially analysed to
inform and guide a subsequent stage of semi-structured
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Table 1. Demographic Characteristics of Interview Participants.

Duration
Participant Position Gender Time in Post  Interview
Doctors
#l Head of Department (Geriatric) Female I'l years 33
#2 Head of Department (Palliative) Female 31 years 39
#3 Doctor (Geriatric) Female | year 37
#4 Resident Doctor (Palliative) Male N/A 20’
#5 Doctor (Palliative) Female 5 years 32
Nurses
#6 Nurse Coordinator (Geriatric) Female 3 years 51
#7 Nurse Coordinator (Palliative) Female 20 years 75
#8 Head Nurse (Geriatric) Female 4 years 46’
#9 Head Nurse (Palliative) Female I3 years 18
#10 Head Nurse (Palliative) Male 2 years 32
#I1 Nurse (Geriatric) Female 20 years 65’
#12 Nurse (Palliative) Female 8 years 28
Nurse Assistants
#13 Nurse Assistant (Geriatric) Female 14 years 49’
#14 Nurse Assistant (Geriatric) Female 23 years 33
#15 Nurse Assistant (Palliative) Female 9 years 13
#l16 Nurse Assistant (Palliative) Female 2 years 23
#17 Nurse Assistant (Palliative) Female 30 years 3r
#18 Nurse Assistant (Palliative) Female 33 years 28
Domestic Services
#19 Cleaner (Geriatric) Female 4 years 40’
#20 Cleaner (Palliative) Female 13 years 30
Other Specialities
#21 Physiotherapist (Geriatric) Female 24 years 32
#22 Speech Therapist (Geriatric) Female 30 years 50
Social Workers
#23 Social Worker (Geriatric) Female 18 years 76
#24 Social Worker (Palliative) Female 30 years 39
#25 Social Worker (Palliative) Female 4 years 17
Re-interview for deeper
investigation

Resident Doctor (Palliative) Male N/A 7

Head Nurse (Palliative) Female I3 years 12’
Group interview
#26-28 Resident Doctor & 2 Nurse Assistants Male & 2 N/A & 2 44’

(Geriatric) Females years

interviews, helping to clarify topics and shape follow-up
questions.®' Finally, interview participants were recruited
on a voluntary basis. Professionals across both wards were
invited to participate, and interviews were scheduled accord-
ing to clinical workload and participant availability and in
coordination with ward leadership to avoid disruption to
patient care. This approach aimed to include a range of pro-
fessional roles and levels of experience while respecting ser-
vice demands. Professionals who were not working within
the selected wards or who were unavailable due to service
demands during the study period were not included.

The semi-structured interview guide was developed by
the research team in alignment with the study objectives
and relevant literature on IPC and IPE. It was not a previ-
ously validated instrument, given the exploratory qualitative
design of the study. The guide was pilot tested with two vol-
unteer healthcare professionals who were not included in the
final analysis and was subsequently refined, in consultation
with the research team, to address questions that were unclear
or repetitive. The final interview guide is provided in
Supplemental Material 2. All data were transcribed manually
and secured in a password-protected document.

One-to-one interviews were conducted in private rooms in
both wards, with an average duration of 38 min (Table 1). In
one instance, due to the temporary unavailability of a private
room and the preference of the participants, the interview
was conducted as a small group interview involving three par-
ticipants.>> Throughout the process, the researcher employed
multiple strategies to monitor their own subjective position,
including reflective journaling and peer debriefing.*> As per
Hammersley and Atkinson,?® having the same researcher con-
duct the observations, shadowing, and interviews allows for
deeper involvement with the phenomena over an extended
period, enabling a better understanding of the context and
uncovering data not readily apparent, achievable only through
gaining the participants’ confidence. Semi-structured inter-
views were considered appropriate for this study as they pro-
vide a flexible yet guided framework, allowing the researcher
to probe emerging themes while ensuring consistency.>*

After 28 interviews, thematic redundancy became appar-
ent as participants were reiterating similar perspectives, and
new concepts were hardly emerging. This sense of ‘analyt-
ical saturation’ signalled that additional interviews were
unlikely to yield further insights. In line with LaDonna
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Table 2. Themes and Sub-Themes.

Themes Sub-Themes

Commitment

Reasons for considering IPC and IPE as an intrinsic part of professional identity.

- ease of habit, professional recognition, added interest in work, practical and psychological support in performing

tasks.

Shared professional experience and benefits for commitment.
- fostering awareness (IPE) and easier coordination (IPC).
- fostering bonds and a positive workplace ambience.

Shared professional experience and setbacks for commitment.
- barriers to changing / adapting working routines.
- discriminative mindset towards new members of staff.

Skills & Competencies Core competencies.

- communication, respect, humility, and leadership.

Development and learning of IPC-related competencies.
Barriers to the application of interprofessional skills in practice.
- unresolved conflicts, professional hierarchies

Environmental
Factors

Structural pressures causing emotional distress.
- workload, staffing, funding and material resources, effect of COVID-19. Physical and organisational unit size.

- smaller units operating more efficiently. Team dynamics.

- opportunities for staff empowerment.

IPE, interprofessional education.

et al,®® the decision was informed by considerations of quali-
tative rigour rather than by a fixed numeric threshold.

Data Analysis

Data were analysed using reflexive thematic analysis as
described by Braun and Clarke,***” guided by a constructiv-
ist epistemological stance. The main researcher discussed the
findings with the other two members of the research team,
both experienced educational researchers with extensive
expertise in qualitative analysis. Initially, two documents
were created: one containing all observational field note
data and the other compiling all transcripts. Through discus-
sion, approximately 1300 units of meaning were identified
and coded, grouped by similarity into 27 initial categories.
Consistent with a constructivist perspective, this process
acknowledged that meanings are co-constructed through
interaction and remained open to emergent insights grounded
in participants’ experiences. Through further iterative ana-
lysis, these categories were refined into nine sub-themes
and ultimately merged into three stand-alone themes illustrat-
ing the characteristics of the phenomena (Table 2).

The main researcher (GB) and a team member (CM) held
frequent meetings to ensure conceptual agreement throughout
the data analysis process. Together, they worked with the data
to produce a rich description of each theme, incorporating
selected examples from the field notes and interviews. Any
discrepancies were resolved through discussion between the
researchers, and input from the third researcher (FM) was
sought when necessary to achieve consensus. NVivo software
was used to organise and manage the data effectively.*®

Ethical Considerations

This study was approved by the Research Ethics Committee
of the wuniversity where the study was registered

(INF-2022-05) and by the Research Ethics Committee of
the hospital where the study was conducted (CEIm:
02-22-101-036). The qualitative design, including interviews
and nonparticipant observations, was conducted in accord-
ance with the approved study protocol. Prior to data collec-
tion, ward leadership informed staff of the researcher’s
presence and explained the purpose of the study. Verbal con-
sent was additionally obtained from healthcare professionals
before observations of professional interactions took place.
Written informed consent was obtained from all participants
prior to participation in the semi-structured interviews. No
patient data were collected, and observations did not involve
direct patient interactions. Confidentiality and data protection
procedures were strictly followed throughout the study.

Results

Three interrelated themes emerged from the in-depth data
analysis: commitment, skills and competencies, and environ-
mental factors (see Table 2, Themes and Sub-Themes).
These themes reflect key dimensions of IPC and IPE as
experienced and interpreted by participants. The first two
refer to how IPC and IPE are formulated through each indi-
vidual’s cognitive and emotional background and their
response to their working environment, while the third refers
to specific qualities of the environment, the setting in which
people work, and how this affects performance. Regarding
participants’ response to their working environment, com-
mon themes between distinct ward settings soon emerged
from the analysis of both observational and interview data.
Differences between them were more significantly reflected
in the environmental factors thematic category.

Commitment

This section refers to the commitment and attitudes demon-
strated by healthcare workers in performing their duties
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and delivering patient care; it focuses on the staff’s internal
commitment and vocation to perform their roles effectively,
including, but not limited to, their willingness, motivation,
and conviction.

Participants described commitment to the team as a key
element in successfully collaborating with others. Most indi-
viduals interviewed reported that IPC and informal IPE were
ingrained in their roles and inseparable from their daily work.
Based on the responses provided, considering IPC and IPE as
integral parts of the work may be due to:

e Ease of habit: ‘Of course, for me it’s a necessary work
tool [working in IPC and IPE]. I mean, it’s part of the
day-to-day work’. (P24, social worker, palliative unit);
‘For me, working in a team it’s everything, it’s essen-
tial. If I don’t work in a team, I don’t work well’. (P20,
cleaner, palliative unit)

e Recognition of professional value: ‘I like working in a
team. It’s much more rewarding’. (P17, nurse assist-
ant, palliative unit); ‘I think it’s an attitude towards
work’. (P12, nurse, palliative unit)

e Added interest in performing the tasks at hand: ‘The
ability to share and collaborate [with others], I believe,
is much more enriching [than working alone]’. (P12,
nurse, palliative unit)

e Support, which can be crucial in psychologically tax-
ing roles: “You need the team [...] not only for the
patients and their families, [...] but also for yourself
as a professional’. (P7, nurse coordinator, palliative
unit); ‘I can’t be there, so assistant nurses are my
eyes’. (P25, social worker, palliative unit)

Time spent working within the same team appears to be
an important factor in increased commitment. Among parti-
cipants who described IPC and IPE as an integral part of their
work, most were long-standing employees, with many hav-
ing worked at the hospital for approximately a decade at
the time of the study. Mindset seems to shift towards greater
interconnectivity as individuals remain in their positions for
longer. This may be linked, on one hand, to easier coordin-
ation and, on the other, to familiarity which fosters a positive
workplace environment.

First, participants appeared to develop stronger dynamics
and alliances with colleagues with whom they had previously
worked over extended periods. Shared professional experience
over time — that is, prolonged periods of working together
within the same team, — was reported to increase awareness,
which in turn facilitated coordination. In this context, aware-
ness can be understood as a form of informal IPE and refers to:

e Work routines: ‘Working with someone for a long
time, you get to know them [...] and, we’ve kind of
reached an understanding of how we all work’.
(P23, social worker, geriatric unit)

e Preference regarding the general functioning of the
workplace
Knowledge, skills, and even shortcomings
Personalities and patterns of social conduct: An assist-
ant geriatric nurse enters the doctors’ office with her
colleague. She approaches a doctor she is familiar

with and asks for a signature to help her colleague’s
son. (field notes, geriatric doctor’s office)

Second, shared professional experience over time was
described as positively affecting the workplace atmosphere
by fostering familiarity and bonds, although this effect was
not to be taken for granted:

“I understand [...] this [earning your colleagues’ respect] isn’t
something that happens by coincidence. If they trust [me] [...],
it’s because [...] I've proven to them that they can.” (P12, nurse,
palliative unit)

Similarly, such professional experience appeared to posi-
tively influence commitment towards novice workers.
Reportedly, people needed time to move beyond a person’s
official function or role and fully accept newly appointed col-
leagues as part of the team; this seemed to be part of an entire
integration process:

“First, they see the cleaning lady [...], and then they see the per-
son. You really have to work hard to earn their respect.” (P19,
cleaner, geriatric unit)

In this sense, shared professional experience can also hin-
der IPC and IPE. The established synergies among profes-
sionals from the same discipline can be difficult to break,
as can bad working habits or lack of motivation or interest
in the job, which may make individuals less open to new
input and create an unfavourable working atmosphere:

“When some people have been working together for a long time,
some ways of working become flawed and pick up bad habits.
‘I’ve been doing this for so long, I have so much confidence’,
but that confidence can trip you up.” (P11, nurse, geriatric unit)

In this same line of thinking, breaking bonds with long-
standing colleagues — such as when changing teams — can
be a difficult and uncomfortable process that workers may
be reluctant to undertake. However, it often leads to new
and constructive dynamics:

“You form a bond. But in the end, you see the benefit of building
a new relationship [...] It keeps you more attentive.” (P13, nurse
assistant, geriatric unit)

The analysis also showed that long-standing co-workers
are more likely to collaborate with one another than with
novice employees. Experienced healthcare professionals
expressed a strong opinion that the willingness and motiv-
ation of newly qualified young professionals are not always
aligned with what is needed to work effectively in IPC and
IPE, which could be detrimental to team dynamics:

“The younger generation coming in doesn’t seem as committed.
They just come to put in their hours [...] But that lack of dedi-
cation is evident in patient care.” (P6, nurse coordinator, geriat-
ric unit); “They [new professionals] are more focused on the
‘me, me, and me first’” (P1, head of department, geriatric unit)
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In this sense, commitment is directly linked to how an
individual perceives their role within the team, particularly
in relation to their expected tenure in that role. Some clini-
cians reported that perceiving a role as temporary or as a
“stepping stone” to another, more significant position can
be an issue with young or training professionals:

“You come here to work because you’re studying and want to
pay for your education. That’s fine, [...] but you don’t engage
in the same way as someone for whom this is their career, their
vocation.” (P14, nurse assistant, geriatric unit)

Skills & Competencies

This section explores the competencies healthcare workers
believe are necessary for effective engagement in IPC. It
builds upon and is interconnected with the previous theme
of commitment, as some participants noted that an individual
may possess the motivation and willingness to work in IPC
but lack the required competencies:

“Working in a team is not always easy (even when you’re really
motivated to work). [...] because it requires a lot of communica-
tion, coordination, organisation, and tolerance.” (P3, doctor,
geriatric unit)

Here, we firstly focus on core competencies identified by par-
ticipants and then examine whether these competencies can
be developed through education and training (formal IPE).
Finally, we considered the perceived barriers that may hinder
the development of these competencies. Among the compe-
tencies identified as essential for effective IPC, four consist-
ently emerged across interviews: communication and respect
were most frequently identified as core competencies, fol-
lowed by humility and leadership.

Communication skills were the most frequently cited,
with participants highlighting their fundamental role in
effective teamwork. Ensuring clarity in instructions and
employing an appropriate tone when addressing collea-
gues in various situations were seen as essential for devel-
oping mutual understanding and improving coordination.
Many participants were particularly aware of the inherent
difficulty in interpersonal communication, which can
make collaboration especially challenging in urgent
settings:

“[...] between what I think I want to say, what I actually say, and
what you hear or interpret, a lot of information is already lost.
And if we’re rushing, [...] it may even come across the wrong
way.” (P12, nurse, palliative unit)

Respect was viewed as crucial for building collaborative
relationships and fostering mutual trust. For most partici-
pants, respect referred to recognising the value of each
team member’s contribution, at both a personal and disciplin-
ary levels, as well as to believing that one’s peers can actively
support their professional development:

“It’s about understanding that your colleague can always teach
you something, [...]” (P23, social worker, geriatric unit)

Humility was described as a readiness to acknowledge
mistakes and ask for help when needed. For most partici-
pants, it was linked to open-mindedness and tolerance
towards others’ opinions, as well as to a willingness to priori-
tise collective goals, even at the expense of one’s own objec-
tives and opinions:

“[One has] to be humble as well. To know one’s limits, [to
understand] what one can or cannot do, to recognise whether
you've done something well or not, and ask for help when
needed.” (P5, doctor, palliative unit)

Leadership was associated with providing guidance, lead-
ing by example, and fostering a learning environment within
the team, while also setting aside individual aspirations:

“I think that for someone to teach you something, they have to
lead by example.” (P11, nurse, geriatric unit)

Taken together, the references to teaching and learning
within the accounts of respect and leadership illustrate how
collaborative competencies not only support IPC but also
enable informal IPE in everyday practice.

Although less frequently mentioned, other competencies
also emerged from participants’ accounts, including empathy,
attentive listening, honesty, bravery, and open-mindedness.
These competencies appeared closely interlinked with those
previously identified. In particular, openness was associated
with adaptability and reflected earlier points about commit-
ment to continuously improving patient care despite personal
priorities.

Observational data broadly supported these accounts,
revealing numerous instances of collaborative behaviour in
everyday practice:

Head nurses and nurse assistants were frequently observed
working closely together during medication rounds, coordinat-
ing tasks efficiently to meet time-sensitive demands. In such
situations, leadership and communication competencies were
visibly enacted through clear delegation, real-time clarification,
and mutual support (field notes).

At the same time, observations also revealed moments where
collaborative dynamics were less evident:

During some ward rounds, decision-making appeared to be led
primarily by one professional group, with limited input from
others. In other instances, staff were observed working alongside
one another but engaging minimally in direct communication.
These situations underscore the importance of competencies
such as respect, empathy, and shared responsibility in sustaining
effective teamwork (field notes).

Regarding whether individual skills and competencies can
be developed through formal education and training (formal
IPE), a locally delivered course on emotional ecology was
observed as part of data collection. The course consisted of
six 4-hour sessions and aimed to support participants in man-
aging their emotions responsibly and sustainably to promote
personal growth, strengthen professional relationships, and
enhance collaborative practice.
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During the observation, 15 professionals participated in one of
the observed sessions, during which the facilitator engaged
attendees in discussions about emotions arising in collaborative
work, particularly under conditions of stress. Levels of engage-
ment varied, with some participants contributing actively while
others remained more reserved (field notes).

According to participants, these educational seminars
were offered on a regular basis, although they appeared to
occur more frequently within the palliative ward. As one par-
ticipant explained:

“Yes, the hospital provides them [the seminar], but above all it is
our coordinator who promotes them.” (P15, nurse assistant, pal-
liative unit)

Another participant observed:

“[...]1 since we are such a small team [...] what matters to me is
taking care of the nursing team. [...] I will fight for whatever is
needed so they have the structure and resources to work well.”
(P7, nurse coordinator, palliative unit)

Regarding the outcomes of these educational initiatives,
many participants believed they were fundamental for devel-
oping the competencies mentioned previously, even for indi-
viduals already inherently skilled. In particular, training
focused on recognising and responding to emotions was con-
sidered especially significant for strengthening IPC, particu-
larly during periods of high workload and stress. Peer
feedback (informal IPE) was also viewed as an important
contributor to this developmental process.

“In some of these courses, we worked on the emotional aspect,
and that was very helpful for building trust among us.” (P9, head
nurse, palliative unit)

Interview data revealed that educational courses (formal IPE)
were deemed important not only for raising awareness
around factors that enhance IPC, but also for equipping
teams with better coping strategies for stress, which is intrin-
sic to healthcare settings:

“[...] some people have never even considered [...] the fact that
working as a team [...] is important. But if, through training, you
open that window [...], it can really help.” (P23, Social Worker,
Geriatric Unit)

Nevertheless, most clinicians highlighted the value of open-
mindedness, personal commitment, and motivation for train-
ing to be useful and ultimately effective. The stimulating
character and relevance of content — aimed at promoting,
when possible, the idea of lifelong professional development
— were seen as crucial for encouraging meaningful
participation:

“I think what is really needed is to motivate people, for example
through new techniques. Teaching different approaches can help
staff feel motivated and engaged with new ways of working.”
(P22, speech therapist, geriatric unit)

Finally, regarding barriers to the application and develop-
ment of competencies in everyday practice, unresolved con-
flicts and professional hierarchies were the most frequently
reported. Firstly, there was broad consensus that conflict
resolution remains a persistent, unresolved issue. Conflicts
were often reported to occur within the same professional
group, likely due to more frequent interactions, and to inten-
sify in high-stress or high-workload contexts, particularly
when no structured mediation was in place. Echoing earlier
points about the value of communication skills, several clin-
icians noted that tensions ultimately emerge from poor
communication:

“When you pull the thread to find the root of a conflict, chances
are that if people had communicated differently, the conflict
wouldn’t have happened.” (P1, head of department [doctor],
geriatric unit)

Next, hierarchical structures were frequently mentioned
as barriers to the development and effective application of
interprofessional competencies. Often, hierarchy was linked
with traditional and outdated perceptions about how specific
disciplines should interact:

“We shouldn’t talk about the doctor always being right and the
nurse must simply follow. That’s a very paternalistic and out-
dated model.” (P2, head department [doctor], palliative unit)

However, most participants acknowledged — and in some
cases defended — the need for hierarchy to maintain clinical
order, provide leadership, and define responsibilities. They
emphasised the importance of striking the right balance
between leadership and dialogue:

“It’s hard to be absolute when it comes to hierarchies [...]
they’re bad when too vertical, but [...] necessary to organise
an institution and to provide some guidance.” (P3, doctor, geri-
atric unit)

Environmental Factors

This section explores how various contextual factors can sup-
port or hinder the effectiveness of IPC and IPE. Building on
earlier points about how stress within the work environment
may influence competencies, this theme comprises three
interrelated sub-themes: structural pressures, physical layout,
and team dynamics.

Structural Pressures. A key contextual factor influencing IPC
and IPE in healthcare systems is the overall pressure on this
field, which manifests in several interconnected ways: exces-
sive workload, insufficient staffing, limited resources, inad-
equate time, and financial constraints:

“It’s true that we usually don’t work the hours set in our con-
tracts. We always do more.” (P11, nurse, geriatric unit)

Limited resources in staff, time, and funds frequently under-
mine the quality of care. Moreover, pressures originating
from institutional structures create a physically and emotion-
ally exhausting environment that can seriously affect
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healthcare workers” emotional well-being and long-term
motivation:

“Every time I come back from holidays, I go to Human
Resources to resign from my position.” (P6, nurse coordinator,
geriatric unit)

Cumulative strain has been further intensified by economic
austerity measures and the effects of the COVID-19
pandemic.

Physical Layout. Another contextual factor influencing IPC
and IPE is the unit’s physical and organisational size of the
unit. Interview data and field observations suggest that smal-
ler units, where professionals often work in close physical
proximity, tend to facilitate more spontaneous communica-
tion and foster stronger professional bonds. Several partici-
pants noted that shared workspaces naturally encourage
dialogue and promote collaboration throughout the day:

“The more you share the same workspace, the easier communi-
cation arises because the space allows it, and you might overhear
a conversation and contribute.” (P24, social worker, palliative
unit)

Similar observations extended beyond clinical teams to insti-
tutional management. Some professionals felt that smaller
hospitals or units allowed for clearer protocols and easier
coordination:

“At the other centre where we used to work, things were easier. It
was smaller, just five floors, so it was simpler to set guidelines
for the whole place. Here we have eleven floors, and each one
is run by different people. That makes everything more compli-
cated.” (P6, nurse coordinator, geriatric unit)

However, working in small, tight-knit units was not with-
out its challenges. Some clinicians expressed concern that
constant closeness could strain relationships, lead to overfa-
miliarity, or limit space for individual reflection:

“Yes, a small space is better, but if you don’t get along, you can end
up driving each other crazy.” (P21, physiotherapist, geriatric unit)

Team Dynamics. A factor that appears to mitigate systemic
pressures and is linked to how institutional hierarchy, leader-
ship and coordination affect IPC and IPE is the empowering
role of nursing leadership. Field observations and interviews
highlighted a striking contrast between the geriatric and pal-
liative wards in terms of how nursing staff were positioned
and valued. In the palliative unit, nurses were granted greater
professional autonomy and recognition, which contributed to
a more collaborative and supportive working environment:

“Here, the nursing team takes the lead and is highly valued.” (P7,
nurse coordinator, palliative unit)

Empowering experienced nurses to lead and coordinate
appeared to have a ripple effect beyond nursing staff, positively
influencing the entire team dynamic. Participants described a
sense of cohesion and trust anchored in strong leadership:

“Depending on who the head nurse is, the work environment is
calmer, and everything flows better.” (P27, nurse assistant,
group interview)

Field notes further underscored the effectiveness of this lead-
ership style:

The head nurse seems a very active person, coordinating the staff
around her. She appears to be on the ball and knows all the
answers. She manages to answer the phone while responding
to background questions from one of the nurse assistants.

Discussion

This study identified three interrelated themes shaping IPC and
IPE: commitment, skills and competencies, and environmental
factors. Together, these themes illustrate the complex interac-
tions underlying sustainable IPC and IPE. Commitment under-
pins team coordination and motivation; competencies translate
commitment into effective collaborative practice; and environ-
mental factors can either enable or constrain these processes.
Importantly, these themes do not operate in isolation but
dynamically reinforce one another, as illustrated in Figure 1.

Shared Professional Experience Over Time

A key finding that emerged from the data analysis is that IPC
is strongly influenced by commitment and the time health-
care professionals spend working alongside one another,
which in turn increases mutual awareness and fosters infor-
mal IPE. This shared professional experience over time sub-
stantially extends what would typically be expected from
colleagues’ formal job or role obligations. It encompasses
identity awareness, interpersonal dynamics, and familiarity
with colleagues’ routines and working styles. Such familiar-
ity was found to promote team cohesion, a positive working
atmosphere, and smoother coordination among colleagues
facilitating day-to-day tasks. These findings are consistent
with existing literature.**!

From an emotional perspective, participants described a
positive working environment and a sense of belonging to a
team as important sources of emotional and professional sup-
port. Feeling psychologically supported helped individuals
cope with high-stress and high-demanding situations, condi-
tions that are typical in hospital settings.42 This is particularly
important, as emotional distress can negatively impact perform-
ance, increase the risk of mental health issues, and contribute to
medical errors.** The relationship between emotional stability
and effective teamwork is also documented in the literature.****

From a motivational perspective, working in a supportive
and familiar environment brings personal rewards, such as
recognition of professional value and informal peer inter-
action. These outcomes foster mutual respect, trust, and indi-
vidual motivation, ultimately strengthening interpersonal
bonds. In turn, these bonds reinforce the cycle of shared pro-
fessional experience, further enhancing team awareness and
coordination. This loop highlights the role of motivation
and psychological investment in sustaining effective IPC
and IPE (Figure 2).

However, the data also revealed that this cycle can become
restrictive if left unexamined or unrevised and allowed to
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Figure 2. A reinforcing cycle through which shared professional experience shapes IPC and IPE. IPC, interprofessional collaboration; IPE,

interprofessional education.

solidify into a status quo. In such cases, long-standing staff
may form exclusive alliances or social clusters, which can hin-
der the integration of newcomers and reduce the team’s adapt-
ability to change. Young professionals were often perceived as
disengaged or insufficiently committed. This may indeed be
the case due to the temporary nature of their roles, raising
broader concerns about inclusivity and team culture, as well
as highlighting the need for more focused IPE activities, which
are discussed in the next section. These observations resonate
with the findings of Tan and Chin,*® who report that younger
professionals frequently struggle to gain recognition and
respect from established colleagues.

These findings suggest that while shared professional
experience can be an enhancing element for IPC, its effect-
iveness depends on both individual motivation and structural
support. Sustaining an inclusive, collaborative environment
requires deliberate reflection and organisational mechanisms

to ensure that evolving team dynamics remain aligned with
the core objectives of IPC and IPE.

Figure 2 summarises the reinforcing cycle linking shared
professional experience with IPC and IPE, illustrating how
sustained professional interaction can trigger a chain reaction
that strengthens awareness (informal IPE), which in turn
enhances coordination and personal and professional bonds,
further deepening shared professional experience.

Interprofessional Collaboration and Interprofessional
Education: Conceptually Distinct, Practically
Intertwined

The competencies most frequently mentioned by participants

as essential for fostering IPC — communication, respect, and
leadership — were consistent with established interprofessional
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competency frameworks*”*® and have been highlighted in the
literature as fundamental for facilitating coordination, building
trust, and enhancing collective performance.*>** Interestingly,
humility, which is not explicitly included in formal frame-
works, emerged in our data as a fundamental element for fos-
tering IPC. Other qualities mentioned less frequently, such as
honesty, empathy, adaptability, and bravery, also appeared as
important components in the IPC process. These findings sug-
gest that the emotional and moral dimensions of both individ-
ual and collective relationships should be considered when
defining IPC competencies. They align with calls in the litera-
ture to broaden current competency models to include the
affective and relational aspects of clinical collaboration.*

Building on the conceptual distinction between IPC and
IPE, participants consistently described them as related yet
distinct activities. IPC was framed as the enactment of col-
laborative work among healthcare professionals to enhance
patient care, whereas IPE was understood as the processes
through which professionals develop the attitudes and com-
petencies needed for such collaboration. At the same time,
both were perceived as interdependent in everyday clinical
contexts, as ongoing interactions among colleagues func-
tioned as informal avenues for interprofessional learning and
awareness. Two complementary forms of IPE were identified
in the data: informal learning embedded in daily clinical inter-
actions (eg, shared routines and the development of mutual
awareness) and formal learning delivered through structured
educational activities, such as seminars or workshops. This
duality echoes findings in the literature,*' which highlight
the complementarity of experiential and formal interprofes-
sional learning. Informal IPE was embedded within everyday
collaborative competencies, evident in participants’ references
to ‘teaching’ and peer feedback within routine practice.

Regardless of form, participants consistently emphasised
the potential of IPE to enhance core IPC competencies. In
this sense, the empowering potential of IPE was seen as par-
ticularly valuable in addressing challenges identified in this
study, such as perceived limited engagement among newly
qualified professionals, the slow integration of new collea-
gues, and the persistence of unresolved conflicts. Further
research is needed to examine how these challenges might
be mitigated more effectively, through specifically designed
IPE activities tailored to varied contexts.

Hierarchical structures also emerged as a double-edged
factor in team dynamics. While some participants described
rigid hierarchies as outdated and detrimental to collaboration,
others recognised their value in maintaining clinical order. In
these cases, hierarchy was associated with the positive
aspects of leadership, including constructive conflict man-
agement, guidance, and participatory decision-making.*’
This finding contrasts with much of the literature, which typ-
ically views hierarchy primarily as a barrier to collaboration.
IPE initiatives designed to help professionals navigate power
dynamics could address similar double-edged perceptions of
hierarchy, at both lower and higher structural levels.

Finally, motivation once again emerged as a prerequisite
for IPE to be effective. Participants emphasised that training
initiatives are meaningful only when professionals are will-
ing to engage. This underscores the need for IPE pro-
grammes to be relevant, appealing, and responsive to
clinical realities to maximise engagement and ensure

sustainable impact. This finding aligns with calls in the litera-
ture to design IPE interventions that are context-specific and
learner-centred.>

Empowerment

The data analysis indicates that empowerment plays a central
role in enhancing IPC and IPE within resource-constrained
hospital contexts. Participants frequently cited structural
pressures, including financial constraints, limited resources,
inadequate time, and insufficient staffing. These challenges,
compounded by the COVID-19 pandemic and global eco-
nomic austerity, were perceived as contributing to dissatis-
faction and burnout, which in turn undermined individuals’
motivation to collaborate effectively. These findings echo
broader evidence in the literature that systemic pressures
negatively affect IPC, staff well-being, and patient safety.”'

In response to these challenges, several enabling elements
emerged as sources of empowerment. One such element
related to the physical and organisational size of the unit.
Participants perceived smaller units as facilitating more fre-
quent and spontaneous communication, thereby supporting
the development of stronger professional relationships.
These interactions, in turn, fostered trust, motivation, and a
sense of agency among team members, consistent with the
reinforcing cycle of shared professional experience described
previously (Figure 2). These findings align with existing lit-
erature showing that informal interactions and shared work-
spaces play a crucial role in supporting IPC and professional
dialogue.” Such dialogue may also contribute to informal
IPE, as ongoing peer conversations have been identified as
important mechanisms for continuous professional learning
among healthcare practitioners.”

Another particularly striking source of empowerment
identified in this study was nursing leadership. Nurses in
the palliative ward were granted greater professional auton-
omy, leadership, and responsibility for coordination, which
enhanced cohesion and motivation across the team.
Empowered nurses were also described as facilitating
smoother workflows through timely decision-making and
active oversight, thereby contributing to a calmer and more
responsive working environment. Notably, formal IPE initia-
tives were more prominent in the palliative ward, where nurs-
ing staff reported greater autonomy and leadership. This
pattern suggests that empowered organisational structures
may foster more sustained interprofessional learning.

These observations align with the literature highlighting
the close relationship between leadership and empower-
ment,”* the importance of nursing empowerment for
strengthening IPC,> and its positive impact on patient care
and satisfaction.”® However, as Htay and Whitehead note
in their systematic review,® little is known about the effects
of empowering nurses on team members’ experiences and
job satisfaction. Our findings make an original contribution
in this area, offering insights into how empowered nursing
leadership positively shapes team dynamics by fostering
trust, cohesion, a supportive working environment, and col-
lective motivation, ultimately supporting IPC, contributing to
informal IPE, and enhancing patient care.

Overall, this study highlights that effective and sustain-
able IPC and IPE depend on the dynamic interaction between
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commitment, competencies, and supportive organisational
environments. These elements reinforce one another over
time yet require continuous reflection to ensure that collabor-
ation remains adaptive and aligned with effective care
delivery.

Limitations

This study has several limitations. First, the research was
conducted in two wards within a single hospital, which limits
the transferability of the findings to other clinical or organisa-
tional contexts. As IPC and IPE are highly context sensitive,
the dynamics identified here may differ in settings with dif-
ferent structural, cultural, or professional configurations.
Second, the researcher’s presence during observations may
have influenced participants’ behaviour, as staff were aware
that they were being observed. While efforts were made to
minimise disruption and maintain a naturalistic stance, the
possibility of reactivity cannot be entirely excluded.
Additionally, interviews were conducted during working
hours within the hospital environment, which may have con-
strained participants’ availability and potentially influenced
the extent to which they freely expressed certain views. As
participation in interviews was voluntary and shaped by clin-
ical workload, it is possible that certain perspectives were
overrepresented while others were underrepresented.
Finally, observations were limited to the selected wards
and did not include direct patient interactions, which may
have restricted insight into some aspects of collaborative
practice. Despite these limitations, the combination of field
observations and interviews provided rich, contextually
grounded insights into IPC and IPE within hospital settings.

Conclusion

This study used an ethnographic approach to explore IPC and
IPE in a diverse clinical setting. The findings underscore the
complex relationships that shape collaborative practice
through interrelated themes: commitment, skills and compe-
tencies, and environmental factors. These illustrate that,
while systemic pressures such as staffing shortages, work-
load, and financial and time constraints can undermine col-
laboration, IPE activities, shared professional experience,
and emphasis on staff empowerment can foster sustainable
IPC.

The paper provides a deeper understanding of how collab-
orative practice occurs and is experienced by healthcare
workers on a daily basis. It highlights the importance of
both the human and structural dimensions: trust, humility,
respect, and motivation are as essential as training, leader-
ship, and resources. Recognising the combined effect of
these factors can improve team bonding, strengthen interper-
sonal dynamics, and build resilience, ultimately enhancing
the sustainability of IPC in healthcare.

Further research is needed to gain deeper insight into how
empowerment influences team dynamics and atmosphere, as
current evidence is limited. In addition, future studies should
examine more closely how organisational structure, work-
place culture, and unit size interact with competencies and
commitment to shape IPC and IPE.
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