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ABSTRACT

Objective: Effective interprofessional collaboration (IPC) is a cornerstone of high-quality healthcare delivery. Given the
complexity of healthcare systems, optimal patient outcomes depend on the ability of professionals across disciplines to work
cohesively. Conversely, weak collaboration among health workers contributes to poor service quality, a challenge evident in
Nigeria. This study explored the perceptions and practices of IPC among healthcare professionals at the Federal Medical Centre,
Owo, Ondo State, Nigeria.

Methods: A cross-sectional survey was conducted using the validated Assessment of Interprofessional Collaboration Scale
questionnaire, rated on a five-point Likert scale. Data analysis involved mean + standard deviation for continuous variables and
proportions/percentages for categorical data.

Results: A total of 185 respondents participated, with the majority (77.3%) aged between 20-39 years. Females accounted for
61.1% of the sample, though gender distribution varied by profession: nursing remained predominantly female (91.2%), while
medical laboratory science was male-dominated (87.5%). Among specialists, laboratory scientists (37.5%), physiotherapists
(35%), and doctors (33.3%) had the highest proportions. Doctors and nurses recorded the highest mean scores across most IPC
domains, particularly role clarity (4.40 and 4.33, respectively) and trust (4.45 and 4.34). Administrators and “others” consistently
recorded the lowest scores (3.12-3.74). ANOVA revealed significant differences across all parameters (p < .001). Post-hoc
analysis confirmed stronger doctor—nurse collaboration compared to other groups.

Conclusions: Findings revealed that doctors demonstrated the strongest interprofessional collaboration, followed by nurses
and pharmacists. In contrast, physiotherapists, laboratory scientists, administrators, and other cadres reported lower levels of
collaboration. Notably, doctors consistently rated themselves highly and were similarly rated by other professional groups.
Strengthening IPC across all healthcare professions remains essential to improving teamwork and ensuring better patient outcomes.
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1. INTRODUCTION

Healthcare delivery is a complex and dynamic process that
requires the coordinated input of professionals from diverse
disciplines. No single cadre of health workers, irrespective
of expertise, can meet the holistic needs of patients in isola-
tion. Physicians provide diagnostic acumen and therapeutic
interventions, pharmacists ensure the safe and effective use
of medicines, nurses deliver round-the-clock patient moni-
toring and support, while laboratory scientists generate the
investigative data required for clinical decision-making. Al-
lied health professionals such as physiotherapists, radiog-
raphers, nutritionists, and administrators further enrich the
care continuum. Beyond these clinical roles, facility staff
including cleaners, porters, and security personnel contribute
significantly to the smooth functioning of hospitals, showing
that effective patient care is inherently interdependent. The
framework that ensures these diverse inputs are integrated
towards optimal outcomes is interprofessional collaboration
(IPC).lI4!

1.1 Conceptual framework

This study is anchored on the Interprofessional Collaborative
Practice Framework proposed by the World Health Orga-
nization,! which emphasizes teamwork, communication,
role clarification, and shared decision-making as key deter-
minants of effective IPC. The framework posits that when
healthcare professionals from diverse disciplines work to-
gether with mutual respect and defined roles, patient out-
comes and system efficiency improve. In the Nigerian con-
text, contextual factors such as leadership style, institutional
culture, and professional hierarchies influence the extent
of collaboration.[>”] The conceptual model for this study
integrates individual-level variables (knowledge, attitude,
and communication skills) and organizational-level variables
(leadership support, teamwork culture, and policy environ-
ment) as predictors of IPC effectiveness. Improved IPC is ex-
pected to lead to enhanced patient care quality, reduced con-
flict, and improved professional satisfaction among health-
care workers in Nigerian health institutions.

1.2 Knowledge gaps

Despite increasing global evidence supporting IPC, signifi-
cant knowledge gaps persist within the Nigerian healthcare
system. First, most Nigerian studies have focused on in-
terprofessional conflict and rivalry rather than on the deter-
minants of effective collaboration or its impact on patient
outcomes.!®7! Second, there is limited empirical data on how
institutional culture, leadership support, and professional
education influence IPC practices in Nigerian hospitals.'3*!
Third, while international studies emphasize the role of inter-
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professional education (IPE) in promoting teamwork,[!%-11]

few Nigerian institutions have implemented or evaluated
such initiatives. Furthermore, comparative analyses between
Nigerian and global IPC models are scarce, leaving a con-
textual gap in adapting international best practices to local
realities. This study aims to bridge these gaps by assessing
factors influencing IPC among healthcare professionals in
Nigeria.

IPC has become a central component of modern healthcare
systems, promoting teamwork among professionals from di-
verse disciplines to enhance patient outcomes. Globally, [PC
has been associated with improved quality of care, patient
safety, and reduced medical errors."2 The World Health Or-
ganization advocates IPC as a strategy for achieving univer-
sal health coverage through coordinated and patient-centred
care.!'3 In high-income countries, structured team models
and IPE have improved chronic disease management and
continuity of care.l!* 13!

In Nigeria, however, IPC faces multiple challenges. Studies
reveal that poor communication, professional rivalry, and
hierarchical barriers often hinder effective teamwork.[%7]
Mohammed et al. identified unclear role boundaries and lead-
ership failures as contributors to recurrent inter-professional
conflicts, which undermine healthcare efficiency.[’! Despite
these constraints, Nigerian healthcare workers increasingly
acknowledge the value of collaboration. Opele reported that
clinical personnel in tertiary hospitals view IPC as vital for
knowledge exchange and improved decision-making.!®! Like-
wise, Halilu et al. demonstrated that IPC enhanced workflow
coordination in northern Nigerian hospitals, though struc-
tural limitations persisted.'”’ Among pharmacy profession-
als, Showande and Ibirongbe found positive attitudes toward
interprofessional practice but noted limited institutional sup-
port and lack of formal IPE exposure.[!®]

International evidence corroborates that IPE is a key enabler
of sustainable IPC. Saragih et al. and Jiang et al. showed that
IPE interventions strengthen communication, teamwork com-
petence, and shared accountability among health profession-
als. Nevertheless, contextual factors such as organizational
culture and policy frameworks determine success.!'% ! Com-
pared with global advances, Nigeria’s IPC landscape remains
constrained by systemic and educational deficiencies.

Overall, existing literature affirms that IPC improves patient
safety and professional satisfaction when adequately sup-
ported. Strengthening Nigeria’s health system will require
embedding IPE, clarifying professional roles, and institu-
tionalizing collaborative care policies that mirror successful
global models.
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1.3 Importance of interprofessional collaboration

IPC is widely recognized as the gold standard for effective
healthcare practice. It is defined as the process whereby
multiple health workers from different professional back-
grounds work together with patients, families, caregivers,
and communities to deliver the highest quality of care.!!”!
Evidence consistently demonstrates that strong IPC improves
efficiency, reduces duplication of services, enhances patient
safety, and leads to better clinical outcomes.!'8! Collabora-
tion has been shown to optimize medication management,
minimize preventable adverse drug reactions, reduce hospital-
acquired complications, and lower morbidity and mortality
rates.['”) In addition to patient benefits, IPC promotes cost-
effectiveness, ensuring more sustainable use of scarce health-

care resources.20]

Furthermore, IPC contributes to workforce well-being by
fostering supportive environments where professionals feel
valued. Studies reveal that effective collaboration reduces
stress, burnout, and turnover while increasing job satisfaction
and organizational loyalty.?!-23! It also enhances opportu-
nities for interprofessional learning and reflective practice,
leading to continuous professional development.[>*!

Given these benefits, [PC has been cited as a key strategy for
healthcare reform globally, with increasing calls to institu-
tionalize collaborative approaches within health systems.>!

1.4 Core elements of effective interprofessional collabo-
ration

The effectiveness of IPC depends on several core compo-
nents: role clarity, trust and confidence, conflict resolution,
collaborative leadership, and resilience in the face of ad-
versity.?®! Role clarity ensures that each professional un-
derstands their unique contributions to patient care while
respecting the input of others. When roles are well defined,
teams report higher performance, greater job satisfaction,
reduced stress, and enhanced organizational efficiency.?!-27]
Conversely, ambiguity leads to duplication, professional con-
flict, and inefficiency.

Trust and confidence are the foundation of teamwork. Trust
develops gradually through personal contact, open commu-
nication, patient-centered approaches, and organizational
cultures that foster fairness and respect.[?>28] Without trust,
interprofessional relationships are fragile, and collaboration
quickly deteriorates.

Managing professional differences is another key element.
Healthcare teams are composed of individuals with diverse
training, perspectives, and personalities, and it is inevitable
that disagreements arise. Effective teams transform this diver-
sity into an asset, leveraging multiple viewpoints to stimulate
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innovation and problem solving.!””! Emotional intelligence,
maturity, and mutual respect are critical for navigating these
differences constructively.

Collaborative leadership emphasizes shared responsibility
rather than hierarchical dominance. In this model, leadership
is dispersed across the team, enabling collective decision-
making and shared accountability. This approach fosters
innovation, strengthens professional practice, and supports
staff well-being.*®! Collaborative leadership has been de-
scribed as encompassing resource stewardship, boundary-
spanning across disciplines, and a culture of mutual respect.

Finally, resilience in adversity is vital. Health professionals
often confront challenges such as resource scarcity, complex
patients, or staff shortages. In such situations, collaboration
becomes more critical than ever. Teams that remain united un-
der pressure, rather than resorting to blame-shifting, demon-
strate the integrity necessary for effective patient-centered
care.3!

1.5 Barriers to interprofessional collaboration

Despite its recognized importance, IPC faces several barriers.
A persistent challenge is professional dominance, particularly
within hierarchical systems where physicians traditionally oc-
cupy the apex of authority.*?! This often breeds resentment
among nurses, pharmacists, and allied professionals who
feel undervalued despite their critical contributions. Con-
versely, doctors may resist perceived encroachments on their
autonomy. Such tensions can escalate in settings where roles
overlap, as increasing specialization blurs traditional profes-
sional boundaries.**

Communication breakdowns are another major impediment.
Ineffective communication leads to misunderstandings, du-
plication of efforts, and medical errors. Moreover, lack of
mutual respect and limited understanding of other profes-
sionals’ roles further undermine collaboration.3*

In addition, healthcare systems often reinforce siloed prac-
tices through education, policy, and organizational structures.
For example, professional training programs frequently em-
phasize discipline-specific competencies without adequate
exposure to IPE.[?®! This results in graduates who are clini-
cally competent within their fields but ill-prepared for team-
work in complex healthcare environments.

Workforce pressures also contribute significantly. High work-
load, staff shortages, inadequate remuneration, and migration
of health workers—often referred to as the “Japa syndrome”
in Nigeria—erode morale and reduce opportunities for mean-
ingful collaboration.”?>! Under such conditions, professionals
may prioritize survival strategies over teamwork.
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1.6 Rationale for the study

The health of a nation is inseparable from the strength of its
healthcare system, and effective collaboration among profes-
sionals is a cornerstone of this strength. Poor IPC undermines
patient safety, increases errors, and wastes scarce resources,
outcomes that Nigeria, with its fragile health system, can
ill afford. The Federal Medical Centre, Owo, Ondo State,
provides an important case study for examining IPC because
it is a referral facility serving diverse patient populations and
employing professionals across multiple disciplines.

Understanding the perceptions and practices of healthcare
workers regarding IPC in this setting is essential for identify-
ing strengths, weaknesses, and opportunities for intervention.
Such insights can guide hospital administrators, policymak-
ers, and educators in developing strategies to strengthen
collaboration, improve patient outcomes, and enhance the
work environment.

In summary, IPC is indispensable for effective healthcare
delivery, offering benefits that extend from improved patient
safety and clinical outcomes to enhanced professional sat-
isfaction and system efficiency. However, barriers such as
professional dominance, poor communication, and systemic
challenges continue to limit its full realization, particularly
in Nigeria. Addressing these challenges requires deliberate
strategies, including IPE, supportive leadership, and poli-
cies that foster equity and mutual respect among healthcare
workers.

This study therefore seeks to assess the perceptions and prac-
tices of IPC among healthcare professionals at the Federal
Medical Centre, Owo, Ondo State, Nigeria, thereby contribut-
ing evidence that can inform strategies for strengthening
teamwork in the Nigerian healthcare system.

2. METHODS

2.1 Study design

This study adopted a descriptive cross-sectional design to
assess IPC among healthcare professionals at the Federal
Medical Centre, Owo, Ondo State, Nigeria. The design was
chosen because it enables the researcher to collect data from
diverse professional groups at a single point in time, provid-
ing a snapshot of prevailing attitudes, perceptions, and prac-
tices regarding collaboration within the healthcare team.!!?!
A cross-sectional design is also suitable for identifying pat-
terns and associations among variables without manipulating
the study environment.!'!

2.2 Study setting

The study was conducted at FMC Owo, a tertiary healthcare
institution serving as a referral center for Ondo State and

Published by Association for Health Sciences and Education

neighboring communities. The hospital has a multidisci-
plinary workforce comprising doctors, nurses, pharmacists,
physiotherapists, laboratory scientists, administrators, and
allied health professionals, providing an ideal setting for
examining IPC in a real-world healthcare context.

2.3 Study population

The target population included all categories of healthcare
professionals employed at FMC Owo as of January 2025.
These included medical doctors, pharmacists, nurses, physio-
therapists, medical laboratory scientists, administrators, and
other allied healthcare personnel actively engaged in patient
care or hospital administration.

2.4 Sample size and sampling technique

The final sample size consisted of 185 participants, drawn
from the various professional groups within the hospital.
To ensure representativeness, a stratified random sampling
technique was employed. Each professional category consti-
tuted a stratum, from which a proportionate random sample
(approximately 10% of each group) was selected.

2.5 Justification for the sampling technique
Stratified random sampling was chosen for several reasons:

1. Heterogeneity of the Population: The healthcare work-
force at FMC Owo comprises distinct professional subgroups
with varying roles, responsibilities, and hierarchical struc-
tures. Stratification ensures that all cadres are proportionally
represented in the sample, minimizing sampling bias and
improving the generalizability of findings.!'")

2. Comparative Analysis: This technique enables meaning-
ful comparisons between professional groups (e.g., doctors
vs. nurses or pharmacists vs. administrators) regarding their
level of collaboration, trust, and communication.

3. Precision and Reliability: By reducing sampling error
within each stratum, the method increases statistical preci-
sion and enhances reliability of estimates compared with
simple random sampling.!'3!

2.6 Data collection instrument

Data were collected using a pretested, structured Interpro-
fessional Collaboration Scale (ICS) Questionnaire, which
assessed five key dimensions of IPC: role clarity, ability to
overcome personal differences, trust and confidence, collec-
tive leadership, and ability to overcome adversity. Responses
were rated on a five-point Likert scale ranging from strongly
disagree (1) to strongly agree (5). The questionnaire was
adapted to the Nigerian healthcare context and reviewed by
experts in health management and behavioral sciences to
ensure face and content validity.

37



https://jhaweb.org

Journal of Hospital Administration

2025, Vol. 14, No. 2

2.7 Data collection procedure

Trained research assistants from various professional back-
grounds distributed the questionnaires to participants during
work hours. The principal investigator supervised the process
to ensure consistency and adherence to ethical standards. To
enrich the quantitative findings, semi-structured interviews
were conducted with selected participants to explore their
experiences and perceptions of IPC in greater depth.

2.8 Data analysis

Completed questionnaires were checked for completeness
and coded into statistical software (SPSS version 22) for
analysis. Descriptive statistics such as means, standard devi-
ations, frequencies, and percentages were used to summarize
data. Composite IPC scores were calculated for each re-
spondent, and comparisons across professional groups were
conducted using appropriate ANOVA. To ensure accuracy
and reliability, the data collected were carefully validated
through multiple processes. First, the questionnaire was
pretested among 20 healthcare professionals from a simi-
lar tertiary hospital to identify ambiguous or poorly worded
items, and necessary adjustments were made. Expert review
by senior academics and clinical supervisors in health man-
agement ensured content and face validity. During data entry,
double-entry verification was employed to minimize tran-
scription errors. Internal consistency of the instrument was
assessed using Cronbach’s alpha, with a threshold value of
0.70 considered acceptable.*>! Furthermore, random checks
and cross-verification of responses were performed to detect
missing or inconsistent data, ensuring that only complete and
valid responses were included in the final analysis.

2.9 Ethical considerations

Ethical approval was obtained from the Research
and Ethics Committee of FMC Owo (Approval
No: FMCOWO/HREC/2024/134; Reference No:
NHREC/FMCOWO-HREC/03/01/2024). Informed con-
sent was obtained from all participants, who were assured
of confidentiality, anonymity, and voluntary participation
with the right to withdraw at any time without penalty. The
study upheld the ethical principles of respect, beneficence,
and justice throughout.

3. RESULTS

3.1 Study population demographics

The study included a total of 185 participants who completed
the survey, drawn from a larger staff pool across seven pro-
fessional categories: Nurses (n = 322), Doctors (n = 201),
Pharmacists (n = 52), Physiotherapists (n = 45), Lab Scien-
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tists (n = 73), Administrators (n = 347), and a miscellaneous
category, “Others” (n = 430). “Others” represented as an-
cillary workers are the largest proportion of the respondents
(44, 23.7%) followed by Administrators (37, 20%), then
Nurses (34, 18.38%) and Doctors (21, 11.3%). A significant
majority of participants across all groups identified as gener-
alists. Demographically, the study population was generally
young, with a large proportion of staff aged 20-39, and most
reporting less than 10 years of service. Furthermore, females
constituted the majority of the nursing (91.18%) respondent
groups.

Table 1 summarizes the demographic distribution of the 185
respondents across seven professional groups. It presents
gender, marital status, age categories, years of service, and
specialization levels. The majority of participants were aged
20-39 years (77.3%) with a slight female predominance
(61.1%). Most respondents had less than 10 years of service
(65%), and only 15.1% were specialists, reflecting the im-
pact of workforce migration. Nurses were predominantly fe-
male (91.2%), while laboratory science was male-dominated
(87.5%).

Table 2 presents mean scores for the five domains of IPC
(role clarity, personal differences, trust and confidence, col-
lective leadership, and overcoming adversity) across profes-
sions. Doctors, nurses, and pharmacists consistently reported
higher scores across all domains, while administrators and
the “others” category demonstrated the lowest mean scores.

Table 3 compares how each professional group rated others
on role clarity. Doctors and nurses were consistently rated
highly by their peers, while administrators and “others” re-
ceived lower ratings. Nurses and pharmacists rated doctors
highest for role clarity, while physiotherapists rated nurses
highest.

Table 4 shows how professional groups evaluated each
other’s ability to overcome personal differences. Doctors,
nurses, and pharmacists were rated more positively, with
physiotherapists giving particularly high ratings to nurses.
Lower scores were observed for administrators and “others,”
suggesting weaker perceptions of conflict management in
these groups.

Table 5 outlines trust and confidence ratings across profes-
sions. Doctors, nurses, and pharmacists again received the
highest ratings, particularly from one another. Administra-
tors and “others” consistently received lower ratings, indi-
cating limited confidence in their roles within collaborative
teams.
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Table 1. Demographic characteristics of the study population

Parameter Nurses Doctors Pharmacists  Physiotherapists Lab scientists Administrators  Others
Total population 322 201 52 45 73 347 430
Total (%)

185 (100) 34(18.38) 21(11.3)  21(11.3) 20 (10.8) 8(4.32) 37 (20) 44 (23.7)
Generalist

157 (84.86) 27 (7441)  14(66.6) 19 (90.4) 13 (65.0) 5 (62.5) 37 (100) 42 (95.45)
Specialist

28 (15.14) 7(2059)  7(33.33)  2(952) 7 (35.0) 3(37.5) 0(0) 2 (4.55)
Sex

Male 72 (38.92) 3(8.82) 11(52.3) 10 (47.6) 11 (55.0) 7 (87.5) 15 (40.5) 15 (34.0)
Female 113 (61.08) 31 (91.18) 10(47.6) 11 (52.3) 9 (45.0) 1(12.5) 22 (59.4) 29 (65.9)

Marital status
Single 90 (48.65) 20 (58.8) 6 (28.6) 5(23.8) 7 (35) 4 (50) 7(18.9) 22 (50)
Married 95 (51.35) 14 (41.2) 15(71.4) 16 (76.2) 13 (65) 4 (50) 30 (81.1) 22 (50)

Age range (years)

20-39,143 (77.3)  25(735)  20(95.2)  19(90.5) 18 (90) 7 (87.5) 20 (54.1) 34 (77.3)
40-59,40 (21.62) 9 (26.5) 1(4.8) 2(9.5) 2(9.5) 1(12.5) 15 (40.5) 10 (22.7)
> 60, 2 (1.08) 0 (0) 0(0) 0 (0) 0 (0) 0 (0) 2 (5.4) 0 (0)

Years of service

<10, 120 (65) 22(648)  17(81) 18 (85.7) 17 (85) 5 (62.5) 18 (48.6) 23 (52.3)
10-20, 35 (18.8) 6 (17.6) 2 (9.5) 2(9.5) 0 (0) 2 (25) 6 (16.2) 17 (38.6)
> 20, 30 (16.2) 6 (17.6) 2 (9.5) 1(4.8) 3(15) 1(12.5) 13 (35.2) 4(9.1)

Table 2. Mean (SD) interprofessional collaboration parameter scores by profession

Profession Role Clarity  Personal Differences Trust& Confidence Collective Leadership Overcoming Adversity
Administrator 361(0.97)  3.44(1.19) 3.64 (1.13) 3.74 (1.08) 3.89 (1.20)
Doctor 4.40 (0.66)  4.45(0.73) 4.45 (0.72) 4.37 (0.73) 4.25 (0.89)
Lab Scientist 3.91(0.85)  3.91(0.99) 3.92 (1.02) 3.78 (0.94) 3.90 (1.10)
Nurse 433(0.66)  4.35(0.81) 4.34(0.74) 3.99 (0.84) 4.07 (1.00)
Others 3.12(1.16)  3.16(1.29) 3.08 (1.28) 3.13 (1.25) 3.33(1.32)
Pharmacist 4.07(0.78)  4.07 (0.93) 4.22 (0.82) 3.93(0.87) 4.05 (0.96)
Physiotherapist ~ 3.79 (0.86)  3.92 (0.99) 4.01 (0.91) 3.81(0.93) 3.96 (0.97)
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Table 3. Mean (SD) role clarity scores by rater profession and target profession

Rater/Target Profession  Doctor Nurse Pharmacy Physio Lab Sci Admin Others
Doctor - 437(0.63) 3.98(1.28)  3.91(1.04)  4.11(0.82) 3.52 (1.17) 3.35 (0.63)
Nurse 453(0.46) - 4.25 (1.04) 4.02(0.62)  4.16 (0.69) 3.66 (0.96) 3.22 (0.47)
Pharmacist 457 (0.45) 4.43(0.89) - 3.87 (0.54)  3.92(1.30) 3.56 (1.02) 3.30 (0.53)
Physiotherapist 450 (0.40) 4.47(0.73) 4.27 (1.16) - 4.08 (0.73) 3.75 (0.83) 2.97 (0.50)
Lab Scientist 3.83(1.02) 4.00(1.30) 3.92(1.53) 3.21(087) - 4.08 (0.94) 2.92 (0.64)
Administrator 417 (0.87) 3.95(0.76) 3.82(1.08)  3.57(0.69)  3.68(0.76) - 2.91 (0.78)
Others 439 (0.61) 4.27(0.94) 3.82(1.23)  355(0.77)  3.78 (0.94) 3.32 (1.03) -

Table 4. Mean (SD) personal differences scores by rater profession and target profession

Rater/Target Profession  Doctor Nurse Pharmacy  Physio Lab Sci Admin Others
Doctor - 420(0.67)  3.80(0.89)  3.90 (0.76) 4.00(0.91)  3.50(1.02) 3.30 (0.82)
Nurse 450(0.51) - 420 (0.81)  4.10 (0.69) 420 (0.74)  3.20(0.93) 3.20 (0.71)
Pharmacist 4.90(0.45) 4.50(0.66) - 4.20 (0.57) 3.90 (0.84)  3.30(0.76) 3.00 (0.64)
Physiotherapist 460 (0.47) 4.70(0.50)  4.40(0.62) - 4.20(0.78)  3.90 (0.87) 3.40 (0.73)
Lab Scientist 430(0.69) 3.90(0.82)  3.50(0.91)  3.30(0.88) - 3.50 (0.89) 2.90 (0.70)
Administrator 4.10(0.88) 4.00(0.73)  3.70(0.94)  3.60 (0.80) 3.60(0.83) - 3.10 (0.75)
Others 450(0.52) 4.30(0.68)  4.00(0.82)  3.70 (0.77) 3.80 (0.85)  3.20(0.91) -

Table 5. Mean (SD) trust and confidence scores by rater profession and target profession

Rater/Target Profession ~ Doctor Nurse Pharmacy Physio Lab Sci Admin Others
Doctor - 4.20(0.75)  4.10 (0.88) 400(0.82)  3.90(0.91) 3.60(0.96)  3.20 (0.83)
Nurse 450(0.58) - 4.40 (0.81) 430(0.79)  4.40(0.84) 3.50(0.93) 3.00(0.72)
Pharmacist 460 (0.47) 430(0.73) - 3.90(0.82)  4.10(0.79) 3.50(0.91)  3.20(0.80)
Physiotherapist 420(0.62) 4.30(0.65)  4.30 (0.74) - 4.10(0.77) 3.80(0.87)  3.10(0.78)
Lab Scientist 4.20(0.66) 3.80(0.71)  3.80(0.78) 3.60(0.79) - 3.80(0.81)  3.00 (0.76)
Administrator 430(0.70)  4.10(0.72)  4.10 (0.79) 4.00(0.81)  370(0.85) - 3.00 (0.80)
Others 450(0.54)  4.40(0.66)  4.00 (0.78) 3.70(0.75)  3.60(0.82) 3.50(0.88) -
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Table 6. Mean (SD) collective leadership scores by rater profession and target profession

Rater/Target Profession  Doctor Nurse Pharmacy Physio Lab Sci Admin Others
Doctor - 350(0.82) 3.40(0.88) 3.30(0.85)  3.20(0.81)  3.30(0.87)  3.00 (0.80)
Nurse 440 (0.66) - 420(0.74)  4.10(0.72)  4.00(0.78)  3.50(0.89)  3.00 (0.76)
Pharmacist 450 (0.54)  4.00(0.69) - 3.80(0.77)  3.90(0.80)  3.80(0.84)  3.00 (0.78)
Physiotherapist 4.20(0.60)  4.10(0.67) 4.10(0.72) - 4.10(0.76)  4.00(0.83)  3.20(0.79)
Lab Scientist 490(0.50)  4.30(0.65) 3.80(0.73)  3.80(0.74) - 3.60 (0.82)  3.40(0.77)
Administrator 420(0.63) 3.80(0.69) 3.80(0.74) 3.70(0.73)  3.70(0.78) - 3.40 (0.75)
Others 440(057) 3.90(0.66) 3.70(0.73) 3.60(0.72)  3.60(0.77) 3.60(0.81) -

Table 7. Mean (SD) overcoming adversity scores by rater profession and target profession
Rater/Target Profession Doctor Nurse Pharmacy Physio Lab Sci Admin Others
Doctor - 4.00(0.83) 3.90(0.88) 4.00(0.82) 3.80(0.87)  3.70(0.89)  3.30(0.80)
Nurse 460 (052 - 4.40(0.74)  4.40 (0.71)  4.40(0.76)  4.10(0.81)  3.30 (0.77)
Pharmacist 440 (0.57) 4.30(0.68) - 3.80(0.74) 3.80(0.79)  3.70(0.80)  2.90 (0.71)
Physiotherapist 410(0.63) 4.10(0.67) 4.20(0.72) - 4.00(0.75)  3.90(0.78)  3.60 (0.74)
Lab Scientist 410(0.66) 3.60(0.71)  3.80(0.77) 3.50(0.73) - 3.70(0.76)  3.00 (0.72)
Administrator 3.90(0.70) 3.70(0.74)  3.60(0.78)  3.60(0.75)  3.50(0.79) - 3.30 (0.74)
Others 4.40(0.54) 4.00(0.67)  4.00(0.71) 3.90(0.70) 3.80(0.74)  3.80(0.77) -

Table 8. One-way ANOVA results for interprofessional
collaboration parameters

Parameter F (df =6, 1,288) p-value
Role Clarity 47.64 <.001
Personal Differences 38.88 <.001
Trust & Confidence 44.47 <.001
Collective Leadership 27.59 <.001
Overcoming Adversity 13.37 <.001

Table 6 highlights how professions evaluated each other in
terms of collaborative leadership. Doctors and nurses were
rated highest, while administrators and “others” were rated
lowest. Interestingly, laboratory scientists gave very high
ratings to doctors on this parameter.

Table 7 demonstrates how teams perceived one another’s
ability to collaborate under adversity. Doctors and nurses
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scored highest, particularly in evaluations from peers, while
administrators and “others” had the lowest ratings.

3.2 Overall interprofessional collaboration scores

One-way ANOVA analysis demonstrated that perceptions of
IPC differed significantly across the professional groups for
all five dimensions assessed (p < .001 for all parameters) (see
Table 8). This confirms that the collaborative environment is
not uniformly perceived by healthcare workers. Consistently,
Doctors and Nurses reported the highest mean scores, indicat-
ing the strongest overall positive perception of collaboration.
Conversely, the “Others” category consistently reported the
lowest mean scores across all five parameters, suggesting the
poorest perceived collaboration, followed closely by Admin-
istrators.

Table 8 reports the results of ANOVA analyses comparing
IPC domain scores across professions. Significant differ-
ences were found in all domains (p < .001), indicating that
perceptions of IPC varied significantly by professional group.
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Table 9. Post-hoc Games—Howell comparisons of mean scores by target profession

Parameter Highest Rated Professions Lowest Rated Professions p-value

Role Clarity Doctors & Nurses > Pharmacists & Lab scientists Others & Administrators > Physiotherapist <.05

Personal Differences Doctor > Nurse > Pharmacists, Physiotherapists & Lab Others & Administrators <.05
scientist

Trust & Confidence Doctors > Nurses & Pharmacists > Physiotherapists & Others & Administrators <.05
Lab scientists

Collective Leadership Doctor > Nurses > Lab scientists & Pharmacists Others > Administrators & Physiotherapists <.05

Overcoming Adversity ~ Doctor > Nurse > Pharmacists & Physiotherapists Others & Administrators > Lab scientists <.05

3.3 Inter-professional perception (pater vs. target anal-
ysis)

Post-hoc analysis using the Games—Howell test provided

critical insight into the perceived collaborative competence

of specific target professions by their colleagues (see Table

9).

3.4 Role clarity

In the dimension of role clarity, Doctors and Nurses were
rated significantly higher than Pharmacists and Lab Scientists
(p < .05). This indicates a high consensus across the hospital
staff regarding the clear and understood responsibilities of
physicians and nurses. For instance, Nurses rated Doctors’
role clarity very highly (M = 4.53, SD = 0.46). However,
professionals in the “Others” and Administrator groups were
consistently rated as having the lowest role clarity, with some
inter-professional ratings dipping below M = 3.00 (e.g., the
“Others” group rating Administrators’ role clarity at M =
2.91, SD = 0.78), suggesting substantial ambiguity in their
respective roles.

3.5 Personal differences

Perceptions regarding the ease of managing Personal Differ-
ences showed a clear hierarchy, with Doctors rated signifi-
cantly higher than Nurses, who in turn were rated higher than
Pharmacists, Physiotherapists, and Lab Scientists (p < .05).
The Pharmacist group demonstrated a particularly strong
positive perception of Doctors on this measure, assigning
the highest recorded mean score in the entire study (M =
4.90, SD = 0.45). Conversely, the Others and Administrator
groups were consistently rated lowest by their peers, suggest-
ing greater perceived friction or difficulty in working with
these categories.

3.6 Trust and confidence

The level of Trust and Confidence reflected a similar positive
bias towards the clinical professions. Doctors were rated
higher than Nurses and Pharmacists, who were rated higher
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than Physiotherapists and Lab Scientists (p < .05). The Lab
Scientists, for example, rated Doctors quite high (M = 4.20,
SD = 0.66) but rated the “Others” group low on trust (M =
3.00, SD = 0.76). The “Others” and Administrator categories
again formed the lowest tier of perceived trust and confidence
among their colleagues.

3.7 Collective leadership

Perceptions of Collective Leadership were significantly
higher for Doctors compared to Nurses, who were rated
higher than Lab Scientists and Pharmacists (p < .05). This
suggests that physicians are most often perceived as exhibit-
ing shared responsibility and leadership in team settings.
This perception was reinforced by Lab Scientists, who rated
Doctors’ collective leadership at an extremely high mean of
M =4.90, SD =0.50. The “Others,” Administrator, and Phys-
iotherapist groups were rated lowest in their contributions to
collective leadership.

3.8 Overcoming adversity

Finally, the ability to successfully Overcome Adversity fol-
lowed the established pattern, with Doctors rated signifi-
cantly higher than Nurses, who were in turn rated higher
than Pharmacists and Physiotherapists (p < .05). The “Oth-
ers” and Administrator groups were consistently rated lowest
in their perceived ability to overcome challenges as a team,
with Lab Scientists also featuring in the lowest tier of this
comparison. Nurses showed a particularly high rating of
Doctors’ ability to overcome adversity

Table 9 provides pairwise comparisons of mean scores. Doc-
tors and nurses consistently received the highest ratings
across domains, while administrators and “others” were rated
lowest. Pharmacists performed moderately well, while phys-
iotherapists and laboratory scientists often occupied interme-
diate positions.
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Figure 1. Heatmap of role clarity scores of the target
professionals
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Figure 2. Heatmap of personal difference scores of the
target professionals
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Figure 3. Heatmap of trust and confidence scores of the
target professionals

strongest role clarity across ratings, while administrators and
“others” demonstrate weaker clarity.

Figure 2 illustrates comparative ratings of how professions
managed personal differences. Doctors and nurses are again
perceived more positively, while administrators and “others”
are less well regarded.

Figure 3 displays interprofessional perceptions of trust and
confidence. The strongest trust is observed among doctors,
nurses, and pharmacists, while administrators and “others”
remain at the lower end of the scale.

Figure 4 depicts collective leadership ratings. Doctors
and nurses are consistently rated highly across professional
groups, whereas administrators and “others” receive compar-

atively low scores.

Figure 5 shows ratings of how teams perform under adversity.
Doctors and nurses are consistently perceived as resilient col-
laborators, while administrators and “others” are rated lowest
across groups.
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4. DISCUSSION

The present study examined IPC among healthcare workers
at the Federal Medical Centre, Owo, Nigeria, focusing on
role clarity, ability to overcome personal differences, trust
and confidence, collective leadership, and capacity to over-
come adversity. The findings highlight both the strengths and
weaknesses of interprofessional practices within a tertiary
hospital setting and provide insights into the dynamics of
collaboration between different cadres of healthcare workers
in Nigeria.

One of the striking demographic features of the study pop-
ulation was its youthfulness as seen in Table 1. More than
three-quarters of respondents were between 20 and 39 years
of age, with only a small minority above 60 years. This
reflects the general demographic distribution of Nigeria’s
workforce and the mandatory retirement age of 60 years for
civil servants. It also speaks to the problem of retention
within the Nigerian health sector, where high rates of emigra-
tion, the so-called “Japa syndrome” have left hospitals with
younger, less experienced staff. A similar trend was noted by
Ogbimi and Adebamowo in their study of Nigerian teaching
hospitals, where they highlighted how instability in the health
workforce weakened continuity of care and collaboration.!'3!
Younger workers may bring energy and innovation, but their
relative lack of experience and specialization, as seen in our
finding that only 15% of respondents were specialists, can
limit the maturity of collaborative practice.

Gender distribution followed expected patterns. Females
constituted 61% of respondents, with nursing being over-
whelmingly female and laboratory science heavily male-
dominated. These findings echo global trends, where nursing
remains a female-dominated profession, while laboratory
and biomedical sciences attract more men. Masibo and col-
leagues in Tanzania have similarly highlighted the strong
gendered identities within health professions, which in turn
shape professional relationships and collaboration.?”! While
other groups such as doctors, pharmacists, and physiothera-
pists showed more gender balance, the persistence of gender
stereotypes within nursing and laboratory sciences may rein-
force hierarchical dynamics, with potential implications for
interprofessional trust and respect.

The findings across the five IPC domains reinforce the en-
trenched hierarchy within Nigerian healthcare. Doctors rated
themselves highly across all parameters and were similarly
rated highly by most other groups as seen in Table 2. Nurses
and pharmacists also rated themselves positively, although
with slightly lower scores for collective leadership, while
physiotherapists, laboratory scientists, administrators, and an-
cillary staff consistently scored themselves, and were scored
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by others lower, across all domains.

These results mirror the classic description by Stein of the
“doctor—nurse game,” in which physicians occupy a dominant
position in clinical decision-making, with other profession-
als adapting around them.*! Although the dynamics have
evolved, the centrality of doctors as leaders in Nigerian hos-
pitals remains evident in the consistently high ratings they
received in this study.

Nurses and pharmacists occupied a middle ground. They
rated themselves highly in most domains and were positively
evaluated by doctors, physiotherapists, and sometimes ad-
ministrators. This may be due to their central roles in patient
care and frequent collaboration with physicians. Gregory
and Austin, in their Canadian study, found that pharmacists
have gained increasing recognition as trusted collaborators
in recent years, particularly in areas of medication safety
and optimization.?”! Our findings suggest a similar trend,
with pharmacists receiving high trust and confidence scores,
though their relatively lower collective leadership scores
point to the persistence of hierarchical constraints.

Physiotherapists and laboratory scientists, however, were
less favorably evaluated. Their contributions, though es-
sential, are often indirect and occur outside the immediate
patient care setting, which may explain their lower visibil-
ity in interprofessional assessments. Masibo and colleagues
have reported similar struggles for visibility among phys-
iotherapists in East Africa, where their expertise is vital in
rehabilitation but often undervalued within multidisciplinary
teams./?’! Laboratory scientists may face even greater chal-
lenges, as their patient interactions are minimal, and their
roles are often confined to diagnostic support. This limited
visibility may contribute to their lower ratings in role clarity,
leadership, and trust.

Administrators and other ancillary staff, grouped as “oth-
ers,” were consistently rated lowest across all domains. This
finding underscores a critical gap in how healthcare workers
perceive the contributions of non-clinical staff to IPC. Yet,
these groups are indispensable for the smooth functioning
of hospitals. A system that undervalues their roles risks un-
dermining the broader collaborative ethos that IPC demands.
Elsous et al., in their study of nurse—physician collaboration
in Gaza, highlighted that exclusion of ancillary staff from
team processes weakens communication, coordination, and
ultimately patient outcomes.!*®! A similar issue is evident in
the Nigerian context, where administrators and support staff
may be sidelined from interprofessional dialogue.

The analysis of role clarity showed doctors and nurses enjoy-
ing the highest ratings, consistent with their clearly defined
roles in patient care as seen in Table 3. This resonates with
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the findings of Unegbu and colleagues, who emphasized that
role clarity enhances job satisfaction and organizational effi-
ciency.?! The ability to overcome personal differences was
also strongest among doctors, while administrators and ancil-
lary staff were rated lowest. This suggests that clinical staff
are better equipped or at least perceived to be better equipped
to manage interpersonal conflicts compared to administra-
tive staff. Trust and confidence followed a similar pattern,
with doctors, nurses, and pharmacists enjoying the highest
ratings, underscoring the centrality of clinical professionals
in shaping team trust.

Collective leadership emerged as the weakest domain across
professions, with only doctors consistently rated highly as
seen in Table 6. This reflects the persistence of hierarchi-
cal models of leadership in Nigeria, where decision-making
authority is concentrated among physicians.

Bosch and Mansell have argued that genuine collective lead-
ership requires dismantling these traditional hierarchies and
distributing leadership across professions.!*’! The challenge
is particularly acute in Nigeria, where entrenched profes-
sional rivalries, union activism, and remuneration disparities
reinforce existing hierarchies.

In the domain of overcoming adversity, doctors and nurses
again received the highest ratings, reflecting their central
roles in crisis management and direct patient care. Baggs and
colleagues demonstrated in their American study that strong
nurse—physician collaboration during critical care situations
significantly improved patient outcomes,*?! a finding echoed
here. However, the low ratings given to administrators and
ancillary staff suggest that resilience under pressure is not
perceived as a collective responsibility but is concentrated
within clinical cadres.

Taken together, these findings illustrate a collaboration land-
scape characterized by strong doctor—nurse—pharmacist al-
liances, weaker integration of physiotherapists and laboratory
scientists, and near exclusion of administrators and ancillary
staff. This pattern reflects not only professional hierarchies
but also systemic weaknesses in fostering inclusive collab-
oration. The Nigerian health system’s challenges including
migration, workforce shortages, and poor investment in IPE
exacerbate these dynamics. Ogbimi and Adebamowo ob-
served that weak collaboration between doctors and nurses
in Nigerian hospitals was not merely a professional problem
but a systemic one, rooted in organizational structures and
policy environments.[?*!

Comparisons with other studies highlight both parallels and
divergences. Kim’s original work on the doctor—nurse game
continues to resonate in the Nigerian context, although re-
cent studies such as Hojat et al. in the United States show
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evolving attitudes, with younger professionals increasingly
open to shared decision-making.®! Gregory and Austin’s
work demonstrates that pharmacists can become central col-
laborators when systems intentionally integrate them, sug-
gesting a path forward for Nigeria. Masibo’s East African
findings and Elsous’s Palestinian findings both confirm that
undervaluing certain professions leads to marginalization
and weakens collaboration, patterns mirrored in this study.
Finally, Baggs et al. stated that effective collaboration, par-
ticularly between doctors and nurses, is not merely a matter
of professional harmony but directly tied to patient safety
and outcomes.[?%27:32,36]

The implications of this study are clear. First, there is an
urgent need to clarify roles and responsibilities across all
professional groups to strengthen collaboration. Second, IPE
should be institutionalized at undergraduate and postgradu-
ate levels to foster mutual understanding and respect among
healthcare professionals. Third, collective leadership models
must be actively promoted, with opportunities for nurses,
pharmacists, physiotherapists, and even administrators to
take leadership roles in patient care teams. Fourth, delib-
erate strategies are needed to build trust across professions,
including joint ward rounds, interdisciplinary meetings, and
cross-training opportunities. Finally, policies to stem the
tide of migration and improve workforce retention are essen-
tial, as a stable and experienced workforce is more likely to
engage in meaningful collaboration.

5. CONCLUSION

This study revealed that although doctors, nurses, and phar-
macists demonstrated relatively strong levels of IPC, other
professional groups, including physiotherapists, medical lab-
oratory scientists, administrators, and ancillary staff, were
less integrated into collaborative decision-making processes
at Federal Medical Centre, Owo, Nigeria. The findings high-
light the continued influence of professional hierarchies, lim-
ited communication across disciplines, and unequal recog-
nition of roles within the healthcare system. These barriers
hinder the realization of effective team-based care and com-
promise service delivery quality.

To enhance collaboration, there is an urgent need for struc-
tural reforms that promote shared leadership and inclusive
teamwork, as well as educational strategies such as IPE em-
bedded in training curricula to foster mutual respect and
understanding. Additionally, organizational culture change
must prioritize transparency, trust-building, and equitable
participation among all cadres of healthcare workers.

Since institutional culture can strongly shape interprofes-
sional relationships, it would be inappropriate to assume that
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these findings fully represent other hospitals in Nigeria or
beyond.

Future studies involving multi-center participation and larger,
more balanced samples are recommended to strengthen the
external validity of the results and provide a broader under-
standing of IPC patterns across healthcare institutions.

In summary, strengthening IPC is not merely desirable; it is
critical to improving healthcare outcomes, patient safety, and
institutional efficiency. As evidenced in this study, achieving
sustainable, patient-centered care in Nigeria and globally
depends on dismantling professional silos and nurturing a
collaborative culture within the healthcare workforce.

Limitations of the study

Despite its robust design and adherence to ethical standards,
this study faced several limitations. First, as a single-center
cross-sectional study, findings from Federal Medical Cen-
tre, Owo may not be fully generalizable to other health-
care institutions in Nigeria, especially private or primary
healthcare settings with different organizational cultures and
structures.!?! So, stratified random sampling technique was
carefully selected to ensure that our study truly represent the
opinion of the staff of FMC, Owo. Second, self-reported data
obtained through questionnaires are prone to social desirabil-
ity and recall bias, as participants may provide responses they
consider professionally acceptable rather than reflecting their
true attitudes.''>! To reduce this recall bias, a semi-structured
interviews and the use of structured questionnaire (data tri-
angulation) were conducted with selected participants in the
study. Moreover, data were collected anonymously. Addi-
tionally, the unequal representation of professional groups,
particularly laboratory scientists and physiotherapists, may
have limited the ability to detect profession-specific varia-
tions in collaboration. Finally, the cross-sectional design
restricts causal inference, preventing assessment of temporal
or intervention-related changes in IPC.['" This unequal rep-
resentation of certain professions and study design type will
form the basis for a multicentre study.
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