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Background: Interprofessional collaboration (IPC) is a key component of effective, patient-centered healthcare. Despite growing
emphasis on interprofessional education, there is limited qualitative evidence exploring how physiotherapy students in the United Arab
Emirates (UAE) perceive and interpret IPC within clinical training environments.

Objective: To explore final-year physiotherapy students’ perceptions of interprofessional collaboration, including perceived enablers
and barriers within clinical settings in a university in the UAE.

Methods: A qualitative methodology was employed using Focus Group Discussions (FGDs). Two focus groups were conducted with
final-year physiotherapy students (n=19) at the University of Sharjah, United Arab Emirates. The focus groups were gender-
segregated to align with local cultural norms. The discussions were audio recorded and transcribed verbatim. Thematic analysis
was undertaken using Braun and Clarke’s six-phase approach to generate key themes and subthemes.

Results: Analysis generated five overarching themes and 11 subthemes, broadly reflecting: (1) understanding of interprofessional
collaboration, (2) learning experiences, (3) influencing factors (including enablers and barriers), (4) application to practice, and (5) the
need for structured interprofessional education. Students recognized IPC as essential for improving patient outcomes, particularly
through effective communication, shared decision-making, and role clarity. However, readiness for collaborative practice appeared
variable and was largely shaped by clinical exposure rather than structured training. Key barriers included hierarchical clinical
structures, limited interprofessional engagement, and communication challenges across disciplines.

Conclusion: Final-year physiotherapy students demonstrate a strong conceptual understanding of IPC but face contextual and educational
barriers to its effective implementation. These findings highlight a gap between theoretical preparation and clinical practice. Integrating
structured interprofessional education within physiotherapy curricula, alongside addressing hierarchical and organizational constraints in
clinical environments, may enhance students’ readiness for collaborative practice in multidisciplinary healthcare settings.
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Introduction

Interprofessional collaboration (IPC) is widely recognized as a cornerstone of effective, safe, and patient-centered
healthcare delivery. As healthcare systems become increasingly complex, the ability of professionals to work collabora-
tively across disciplines is no longer optional but essential. In this context, physiotherapy education must evolve to equip

students with the competencies required for collaborative practice.' Interprofessional Education (IPE) has emerged as
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a critical pedagogical approach to foster these competencies, aiming to break down professional silos and prepare
students for real-world interdisciplinary teamwork.>

Evidence suggests that physiotherapy students, both globally and within the United Arab Emirates (UAE), generally
demonstrate positive attitudes toward IPE and collaborative learning.* Students recognize the value of learning about the
roles and contributions of other healthcare professionals and acknowledge that interprofessional learning enhances
communication, mutual respect, and preparedness for collaborative practice. Participation in IPE activities, such as team-
based learning and case-based discussions, has been shown to improve clinical reasoning and increase confidence in
managing complex patient care scenarios through shared decision-making.”®

However, despite these positive perceptions, challenges persist in translating interprofessional learning into effective
collaborative practice. Existing literature highlights several barriers, including logistical constraints such as scheduling
conflicts and limited resources, educational challenges such as role ambiguity and lack of structured IPE, and cultural
factors such as hierarchical norms and professional boundaries.” ' Importantly, while global studies consistently report
favorable attitudes toward IPE, emerging evidence suggests that these attitudes do not always translate into meaningful
interprofessional collaboration in clinical environments due to structural and contextual limitations.

The UAE healthcare system presents a unique context for examining interprofessional collaboration. It is characterized
by a highly multicultural workforce, where healthcare professionals from diverse educational and cultural backgrounds
interact within multidisciplinary teams. While this diversity enhances the potential for comprehensive patient care, it may
also introduce challenges related to communication, role clarity, and hierarchical structures in clinical practice.'?
Furthermore, interprofessional education within health professional programs in the UAE is still evolving, with limited
structured opportunities for students to engage in collaborative learning during clinical training.®'® These contextual factors
highlight the importance of exploring how students perceive interprofessional collaboration within this setting.

Despite growing evidence on students’ readiness for interprofessional education, there remains limited qualitative
research exploring how physiotherapy students in the UAE context perceive interprofessional collaboration during
clinical training. Studies indicate that students demonstrate positive attitudes toward interprofessional learning; however,
evidence exploring their perceptions within clinical settings remains limited.®!>2¢

Final-year physiotherapy students were selected for this study as they represent the transition point between education
and professional practice. Unlike early-stage students, who may primarily report expectations or initial challenges during
clinical exposure, final-year students have completed substantial clinical rotations and are more likely to have experi-
enced interprofessional collaboration within real healthcare settings. Previous research has highlighted that students in
early clinical phases often experience stress, role uncertainty, and limited preparedness during the transition to clinical
training, with competencies developing progressively through exposure. Therefore, final-year students are uniquely
positioned to provide informed reflections on the enablers and barriers to interprofessional collaboration, as well as
the extent to which educational preparation aligns with clinical practice.?”-*®

While IPE aims to prepare students for collaborative practice, the extent to which these competencies are translated
into actual interprofessional collaboration (IPC) within clinical settings remains unclear. To better understand this
transition, this study is guided by the Canadian Interprofessional Health Collaborative (CIHC) framework, which
provides a comprehensive structure for examining IPC competencies, including communication, role clarification,
team functioning, leadership, conflict resolution, and patient-centered care. This framework supports a structured
interpretation of students’ perceptions within clinical environments.

Therefore, this study aims to explore final-year physiotherapy students’ perceptions of interprofessional collaboration
within a university in the UAE, with a particular focus on identifying key enablers and barriers within clinical training
settings.

Research Question
How do final-year physiotherapy students in a UAE university perceive the enablers and barriers to interprofessional
collaboration in clinical settings?
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Methods

Study Design

This study employed a descriptive qualitative design underpinned by an interpretivist paradigm. Interpretivism assumes
that reality is socially constructed and that participants’ perceptions are best understood through the meanings they assign
to those experiences.”” This approach was appropriate for exploring final-year physiotherapy students’ perception of
interprofessional collaboration within clinical training contexts.

A descriptive qualitative design was selected because the study aimed to explore students’ perceptions including
perceived enablers, and barriers rather than to conduct a phenomenological analysis. FGDs were used to encourage
interaction, collective reflection, and the sharing of diverse viewpoints on interprofessional collaborative practice.>® This
approach is suitable for examining complex educational and clinical experiences, particularly in multicultural healthcare
education settings. This study is reported in accordance with the Consolidated Criteria for Reporting Qualitative
Research (COREQ) checklist. A completed COREQ checklist is provided as supplementary material.>'

Setting and Participants
The study was conducted in the Department of Physiotherapy at the University of Sharjah, UAE. FGDs were held in a pre-
booked meeting room within the department to provide a comfortable, private, and supportive environment for discussion.
The target population was final-year physiotherapy students who had completed substantial clinical rotations.
A purposive sampling strategy was used to recruit participants. Students were eligible if they were final-year physiother-
apy students and had completed at least one clinical rotations in healthcare settings such as hospitals, rehabilitation
centers, and outpatient/private clinical facilities. No exclusions were made based on gender, ethnicity, or health status.
A total of 19 final-year physiotherapy students participated in the study. Participants represented diverse cultural and
educational backgrounds, reflecting the multicultural student population in the UAE. Participant characteristics, including
gender, age, country of origin, number of clinical rotations completed, emirate of clinical placement, and type of clinical
setting, are presented in Table 1.

Table | Demographic Characteristics of the Participants

Variable Category n (%)/Mean * SD
Age (years) Mean + SD 222+ 08
Range 21-23
Gender Female Il (57.9%)
Male 8 (42.1%)
Country of Origin UAE 5 (26.3%)
Egypt 3 (15.8%)
Jordan 3 (15.8%)
Syria 2 (10.5%)
Kuwait 2 (10.5%)
Palestine 2 (10.5%)
Qatar 2 (10.5%)
Clinical Rotations completed | 5 rotations 8 (42.1%)
6 rotations Il (57.9%)
(Continued)
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Table | (Continued).

Variable

Category

n (%)/Mean = SD

Clinical Training Exposure

Ras Al Khaimah, Umm Al Quwain)

Multiple Emirates (eg, Dubai, Sharjah, Ajman, Fujairah, | All participants

Clinical Settings Exposure

rehabilitation centres,

Tertiary hospitals (Inpatient and outpatient units) All participants

Participant Recruitment and Flow
Eligible students were invited to participate through institutional Email approximately three weeks before the scheduled

FGDs. The invitation included information about the study purpose, voluntary participation, confidentiality, and the right

to withdraw at any time without academic consequences.
Students who agreed to participate provided written informed consent before data collection. All consenting

participants were included in the study. No incentives were provided for participation. The participant recruitment and

inclusion process is presented in Figure 1.

Data Collection

Data were collected using gender-segregated FGDs to align with local cultural norms and to encourage open participa-
tion. Two focus groups were conducted, with approximately 9—10 participants per group. Each discussion lasted for up to

45 minutes to 60 minutes was guided by a semi-structured moderator guide developed for this study.

-

Eligible n=80

\

4

Invited n=80

1y

Declined/No response
n=61

4

Consented n=19

4

Conducted FGD’s
n=19

Figure | Participant Recruitment.
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The moderator guide included demographic questions and content-related questions exploring students’ understand-
ing of interprofessional collaboration, their clinical experiences, perceived enablers and barriers, communication across
disciplines, professional roles, and suggestions for improving interprofessional education.

A semi-structured moderator guide was developed by the research team based on the study objectives and relevant
literature. The guide was reviewed by experts in qualitative research and interprofessional health education to ensure
clarity, relevance, and alignment with the study aims. Although the guide was not explicitly structured around the
Canadian Interprofessional Health Collaborative (CIHC) competency domains, it addressed key components of inter-
professional collaboration and was subsequently mapped to the CIHC framework during analysis.

The moderator guide used during data collection is presented in Figure 2. For clarity in reporting, the guide has been
organized into thematic domains; however, the content and sequence of questions reflect those used during the focus
group discussions. The guide was not formally pilot tested, although minor refinements were made following initial
discussions within the research team.

The focus groups were facilitated by two female faculty members [SR,JM]. One facilitator had experience in
qualitative research and focus group methods among healthcare students, while the other had expertise in interprofes-
sional health education and final-year physiotherapy mentoring. To reduce the possibility of power imbalance, partici-
pants were informed that their participation was voluntary, that there were no right or wrong answers, and that their
responses would not affect their academic standing.

Reflexive memoing was undertaken throughout the data analysis process to enhance analytical transparency and
minimize the influence of pre-existing assumptions. Themes were iteratively refined through constant comparison across
transcripts to ensure consistency and depth of interpretation. An audit trail was maintained to document analytical
decisions and support methodological transparency.

In addition, all members of the research team reviewed the data and emerging themes to ensure coherence and
alignment between the raw data, coding framework, and final thematic structure. Transcripts were not returned to
participants for comment or correction, as the focus of the analysis was on collective thematic patterns rather than
individual transcript validation.

With participants’ consent, FGDs were audio-recorded. Recordings were transcribed verbatim and checked for
accuracy against the original recordings. Transcripts were anonymized by removing identifying details and assigning
participant codes.

Participant quotations were labelled using both focus group and participant identifiers, for example, FG1, P2 or FG2,
P6, to improve transparency while maintaining confidentiality. Data is stored securely and accessed only by the research
team. The informed consent process included permission to use anonymized participant quotations in publications.

Research Team
The research team comprised members with expertise in physiotherapy, medical education, and qualitative research, with
roles ranging from lecturer to senior academic. This multidisciplinary composition facilitated a nuanced interpretation of
the data and supported reflexivity throughout the research process. Team members engaged in ongoing discussions to
acknowledge and reflect on their professional backgrounds, assumptions, and potential influences on data collection and
analysis, which were considered during coding and theme development to enhance analytical rigor and transparency.
A pre-existing academic relationship existed between one member of the research team (SR) and the participants, as
SR was involved in teaching within the physiotherapy program. The other facilitators (JM and IGE) had no prior teaching
or supervisory relationship with the participants. To minimize potential influence on participant responses, students were
informed that participation was voluntary, responses would remain confidential, and involvement would not affect their
course grades or academic evaluation.

Data Analysis

Audio-recorded focus group discussions were transcribed verbatim and analysed using Braun and Clarke’s six-phase
thematic analysis approach.®> The analysis began with familiarization through repeated reading of the transcripts,
followed by the inductive generation of initial codes, allowing patterns to emerge directly from the data. Themes were
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Figure 2 FGDs Process and Moderator guide.
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not identified in advance but were derived inductively from the data. Two researchers (SR and IGE) independently
reviewed the transcripts and identified meaningful units of text to generate initial codes. These codes were compared and
refined through discussion to ensure consistency.

The codes were then organized into a coding framework and grouped into subthemes, which were subsequently
refined into overarching themes through an iterative process of constant comparison and team discussion. Discrepancies
in coding were resolved through consensus, with the involvement of a third researcher (JM) where necessary. The
research team engaged in regular discussions throughout the analysis process to enhance credibility and ensure
consistency in theme development. The final stages involved defining and naming the themes and producing the report,
ensuring coherence and consistency across the dataset. Data analysis was conducted manually by the research team
without the use of qualitative data analysis software.

Results
Thematic analysis, conducted using Braun and Clarke’s six-phase approach, generated five overarching themes and
eleven sub themes reflecting final-year physiotherapy students’ perceptions of interprofessional collaboration (IPC)
within clinical settings in Table 2. These themes were iteratively developed through coding and refinement and were
interpreted in alignment with the Canadian Interprofessional Health Collaborative (CIHC) competency framework.
Through discussions, participants consistently endorsed IPC as an essential model of care while highlighting a clear
tension between its perceived value and its implementation in practice. The five themes identified were: (1) Patient-
centered interprofessional care, (2) Communication and role clarity, (3) Experiential clinical learning, (4) Organizational
and cultural barriers, and (5) Need for structured interprofessional education. The relationships between these themes are
illustrated in Figure 3.

Theme |: Patient-Centered Interprofessional Care (CIHC Domains | and 4:

Patient-Centered Care; Team Functioning)
This theme comprised three subthemes: shared decision-making, holistic care, and patient outcomes.

Table 2 Themes and Subthemes

Theme Subtheme CIHC Domains

Patient-Centered Interprofessional Care Shared decision-making Domains | and 4
Holistic care
Patient outcomes
Communication and Role Clarity Interprofessional communication. Domains 2 and 3
Understanding professional roles
Mutual respect

Experiential Clinical Learning Learning through clinical exposure Domains 3 and 5
Limited structured interprofessional education
Perceived readiness gap

Organizational and Cultural Barriers Hierarchical structures Domains 4 and 6
Blame culture

Professional silos

Professional recognition disparities
Structured Interprofessional Education (IPE) Curriculum integration Domains 4 and 5

Early exposure

Structured interprofessional interaction

Notes: CIHC Domains: | — Patient-centered care; 2 — Communication; 3 — Role clarification; 4 — Team functioning; 5 — Collaborative
leadership; 6 — Conflict resolution.
Abbreviation: CIHC, Canadian Interprofessional Health Collaborative.
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Figure 3 Thematic map illustrating relationships between themes influencing interprofessional collaboration among physiotherapy students.

Participants consistently conceptualized IPC as fundamental to achieving optimal patient outcomes. Collaboration
was not viewed as optional but as a necessary condition for effective, coordinated care. Students emphasized that patient
care is a shared responsibility, requiring the integration of expertise across disciplines.

We’re a team aiming for the same goal... every profession has their own way to reach that goal. (FG1, P2)
I alone can’t reach it alone. (FG1, P1)

This perspective reflects an emerging understanding of patient-centered care as a collective process rather than individual
responsibility. Participants further associate collaboration with improved efficiency and timely intervention, suggesting
that coordinated teamwork enhances both care quality and clinical outcomes.

Importantly, patient-centeredness was grounded in real clinical experiences rather than abstract concepts, indicating
that students are beginning to internalize IPC as a practical and outcome-oriented approach.

Theme 2: Communication and Role Clarity (CIHC Domains 2 and 3: Communication;

Role Clarification)
This theme included three subthemes: interprofessional communication, understanding professional roles, and mutual
respect.

Effective communication and understanding of professional roles were identified as central enablers of interprofes-
sional collaboration. Participants described how interactions with other healthcare professionals enhanced their clinical
reasoning and broadened their understanding of patient management.

The physician showed me MRI and X-rays... this helped me understand the case much better. (FG2, P4)
It’s like a puzzle where each profession provides a piece. (FG1, P3)

These accounts illustrate how communication facilitates shared understanding and collaborative decision-making.
However, participants also highlighted gaps in role clarity, noting that limited awareness of other professionals’
responsibilities can hinder effective collaboration.
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If I don’t know what another specialist does, I won’t know how to involve them. (FGI1, P1)

Overall, communication and role clarity were viewed as interdependent competencies that directly influence the

effectiveness of team-based care.

Theme 3: Experiential Clinical Learning (CIHC Domains 3 and 5: Role Clarification;
Collaborative Leadership)
This theme consisted of three subthemes: learning through clinical exposure, limited structured interprofessional
education, and perceived readiness gaps.

Participants emphasized that their understanding and development of IPC competencies were largely shaped by
clinical exposure rather than formal education. Experiential learning within clinical placements was described as the
primary context in which collaborative skills were observed and developed.

I was prepared from the clinical sites, not from here. (FG1, P2)

The clinic is the main step that helped me. (FG2, P3)

This reliance on clinical experience highlights a gap between academic preparation and practical competency develop-
ment. While students demonstrated awareness of IPC principles, many expressed uncertainties about their readiness to
independently engage in collaborative practice.

Participants described their preparedness as partial and evolving, indicating that experiential learning alone may not
be sufficient to fully develop interprofessional competencies.

Theme 4: Organizational and Cultural Barriers (CIHC Domains 4 and 6: Team

Functioning; Conflict Resolution)
This theme comprised four subthemes: hierarchical structures, blame culture, professional silos, and disparities in
professional recognition.

Despite strong endorsement of IPC, participants identified multiple systemic and relational barriers that constrain its
implementation in clinical settings. These barriers were described as both organizational (structural hierarchies, lack of
coordination) and cultural (professional dominance, communication challenges).

A prominent barrier was the presence of hierarchical structures, particularly physician dominance, which limited open
communication and collaborative decision-making:

Doctors feel superior... their ego stops them from working as a team. (FG1, P1)

Participants also highlighted issues related to professional recognition, particularly for physiotherapists:
Doctors are highly glorified... physiotherapists don’t get similar recognition. (FG2, P5)

In addition, a blame-oriented culture was identified as a significant barrier:
When something goes wrong, people start blaming each other. (FG1, P1)

This environment was perceived to discourage accountability and reduce trust within teams, ultimately affecting
collaboration and patient care.
Participants further described fragmented practice environments:

Hospitals do not prefer to work with each other... each person is on their own. (FG2, P8)

These findings suggest that barriers to IPC are deeply embedded within organizational systems and professional cultures,

requiring system-level interventions.
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Theme 5: Need for Structured Interprofessional Education (IPE) (CIHC Domains 4

and 5: Team Functioning; Collaborative Leadership)
This theme included three subthemes: curriculum integration, early exposure, and structured interprofessional interaction.
Participants expressed a strong need for structured and formalized interprofessional education to support the
development of collaborative competencies. While IPC was recognized as important, students reported limited oppor-
tunities for structured learning within the curriculum.
Suggestions for improvement included early integration of IPC concepts, structured interdisciplinary activities, and
increased opportunities for shared learning.

Hospitals should set one hour daily for all specialties to meet. (FG2, P6)
Awareness should start from universities. (FG1, P1)

Participants emphasized that structured educational interventions are essential to bridge the gap between theoretical
knowledge and clinical practice. These recommendations reflect an understanding that collaborative competencies must
be intentionally developed through both educational and clinical systems.

Positive drivers such as patient-centred care, communication, experiential clinical learning, and structured interpro-
fessional education enhance IPC, while organizational and cultural barriers constrain its implementation. These interac-
tions collectively shape the development of a collaborative professional identity.

Emerging Collaborative Professional Identity

Across all themes, participants demonstrated an emerging professional identity characterized by openness, humility, and
a willingness to engage with other healthcare professionals. This identity was shaped through both experiential learning
and exposure to interprofessional interactions within clinical settings. This cross-cutting insight is reflected in Figure 3 as
the outcome of interactions between the identified themes.

Even if ’'m super smart, I don’t know everything. (FG1, P1)
I’m prepared like 50-60%... there’s still more to learn. (FG2, P4)

This finding suggests that interprofessional collaboration extends beyond the acquisition of discrete competencies,
encompassing the development of professional values, attitudes, and self-awareness. The emergence of this collaborative

professional identity represents a critical dimension of readiness for interprofessional practice.

Discussion

This study explored final-year physiotherapy students’ perceptions of interprofessional collaboration (IPC) within a UAE
university context, interpreting findings through the Canadian Interprofessional Health Collaborative (CIHC) framework.
The results demonstrate that while students strongly endorse IPC as essential for patient-centered care, their readiness for
collaborative practice is shaped by experiential learning gaps and constrained by organizational and cultural barriers. These
findings highlight a clear distinction between the conceptual understanding of IPC and its consistent enactment in practice.

Patient-Centered Interprofessional Care — IPC as a Shared Responsibility
Participants consistently conceptualized IPC as fundamental to achieving optimal patient outcomes, emphasizing shared
responsibility and holistic care. This aligns with global evidence demonstrating that collaborative practice enhances care
quality and safety.***

However, rather than merely confirming existing findings, this study extends the literature by illustrating how students
operationalize patient-centered care as an interdependent process requiring contributions from multiple professions rather
than an individual responsibility.®> Importantly, these experiences were grounded in clinical exposure rather than structured

instruction, suggesting that experiential learning plays a critical role in shaping students’ understanding of IPC.*®

10 https: Advances in Medical Education and Practice 2026:17
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In contrast to settings where IPC is systematically embedded within curricula, students in this study appeared to
develop this understanding informally. This indicates that while the value of IPC is well recognized, its consistent
application may be context-dependent, particularly in environments where interprofessional education (IPE) is still
evolving.®” From a CIHC perspective, this reflects early development of competencies related to patient-centered care
and team functioning, but highlights the need for structured reinforcement.*®

Communication and Role Clarity — Learning Through Practice Rather Than

Curriculum
Communication and role clarity emerged as central enablers of IPC, consistent with prior research identifying commu-

nication as a cornerstone of effective teamwork and patient safety''

Participants described how interdisciplinary
interactions enhanced their understanding of patient management, supporting findings from Nygren-Bonnier et al.”

However, a key contribution of this study is the finding that communication skills and role understanding were
primarily developed through informal clinical interactions rather than structured educational experiences. This aligns
with earlier work® which highlights persistent gaps in role clarity among healthcare students.

This reveals a significant curriculum—practice gap: while communication may develop opportunistically, role clar-
ification requires intentional educational design. Within the CIHC framework, this reinforces the interdependence of
communication and role clarification competencies and underscores the need for structured learning opportunities that

enable students to move beyond observation toward active participation.

Experiential Clinical Learning — Exposure without Full Competence

Participants consistently reported that their preparation for IPC was shaped primarily through clinical placements rather
than formal academic training. This aligns with literature emphasizing the importance of experiential learning in
developing interprofessional competencies.>

However, in contrast to studies conducted in institutions with established IPE frameworks, where students report
higher confidence and readiness, participants in this study described only partial preparedness.''* This finding is critical,
as it highlights a gap between exposure and competence.

Importantly, this study does not claim that IPC competencies are fully developed through clinical experience. Instead, it
demonstrates that students perceive IPC as important yet feel insufficiently prepared to independently engage in collaborative
practice." From a CIHC perspective, this reflects emerging competencies in role clarification and collaborative leadership but
indicates the need for structured educational scaffolding to support competency consolidation.

Organizational and Cultural Barriers — Hierarchy, Blame Culture, and Power Dynamics
One of the most significant and context-specific findings of this study is the identification of organizational and cultural
barriers, particularly hierarchy, professional silos, and blame culture, as constraints to IPC. These findings are consistent
with global literature highlighting structural barriers to collaboration,'!-!8-2%41:42

However, this study extends existing evidence by providing deeper insight into how these barriers are perceived by
students within the UAE healthcare context. Participants described physician dominance as limiting communication and
shared decision-making,* but also illustrating how such hierarchies influence students’ experiences of professional
identity and participation.

The presence of a blame-oriented culture emerged as a particularly important barrier. While hierarchy is widely
reported, fewer studies explicitly identify blame culture as a constraint to IPC. In this study, blame culture was perceived
to reduce psychological safety, discourage open communication, and limit shared accountability. This suggests that
organizational culture plays a critical role in shaping interprofessional interactions.

Furthermore, the UAE’s multicultural healthcare environment may amplify these challenges, as variations in profes-
sional training, cultural norms, and communication styles can influence collaboration. These findings directly address
reviewer concerns regarding insufficient contextualization and align with CIHC domains related to team functioning and
conflict resolution.
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Need for Structured Interprofessional Education — Bridging the Gap

Participants strongly advocated for structured interprofessional education, including early exposure, interdisciplinary
learning opportunities, and formal integration within curricula. This aligns with global evidence demonstrating that
structured IPE improves collaborative competencies.®**

In contrast to settings where IPE is longitudinally embedded, students in this study reported limited structured
opportunities, relying instead on variable clinical exposure. This highlights a critical opportunity for curriculum
development within the UAE context.

Embedding IPC longitudinally across academic and clinical training may help bridge the gap between theoretical
understanding and practical application. From a CIHC perspective, this supports the development of competencies related

to team functioning and collaborative leadership, emphasizing the need for intentional and sustained educational strategies.

Emerging Collaborative Professional Identity

An important contribution of this study is the identification of an emerging collaborative professional identity among
students. Participants demonstrated openness, humility, and awareness of their professional limitations® which emphasize
identity formation as a key component of interprofessional competence.

However, unlike contexts where identity development is supported through structured IPE,** students in this study
appeared to develop this identity informally through clinical exposure. This suggests that while collaborative identity is
emerging, it may benefit from more intentional educational support to strengthen interprofessional values and attitudes.

Final-year physiotherapy students demonstrate a strong conceptual understanding of IPC but face challenges in
translating this into practice due to educational gaps and systemic barriers. Strengthening structured interprofessional
education and addressing organizational constraints may support the development of collaborative competencies and
professional identity within the UAE healthcare context.

Implications for Practice and Education
The findings of this study highlight the need for a more structured and contextually responsive integration of inter-
professional collaboration (IPC) within physiotherapy education and clinical practice. While students demonstrated
a strong conceptual understanding of IPC, their readiness to enact collaborative competencies appeared inconsistent,
underscoring the need for targeted educational and system-level interventions as explained in Table 3.

Taken together, these implications emphasize that developing IPC competencies requires coordinated efforts across
educational, clinical, and organizational systems, rather than relying solely on individual learning experiences.

Table 3 System-Level Interventions

Educational The results suggest that interprofessional education (IPE) should be embedded longitudinally across the curriculum rather
Level than introduced as isolated learning activities. The need for structured and supportive learning environments is further
reinforced by studies exploring student experiences within alternative academic structures in the UAE, which emphasize the
role of curriculum design and workload distribution in shaping student engagement and professional preparedness.*

Early and continuous exposure to interprofessional learning, supported by simulation-based scenarios and structured
opportunities for role clarification, may enhance students’ understanding of professional responsibilities and collaborative
decision-making. This aligns with existing evidence emphasizing the effectiveness of integrated and experiential IPE

approaches in developing collaborative competencies®**

Clinical level The students’ reliance on experiential learning highlights the importance of structured opportunities within clinical
placements. Interdisciplinary case discussions, collaborative rounds, and shared decision-making processes can provide
meaningful contexts for applying IPC competencies. However, as identified in this study, such opportunities are often
inconsistent. Establishing formal communication pathways and structured interprofessional interactions within clinical

. . . . L . 7—
environments may help standardize learning experiences and reduce variability in competency development'%47~°

(Continued)
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Table 3 (Continued).

Organizational The findings underscore the influence of hierarchy, professional silos, and blame-oriented cultures on interprofessional
level collaboration. Addressing these systemic barriers requires institutional commitment to fostering inclusive and collaborative
environments. Strategies such as promoting recognition of allied health roles, supporting interprofessional leadership, and
implementing non-punitive approaches to error management may enhance psychological safety and facilitate more effective
team functioning. These recommendations are consistent with literature®">2 highlighting the importance of organizational

culture in shaping collaborative practice.

Key Contribution of the Study
This study makes several important contributions to the existing literature on interprofessional collaboration in healthcare
education. It provides context-specific qualitative insights from the UAE, addressing a notable gap in regional evidence
where interprofessional education is still evolving. By situating the findings within a multicultural healthcare context, the
study highlights how cultural and systemic factors influence students’ perceptions of collaboration. It highlights the
impact of hierarchy and blame culture as key barriers to IPC, extending existing literature by illustrating how these
factors influence not only team functioning but also students’ perceptions of professional identity and participation.
This study also identifies a curriculum—practice gap in IPC readiness, demonstrating that while students value
collaboration, their competencies are primarily developed through variable clinical exposure rather than structured
educational design. It demonstrates that [PC competency development is not solely skill-based but also experiential,
identity-driven, and system-dependent. This finding reinforces the importance of integrating educational strategies with

supportive clinical and organizational environments to enable meaningful and sustained interprofessional practice.

Limitations

The findings of this study should be interpreted considering several considerations. The sample was drawn from final-
year physiotherapy students within a single institution, which may limit the transferability of insights to other educational
or healthcare contexts. As with qualitative research, the applicability of findings depends on the similarity of context, and
readers are encouraged to interpret the findings accordingly.

The voluntary nature of participation may have resulted in the inclusion of students with more favorable views toward
interprofessional collaboration, potentially influencing the overall tone of the findings. In addition, the use of faculty
moderators may have introduced response bias due to perceived power dynamics, which could have influenced the extent
to which participants shared critical experiences.

The use of FGDs as the sole data collection method may have also influenced the findings. Group dynamics,
including dominant participants or peer influence, may have shaped the responses and potentially limited the expression
of dissenting views.

Furthermore, the study focused on a single professional group, which restricts the ability to capture broader
interprofessional dynamics that may emerge when multiple healthcare disciplines are included. The absence of metho-
dological triangulation, such as incorporating individual interviews or observational data, may also limit the depth and
diversity of experiences captured.

Finally, as a cross-sectional study, the findings reflect students’ perceptions at a single point in time and do not
account for how interprofessional competencies may evolve throughout training or into professional practice.

Recommendations

Building on these findings, future research should extend beyond single-institution studies to include larger, multi-
institutional and multi-disciplinary samples, enabling comparative exploration of interprofessional collaboration (IPC)
competencies across different healthcare education contexts. Including students from multiple health professions would

provide a more comprehensive understanding of interprofessional dynamics and shared learning experiences.
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Longitudinal research designs are particularly warranted to examine how IPC competencies develop over time, from
undergraduate education into early professional practice. Such approaches would provide deeper insight into the transition
from conceptual understanding to sustained collaborative behavior, addressing the readiness gap identified in this study.

Further research should also evaluate the effectiveness of structured interprofessional education (IPE) interventions,
including simulation-based learning, interdisciplinary case discussions, and collaborative clinical placements.
Investigating how these approaches influence competencies related to communication, role clarification, and team
functioning would provide evidence to inform curriculum design and implementation.

In addition, incorporating perspectives from faculty members, clinical educators, and supervisors would enhance
understanding of the educational and organizational factors that shape IPC. This multi-level perspective is essential to
identify barriers and facilitators across both academic and clinical environments.

Finally, given the contextual findings of this study, further research is needed to examine how cultural and
institutional factors within the UAE influence professional hierarchies, communication patterns, and team dynamics.
Such work would support the development of contextually relevant and culturally responsive interprofessional education
strategies, ensuring that IPC interventions are aligned with local healthcare systems and practices.

Conclusion

This study explored final-year physiotherapy students’ perceptions of interprofessional collaboration within a UAE
university context, interpreted through the Canadian Interprofessional Health Collaborative (CIHC) framework. The
findings identified five key dimensions—patient-centered care, communication and role clarity, experiential clinical
learning, organizational and cultural barriers, and the need for structured interprofessional education—that collectively
shape students’ perceptions and readiness for collaborative practice.

Students demonstrated a strong conceptual understanding of IPC and its importance for patient-centered care and
shared decision-making. However, their readiness to engage in collaborative practice was uneven and largely dependent
on variable clinical exposure rather than structured educational preparation. The findings also highlight the influence of
contextual factors within the UAE healthcare system, including hierarchical professional structures, limited recognition
of allied health roles, and blame-oriented cultures, which constrain the consistent enactment of IPC.

Together, these findings reveal a disconnect between the theoretical understanding of interprofessional collaboration
and its practical implementation. Bridging this gap requires embedding structured, longitudinal interprofessional educa-
tion within physiotherapy curricula, supported by meaningful interdisciplinary engagement during clinical training. In
parallel, fostering organizational cultures that promote equitable team functioning, open communication, and reflective

approaches to practice will be essential to support sustainable interprofessional collaboration.
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