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ABSTRACT 

The purpose of this study was to identify factors that 
enhance and hinder interdisciplinary collaborative 
practice (ICP) among doctors and nurses at the Nnamdi 
Azikiwe teaching hospital, Nnewi, southeast Nigeria. 
The study was a cross-sectional descriptive survey 
and the quantitative method of data collection was 
employed. The population was all doctors irrespec- 
tive of area of specialty and all nurses employed and 
working in the hospital as at the time of study. Pro- 
portionate stratified and convenience sampling meth- 
ods were used to select study participants according 
to their categories. Using validated structured ques- 
tionnaire, data were collected from 110 doctors and 
95 nurses in the teaching hospital on their perception 
on ICP and factors that enhance/hinder ICP. Data 
were analyzed using both descriptive and inferential 
statistics. Specifically, frequencies, percentages, stan- 
dard deviation and graphic presentation were used 
for descriptive analysis of scores while the unpaired t 
test of mean score using Graph Pad Prism, Version 
5.30 was used to determine the influence of profession, 
gender, and years of experience on perception of ICP 
at 0.05 level of significance. The study found that both 
doctors and nurses have positive perception on ICP. 
Their years of experience have significant influence 
on their perception. Clear individual roles and good 
working relationships enhance ICP while giving pri- 
ority to professional status rather than expertise was 
seen as a prominent hindrance to ICP. The study rec- 
ommends collaborative continuing education for doc- 
tors and nurses to enhance ICP in patient care. In 
addition, the inclusion of interdisciplinary collabora- 
tive practice programmme into the curriculum of 
medical and nursing students (where it does not exist)  

would go a long way to strengthen ICP and decrease 
hindrances when they graduate. 
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1. INTRODUCTION 

Clients who come to healthcare institutions have multi- 
dimensional problems. A client’s problem in one dimen- 
sion affects the other. No single discipline can cope with 
the multiplicity of needs of patients which varies-medical, 
nursing, rehabilitative, social, among others [1]. A com- 
bination of skills and knowledge of several health profes- 
sionals are needed to maximize efficiency of the health 
care system [2,3]. In addition, consumers of healthcare 
now demand quality, comprehensive care due to increas- 
ing cost of healthcare services. Such comprehensive care 
can only be possible when healthcare providers collabo- 
rate to integrate the care given to clients. 

Interdisciplinary Collaborative Practice (ICP) is the 
process by which different professional groups work to- 
gether to positively impact healthcare. It involves a ne- 
gotiated agreement between professionals which values 
the expertise and contributions that various healthcare 
professionals bring to patient care. It also involves issues 
that arise due to different professionals working together, 
such as problematic power dynamics and poor commu-
nication conflicts due to varied approaches to patient 
care [4-7]. 

Available literatures show variations on healthcare pro- 
fessionals’ view on collaborative practice. In a cross- 
sectional study of how Israeli complimentary practitio- 
ners and physicians communicate, it was observed that 
69% of the physicians and 77% of Complementary and 
Alternative Medicine (CAM) practitioners shared a posi- *Corresponding author. 
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tive view about collaboration [8]. However, the CAM 
practitioners were more interested than the physicians in 
collaborative scientific research −27% and 2%, respec- 
tively. In the same study, 424 (82%) of 517 primary care 
physicians had formal relationships with other physicians 
but not with Chiropractors (CAM Practitioners). Find- 
ings of the study suggest physicians’ preference for in- 
tra-disciplinary rather than inter-disciplinary collabora- 
tion. The researchers concluded that such findings will 
not be seen as truly supportive of collaborative practice 
because collaborative practice requires distribution of po- 
wer-sharing with more competent personnel leading the 
team at a particular time depending on required expertise 
and patient’s disease condition. 

In a similar study on doctor-nurse collaboration using 
277 doctors and 372 nurses in USA and Mexico [9], the 
USA based doctors and nurses expressed more positive 
perception towards collaboration than their counterparts 
in Mexico. In the same study, the female subjects expres- 
sed more positive attitude than their male counterparts. 
The researchers suggested that collaborative education 
be introduced for medical and nursing students to pro- 
mote higher positive attitude towards complementary 
role functions. However, it has been suggested that length 
of experience in clinical practice enhances collaborative 
practice [10]; though the study was not specific on nurse/ 
doctor collaboration. The question is will years of ex- 
perience of these doctors and nurses influence their ICP? 

Doctors and nurses are the healthcare professionals 
that work closely together with clients/patients in health- 
care institutions and therefore need to collaborate with 
one another for effective and efficient client care that 
will yield expected outcome at the shortest possible time, 
and at reduced cost. The success of these groups of pro- 
fessionals lies in their ability to work and interact to- 
gether as a team. However, according to the work of [11, 
12] a historical tension exists between doctors and nurses 
which has an adverse effect on client care. In another 
study on the perception of ICP among a team of health- 
care professionals in Sweden [6] the respondents were of 
the opinion that ICP has a negative impact on patient 
care and thus problematic. Studies in USA and Canada 
have documented the impact of communication problems 
on work processes and patient safety in surgery [13-15]. 

In Nigeria, the researchers observed that patients and/ 
or their caregivers occasionally are the nurses’ source of 
information on doctors’ plan of patient care. Similarly, 
nurses sometimes fail to communicate client problems 
identified during assessment to the doctors. One, there- 
fore, wonders if the doctors and nurses perceive ICP as 
an important tool in their patient care. What factors in the 
doctors and nurses enhance and hinder their use of ICP 
in their clinical practice? Specifically the research ques- 
tions for this study are: 

1) How do doctors and nurses in this teaching hospital, 
perceive ICP? 

2) What is the association between gender of doctors 
and nurses and their perception of ICP? 

3) What is the association between years of experience 
of doctors and nurses and their perception of ICP? 

4) What are the factors that may enhance ICP as per- 
ceived by doctors and nurses? 

5) What are the factors that may hinder ICP as per- 
ceived by doctors and nurses? 

2. METHOD 

A cross-sectional descriptive survey was carried out at 
the Nnamdi Azikiwe University teaching hospital, Nnewi 
south east of Nigeria. 

2.1. Population of Study 

The population of study was made up of all medical 
doctors, irrespective of area of specialty, and all nurses 
employed by the hospital. According to records provided 
by the personnel department of the hospital, there were 
300 medical doctors and 278 nurses making a total popu- 
lation of 578. 

2.2. Sample 

A sample size of 236 subjects determined using Yaro 
Yamane’s formula for estimating sample size in a finite 
population [16] was used. This is about 40.8% of the 
population. A proportionate stratified sampling technique 
(proportionate representation of the population) was ap- 
plied and 122 doctors and 114 nurses were drawn into 
the study. Furthermore, the subjects were classified by 
gender and cadre to capture all categories of doctors and 
nurses; thus 56 male, 32 female doctors with <6 years of 
working experience; 23 male, 11 female doctors >6 years; 
4 male, 37 female nurses with <6 years and 8 male, 65 
female nurses >6 years were used. Convenience sam- 
pling was used to collect data from the doctors and 
nurses based on the various categories until the desired 
number in each segment was reached. 

2.3. Data Collection 

A 23-item developed ICP questionnaire was used for data 
collection. Ten of the items were designed to collect data 
on subjects’ perception on ICP; seven items elicited in- 
formation on enhancers while six items allowed subjects 
to report hindrances to their use of inter-disciplinary col- 
laboration. These items were presented in a 4-point rat- 
ing scale of strongly agree (SA), agree (A), disagree (D) 
and strongly disagree (SD). The responses were weighted 
accordingly: SA = 4, A = 3, D = 2, and SD = 1 for items 
with positive statements, while for negative statement 
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items, SD = 4, D = 3, A = 2 and SA = 1. Also, personal 
data on profession, gender and years of working experi- 
ence were sought. To establish its validity, a professor in 
the Department of Measurement and Evaluation in the 
University of Nigeria, Nsukka, was requested to com- 
ment on the adequacy of the items for answering the re- 
search questions. After due modifications, the instrument 
was pilot-tested by administering twenty copies of it to 
ten doctors and ten nurses in the University of Nigeria 
Teaching Hospital (UNTH), Ituku-Ozalla. Responses were 
subjected to split-half test using Pearson’s Product Mo- 
ment Correlation Coefficient (r). With r = 0.89, the in- 
strument was considered reliable. Copies of the ques- 
tionnaire were subsequently administered by researchers’ 
personal contacts with the doctors and nurses in the con- 
sulting rooms and on the wards after explanation of re- 
search purpose. Subjects were approached and requested 
to fill in their responses as carefully and objectively as 
possible at their convenient times. Retrieval was also by 
personal contact. Out of the 236 copies distributed, 205 
were retrieved giving a return rate of 87%. Administra- 
tion and retrieval of the instrument lasted for one month. 

2.4. Ethical Consideration 

Ethical clearance was obtained from the hospital’s ethi- 
cal committee and informed consent was obtained from 
all the respondents who were given the option of not par- 
ticipating if they so wished. 

2.5. Data Analysis 

Data generated were analyzed using both descriptive and 
inferential statistics. Specifically, frequencies, percentages, 
means and standard deviation were used for descriptive 
analysis of scores while unpaired t test of mean score 
with Graph Pad Prism, Version 5.30 was used to deter- 
mine the association of profession, gender, and years of 
experience and their perception of ICP at 0.05 level of 
significance. 

3. RESULTS 

Out of the 205 respondents, 110 (54%) were medical 
doctors while 95 (46%) were nurses (Table 1). There 
were 70 (64%) male doctors and 40 (36%) female doc- 

tors. The female nurses were 88 (93%) while the male 
nurses were only 7 (7%). Out of the 110 doctors, 85 
(77%) have their practice experience below 6 years while 
25 (23%) have practice experience above 6 years. Out of 
the 95 nurses 60 (63%) have practice experience above 6 
years while 32 (37%) have practice experience below 6 
years. 

Both doctors and nurses perceived ICP as a team ap- 
proach towards needs assessment (mean: doctors = 40.7, 
nurses = 34.6); both identifying patient’s needs together 
(mean: doctors = 40.0, nurses = 34.9); not considering 
status during entire care process (mean: doctors = 38.5, 
nurses = 35.0); either party influencing the other’s deci- 
sions for goal achievement (mean: doctors = 30.5, nurses 
= 27.7) and that skills of both are needed to plan appro- 
priate care (mean: doctors = 29.8, nurses = 28.9) (Table 
2). Importantly, both rejected the statement that collabo- 
ration does not necessarily mean doctors and nurses 
agreeing on patient’s needs before planning care (mean: 
doctors = 22.0, nurses = 13.2); both agreeing on patient 
priority care selection (mean: doctors = 25.7, nurses = 
13.6) and that disagreement on actions taken by either 
party does not require joint discussion of both parties 
(mean: doctors = 25.0, nurses = 16.8). However, while 
the nurses agreed that collaboration involves both jointly 
agreeing on who leads the team considering patient care 
needs (mean = 29.7) and clear communication of actions 
by all collaborators (mean = 24.3), the doctors disagreed 
on these (mean = 27.2 and 25.4), respectively. Unpaired t 
test of the mean scores at α = 0.05 showed no significant 
difference (t = 1.328; df = 18; p = 0.2009). 

Association of gender of doctors and nurses on per- 
ception of ICP was related (Table 3). With confidence 
interval of −28.21 to 8.615, unpaired t test of the mean 
scores at 0.05 level of significance showed no significant 
difference in their perception (p value = 0.2782, df = 18, 
t = 1.118). Except for both jointly agreeing on who leads 
the team considering patient care needs (mean = 10.9) 
and clear communication of actions by all collaborators 
(mean = 17.3) for the males, mean score for all variables 
were above the average score of 19. All females scored 
means above the 32.25 average score for females. 

As shown in Table 4, years of experience of doctors 
and nurses were significantly associated with their per- 

 
Table 1. Socio-demographic data of the respondents. 

 DOCTORS NURSES 

 MALE FEMALE MALE FEMALE 

 N % N % N % N % 

 70 34.15 40 19.51 7 3.41 88 42.93 

YEARS OF EXPERIENCE         

<6 years 54 26.34 31 15.12 2 0.98 30 14.63 

>6 years 16 7.8 9 4.39 5 2.44 58 28.29 
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Table 2. Unpaired t test of mean scores on ICP by profession. 

  
DOCTORS  

(n = 110, x = 27.5) 
NURSES  

(n = 95, x = 23.75) 

SN x x 

1 Team approach by doctors and nurses in needs assessment 40.7 34.6 

2 Both together identify patient’s needs 40.0 34.9 

3 Doctors and nurses not necessarily agreeing on patient’s needs before planning care 22.0 13.2 

4 Skills of both are needed to plan appropriate care 29.8 28.9 

5 Both not necessarily agreeing on patient priority care selection 25.7 13.6 

6 Both jointly agree on who leads the team considering care needs 27.2 29.7 

7 Clear communication of actions by all collaborators 25.4 24.3 

8 Status not considered during entire care process 38.5 35.0 

9 Either party can influence the other’s decisions for goal achievement 30.5 27.7 

10 Disagreement on actions taken by either party does not require joint discussion of both parties 25.0 16.8 

Unpaired t test 
p value 

t 
df 

95% CI 
Are means sig. diff? (p < 0.05) 

 
0.2009 
1.328 

18 
−2.686 to 11.91 

No 

 
Table 3. Unpaired t test of mean scores on ICP by gender. 

  
MALE 

(n = 76, x = 19) 
FEMALE 

(n = 129, x = 32.25)

SN x x 

1 Team approach by doctors and nurses in needs assessment 27.6 47.7 

2 Both together identify patient’s needs 27.5 47.4 

3 Doctors and nurses not necessarily agreeing on patient’s needs before planning care 24.7 47.1 

4 Skills of both are needed in to plan appropriate care 20.8 37.9 

5 Both not necessarily agreeing on patient priority care selection 24.4 44.1 

6 Both jointly agree on who leads the team considering patient care needs 10.9 38.0 

7 Clear communication of actions by all collaborators 17.3 32.4 

8 Status not considered during entire care process 27.2 46.3 

9 Either party can influence the other’s decisions for goal achievement 20.6 37.6 

10 Disagreement on actions taken by either party does not require joint discussion of both parties 22.8 41.4 

Unpaired t test 
p value 

t 
df 

95% CI 
Are means sig. diff? (p < 0.05) 

 
<0.0001 

8.280 
18 

−24.59 to −14.63 
Yes 

 
ception of ICP. At alpha level of 0.05 and df 18, two- 
tailed p value of unpaired t test of the mean scores was 
0.0002 and t = 4.641. While all variables maintained 
mean scores above their average except for clear com- 
munication of actions by all collaborators (mean <6 
years = 21.3, >6 years = 28.4—with wide gap between 
them), averages for those >6 years were higher than for 
those <6 years. Thus, confidence interval was from 
5.396 to 14.32. Those who have put in ≥6 years had 
more positive perception of ICP than those with <6 

years. 
Clearly written and oral communication, good work- 

ing relationships, long clinical experience and clarifying 
individual roles were identified most frequently by re- 
spondents as enhancers of ICP (Table 5). With mean of 
72.9 and standard deviation of 58.43, 119 (58.1%) of res- 
pondents would want clearly written or oral commu- 
nication to enhance their collaboration in practice. This 
was followed by the existence of good working relation- 
ships (mean = 72.0; standard deviation = 55.42). How- 
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Table 4. Unpaired t test of mean scores on ICP by years of practice. 

  
<6 years 

(n = 117, x = 29.25) 
≥6 years 

(n = 88, x = 22) 

SN  x x 

1 Team approach by doctors and nurses in needs assessment 31.1 44.2 

2 Both together identify patient’s needs 30.9 44.0 

3 Doctors and nurses not necessarily agreeing on patient’s needs before planning care 30.1 40.2 

4 Skills of both are needed in to plan appropriate care 21.9 33.8 

5 Both not necessarily agreeing on patient priority care selection 29.8 39.1 

6 Both jointly agree on who leads the team considering patient care needs 25.6 31.3 

7 Clear communication of actions by all collaborators 21.3 28.4 

8 Status not considered during entire care process 30.9 42.6 

9 Either party can influence the other’s decisions for goal achievement 25.4 32.8 

10 Disagreement on actions taken by either party does not require joint discussion of both parties 27.5 36.7 

Unpaired t test 
p value 

t 
df 

95% CI 
Are means sig. diff? (p < 0.05) 

 
0.0002 
4.641 

18 
5.396 to 14.32 

Yes 

 
Table 5. Perceived interdisciplinary collaborative enhancers. 

Enhancers Strongly Agree Agree Disagree Strongly Disagree Mean Std Dev

Clarifying individual roles 
100 

(48.8%) 
92 

(44.9%)
8 

(3.9%) 
5 

(2.44%) 
69.7 51.79 

Clearly written and oral communication 
119 

(58.1%) 
81 

(39.5%)
5 

(2.4%) 
0 

(0%) 
72.9 58.43 

Both doctors and nurses agreeing on choice of care 
59 

(28.8%) 
86 

(42.0%)
41 

(20%) 
19 

(9.8%) 
59.7 28.36 

Good working relationships 
117 

(57.1%) 
77 

(37.6%)
10 

(4.9%) 
1 

(0.5%) 
72.0 52.42 

Long clinical experience 
106 

(51.7%) 
82 

(40%)
16 

(7.8%) 
1 

(0.5%) 
70.3 50.70 

Individual doctors’ and nurses’ inputs needed to plan care 
13 

(6.34%) 
66 

(32.2%)
80 

(39%) 
46 

(22.4%) 
45.6 29.07 

Both doctors and nurses influencing other’s decision 
67 

(32.7%) 
108 

(52.7%)
20 

(9.8%) 
10 

(4.9%) 
64.2 45.26 

 
ever, least recognition was given to personal inputs of 
members for planning of care (mean = 45.6; standard 
deviation = 29.07) and doctors and nurses agreeing on 
choice of care (mean = 59.7; standard deviation = 28.36). 
As many as 46 (22%) of the respondents strongly dis- 
agreed with personal inputs of members for planning the 
care just as 80 (39%) of them disagreed. While 19 (9.8%) 
strongly disagreed that both doctors and nurses should 
agree on choice of care with 41(20%) disagreeing to this. 

As shown in Table 6, giving priority to professional 
status rather than expertise (mean = 62.0 and SD = 49.08) 
was recognized as prominent hindrance to ICP (agreed 
120 (58.5%); strongly agreed −51 (24.9%)). Only 10 
(4.9%) respondents strongly disagreed to this, with 23 
(11.2%) disagreeing. Also, hoarding of professional know- 
ledge (mean = 59.0; SD = 26.35) had prominent accep- 

tance as hindering factor. Fear of loss of professional 
image and unequal exercise of power between the doc- 
tors and nurses in the care process had very close mean 
(56.5 and 56.3, respectively) and SD (24.47 and 23.13, 
respectively). Poor knowledge of collaborative practice 
was considered the least factor (mean = 53.7; SD = 20, 
95). Sixty-two (30.2%) of the respondents agreed to it 
while 45 (22%) strongly agreed; on the other hand 
only 25 (11.2%) were strongly against it and 73 
(35.6%) of the respondents disagreeing that it has im- 
pact on ICP. 

4. DISCUSSION 

4.1. Profession 

There was no association between respondents’ profes- 
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Table 6. Perceived interdisciplinary collaborative hindrances. 

Hindrances Strongly Agree Agree Disagree Strongly Disagree Mean Std Dev

Unequal power 
55 

(26.8%) 
61 

(29.8%) 
71 

(34.6%) 
18 

(8.8%) 
56.3 23.13 

Hoarding professional knowledge 
59 

(28.8%) 
76 

(37.1%) 
56 

(27.3%) 
14 

(6.8%) 
59.0 26.35 

Higher priority to status than expertise 
51 

(24.9%) 
120 

(58.5%) 
23 

(11.2%) 
10 

(4.9%) 
62.0 49.08 

Fear of potential image loss 
48 

(23.4%) 
79  

(36.6%) 
59 

(28.8%) 
18 

(8.8%) 
56.5 24.47 

Poor knowledge of collaboration 
45 

(22.0%) 
62  

(30.2%) 
73 

(35.6%) 
25 

(11.2%) 
53.7 20.95 

Doctors and nurses not agreeing on patient's needs 
48 

(23.4%) 
80 

(39.0%) 
58 

(28.3%) 
11 

(5.4%) 
55.9 28.79 

 
sion and their perception of ICP. Doctors were of the 
opinion that collaborators do not have to agree on choice 
of patient care particularly at the planning phase while 
nurses had contrary view. This controversy will most 
likely lead to unequal exercise of power which is a cog in 
the wheel of ICP. This finding may be attributed to im- 
proper understanding of how collaborative practice oper- 
ates. Again, the fact that most of the nurses were females 
(93%) may have influenced the findings. Females, Afri- 
can females in particular, exhibit less spontaneous deci- 
sion-making power than their male counterparts and 
reach out for support of others especially at critical times. 
This finding is not supportive of collaborative practice 
which requires power-sharing. The decision on who 
leads the team should depend on who has the expertise 
needed at the time as defined by patient’s prevailing 
condition. This is the essence of collaborative practice. 
As reference [3] observed, combination of skills and 
knowledge of several health professionals is needed to 
maximize efficiency of the health care system. No one 
health profession has all the knowledge needed for total 
patient care. 

4.2. Gender 

Gender was associated with the respondents’ perception 
of ICP. Female doctors and nurses were more in support 
of collaborative practice than their male counterparts, 
thus the findings of [8] support the above views. Al- 
though perception of ICP is embedded in the social en- 
vironment with which the individual interacts, the males 
seem to prefer independence practice than the females. 
They would less often consult for decision making. This 
study, however, did not show at what stage of the care 
process that collaboration was most unlikely (assessment/ 
planning/implementation or evaluation stage). 

4.3. Years of Experience 

In line with the assertions of [10], length of experience in 

clinical practice enhances collaborative practice; the 
longer the years of experience, the more willing doctors 
and nurses are likely to collaborate. As experience is said 
to be the best teacher, those who have spent long time on 
the job are likely to have appreciated the need to consult 
with others to minimise mistakes as well as to success- 
fully handle more intricate/complicated cases in their prac- 
tice through their previous exposures to challenging work 
situations. Longer period of service, thus, improves the 
practitioner’s use of effective tools in job performance such 
as team approach to work. Team approach, effective com- 
munication and subordination of personal interest to general 
interest reduce job stress and increase productivity. 

4.4. Enhancers 

Clearly written and oral communication, good working 
relationships and clarification of individual roles were 
perceived by the respondents as ICP enhancing factors. 
Clearly written and oral communication gives sense of 
direction, prevents confusion and misunderstanding. This 
agrees with the opinion of [2] that effective communica- 
tion skill is one of the key elements implicit in collabora- 
tive practice. Working together with people that have 
long practical experience helps to increase knowledge 
and skill. Good working relationship enhances confidence, 
understanding and trust which in turn create more room 
for collaborative practice. This apparently may have led 
to the positive view of the respondents to this item. Un- 
derstanding roles to play in a team builds courage and 
aids display of expertise with significant care delivery 
efficiency. Role clarification in the presence of good 
working relationships enhances collaboration, removes 
confusion and optimizes productivity. With ICP, profes- 
sional knowledge and skills of different professionals are 
pooled together to achieve goal-directed client care. 

4.5. Hindrances 

Giving priority to professional status than expertise dur- 
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ing intervention was identified as serious hindrance to 
ICP. Giving priority to status may not give room for use 
of expertise among those that are considered to have low 
status but have the skills required for the needed care at a 
particular time. For example, if status is placed at priority, 
a junior nurse with better knowledge of life saving skills 
(LSS) in managing women with obstetric emergencies 
may be left out in the management decisions. This is 
waste in health economy and reduces productivity. 

Unequal exercise of power tilted more to the side of 
doctors. Reference [8] observed in their study that physi- 
cians were more supportive of collaborative practice led 
by a physician without power sharing. The doctors are 
often at the apex position in health institutions and would 
not like to share power with persons in allied professions. 
Interdependence and collaboration as a team are still 
very illusive because of higher priority given to status 
rather than patient needs pursuit as seen in this study. 
The strong relationship built under mutual respect, un- 
derstanding, trust and distributive justice that expectedly 
should bind doctors and nurses as members of a family 
with each member being recognized as full-fledged mem- 
ber and contributor to the family’s welfare as observed 
by [2] is severed by this status imposition on collabora- 
tive practice. 

5. CONCLUSION 

The study found that doctors and nurses have a positive 
perception of ICP which was not dependent on one’s 
profession and gender. However, length of experience in 
clinical practice was seen to enhance collaborative prac- 
tice; the higher the years of experience, the more willing 
doctors and nurses are likely to collaborate. While clear 
communication, role specification and good working 
relationship were perceived to enhance ICP, status dif- 
ferentiation and decision making power imbalance, 
knowledge hoarding on the other hand was perceived as 
hindrances. Measurements to decrease hindrances and 
improve on the enhancers should be put in place for effi- 
cient and effective patient outcomes. 

6. RECOMMENDATION 

There is a need for collaborative continuing education 
among doctors and nurses to enhance ICP in patient care. 

In addition, establishing monthly meetings for doctors 
and nurses to discuss critical issues and challenges they 
face in patient/client management in the hospital will go 
a long way to reduce hindrances to ICP. 

The inclusion of interdisciplinary collaborative prac- 
tice programme into the curriculum of medical and nurs-
ing students (where it does not exist) to strengthen col-
laborative practice when they graduate should be con- 
sidered. Such provision will decrease hindrances to ICP 

among these professional groups as well as improve pa- 
tient outcome. 

7. IMPLICATION FOR NURSING  
PRACTICE 

The positive perception of doctors and nurses on ICP 
identified in this study needs to be harnessed for effec- 
tive, quality and timely client care. Openness, trust rela- 
tionship and power-sharing implicit in ICP should be 
plunged into action to enhance actual team working that 
guarantees positive client outcomes and care provider sa- 
tisfaction. 

8. LIMITATION OF STUDY 

Dearth of indigenous literature on the topic affected find- 
ings of the study. The study was conducted in one teach- 
ing hospital which limits generalization since already 
existing interdisciplinary relationship, hospital policy, prac- 
tice culture and exposure are capable of affecting the 
findings. The research dealt with the cognitive and affec- 
tive domains of the practitioners but not the psychomo-
tor. 
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QUESTIONNAIRE 

Dear Respondent, 
This questionnaire is designed to obtain information on the Perception of doctors and Nurses on interdisciplinary 

collaborative practice in Nnamdi Azikiwe University Teaching Hospital (NAUTH) Nnewi, Nigeria. 
This research work is purely for academic purposes and every information supplied will be treated in confidence. Do 

not write your name. 
Thank you for your expected co-operation. 
Instructions: 
Answer the questions in section A as appropriate. Tick (√) at the column, that represent your opinion against the 

statement in Section B. 
For example, If you “strongly agree”, tick “SA”; If you “agree” tick “A”; If you “strongly disagree” tick “SD” and If 

you “disagree” tick “D”. 

Section A 

1) Profession 
a) Medical doctor □ 
b) Nurse □ 
2) Sex 
a) male □ 
b) female □ 
3) Years of practicing experience  
a) 1 - 5 years □ 
b) 6 yrs and above 

Section B 

 Perception on collaborative assessment of patients needs SA A D SD

4) Team approach should be adopted by doctors and nurses in the assessment of patient’s needs.     

5) Doctors and nurses should together have patient’s need identification.     

6) Doctors and nurses do not have to agree on patient’s needs before planning for intervention.     

 Perception on the planning of care collaboratively     

7) The skills of both the doctors and nurses are needed in planning appropriate care for the patient.     

8) Doctors and nurses do not have to agree on the care to be selected for the patient’s management.     

9) 
Doctors and the nurse have to jointly arrive at a conclusion on who leads the management team considering the 
condition of the patient and the needed expertise before intervention. 

    

 Perception on the implementation of care plan collaboratively     

10) There should be clear communication of actions by both the collaborators.     

11) Status should not be considered during the entire process of implementation of care plan.     

12) Doctors can influence the nurses’ decisions and vice-versa during the intervention phase for goal achievement.     

13) 
Any disagreement on the actions taken by the doctors or nurses does not require joint discussion of the parties to 
arrive at a common solution. 

    

 Factors that enhance collaborative practice     

14) Clarification of individual roles in the team.     

15) Clearly written and oral communication among the collaborators.     

16) Long period of practice experience.     

17) Poor working relationship between doctors and nurses does not influence collaborative practice.     

 Factors that hinder interdisciplinary collaborative practice     

18) Unequal exercise of power between doctors and nurses in the process of collaboration.     

19) Giving priority to status than expertise during interventions.     

20) Lack of knowledge interdisciplinary collaborative practice.     

21) Fear of loss of professional image.     

22) Hoarding of professional knowledge.      
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