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ABSTRACT 

 
This paper explores facilitators for and barriers to the implementation of IPP focusing on medication safety in a public hospital in 
Bali, Indonesia. Qualitative methods involved interviews with stakeholders from a university and a hospital and focus group 
discussions with healthcare professionals in the hospital. Semi-structured questions were developed as a guide for the interviews 
and discussions. All interviews and discussions were recorded. The six steps of Braun and Clarke’s thematic analysis methodology 
were implemented in determining the themes. The Consolidated Criteria for Reporting Qualitative Research (COREQ) checklist was 
employed in reporting of findings. Participants indicated that support from the government and perceived benefits of IPP were 
facilitators for IPP. However, the participants mostly mentioned the barriers of IPP including lack of competencies for IPP and lack of 
understanding of the role of other healthcare professionals as barriers to the implementation of IPP. This showed that these were the 
barriers identified to the implementation of IPP in the study hospital. Despite the fact that participants were supportive of IPP, the 
participants identified some barriers to the implementation of IPP in the study hospital. The implementation requires support of the 
government, professional organisations, and stakeholders at the university and hospital levels. 
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INTRODUCTION 

Developed and developing countries 

have no significant differences in terms of the 

perceived benefits of interprofessional 

education for teaching, learning, practice and 

policy (Rodger and Hoffman, 2010). Although 

some similarities of the benefits were found in 

both developed and developing countries,           

some differences were identified (Mickan et al, 

2010). A governance model may facilitate  

shared responsibility amongst healthcare 

professionals in developed countries, 

meanwhile, the hierarchical model of healthcare 

service delivery is considered as one of the 

barriers in developing countries. Mickan et al. 

(2010) suggested that collaboration amongst 

healthcare professionals is essential in complex 

healthcare service delivery to ensure a safe           

and quality service. However, they stated             

that lack of access to medical records for 

healthcare professionals in developing  

countries may restrict interprofessional practice 

(IPP). 
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A framework of interprofessional 

education (IPE) for collaborative patient centred  

practice (IECPCP) is one of the methods to 

assess the feasibility of the implementation of 

IPP aimed at facilitating collaborative practice in 

patient care (D’Amour and Oandasan, 2005). 

This framework has three levels (i.e. Micro, 

Meso and Macro). The framework was selected 

because it takes into consideration factors at the 

individual and organisation levels which may 

influence collaborative practice. The Micro level 

focuses on the needs of the patient and 

interactional factors between individuals and 

healthcare professionals, as well as with the 

healthcare organisation. The Meso level 

emphasises organisational factors such as 

governance and healthcare service structure. 

Meanwhile, the Macro level is influenced by 

professional systems, government policies, and 

social and cultural values of healthcare 

professionals. In the current Indonesian practice 

model, little is known regarding how IPP is 

adopted in healthcare service delivery. This 

study aimed to assess the feasibility of 

implementing IPP, focusing on medication 

safety in one hospital in Bali, Indonesia. 

Medication safety was selected as the topic for 

the present study because communication and 
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accurate information transfer are crucial 

amongst the different healthcare professionals 

(i.e. physician, nurse, and pharmacist) who are 

involved in the process of medication delivery. 

This study aimed to explore the feasibility of the 

IPP implementation focused on medication 

safety in Indonesian practice; identifying 

facilitators and barriers for stakeholders and 

healthcare professionals.  

 

METHODS 

The primary investigator performed 

semi-structured interviews and focus group 

discussions (FGDs). Three domains of the 

Consolidated Criteria for Reporting Qualitative 

Research (COREQ) checklist was employed in 

reporting of the findings (Tong, et al., 2007). The 

study approval was granted by the Curtin 

Human Research Ethic Committee (HREC) and 

Ethics Committee of the study university. 

Informed consent was obtained for each of the 

interviews and responding to the invitation to 

attend the FGDs was considered as giving 

consent.  

The first domain of COREQ consists of 

personal characteristics and relationship with 

participants. The participants of the present 

study knew the primary investigator (DKE) 

prior to the study commencement and 

understood the aims of her research as part of a 

PhD study. The primary investigator (DKE) 

conducted the interviews. Meanwhile, FGDs 

were facilitated by an independent facilitator. 

The second domain of COREQ is study 

design which encompasses participant selection, 

setting, theoretical framework and data 

collection. Participants in the interviews were 

purposefully recruited and comprised the 

Heads of the Medical, Nursing, and Pharmacy 

Departments from a public university, together 

with the Director of the Hospital and Head of 

the Pharmacy Department in a public hospital in 

Bali, Indonesia. The interviews were conducted 

in the interviewees’ offices. Meanwhile, 

participants in FGDs were selected randomly 

from lists of practising physicians, nurses and 

pharmacists from the same public hospital in 

Bali, Indonesia. The FGDs were conducted in 

the study hospital. Semi-structured questions 

were developed as a guide for the interviews 

and FGDs. The questions sought to assess 

participants’ support towards IPP, as well as 

potential facilitators and barriers to its 

implementation, based on the current practice of 

healthcare service delivery. This was to provide 

consistency in the manner in which the primary 

investigator and the facilitator conducted the 

interviews and FGDs, while helping ensure that 

the interviews and FGDs stayed on topic. 

All interviews and discussions used audio 

recording to ensure accuracy of transcription. 

The six steps of Braun and Clarke’s thematic 

analysis methodology were implemented in 

determining the themes (Braun and Clarke, 

2006). The primary investigator was familiar 

with the transcripts of interviews and FGDs 

because she translated and transcribed the 

interviews herself. Coded themes were grouped 

together for each interview as part of the 

thematic analysis process.  

The third domain of COREQ consists of 

data analysis and reporting. NVivo™ data 

management was employed. Interviewees 

reviewed the transcription to check for 

correctness while the facilitator reviewed the 

FGDs’ transcriptions for checking. The themes 

were data driven. Frequencies of themes arising 

from interviews and FGDs were also 

determined to obtain an understanding of 

theme distributions and the level of their 

importance with respect to the research 

questions. 

 

RESULTS AND DISCUSSION 

All of the interviewees were male. There 

were seven medical doctors (physicians), six 

nurses and eight pharmacists in the hospital 

participated in the FGDs. Initially, there were 

one physician, one pharmacist and two nurses 

were unable to attend the FGDs because of their 

commitments at the hospital. However, the 

primary investigator could only recruit one 

pharmacist to replace those who unable to 

come. The majority of participants in the FGDs 

were female and had been working in the 

hospital for between one to 25 years. The 

interviews and discussions lasted approximately 

one hour. Translation and transcription were 
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conducted by the primary investigator within 48 

hours of the interviews and FGDs to ensure 

important notes taken during interviews/FGDs 

were not lost. 

In general, the Heads of Departments 

from the university and hospital as well as 

participants in FGDs, were supportive towards 

IPP. Support of the Heads of Department can be 

seen in the following extracts: 

 “I absolutely agree at level 10 [10 of being the 

highest level of agreement] because, we always think 

about the patients” (Head of Hospital 2) 

Support extracted from FGDs and the 

participants’ group responses are illustrated in 

the following: 

Facilitator of FGD: “Do you agree to work with 

other professions to provide healthcare service?” All 

participants in Nurse Group said yes and laugh.  

 Facilitator of FGD: “…how many…agree to 

work with other professions to ensure the safe use of 

medication? “ All participants in Pharmacy 

Group raised their hands. P1-PG: “It should be 

everyone as long as we keep our knowledge 

updated…” 

Facilitator of FGD: “Do you agree to work in 

a team with other team members in providing patient 

care?” Participants 1- Physician Group: “Yes, we 

do. Happy about it, we like to communicate. We’d 

love to call them or text them (laughing)…” 

Table I shows themes identified which 

related to facilitators for and barriers to the 

implementation of IPP in the study hospital 

from the interviews and FGDs. As can be seen in 

Table I, participants in the study discussed more 

frequently the barriers rather than the 

facilitators for implementing IPP in the study 

hospital.  

To the best of our knowledge, this is the 

first Indonesian study aimed at identifying 

facilitators for and barriers to the 

implementation of IPP focused on medication 

safety in a hospital setting in Indonesia. 

Facilitators for IPP 

Participants in the present study 

indicated the Indonesian Government 

supported IPP with the adoption of the Joint 

Commission International (JCI) accreditation              

as part of the Indonesian Government policy            

is  to ensure  patient safety  in healthcare service  

delivery. Participants of the present study also 

identified that IPP may potentially bring 

positive benefits not only to minimise the 

potential risk of medication misadventure, but 

also reducing blame to certain healthcare 

professionals when the misadventure occurred. 

Expectation towards the role of healthcare 

providers was mentioned by the participants. 

They claimed that other healthcare professionals 

(e.g. nurses and physicians) thought the role of 

pharmacists on the wards was mainly about 

logistics (i.e. medicine supply) and in reducing 

the workload involved in drug distribution. The 

stakeholder’s expected the interaction between 

nurses and pharmacists on the wards was more 

focussed on medication advice. This suggested 

that the stakeholder supports IPP amongst 

healthcare professionals.  

Participants stated that there was limited 

interaction between healthcare providers. 

Participants identified that physicians mostly 

work with nurses but had very limited 

interaction with pharmacists. The interviewed 

pharmacist described most pharmacists’ 

interactions were with nurses and limited 

interaction with physicians. Discussion with the 

Pharmacist Group also revealed different 

opinions on the level of communication between 

pharmacists and physicians in the hospital. It 

appeared that the level of relationship was 

dependent upon the wards and place of work. 

Although the level of communication amongst 

physicians and pharmacists was thought to be 

poor, potential interaction may occur when the 

medication prescribed was outside the hospital 

formularies or the prescription order was 

unclear due to poor hand writing necessitating 

pharmacist intervention.  

Barriers to IPP 

The barriers identified were lack of 

competencies in IPP, lack of understanding of 

the role of healthcare professionals, superiority, 

no legislation from the government on 

teamwork, and limited staff. Although 

participants agreed competencies in IPE are 

important, participants indicated that health 

care  professionals  lacked  these   competencies.  

Knowledge competency was not only within 

one’s own profession but also knowledge of the 
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roles of other healthcare professionals. 

Communication and teamwork skills emerged 

as skills or competencies in IPP in the present 

study. These skills included what and                  

how to deliver a message to other health              

care professionals. Failure of clear delivery of 

the message might cause ineffective 

communication. However, one of the Heads 

interviewed highlighted that currently there 

was a lack of role models amongst practitioners 

with good communication skills in practice. 

Participants also stated that teamwork is 

essential in working inter-professionally in 

healthcare service delivery.  

Trust and respect were identified as 

attitude sub-themes. Participants suggested that 

trust of other healthcare professionals and 

patients are essential in IPP. For example, if 

physicians doubted the pharmacists’ 

competency to dispense medication for 

paediatric patients, this may reduce the 

physicians’ trust in working with the 

pharmacists in a team. Respect was the most 

common attitude mentioned during interviews. 

Respect of other healthcare professionals is 

essential in teamwork. The belief of the role of 

other healthcare professionals as a physicians’ 

helper was identified in the present study. This 

may reflect the culture of healthcare service 

delivery in Indonesia where the physician 

assumes the highest position within the 

healthcare hierarchy. This was also identified in 

another theme as a barrier to IPP which                 

was superiority. As per dictionary definitions 

(Oxford, 2015) “ego” is defined as a            

person’s self-importance (in this case the 

importance of certain professions within the 

healthcare delivery). “Hierarchy” is defined as 

the level of arrangement based on the 

importance in an organisation. “Superior” 

relates to higher status or power (in this case in 

health service delivery). Based on these 

definitions, ego, hierarchy, and superiority were 

considered as one theme of superiority. Social, 

relational and the structure of an organisation 

may result in communication failures in 

healthcare service delivery (Sutcliffe et al., 2004).  

Table I. Themes identified as facilitators for and barriers to the implementation of IPP focused on 

medication safety 

 

Facilitators/ 

Barriers 
Themes HU1 HU2 HU3 HH1 HH2 MG NG PG 

Facilitators Benefits of IPP ++ + + + ++ + + + 

 Expectation towards the role 

of others 

+ + + + + + + + 

 Interaction between 

healthcare professionals  

+ + + + + + ++ + 

 Support of IPP  + + ++ ++ + + + + 

Barriers Lack of competencies in IPP ++ +++ +++ ++ +++ ++ ++ +++ 

 Lack of understanding of the 

role of healthcare professional 

++ +++ + + ++ +++ +++ ++ 

 Superiority + + + + + + + + 

 No legislation from the 

government on teamwork 

+ + ++ ++ + + + + 

 Limited staff  + + ++ ++ + + + + 

 

Notes: +++: themes identified more than 50 times; ++: themes identified 25-50 times; +: themes 

identified less than 25 times; HU: Heads of Department in the university; HH; Heads in the hospital, 

MG: Medical Doctor Group; NG; Nurse Group; PG: Pharmacist Group 
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Stakeholders in the university suggested 

that there is no legislation to cover working and 

sharing the responsibility within a team. At the 

study hospital, there was no explicit legislation 

on teamwork (collaboration) amongst healthcare 

professionals. The lack of adequate numbers of 

healthcare professionals was also mentioned as 

one cause of sub-optimal healthcare services 

which could be one of barriers to the 

implementation of IPP. 

Feasibility of IPP implementation based of 

IECPCP 

At the Micro Level, this study identified 

that healthcare professionals realised the 

importance of IPP in ensuring medication safety 

at the study hospital. Participants in interviews, 

as well as FGDs, discussed the benefits not only 

to the patient but also to healthcare 

professionals. In this regard, the healthcare 

professionals had identified that IPP may bring 

about positive benefits to the staff. If the staff 

perceived gaining advantages from IPP, this 

may also positively influence organisation 

performance in patient care. Ginsburg and 

Tregunno (2005) stated that organisational 

culture (i.e. values, beliefs, and attitudes) and 

climate (i.e. policies, procedures, and staff’s 

belief in their organisation) have a strong 

influence on the level of successfulness of 

organisational performance in patient care. 

Thus, staff’s positive behaviour is an important 

factor if IPP is to occur. The results of the 

present study have indicated that healthcare 

professionals were supportive towards IPP. This 

showed that support at the Micro level 

(healthcare professionals) of the framework of 

IECPCP was identified.  

This study identified knowledge, skills 

and attitudes were competencies required in 

IPP. The knowledge competency included 

competency within one’s own profession, as 

well as understanding of the roles of other 

healthcare professionals (WHO, 2010). Skills 

competency involved ability to communicate 

effectively amongst healthcare professionals as 

well as with the patients. Suter et al (2009) 

suggested that communication skills are an 

important competency of healthcare providers 

in IPP. The skills involved using the appropriate 

language and ability to negotiate with others. 

This means that healthcare professionals are 

required to learn dual identities - their own 

professional identity as well as an 

interprofessional identity (Khalili et al, 2013). 

Further, attitudes identified were also related to 

respect towards others (Baker, Gustafson and 

Beaubien, 2003). 

Despite the fact that the competencies 

required were identified, participants in this 

study indicated that healthcare professionals 

had a lack of knowledge of the roles of other 

healthcare professionals. Understanding the role 

of healthcare professionals and communication 

skills are essential in collaborative practice 

(Suter et al., 2009). This study also indicated the 

sense of superiority amongst medical 

practitioners potentially may lead to limited 

interaction between healthcare professionals. 

The sense of superiority in healthcare service 

delivery found in the present study may result 

from a lack of understanding of the role of other 

healthcare professionals. This lack of 

understanding was identified as a major barrier 

for the implementation of IPP in the study 

hospital. This perceived superiority may also be 

one of the barriers to the implementation of IPP 

at the Micro level. The sense of superiority could 

be influenced by strong professional 

socialisation amongst physicians. Hafferty and 

Franks (1994) stated that professional identity in 

physicians was developed in an informal 

curriculum namely, a hidden curriculum. 

Similarly et al (2001) also described the informal 

stage as an important part of professional 

socialisation in graduates. Whitehead (2007) 

suggested that physicians’ involvement in 

professional collaboration should be designed in 

a model which provided evidence of improving 

patient outcomes.  

Stakeholders in the present study 

believed that IPP could potentially minimise the 

risk of medication misadventure. This suggested 

support at the Meso level of IECPCP existed in 

the study hospital. This support is essential for 

the implementation of IPP (Mickan et al., 2010). 

However, there was no standard protocol at the 

hospital to work in a team with other healthcare 

professionals. Although the study hospital 
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adopted an international accreditation which 

made communication amongst healthcare 

professionals inevitable with the introduction of 

integrated notes, it is unknown whether the 

integrated notes had facilitated enhanced 

information exchange amongst healthcare 

professionals in performing their duties. The 

lack of standard protocols and the lack of 

facilities to work with other healthcare 

professionals have also been discussed in the 

literature as barriers to the implementation of 

IPP (Mickan et  al., 2010; WHO, 2010) 

At the Macro level, the participants 

indicated that the Indonesian Government 

supported interprofessional collaboration 

amongst healthcare professionals. However, 

participants felt that there was no clear 

legislation on teamwork in the provision of 

healthcare services in their present practice. 

Additionally, support from professional 

organisations towards IPP was not identified in 

the present study. Thus, further study may be 

required to identify support from the 

professional organisations. This is because 

support from the government and professional 

organisations is considered as significant drivers 

for the implementation of IPP (Mickan et  al.,  

2010; WHO, 2010). The hierarchical model of 

healthcare delivery which may result from 

superiority identified in the present study 

mirrored barriers to implement IPP found in 

other developing countries (Mickan et al.,  2010). 

Although this study identified the 

implementation of IPP was feasible based on the 

IECPC framework in the study hospital, there 

were some potential sources of bias in this 

qualitative study. Bias may arise from both the 

participants as well as the researchers (Knox 

and Burkard, 2009). Bias from participants may 

be associated with their positive motivation to 

be involved in research. This may influence 

positive participants’ responses towards the 

questions asked. This was beyond the control of 

the investigator. Meanwhile, bias from the 

researcher may result from the data collection 

and analysis process. Potential bias from the 

researcher was minimised by using a 

triangulation data collection method in which 

similar data were collected from interviews and 

FGDs. This study has employed established 

checklists of analysing and reporting of 

qualitative data to improve the quality of 

qualitative research. However, this study was 

unable to meet all of the checklists. Another 

potential bias was this study was conducted in 

one university and one hospital in one province 

in Indonesia. Thus, generalisation of the 

findings should be made cautiously in other 

settings in the country.  

 

CONCLUSION 

This study found that the Indonesian 

Government and the stakeholders support IPP 

implementation. However, a lack of 

understanding of the roles of healthcare 

professionals, no clear guidelines of working 

collaboratively, superiority and limited staff 

numbers were identified as barriers to the 

implementation of IPP in the study hospital. The 

lack of understanding of the role of other 

healthcare professionals may emanate from the 

hierarchical model which exists currently in 

healthcare service delivery. The barriers 

identified, which are similar to those identified 

in other developing countries, will need to be 

addressed if IPP is to be implemented in the 

study hospital, and more broadly in Indonesia. 

This required support from the government, 

professional organisations, and stakeholders.  
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