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INTRODUCTION

Interprofessional collaboration (IPC) is integral to the quality, equity, justice, and safety of healthcare (1–3). Having a diverse group of healthcare professionals engaged in IPC with different backgrounds, insights and perspectives increases the chances of generating unique and innovative solutions to challenges that often arise with regards to care quality in clinical practice. However, there is a long history of shortcomings in IPC that have a deleterious impact on patient safety arising from conflict relating to professional boundaries, license, jurisdiction, and mandate between different healthcare professionals, such as doctors and nurses (4–14). These recurring narratives about the relationships between doctors and nurses, who are in two of the oldest healthcare professions, highlight the challenges that exist in facilitating IPC which achieves the lofty aim of consistently delivering safe, high-quality care to all in a just and equitable manner. Efforts to improve IPC have mainly relied on interprofessional education, learning, or leadership interventions to foster a collegiate and integrated approach to the healthcare in which the contribution of people from different disciplines is valued (15–18). The success of IPC improvement efforts based on interprofessional education, learning, and leadership has been mixed (18–23). The reported variation in the efficacy of different interprofessional education and learning efforts in bringing about IPC may be due to the focus on teaching and upskilling individuals, groups, or teams from different professions with the objective of making them more collaborative. It is worth considering the nature of context in which IPC takes place and some of the factors that are at play which may account of the mixed results of improvement efforts.



HEALTHCARE SYSTEMS, AND IPC

Healthcare is delivered in a pressurized context with a complex adaptive ecology by systems which are inherently fractal and self-similar (24–27). There are also a wide range of psychological, social and individual “human factors” that are at play within complex healthcare systems that influence healthcare professionals' clinical practice and determine the quality of patient care (28–30). Healthcare systems are the product of socio-cultural beliefs, norms, and value ecologies that interact in complex ways, but are manifested explicitly, or tacitly in the behavior of individual actors. Consequently, there are many factors that affect healthcare professionals IPC in clinical practice, which means that IPC improvement efforts need to be cognizant of individual, social and cultural factors that arise due the course of care delivery in different contexts. There are benefits in using a systems-thinking approach to consider why they continue to be many reported challenges relating to IPC and care quality in clinical practice. Systems-thinking or the capacity to analyze systems in their totality is of cardinal importance in healthcare, which is delivered in systems which are complex and concatenated (31–33). Over the last decade, there has been a move toward integrating systems-thinking into different facets of healthcare professional education with varying levels of success (31–33). Some of the more recent efforts to integrate systems thinking into medical education have extended to interprofessional education and IPC (34, 35). Efforts to extend systems thinking into healthcare professional education and IPC have at times received a lukewarm reception because of uncertainty about its application, and a mistaken view that it is peripheral to clinical practice (34, 35). Even though there appear to be challenges with regards to the adoption of systems-thinking, it is worth considering how it can inform new ways of thinking about IPC and how it can be addressed.



IPC AS A MUDDY ZONE OF PRACTICE

There are many as aspects of healthcare professional education that are laden with complexity, contingencies, uncertainties, and unintended consequences that are often referred to as “muddy zones of practice” (36). Interprofessional collaboration is in many respects a muddy zone of practice in healthcare professional education, which is often cited as a causative or contributory factor to adverse patient safety events and near misses (1–3). The recurring narrative relating to interprofessional collaboration manifests a key characteristic of muddy zones of practice, which often appear to be intractable or resistant to improvement initiatives (36). Veen and Canciolo (36) contend that addressing the complex problems that constitute muddy zones of practice in healthcare professional education require a slow, deliberate, and considered approach which reconsiders prevailing practice in an effort to get a better perspective of the situation in which things are seen more clearly, and can be done in better or more appropriate ways. This exhortation suggests that there is value in a systems-thinking approach which conceptualizes IPC as a muddy zone of practice and considering what can be done to address its concomitant challenges with regards to healthcare professional education and patient care in clinical practice.



TOWARD A NEW THEORY OF ACTION

Given the complex adaptive ecology of healthcare systems, and the plethora of human factors that arise in clinical practice, understanding IPC as a muddy zone of practice points to improvement efforts with a different theory of action. Healthcare is delivered in systems that are incessantly evolving to populations with values, norms and expectations that are constantly shifting. The organization and delivery of healthcare is reliant on healthcare professionals with their own values, beliefs and attitudes which are moderated and influenced by a variety of different socio-cultural factors. In addition, healthcare professionals often belong to a discipline specific community of practice with its own distinct professional identity, license, jurisdiction, and mandate that may be contested by others and give rise to conflict that undermines IPC. Catastrophic failures in healthcare often arise in organizations and systems where there is a dominant culture or mind-set which overlooks alternatives that are inconsistent with the dominant group narrative (37, 38). Considering the environment in which these failures arise, IPC needs to function and be effective in systems where healthcare professionals' practice which is subject to and influenced by the prevailing culture. The culture in any facet of healthcare invariably has people that are consigned or ascribed to in groups, out groups or a subculture (39). Continuing with a systems-thinking mindset and understanding IPC as a muddy zone of practice, a different view of healthcare professionals with the same nature, beliefs, and socio-cultural influences as any other human being points toward a more nuanced theoretically informed approach.

Meaningful change arises when things are understood as they are experienced, and people have a theory of action that reflects their reality and praxis (40). There may be scope then, to develop IPC improvement interventions that better reflect the complex and evolving nature of healthcare. Modern healthcare is not just about treating a condition or managing an illness, but it is about providing people with the treatment that they need and providing them with the knowledge and support that they need to live healthy and fulfilling lives. Given the rapid changes that can arise in societal norms, culture, and the health of populations as evinced by the COVID-19 pandemic; there are many challenges that lie ahead to facilitate IPC that enhances the quality of care. The COVID-19 pandemic has also surfaced the impact that faith and belief have on how people act and behave in relation to healthcare. In Theaetetus, Plato defined knowledge as the intersection of truth and belief where knowledge cannot be claimed if something is true but not believed, or believed but not true (41–43). This assertion gives added credence to the notion that efforts to understand and improve IPC must reflect the reality of patient care as experienced by healthcare professionals so that they not only see and understand its relevance but believe that they have a key role to play in it as part of their responsibility to improve patient care.

In sum, it may be prudent to focus on ensuring that the theory of action that underpins efforts to embed and improve IPC in clinical reflects the vicissitudes of patient care is credible and is believed by the healthcare professionals whose practice it seeks to change. Efforts to improve and embed IPC that enhances patient safety, requires healthcare professionals with an appropriate mindset, skills, attitude, as well as insight or belief to interpret and utilize the evidence at hand appropriately to improve the health and wellbeing of those in their ward with due consideration of their values or preferences.



CONCLUSION

Improving IPC and the quality of healthcare has long been the focus of considerable improvement efforts with varying levels of success. In more recent times, there has been a better understanding of the complexity of healthcare systems and their impact on the behavior and actions of healthcare professionals. Systems-thinking is a useful way of understanding the nature of healthcare systems and designing improvement interventions that reflect the complex ecology of organizational and human factors in clinical practice. While efforts to improve IPC using approaches informed by systems-thinking have limited success thus far, there is still merit and scope in pursuing this line of endeavor. Reconceptualizing IPC as a muddy zone of practice that requires improvement is consistent with a systems-thinking approach, but points toward a more nuanced theory of action to underpin improvement efforts. Such as theory of action needs to reflect the reality of healthcare professionals from different backgrounds if the objective of improving the quality of patient care is to be achieved. Education fulfills its true emancipatory apogee, or pinnacle, when students and educators collectively develop a dialogical theory of praxis as a community (44). If the quality, safety, justice, and equity of healthcare is to be improved through IPC, then it would be apt for healthcare professions educators to focus on creating IPC landscapes of practice with communities of healthcare professionals, educators, students from different disciplines engaged in an ongoing dialogue and working partnership in which everyone is heard, seen, and valued for their contribution to healthcare. Perhaps then, a shared dialogical theory of meaning and action aligned to a culture of effective IPC can be fostered and flourish within the complex milieu of health care systems. Thus, IPC may one day cease to be a muddy zone of practice in healthcare professionals' education.
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