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ORIGINAL ARTICLE

Working on working together. A systematic review on how healthcare professionals
contribute to interprofessional collaboration
Evert Schot a, Lars Tummers a, and Mirko Noordegraafa

aSchool of Governance, Utrecht University, Utrecht, Netherlands

ABSTRACT
Professionals in healthcare are increasingly encouraged to work together. This has acted as a catalyst for
research on interprofessional collaboration. Authors suggest developing interprofessional collaboration
is not just the job of managers and policy makers; it also requires active contributions of professionals.
Empirical understanding of whether professionals make such contributions and if so, how and why,
remains fragmented. This systematic review of 64 studies from the past 20 years shows there is
considerable evidence for professionals actively contributing to interprofessional collaboration.
Although the evidence is limited, we can show they do so in three distinct ways: by bridging profes-
sional, social, physical and task-related gaps, by negotiating overlaps in roles and tasks, and by creating
spaces to be able to do so. Professionals from different professions seem to make different contributions.
Moreover, differences exist between collaborative settings and healthcare subsectors. We conclude by
proposing a research agenda to advance our understanding of these contributions in theoretical,
methodological and empirical ways.
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Introduction

Healthcare professionals such as doctors and nurses are
increasingly encouraged to work together in delivering care
for patients (Leathard, 2003; Plochg, Klazinga, & Starfield,
2009). They do so in diverse settings, such as emergency
department teams in hospitals, grassroots networks in neigh-
borhood care and within formalized integrated care chains
(Atwal & Caldwell, 2002; Bagayogo et al., 2016). The increas-
ing number of interprofessional practices has led to a sharp
rise in academic interest in the subject of interprofessional
collaboration (Paradis & Reeves, 2013). Societal expectations
of its effects on quality of care are high. However, diverse
challenges and barriers, such as distinct professional domains
and separate IT systems, hinder achieving smooth collabora-
tion (Hall, 2005; Lingard et al., 2017; Suter et al., 2009).

Multiple authors have tried to formulate the necessary facil-
itators for collaboration to occur (D’Amour, Goulet, Labadie, San
Martín-Rodriguez, & Pineault, 2008; San Martin-Rodriguez,
Beaulieu, D’Amour, & Ferrada-Videla, 2005). These include the
importance of adequate organizational arrangements such as clear
common rules and suitable information structures as well as time,
space and resources enabling professionals get to know each other
and to discuss issues that arise. Also, some authors propose the
importance of an open and receptive professional culture,
a willingness to cooperate and communicating openly
(D’Amour et al., 2008; Nancarrow et al., 2013). Such models are
framed as a challenge for healthcare managers to promote and
facilitate the necessary conditions (Bronstein, 2003; Valentijn,
Schepman, Opheij, & Bruijnzeels, 2013).

This focus on necessary conditions has led others to argue
that the part professionals themselves play in fostering colla-
boration is not yet well understood (Croker, Trede, & Higgs,
2012; Mulvale, Embrett, & Razavi, 2016; Nugus & Forero,
2011). Petrakou (2009, p. 1) for instance argues working
together is much more than “policies, strategies, structures
and processes”, as “in their daily work, [healthcare profes-
sionals] cooperate and coordinate their activities to get the
work done”. Edwards (2011) for instance highlights interpro-
fessional boundaries, but focuses on the active boundary work
by which professionals build common knowledge during team
meetings. A better understanding of their collaborative work
is needed to understand the dynamics and evolution of inter-
professional collaboration.

However, such contributions by professionals have not yet
received adequate academic attention (Nugus & Forero, 2011;
Tait et al., 2015, see also Barley & Kunda, 2001). The insights
that exist remain fragmented. Studies are embedded in multi-
ple research fields (e.g. public management (Postma,
Oldenhof, & Putters, 2015), medicine (Goldman et al., 2015)
and nursing (Hurlock-Chorostecki et al., 2016) and published
in diverse journals using distinct theoretical perspectives
(Reeves et al., 2016). Also, studies typically focus on single
cases or zoom in on interprofessional collaboration from the
perspective of a single profession.

In this paper we report on a systematic review (Cooper,
2010) with the aim to take stock of the available yet disjointed
empirical knowledge base on active contributions by health-
care professionals to interprofessional collaboration. We focus

CONTACT Evert Schot ej.schot@raadrvs.nl Council for Health and Society, PO BOX 19404, 2500 CK, The Hague, The Netherlands
Color versions of one or more of the figures in the article can be found online at www.tandfonline.com/ijic.

The supplemental data for this article can be accessed here.

JOURNAL OF INTERPROFESSIONAL CARE
2020, VOL. 34, NO. 3, 332–342
https://doi.org/10.1080/13561820.2019.1636007

© 2019 The Author(s). Published with license by Taylor & Francis Group, LLC.
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License (http://creativecommons.org/licenses/by-nc-nd/4.0/),
which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited, and is not altered, transformed, or built upon in any way.

http://orcid.org/0000-0002-9404-1086
http://orcid.org/0000-0001-9940-9874
http://www.tandfonline.com/ijic
https://doi.org/10.1080/13561820.2019.1636007
https://crossmark.crossref.org/dialog/?doi=10.1080/13561820.2019.1636007&domain=pdf&date_stamp=2020-04-27


on the research question: in what ways and why do healthcare
professionals contribute to interprofessional collaboration? In
doing so, we also focus on differences between professions
and specific collaborative contexts, and on evidence of the
effects of their contributions.

We contribute to the literature in three ways. First, this review
adds overview to the fast-growing field of interprofessional colla-
boration. Existing reviews (e.g. Maslin-Prothero & Bennion, 2010;
San Martin-Rodriguez et al., 2005; Xyrichis & Lowton, 2008) do
not focus on the topic of this article. Second, we develop
a conceptualization of professional contributions through induc-
tively analyzing our review data. Building on this conceptualiza-
tion, thirdly, our article provides an empirically informed research
agenda.

We continue by first providing the theoretical background
for the focus of this review. Second, we describe our research
strategy and methods, adhering to the ‘Preferred Reporting
Items for Systematic Reviews and Meta-Analysis’ (PRISMA;
Liberati et al., 2009; see online supplementary material).
Third, we present the results of the review. The final sections
summarize our conclusions and formulate a research agenda.

Background

Interprofessional collaboration

Interprofessional collaboration is often defined within health-
care as an active and ongoing partnership between profes-
sionals from diverse backgrounds with distinctive professional
cultures and possibly representing different organizations or
sectors working together in providing services for the benefit
of healthcare users (Morgan, Pullon, & McKinlay, 2015).

Simultaneously, a substantial “semantic quagmire” (Perrier,
Adhihetty, & Soobiah, 2016, p. 269) exists in the literature regard-
ing the use of the concepts ‘interprofessional’ and ‘collaboration’.
We use ‘interprofessional collaboration’ as an ideal typical state
that can be distinguished from other forms of working together
(Reeves, Lewin, Espin, & Zwarenstein, 2010). Working interpro-
fessionally implies an integrated perspective on patient care
between workers from different professions involved. Working
collaboratively implies smooth working relations in the face of
highly connected and interdependent tasks (Haddara & Lingard,
2013; Leathard, 2003; Reeves et al., 2016).

Interprofessional collaboration is often equated with health-
care teams (Reeves et al., 2010). Increasing evidence suggests
that the notion of teamwork is often not adequate to describe
empirical collaborative practices. Such practices include for
instance “networks of electronic collaboration among the
healthcare professionals caring for each patient” (Dow et al.,
2017, p. 1) and grass-roots networks that form around indivi-
dual patients (Bagayogo et al., 2016). Interprofessional colla-
boration is therefore to be positioned as an ideal typical way of
working together that can occur within multiple settings in
different ways (Reeves, Xyrichis, & Zwarenstein, 2017).

Professionals and interprofessional collaboration

Several authors have theorized the necessary preconditions for
interprofessional collaboration to occur (e.g. D’Amour et al.,

2008; McCallin, 2001). What their theoretical models do not
account for, however, is how collaboration develops over
time. How does, for instance, an internalized awareness
among professionals emerge? Or how and why are adequate
governance arrangements created and responsibilities rear-
ranged? In trying to account for this, attention usually lies
on “external and structural factors such as resources, financial
constraints and policies” (D’Amour et al., 2008, p. 2). In other
words, it is seen to be the job of managers and policy makers.

This emphasis on external and managerial influences to
understand the development of interprofessional collabora-
tion can be questioned. Firstly, literature on collaborative
processes within and between organizations (Gray, 1989)
shows that to understand how collaboration occurs and
why it works out or not, it is important to pay attention
to the ‘doing’ of collaboration (Thomson & Perry, 2006). By
this, authors argue for a focus on the actions of the actors
involved in collaborative processes to understand these
processes.

Secondly, a similar argument is made by authors in the
study of professional work (Noordegraaf, 2015). It is argued
that contemporary societal and administrative develop-
ments change the context for service delivery. Such devel-
opments pose challenges for professionals and necessitate
that they collaborate. Noordegraaf and Burns (2016,
p. 112), for instance, argue it requires them “to break
down the boundaries that separate them, […] to develop
collaborative models and joint decision-making with other
professionals, and encourage their colleagues to partici-
pate”. In this line of reasoning, organizing service delivery
is not just a task for managers or policy makers, it can also
be interpreted as an inherent part of professional service
delivery itself, as something professionals themselves will
have to deal with.

An increasing number of studies indeed focus on how
professionals act on the challenges of collaborative working
(Franzén, 2012; Gilardi, Guglielmetti, & Pravettoni, 2014).
This empirical work is embedded in different research fields.
Whereas studies on interprofessional collaboration within the
field of medicine and healthcare are sometimes criticized for
their lack of conceptual and theoretical footing (Reeves &
Hean, 2013), studies within (public) management and orga-
nizational sciences are heavily conceptualized. Such studies
rely on concepts such as articulation work (Abraham &
Reddy, 2013), organizational work (Nugus & Forero, 2011),
emotional work (Timmons & Tanner, 2005), boundary work
(Franzén, 2012) and even invisible work (Hampson & Junor,
2005). Such concepts help to deepen theoretical understand-
ing, but their use also provides challenges in analyzing the
current state of knowledge. It provided the rationale for this
systematic review.

Methodology

To limit subjectivity of our review, we adhere to the systema-
tic literature review methodology outlined by Cooper (2010).
It provides the tool to offer a structured transparent overview
of empirical evidence in the face of diverse theoretical
conceptualizations.

JOURNAL OF INTERPROFESSIONAL CARE 333



Search strategy

Our search strategy consists of four elements. First, we con-
ducted electronic database searches of Scopus and Web of
Science (January – May 2017) and Medline (May 2019). We
chose our keywords based on the review of terminology in the
literature on interprofessional collaboration by Perrier et al.
(2016). We performed the following search:

● One of the following: [interprofessional], [inter-
professional], [multidisciplinary], [interdisciplinary],
[interorganizational], [interagency], [inter-agency],
AND

● One of the following: [collaboration], [collaborative
practice], [cooperation], [network*], [team*], [integrat*],
AND

● One of the following: [healthcare], [care], AND
● [professional].

Second, we searched specific journals, based on the number of
relevant studies in the electronic database search: Journal of
Interprofessional Care, Social Science & Medicine, Journal
of Multidisciplinary Healthcare and International Journal of
Integrated Care. Third, we used the references of relevant
studies and reviews to find additional studies. Fourth, we
asked four experts on interprofessional collaboration, public
management and healthcare management to provide us with
additional studies.

Eligibility criteria

We used the following criteria to include only relevant
studies:

● Focus of study: Studies are conducted within the context
of interprofessional collaboration, as defined above.
Studies deal with actions of professionals that are seen
to contribute to interprofessional collaboration.

● Field of study: Studies are conducted within healthcare.

● Study design: We included only empirical studies. We
included all empirical research designs.

● Publication status: To safeguard research quality, only
studies published in peer-reviewed journals were
included.

● Language: For transparency reasons, only studies written
in English were included.

Selection process

Figure 1 describes the selection process that was conducted by
the first author. After checking for relevance and duplicates
based on title and abstract, 270 unique studies were identified
as potentially relevant. These were read in full and screened
on eligibility criteria. This led to the inclusion of 64 studies.
Excluded articles either do not deal with an empirical study or
focus, for instance, on interprofessional education instead of
interprofessional collaboration (Curran, Sharpe, & Forristall,
2007) or on passive attitudes rather than active behaviors
(Klinar et al., 2013).

Diverse use of terminology within the literature (Perrier
et al., 2016) provided a challenge to include all yet only
relevant studies. This is a returning problem in systematic
reviews of mainly qualitative studies (De Vries, Bekkers, &
Tummers, 2016). To cope with this, we used a broad search
strategy, including multiple search terms that are often used
within the literature, combined with the eligibility criteria
presented above. Manually scanning the many abstracts and
full texts could have induced subjectivity. Therefore, possible
eligible studies were re-examined after an extended period to
reduce this risk. Several studies were excluded after a second
reading.

Analysis

We coded relevant fragments from the included studies. This
resulted in 166 fragments, each describing a distinct action by
one ormore professionals seen to contribute to interprofessional

Papers identified 
through electronic 
database searches: 
21,218

Papers identified 
through manual 
journal and 
reference search: 46

Additional studies 
identified by 
experts: 44

Studies screened on title and abstract: 21,308 Studies excluded based on 
title and abstract, including 
duplicates: 21,038

Studied excluded based on full-
text: 206

Studies screened on eligibility 
criteria by reading full text: 270

Studies included in review: 64

Figure 1. Flow diagram of the search strategy.
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collaboration. Fragments are either direct quotes from respon-
dents or observations formulated by researchers based on
empirical data.

To cope with diverse conceptualizations during the coding
process, we used an inductive coding strategy (Cote, Salmela,
Baria, & Russel, 1993). These codes were based on comparing
the fragments in our dataset. Emerging categories were dis-
cussed among the authors on a number of occasions. We
adhered to a step-by-step approach of modifying and rearran-
ging categories until a satisfactory system emerged (Cote
et al., 1993).

Results

Record characteristics

Here, we describe the characteristics of the studies in our review.
An overview of all 64 studies is provided as online supplementary
material. Firstly, studies have been published in a wide range of
research domains highlighting the fragmented knowledge. All
studies have been published in peer-review journals. Most com-
mon are journals within the fields of healthcare management (26;
40,6%), nursing (12; 18,8%) and organizational and management
sciences (5; 7,8%). The Journal of Interprofessional Care is themost
prominent journal with 16 articles (25,0%).

All studies have been conducted inWestern countries, primar-
ily Canada (23; 35,9%) and the UK (19; 29,7%) and are single-
country studies. The studies in our review were published from
2001 onwards, with the majority (47; 73,4%) published in the
2010s.

Almost all studies make use of a qualitative research design
(Table 1). Most of these use (informal) interview and observa-
tional data. Only four studies use either quantitative methods
(social network analysis; Quinlan & Robertson, 2013) or
multi-method designs, such as a mixed-method experiment
design (Braithwaite et al., 2016).

Studies are predominantly executed in hospital care (29;
45,3%), such as intensive care units (Conn et al., 2016) and
emergency departments (Nugus & Forero, 2011). Also, multi-
ple articles focus on cross-sector collaborations (12; 18,8%)
and primary and neighborhood care settings (9;14,1%). Five
studies (7,8%) focus on multiple cases within different sub-
sectors (Table 2).

Findings

This section analyses our findings. First, we describe the ways
in which professionals are observed to contribute to interpro-
fessional collaboration. We bring evidence together under
three conceptual categories: bridging gaps, negotiating overlaps
and creating spaces. Second, we analyze whether contributions
differ between professions and between collaborative settings
and healthcare subsectors. Third, we analyze what data are
available on the effects of professional contributions.

Professional contributions: bridging gaps, negotiating
overlaps and creating spaces
By inductive coding of fragments, three distinct categories
emerged from the dataset. All fragments could be clustered
in one of these categories. We labeled them bridging gaps,
negotiating overlaps and creating spaces. Below we discuss
each category and provide examples for each of them.

1. Bridging gaps
The first and most prominent category is about bridging

gaps (87 fragments; 52,4%). The fragments in this category
show professionals actively overcoming gaps between them-
selves and other professionals. These gaps differ in nature.
Our findings show professionals deal with at least four types
of gaps.

The first type of gap exists between professional perspec-
tives. This type of gap appears to be about overcoming differ-
ent professional views on how best to treat patients. This
requires active work to get familiar with other knowledge
bases and other professional values and norms. For example,
Falk, Hopwood, and Dahlgren (2017) show professionals in
a rehabilitation unit at a university hospital are involved in
questioning each other to explore each other’s area of exper-
tise. Also, Chreim, Langley, Comeau-Vallée, Huq, and Reay
(2015) report on how psychiatrists have their diagnoses and
medication prescriptions debated by other professionals.
Some studies highlight efforts to overcome different profes-
sional views by envisioning interprofessional care together by
creating “communal stories that help diverse stakeholder
groups [represented in the team] to develop a sense of what
they have in common with each other” (Martin, Currie, &
Finn, 2009, p. 787).

The second type of gap professionals are observed to
bridge is social. Working together can require communicating
cautiously or strategically in the light of diverse personalities
and communication preferences. Multiple studies use the
concept of ‘emotion work’ (Timmons & Tanner, 2005) to
describe these behaviors. In building a cancer care network,
Bagayogo et al. (2016) describe, for instance, how nurse

Table 1. Study designs in review.

Study design Number (%)

Qualitative design 60 (93,8%)
Mixed-method design 3 (4,7%)
Quantitative design 1 (1,6%)
Total 64

Table 2. Healthcare (sub)sectors represented in review.

Sub-sectors Number (%) Example

Hospital care 29 (45,3%) Intensive care team (Reeves et al., 2015)
Cross-sectoral 12 (18,8%) Distributed heart failure teams (Lingard et al., 2017)
Primary and neighborhood care 9 (14,1%) Primary health teams (Quinlan & Robertson, 2012)
Mental health care 4 (6,3%) Substance abuse care (Sylvain & Lamothe, 2012)
Cases in multiple subsectors 5 (7,8%) Acute care and elderly home care (Hurlock-Chorostecki et al., 2015)
Other 5 (8,2%) Dental care (Franzén, 2012)
Total 64
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navigators employ an informal and tactful approach, fre-
quently interacting with others to build and consolidate the
network they are involved in. Ellingson (2003) reports how
personal life talk (e.g. on families and vacations) and profes-
sional troubles talk (e.g. complaining about scheduling) can
be seen to enhance collegial relations. Others highlight how
the discursive practice of using pronouns ‘we’ and ‘they’
constructs a team feel (Kvarnström & Cedersund, 2006).
Goldman et al. (2015) report how professionals organize
informal social get-togethers to improve personal relations.

The third type of gap that is bridged exists between
communicational divides. Professionals actively bridge com-
munication divides caused mainly by geographical fragmen-
tation. Bridging is about actively transferring knowledge or
information from one professional to another, as well as
about making oneself available to others. Currie and White
(2012) observe how nurses liaise with other professionals
through actively relaying medical information. This often
requires translating this information from one professional
jargon to another (Dahlke & Fox, 2015). Another example
shows how nurses ‘translate’ medical instructions from
physicians for other nurses, patients and allied health pro-
fessionals by making medical language and terms under-
standable (Williamson, Twelvetree, Thompson, & Beaver,
2012).

The last type of gap that is bridged is about task divisions.
Professionals are observed to conduct tasks that are not part
of their formal role and help other professionals. Fiordelli,
Schulz, and Caiata Zufferey (2014, p. 320) show how nurses
help overburdened medical residents (MR) on their unit.
Nurses describe how they “anticipate and […] take blood
for these tests even if the MR does not say to do so” to prevent
gaps in service delivery. Similarly, physicians are observed to
take over tasks of nurses in crisis situations (Reeves et al.,
2015). Also, Gilardi et al. (2014) show how nurses in emer-
gency departments act as ‘memory keepers’ for overburdened
physicians, giving them cues when they are forgetting
something.

2. Negotiating overlaps
The second category of professional actions that emerged

from our data is about professionals negotiating overlaps (45
fragments; 27,1%). Bridging is concerned with gaps that must
be overcome. Negotiating is about dealing with overlaps in
professional work arising due to collaborative demands, that
might give rise to conflicts.

The first overlap professionals are observed to negotiate is
between work roles and responsibilities in general. Studies
show how working together can create ambiguous overlaps
into who does what, and who is responsible for what. Lingard
et al. (2012, p. 875) highlight how decision making in
a hospital core transplant team is a process of negotiation by
drawing together “threads of expertise and authority”. Clarke
(2010) similarly reports on professionals actively expressing
and checking opinions, making compromises, bargains and
trades about workload issues. Furthermore, Hjalmarson,
Ahgren, and Strandmark Kjolsrud (2013) highlight how pro-
fessionals discuss their mutual roles within formal workshops
and meetings.

Secondly, data in our review highlights how professionals
also negotiate overlaps during individual care processes. When
treating patients together, overlaps become noticeable.
Goldman et al. (2016) show how acute care delivery requires
ongoing negotiations among multiple professionals, such as
physicians, social workers and nurses. Nugus and Forero
(2011) also highlight the way professionals constantly negoti-
ate issues of patient transfers, as decisions must be made
about where patients have to go to.

3. Creating spaces
The final category of professional actions is about how

professionals create spaces (34 fragments; 20,5%). Working
together provides the need for professionals to organize the
necessary space for interacting. It can be seen as facilitative to
the first two categories: without these spaces, it is hard for
professionals to get to know each other (i.e. bridge gaps) or to
negotiate ways of working.

Professionals are firstly observed creating space in relation
to external actors such as managers and other institutions
(Nugus & Forero, 2011). Stuart (2014, p. 9) reports on how
professionals show political astuteness by “knowing when it
was appropriate to move forward by going directly to the
board”. Amir, Scully, and Borrill (2004) show how nurses
within breast cancer teams actively manage the bureaucracy
as they build up contacts with outside agencies.

Secondly, professionals are also observed to create spaces
internally by (re)creating the organizational arrangements for
collaboration. These arrangements can be absent or do not
always suffice. In these cases, professionals are observed to
create new arrangements. Van Wijngaarden, de Bont, and
Huijsman (2006) observe how professionals within networks
for rehabilitation care actively set up and redefine referral
criteria. Sylvain and Lamothe (2012) show that professionals
in mental health commonly create a treatment protocol that
described specific treatment steps.

Lastly, professionals are also seen to create space by work-
ing around existing organizational arrangements. This is, for
instance, observed as professionals print and manually mark
information other professionals need to read, thereby setting
up an alternative, informal information channel next to exist-
ing IT systems (Gilardi et al., 2014).

In the next sections, we analyze whether differences can be
observed between professions, collaborative settings and sec-
tors in the way professionals contribute to interprofessional
collaboration.

Differences between professions
Multiple professionals are observed to contribute to interpro-
fessional collaboration. Nurses (56 fragments; 33,7%) and
physicians (45; 27,1%) provide the majority. Other professions
include dieticians, social workers and pharmacists. Many frag-
ments (62; 37,3%) do not specify which profession they refer
to. We left these fragments out of our analysis here.

Figure 2 compares the data on physicians and nurses in
relation to the general picture. This figure shows physicians to
be more engaged in negotiating overlaps (40,0% out of the
total of ‘their’ fragments) than nurses (14,3%). This might
indicate physicians play a leading role in reconfiguring tasks
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within collaborative settings. As these actions are observed to
contribute to collaboration, they should not be interpreted as
defensive actions to safeguard medical dominance (Svensson,
1996). Instead, they show physicians taking on a leading role
in finding workable divisions of labor in the face of collabora-
tive demands.

Secondly, nurses are observed to be more strongly engaged
in bridging gaps (67,9% out of the total of ‘their’ fragments)
than physicians (42,2%). This is in line with ‘traditional’
images of nursing as an ancillary profession (e.g. by helping
others or by adjusting to other communication styles).
However, in our data, bridging is to be distinguished from
adapting. Bridging might point to their central position in
information flows within collaborative settings (Hurlock-
Chorostecki, Forchuk, Orchard, Reeves, & Van Soeren, 2013).

Differences between collaborative settings
Here, we analyze whether contributions differ between close-
knit team settings and other, more networked forms of colla-
boration (Dow et al., 2017). 114 fragments (68,7%) portray
team settings. 51 (30,7%) portray networked settings. 1 frag-
ment (0,6%) provided insufficient information to categorize
and is therefore left out of our analysis.

Overall, the numbers are fairly comparable (see Figure 3).
Within team settings, bridging gaps is slightly more promi-
nent than the network settings (57,9% vs. 41,2%). This is

counterintuitive, as teams are seen as close-knit, implying
less need to bridge gaps. On the other hand, it is also easier
to engage in these activities. Within network settings, nego-
tiating overlaps is more prominent than in team settings
(35,3% vs. 24,6%). Their more dynamic nature can make it
harder to rely on formal arrangements, creating more need
for negotiations.

Differences by sector
A third comparison was made between subsectors in health-
care. We compared the general picture with fragments from
hospital care, primary and neighborhood care (including
youth care), mental care and cross-sectoral collaborations
(Figure 4). Hospital care and cross-sectoral settings primarily
seem to demand bridging gaps. Primary and neighborhood
care seem to demand mostly negotiating behaviors.

Effects on collaboration and patient care
Lastly, we analyze how studies in our review report on the
effects of professional contributions to interprofessional col-
laboration. Most are descriptive in nature and have not
included effects in their studies’ focus and design. This is
evidenced by the high number of actions for which no effect
is named (106; 63,9%). Most of the effects that are stated are
inferred by researchers as opposed to conclusions based on
empirical data. For instance, Conn et al. (2016, p. 895)
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Figure 2. Percentage comparison of data on nurses and physicians.
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conclude that the way professionals actively consult others
(a form of bridging professional gaps) results in “experiences
of collaborative, high-quality care”. Likewise, Gilardi et al.
(2014) conclude that the informal communication channels
set up by professionals resulted in higher quality of care,
without specifying this relation and linking it to their data.

For an indicative analysis of effects, we related the stated
effects by authors (if any) to our three categories presented
above. We grouped effects into two categories: effects on
interprofessional collaboration itself and effects on patient
care.

Most of the stated effects (Table 3) focus on collaborat-
ing itself. Most point to positive effects to the social func-
tioning of a team or network. For instance, Hall,
Slembrouck, Haigh, and Lee (2010) conclude negotiating
roles has a positive effect on the working relations between
them. Other positive effects deal with faster decision mak-
ing (Cook, Gerrish, & Clarke, 2001), an improved chain of
care (Hjalmarson et al., 2013) or experiences of an inte-
grated practice (Sylvain & Lamothe, 2012).

Some studies also highlight negative effects of professional
actions. Informal workarounds for bureaucratic information
channels can, for example, present privacy risks or loss of
information (Gilardi et al., 2014). Goldman et al. (2015,
p. 1458) similarly highlight “mixed perceptions of the value
of the [stronger interprofessional] orientation” within the
teams they studied, as it might also dilute the contributions
of distinct expertise.

Discussion

The results of this systematic review show how the growing
need for interprofessional collaboration requires specific pro-
fessional work to be able to work together. This should not be
seen as a mere burden complicating professional work. Our
review brings forward professionals actively dealing with these
demands, looking for ways to cope with barriers to collabora-
tion and with problems that emerge as they collaborate. This
is relevant, as research emphasis has mostly been on fostering
interprofessional collaboration as a job for managers, educa-
tors and policy makers (Atwal & Caldwell, 2002; Valentijn
et al., 2013). This review highlights interprofessional colla-
boration must be constantly substantiated by professionals
themselves.

Our results also indicate contributing to interprofessional
collaboration is multifaceted. It is important for the literature
on interprofessional collaboration and education to be
attuned to this. The three inductive categories of how profes-
sionals contribute to working together resemble existing the-
oretical perspectives on professional work outside of the
interprofessional healthcare literature. In this way they can
help further the literature on interprofessional collaboration.
Bridging gaps has close connotations with the concept of
boundary spanning (Williams, 2002). Negotiating overlaps in
roles and tasks is related to perspectives on healthcare delivery
as a negotiated order (Svensson, 1996). This theoretical per-
spective usually focuses on the professional power struggles in
which professionals use their cultural, social or symbolic
capital in order to maintain or improve their own position
(Stenfors-Hayes & Kang, 2014). This review highlights
a ‘consensual’ side of this negotiated order. It shows how it
is possible to ‘re-adjust’ roles and responsibilities if this is
needed. Creating spaces for collaboration is closely related to
what Noordegraaf (2015) calls ‘organizing’. This concept was
not yet linked empirically to settings of interprofessional
collaboration, although this relation has been theorized
(Noordegraaf & Burns, 2016). Our review indicates such
organizing work is highly informal. This resembles analyses
of articulation work (Postma et al., 2015) and knotworking
(Lingard et al., 2012) in healthcare, placing emphasis on the
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Table 3. Stated effects on interprofessional collaboration and patient care.

Category of
contributions

Stated effects on interprofessional
collaboration

Stated effects on
patient care

Bridging gaps Positive: 29 Positive: 4
Mixed: 4

Negotiating
overlaps

Positive: 12
Negative: 2

n/a

Creating spaces Positive: 6 Positive: 2
Negative: 1

338 E. SCHOT ET AL.



way professionals constantly improvise as they negotiate
everyday challenges. The results of our review lead us to
formulate a research agenda for further research on interpro-
fessional collaboration along four lines. First, we observe most
studies focus on team settings within hospital care. This has
historically been the most prominent finding place of profes-
sionals working together (Payne, 2000). Nowadays, however,
other forms of collaborative relations gain prominence (Dow
et al., 2017). Our results indicate differences between diverse
settings. The same seems to be true for different sectors within
healthcare. Further research is needed to understand the dif-
ferences in collaborative work between contexts.

Secondly, regarding methodology, almost all studies in this
review employ a qualitative, often single-case, design. This
provides several opportunities for further research.
Conducting comparative studies can help in understanding
and explaining differences between results among contexts.
Also, quantitative survey methods and experiments can be
used to build on the qualitative insights existing studies have
highlighted. We also argue practice research approaches
(Nicolini, 2012) that aim ‘to bring work back in’ can be useful
as they provide a specific lens to analyze actions of individual
actors in a meaningful way.

These points on methodology are important, thirdly, as
they help in furthering theoretical understanding of why
professionals behave as they do. Where we have focused on
professional contributions to interprofessional collaboration,
other studies highlight professionals instead defending profes-
sional domains and obstructing collaborative working (Hall,
2005; Kvarnström, 2008). Such observations – in line with
classic theoretical perspectives on professionalism (e.g.
Abbott, 1988) – will have to be reconciled with the empirical
evidence in this review. Studies such as Braithwaite et al.
(2016) provide interesting ways forward, as they point to the
importance of work context, instead of professional socializa-
tion as the most prominent factor in understanding profes-
sional behaviors.

Lastly, the effects of professional contributions to interpro-
fessional collaboration require more research attention, as this
is not yet sufficiently focused on empirically. And also, as
several studies highlight possible undesired or even counter-
productive effects. This indicates that, other than improving
integration (stronger connections), divergence (looser connec-
tions) might be most beneficial for quality of care (Lingard
et al., 2017). In some cases, loosely coupled networks might be
preferred over close-knit teams, for instance as complex cases
require that outside actors can be easily incorporated in the
care process. It requires closer scrutiny as it would mean
stimulating ‘more collaboration’ is not always a good thing.

Conclusion

Our aim with this paper has been to provide an overview of
the empirical evidence of active contributions by healthcare
professionals to interprofessional collaboration. By conduct-
ing a systematic review, we show this evidence is mainly
obtained in the last decade. Although the evidence is limited
and fragmented, the 64 studies in this review show profes-
sionals are observed to contribute in at least three ways: by

bridging multiple types of gaps, by negotiating overlaps in roles
and tasks, and by creating spaces to do so. Studies predomi-
nantly focus on physicians and nurses, and results show active
albeit different efforts by both professional groups. The data
provide some evidence that collaborating requires different
efforts by professionals involved within either teams or net-
work settings, as well as within different subsectors. Insights
into the effects of professional contributions remain shallow
and indicative in nature.

Based on these insights, our review provides the grounds
for an informed research agenda on the ways in which profes-
sionals contribute to interprofessional collaboration, why they
do so and why it differs, and to gain insights into the effects of
these contributions. The review presented here provides
a starting point for such research efforts. It underlines the
importance of studying daily practices of professionals in
effecting change through mundane, everyday work such as
bridging gaps, negotiating overlaps and creating spaces.
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