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Introduction 

This document has been developed in order to provide a background for the development of the Collaborative Practice 

Philosophy, and to define and bring clarity to the concepts incorporated into the graphic representation of this 

philosophy. This document begins by detailing the history of the work that developed the philosophy, and is followed by 

an explanation of the model. Each of the terms that appear within the graphic representation of the philosophy will be 

defined, with reference to the research literature from which they were derived.  

History 

The Collaborative Practice Philosophy has been developed out of an identified need to enhance interprofessional 

collaboration at Providence Care. Adopting a collaborative practice model is an important endeavor as it has been 

demonstrated to be associated with more positive health care outcomes for clients/patients, better staff satisfaction, 

and reduced health care costs (Suter et al., 2012), as well as increased client/patient satisfaction (Poochikian-Sarkissian, 

Hunter, Tully, Lazar, Sabo & Cursio, 2008).  

Although it is recognized as an important goal to enhance collaborative practice at Providence Care, it was identified 

that any practice model developed would need to reflect the unique culture of the organization, as well as its mission, 

vision and values. In January 2015, a group of key stakeholders was established in order to develop this model.  A total 

of 11 stakeholders worked toward developing this model from February 2015-February 2016. The stakeholders were 

leaders and clinicians within Providence Care, many of whom have several years of employment tenure within the 

organization. The length of time that these stakeholders have worked within the organization provided them with keen 

knowledge of the cultural and procedural practices influencing clinical care at Providence Care. Extensive literature 

searches were undertaken, and ultimately the ‘Collaborative Practice Philosophy’ was developed.  

The Philosophy 

The Collaborative Practice Philosophy was developed after exploring a variety of constructs related to interprofessional 

team processes including interprofessional collaboration, collaborative practice, and multi-disciplinary practice. 

Collaborative Practice was chosen over Interprofessional Collaboration as a construct to guide the philosophy of 

interprofessional working at Providence Care as it acknowledges the important role of clients and their families as 

members of the health care team rather than passive recipients of services. Collaborative practice is defined by the 

WHO as: “the provision of comprehensive health and human services by multiple health workers and others who work 
together with patients/clients, their families, and extended caregivers to deliver quality care and services within and 

across settings” (Yan, Gilbert, Hoffman, Rodger & Ishikawa, 2008). As a collaborative practice philosophy includes the 

patient/client as a member of the health care team, it was believed that this construct would be most consistent with 

the Approach to Care (Providence Care, 2015) and the mission, vision, and values of Providence Care.  

The Purpose of this document 

The Collaborative Practice Philosophy, which accompanies this document, includes a variety of terms related to 

collaborative practice. The purpose of this document is to define and operationalize these terms to act as a guide to 

enhance and support collaborative practice at Providence Care. 
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Collaborative Practice Philosophy Terms 

Reciprocated Respect 

This concept has been intentionally placed at the heart of the Collaborative Practice Philosophy. It was believed by the 

group that developed this philosophy that reciprocated respect, or the ability to both demonstrate and to expect 

respect from other team members is a foundational and necessary quality of interprofessional teams and healthy, 

satisfying relationships. The idea of reciprocated respect arose from discussions among the project team, but is also 

reflected in the research literature as a facilitator of interprofessional collaboration (Howarth et al., 2012). In order to 

cultivate reciprocated respect on an interprofessional team, it must be mutual, fostered, and practiced (Poochickian-

Sarkissian et al., 2008). Respect should be mutual, meaning that respect should be held by team members for both one 

another’s roles and for each other as persons. In order to ensure that respect is reciprocal over time, it must be fostered, 

meaning that it should be encouraged by the team and leadership as well as nurtured among team members. By 

practiced, the authors suggest that reciprocated respect should be intentionally and regularly highlighted in team 

interactions.  

 Shared Team Vision

Having ‘team buy-in’ for a Collaborative Practice Philosophy at Providence Care is essential to its success and 
usefulness on clinical teams (Poochikan-Sarkissian et al., 2008). If clinical teams do not share in the same philosophy of 

practice, this can make things challenging and perhaps confusing for both members of the interprofessional team, as 

well as clients/patients and their families. The WHO recognizes a need for promoting interprofessional education in 

health care organizations through a shared team vision as a way of promoting the adoption of a philosophy throughout 

an organization (WHO, 2013, 2010). When members of the health care team truly believe in a collaborative practice 

approach, it becomes an authentic part of their way of practicing with one another.  

Demonstrates Collaboration 

Health care teams that adopt a collaborative practice philosophy should be able to demonstrate a collaborative 

approach through their team processes and interactions with one another and clients/patients and their families. Team 

processes, such as team conferences and goal planning should involve all members of the team including physicians, 

staff, clients/patients/families, and these processes should facilitate collaboration (Hepp et al., 2014). From an outside 

observer’s perspective, it should be clear that the team is working collaboratively through its communication processes 

and the extent to which the voices of team members are included in decision-making activities.  

Shared Influence & Responsibility 

Teams that have adopted a collaborative practice approach can collaborate because their influence in team decision 

making is shared. All team members should have an equal level of responsibility in order to reflect a collaborative 

approach, which assumes that all members of the health care team not only participate actively in decision-making, but 

also share the responsibility in decisions that are made (Hewitt et al., 2015). Collaborative teams need to attend to the 

dynamics of their team in order to ensure that influence is shared so that each team member has a voice that is heard 

during the process of serving clients/patients and their families.  
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 Collaborative Leadership

The WHO identifies the need for administrative, institutional, and work culture support at a leadership level 

in order to adequately support a collaborative practice strategy within a health care organization (2013). Some identify 

this as ‘collaborative leadership’ (Bainbridge et al., 2010), referring to the need for the leaders within an organization to 

support, model, and foster interprofessional collaboration within a health care organization. Research identifies that a 

collaborative approach in front line health care provision is most likely to occur consistently when the leaders within a 

health care organization take on a collaborative approach and support it from within their role. A lack of collaborative 

leadership is viewed as a barrier to adopting collaborative practice (Hepp et al., 2014; Howarth, 2012).  

At All Levels 

Collaborative leadership should be demonstrated not only among senior leadership and managers, but also among front 

line staff. Although front line professionals do not carry out formal leadership roles, they take on leadership 

responsibilities on a daily basis. Examples of this include advocating for a client/patient at interprofessional conferences, 

and modelling a collaborative approach in team interactions.  

Model the Way 

Staff at Providence Care indicated in a research study that ‘modelling the way’ was achieved through leadership and 

mentoring opportunities in its daily work. They indicated that when staff role-modelled collaboration, day-to-day 

working relationships were stronger, work environments were more positive and the quality of work was enhanced. 

Professional development of staff was enhanced by informal leaders ‘modelling the way.’ (Brander, Paterson & Chan, 

2013). 

Mentorship 

The WHO identifies the need for leaders and champions of collaborative practice within health care organizations as a 

way of fostering this approach in client/patient care (2013). These mentors should have sufficient knowledge of the 

collaborative practice model in order to carry out their roles (Boon et al., 2014), highlighting the importance of enriching 

the training of these mentors to enhance consistency in their approach.  

Team Maturity 

Team maturity is the end result of positive and effective teamwork over time. Health care teams that have 

been working together effectively for longer periods are known to better support collaborative practice (Howarth et al., 

2012). Team maturity can be promoted through stability in team membership (Poochikian-Sarkissian, 2008), and 

working in a built environment that enables collaboration (WHO, 2013). Environments that promote collaboration place 

members of an interprofessional team in the same space in order to facilitate regular and consistent interaction (Hewitt 

et al., 2015; Howarth, 2012). 

Positive Team Norms 

Teams that promote a norm of positive communication and interactions amongst one another create a safe space that 

enables members to participate openly in decision making (Hewitt et al., 2015; Bainbridge et al., 2010). Creating 
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emotional safety in team interactions help to capitalize on the contributions of all members of the health care team, and 

create an affinity among team members that fosters team maturity over time.  

Teamwork/Relationship Building 

Good teamwork is known to promote collaborative practice (Hepp et al., 2014). This involves acknowledging the 

contributions of all team members regardless of profession. Communication should be open and efficient, and should be 

fostered and practiced as a way of supporting good working relationships among team members (Poochickian-Sarkissian 

et al., 2008). Being co-located (in the same unit or work-site) with other team members has been known to promote 

good team work and relationship building within interprofessional teams (Hewitt et al., 2015: Howarth, 2012).  

Respectful Professional Behaviour 

Respectful and professional interactions among team members can promote mature, effective, and positive team 

working. A lack of professional behaviour has been cited in previous research as a challenge to collaborative practice 

(Hepp et al., 2014). An appreciation of the need to demonstrate respect for the varying opinions of individuals and their 

professional perspectives can build mature and emotionally safe spaces where team members can contribute 

meaningfully to team decisions.  

Conflict as Opportunity 

All too often, conflict is viewed as a hurtful and unproductive exchange between people. Without 

respectful communication and open discussion, it can lead to hurtful statements and halt decision making 

in health care settings. There is a very positive side to conflict, however, in that it really represents the only way that 

things can change and new ideas can be incorporated into decision making. Without conflict, it is challenging for a team 

to learn and grow together, and to provide the best quality health care to its clients. The Collaborative Practice 

Philosophy presents conflict positively, as something that should be expected in human interaction, and within health 

care teams. Team conflict and disharmony are described as barriers to collaborative practice in the literature (Gordon et 

al., 2014; Howarth, 2012). When conflict is properly addressed, it can be a very productive way to work through clinical 

problems, and build team cohesion.  

Constructive Conversation 

Addressing conflict and coming to mutual agreement involves engaging in a constructive conversation with other team 

members. Conflict is impossible to overcome without addressing it, and this requires openness to engaging in 

constructive conversations. Without addressing unresolved conflict, it can exist under the surface of human interaction 

and affect behaviour negatively and unnecessarily. Unresolved conflict within health care teams is not conducive to 

healthy relationships among team members, employee health, and collaborative practice.  

Open to New Ways 

Being open to new perspectives and new ways of addressing clinical scenarios is demonstrative of healthy team 

functioning. A culture of openness to new ideas helps all professionals on the team to feel comfortable with sharing 

their ideas or new perspectives in a way that is emotionally safe. All too often in health care, teams become accustomed 

to performing patient/client care the way that they ‘always have.’ Becoming too comfortable with one way of doing 

things can place clients/patients at risk and undermine the efforts of all team members. 
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 Role Clarification

Research identifies that not having a good understanding of the roles and contributions of other team 

members can be a challenge to adopting a collaborative approach and is therefore included in the 

National Competency Framework for Interprofessional Collaboration (Bainbridge, Nasmith, Orchard & Wood, 2010). For 

this reason, it is essential that roles are clearly defined. Role ‘blurring’ often creates conflict among health professionals, 
gives rise to health care errors, and is not conducive to collaboration as there is confusion over professional identity, and 

the responsibilities of specific professsions (Sims et al., 2015; Gordon et al., 2014; Hepp et al., 2014). 

Flexibility 

It is important to ensure that professionals, clients, and their families have a good understanding of their roles and the 

roles of others on the health care team. At the same time, roles and responsibilities may change over time and from one 

health care organization to another. At times, there is overlap in competency from one professional to another, and it is 

important that health care professionals find ways to resolve these overlaps by being flexible in their thinking about the 

roles of other professions. Negotiating these roles and responsibilities will likely need to occur throughout the health 

care process, and flexibility will help professionals to collaboratively provide the best client care.  

Transparency 

One of the best ways to achieve trust among health professionals, clients/patients and their families is to be clear and 

open about the roles that are performed on health care teams, and the decisions that are arrived at through 

collaboration. Including the client/patient/family in team decision making, health care decisions are made more 

transparent to all. Being transparent about the roles and responsibilities of each member of the health care team can 

avoid confusion and promote trust.  
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