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OPERATIONAL DEFINITIONS

Knowledge: is the familiarity, awareness, or understanding of facts, information, and skills

acquired through experience or education.

Perception: is a belief or opinion, often held by many people and based on how things seem.
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Team-based care: is a collaborative healthcare model where two or more providers, including

physicians, nurses, and specialists, work with patients and caregivers to achieve shared, high-

quality, patient-centered goals

​ ABSTRACT

​ Background: Team-based care is an approach to healthcare delivery that aims to improve

patient safety, streamline clinical workflows, and reduce clinical errors. While collaborative

models are known to improve patient outcomes, their implementation in everyday practice can

be limited by varied levels of awareness, traditional hospital hierarchies, and communication
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gaps among healthcare professionals. This study assessed the knowledge and perception of team-

based care among clinical staff in the University of Benin Teaching Hospital (UBTH), Benin

City, Edo State, Nigeria.

​ Methods: A descriptive cross-sectional hospital-based study was conducted among 418

clinical staff at UBTH, selected using a stratified random sampling technique. Data were

collected using a pretested, structured, self-administered questionnaire covering

sociodemographic characteristics, knowledge of team-based care principles, overall perception

of interprofessional collaboration, and factors influencing its practical implementation.

Knowledge and perception scores were categorized as good (≥50%) or poor (<50%). Data were

analyzed using IBM SPSS version 27.0. Descriptive statistics, chi-square tests, and logistic

regression were used as appropriate.

​ Results: The mean age of respondents was 36.84 ± 8.65 years, with the largest proportion

(45.1%) in the 30–39 years age group. Most respondents (58.2%) were nurses, while 31.4%

comprised doctors, pharmacists, and other clinical professionals. Overall, 88.5% of respondents

had previously heard of team-based care, with clinical meetings and departmental seminars being

the most common sources of information (54.0%). A total of 72.0% had good knowledge of

team-based care frameworks, and 84.0% held a positive perception toward its practice.

Professional cadre was significantly associated with knowledge (\chi^2 = 26.14, p < 0.001), and

years of clinical work experience was also significantly associated with knowledge (\chi^2 =

8.45, p = 0.012).

​ Conclusion: Although overall baseline knowledge of team-based care was moderate, with

72.0% of respondents demonstrating good knowledge, the majority of clinical staff held a

positive perception toward interprofessional collaboration (84%). These findings suggest that
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while readiness to adopt collaborative care is high among staff, practical execution faces

systemic institutional challenges. Routine interprofessional training workshops, formalized

hospital guidelines, and the early introduction of team-based modules in undergraduate medical

and health curricula are recommended to improve collaborative healthcare delivery at UBTH.

​ Keywords: Team-based care; knowledge; perception; clinical staff; interprofessional

collaboration; UBTH; Nigeria.
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CHAPTER ONE

INTRODUCTION

1.1 BACKGROUND OF THE STUDY

Team – based care is a strategy implemented at the health system level. Team based care aims to

enhance patient care by having health professionals from different disciplines work

collaboratively with the patient and the patient’s primary care provider.1 The importance of team

– based care models can’t be overstated, as these models emphasize interdependence, effective

care coordination, and equality among all team members, fostering interdisciplinary

collaboration, clear communication and mutual support, promoting teamwork at every level,

from leadership to individual units, ensures that patients recognize they have support from a

collaborative team.2 Inter-professional teamwork is where various professionals such as doctors,

pharmacists, medical laboratory scientists, technicians, assistants, nurses, physiotherapists,

radiographers, health information officers, human resources managers and others who work in

the healthcare institutions, work together with patients, care givers, families and communities to

offer a holistic approach to patient care.

Interprofessional team - based care among clinical staffs is essential and enables health care

professionals assume complementary roles and cooperatively work together, sharing

responsibilities to aid problem solving and decision making to formulate and carryout plans for

adequate patient’s care.2

The World Health Organization (WHO) further emphasized that the achievement of these

immediate health services output is dependent not only on availability of the human and material

resources, but more also on the way the resources are effectively organized, managed and

delivered.3 Interprofessional team - based care is not only essential and central to the
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achievement of these global health priority of improving access, coverage, and quality of health

services but has been found to improve patient outcome and experience and to decrease mortality,

morbidity and average hospital length of stay.2 The WHO posits that the mechanisms that will

positively shape the practice of interprofessional team - based care includes institutional support,

organizational culture and operational environment. Institutional support structures involves

governance styles, collaborative protocols and tools, shared resources, managerial practices, and

procedures and operations. Workable organizational culture involves combination of strategies

for effective communication, favorable conflict resolution policies, shared and participatory

decision-making processes. Organizational environment includes physical settings, in terms of

buildings, facilities, and space designs.3

Interprofessional team – based care offers the multiple healthcare professionals the opportunity

to partner with each other, collaborate, participate, and coordinate healthcare management

activities that would best address the ever - growing complex disease processes, and the

associated medical conditions and health issues.4 In view of the growing complexities in disease

processes, the complex global health system, and the need for evidence based innovative

strategies that will provide a platform for health systems strengthening, there has been a global

call for the promulgation and implementation of interprofessional team – based care, both at the

medical education training and the health care practicing levels.4,5 A clear description of the

extent and approaches of the interprofessional team – based care in relation to validated

conceptual frameworks, especially at the tertiary referral care level in Nigeria and the

implications to the health institution effectiveness, would enable effective and targeted

interventions to enhance quality team - based care amongst inter - professionals working towards

priority areas of local and national health needs. Thus, this study is an attempt in that direction to
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describe the extent of hospital team - based care practices in Nigeria, and the potential

implications to the organizational health intervention effectiveness and efficiency.2

1.2 STATEMENT OF PROBLEM

The health workforce crises in Nigeria have taken quite unique, yet worrying, dimension in

recent times. There have been emerging issues of distrust, and recurring conflicts among

different professional groups in the health sector, some health workers have alleged that the

Nigerian health system is designed to benefit doctors mainly. Disputes over salaries, allowances,

brain drain, shortage of health workers, consultancy status and who leads the health sector have

continued to emerge among different factions in the health sector.6,11 For example, the Nigerian

Medical Association (NMA) and Joint Health Sector Union (JOHESU) strikes in 2014 was due

to contemplation on what team should be at the highest cadre and it involved doctors versus

nurses, doctors versus pharmacists, doctors versus laboratory workers and doctors versus other

allied health professionals6. It is evident that in Nigeria’s tertiary healthcare system, the delivery

of quality and efficient patient care is often undermined by inadequate team - based care among

clinical staff.4 Despite the World Health Organization’s advocacy for team-based care as a

strategy to improve health outcome, many Nigerian hospitals continue to operate within

fragmented and hierarchical models. Studies show that around 1 in 20 patients are exposed to

preventable harm in medical care.7 In low to middle income countries, as many as 4 in 100

people die from unsafe care. Estimates suggest that as many as 4 in 10 patients are harmed in

primary and ambulatory settings, while up to 80% (23.6 – 8.5%) of this harm can be avoided.4

Poor team - based care also contributes to medication – related harm which affects 1 out of 30

patients in health care, with more than a quarter of this harm regarded as severe or life
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threatening.4,8 Diagnostic errors occur in 5-20% of physician – patient encounters and patient

misidentification can be attributed to poor team – based care.4,9 A report of the joint commission

of the United States published in 2018 identified 409 sentinel events of patient identification out

of 3326 incidents (12.3%) between 2014 and 2017.4,10A study done in tertiary hospital in South

East, Nigeria showed approximately 74% of respondents were of the opinion that existing

arrangements that emphasized strict professional boundaries in the formation and functioning of

clinical service units in the different health professions inadvertently promoted professional

segregation and rivalry.

Approximately 78% of respondents believed that interprofessional conflicts/rivalry hinders

delivery of medical care in the study centers; this opinion was expressed by 66% of consultants,

83% of senior registrars, 79% of registrars, and 76% of senior house officers.

Approximately 55.2% of respondents had observed interprofessional conflicts in their work

places. The commonest sources of conflict were assertion of professional boundaries (48.3%)

respondents, superiority (36.2%) respondents, accusation of incompetence (30.2%) respondents,

and accusation of irresponsibility (18.9%) respondents. The most common interprofessional

conflict/rivalry identified was between doctors and other health care workers.12 Interdisciplinary

rivalry among health care workers was also identified as a factor that hinders team – based care;

there is this caustic relationship, manifesting as rivalry and challenge, that some doctors feel or

tend to perceive when pharmacists or other health care professionals raise concerns about

prescriptions this hinders team – based care, leading to poor communication, reduced trust,

fragmented care, compromised patient safety and ultimately poorer health outcomes.
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1.3 JUSTIFICATION OF STUDY

This study is justified because of the urgent need to assess the current level of knowledge,

understanding, and perception of healthcare providers—doctors, nurses, pharmacists, and other

health workers—about team-based care.6 Identifying gaps in knowledge and misunderstandings

can promote targeted measures, such as staff training, policy adjustments, and interdisciplinary

development programs aimed at improving cooperation in healthcare settings.

Additionally, while Nigeria works towards attaining Universal Health Coverage (UHC) and

improving its healthcare service quality, adopting team-based care is both necessary and

beneficial. Results from this study will offer evidence-based suggestions that can be employed

by hospital leaders, policymakers, and public health officials to foster a culture of collaborative

practice in tertiary hospitals and provide a platform for advocating for positive social change in

the areas of service delivery and policy making arms of the Nigerian health sector. It would also

provide a useful database for future intervention studies, evidence- based data for evaluation of

the practices of interprofessional team - based care, and for formulation of hospital -based

collaboration policy guidelines and charter for interprofessional collaborative team – based care.

At the health service delivery point, the result would provide useful information for responding

to hospital challenges of curbing interprofessional conflict, provision of effective and efficient

healthcare services, and promoting better patient outcome experience, in terms of reduced

mortality, morbidity and average hospital length of stay.2 The data generated by this study could

be used as a prerequisite database for the Federal Ministry of Health, Nigeria for the evaluation

of the practice of interprofessional team – based care at tertiary hospital level. This is in line with

the provision of the National Health Policy on health systems strengthening, which advocates for

collaboration and partnership at all levels of priority health program implementation, and among
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relevant health authorities; to ensure mutual accountability; and involvement of the patients,

family members, and communities in healthcare planning, implementation and evaluation.

1.4 RESEARCH QUESTIONS

1) What is the level of knowledge of team – based care among clinical staff in University of

Benin Teaching Hospital?

2) What is the perception of Clinical staff towards the implementation of team – based care in

University of Benin Teaching Hospital?

3) What factors affect the knowledge, perception and acceptance of team – based care among

clinical staff in University of Benin Teaching Hospital?

1.5 GENERAL OBJECTIVE

To evaluate the knowledge, perception, and level of practice of team – based care among

clinical staff at UBTH, while identifying the factors that facilitate or hinder its effective

implementation.

1.6 SPECIFIC OBJECTIVES

1) To determine the knowledge of team – based care among clinical staff in University of Benin

Teaching Hospital.

2) To assess the perception of clinical staff in University of Benin Teaching Hospital towards

practice of team – based care in University of Benin Teaching Hospital.

3) To identify facilitators and barriers to effective team – based care among clinical staff in

University of Benin Teaching Hospital.
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CHAPTER TWO

LITERATURE REVIEW

A team is a distinguishable set of two or more people who interact dynamically,

interdependently, and adaptively towards a common and valued goal; who have been assigned

specific roles or functions to perform; and have a limited lifespan of membership. Generally,

health care providers are skilled human resources for health of diverse professions, age,

educational and cultural backgrounds, who share an integrated goal – to provide positive patient

outcomes. Provision of optimum health care involves the participation of diverse team members

consisting of specialized health care professionals (doctors, laboratory scientists, nurses,

pharmacists, physiotherapists, and others); other staff of the health facility; patients; and family.

Globally, interdisciplinary health team - based care is increasingly favored as a strategy to

improve service delivery. Various studies have shown that effective teamwork in health care

services delivery can significantly reduce medical errors and unnecessary wastes, improve

efficiency, improve health outcomes and quality of care, enhance patient safety, improve patient

satisfaction, reduce patient morbidity, reduce workloads, increase job satisfaction and retention,

and strengthen health systems. Effective health care teamwork is beneficial to the patient, team

members, the team, the health facility, and society at large; and is globally recognized as an

essential tool for building and sustaining an optimum health care services delivery system.

It is well recognized that teamwork by health care professionals at their workplace is essential

to achieve optimum health care services delivery, however its practical realization has been

limited. Studies have demonstrated that lack of effective teamwork is the bane of weak and

ineffective health care systems in many countries of the world, including Nigeria. Earlier studies

revealed that the weak and suboptimal quality of health care services in Nigeria is partly
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attributable to lack of harmony and teamwork among professionals in the health sector, lack of

skilled medical personnel and equipment, and underfunding among other factors.12

2.1 DETERMINATION OF KNOWLEDGE OF TEAM BASED CARE AMONGST
CLINICAL STAFFS IN TERTIARY HOSPITALS

Interdisciplinary team - based care could facilitate the efficient provision and coordination of

increasingly diverse health services, thereby improving the quality of patient care. The purpose

of this study was to describe knowledge of interdisciplinary team - based care among

obstetricians and gynecologists in two teaching hospitals in 2015 in South East Nigeria and to

determine their attitude toward an interdisciplinary collaborative approach to patient care in these

institutions.15

A cross-sectional study was conducted with a sample of 100 registered nurses at Punjab Institute

of Neurosciences (PINS) in 2024 in Lahore, Pakistan were conducted to explore associations

between teamwork knowledge and demographic factors. Data were collected using a structured

questionnaire assessing demographics and teamwork knowledge across domains such as

communication, role clarity, conflict resolution, and interprofessional collaboration. Statistical

analyses, included using Analysis of Variance (ANOVA) and t-tests. The result indicated a

moderate overall teamwork knowledge score among nurses, with strengths in communication

(mean score: 3.8) and interprofessional collaboration (mean score: 3.9). However, areas like

conflict resolution (mean score: 3.2) and role clarity (mean score: 3.5) showed room for

improvement. Higher levels of education, more years of experience, and previous teamwork

training were significantly associated with greater teamwork knowledge. Nurses with advanced

degrees and those who had received teamwork training scored notably higher than their peers

without such training.
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The study highlights the influence of education, experience, and targeted teamwork training on

nurses’ teamwork knowledge. Recommendations include implementing regular teamwork

training programs, mentorship initiatives for junior nurses, and department-specific training to

strengthen teamwork competencies. Future research should focus on the impact of teamwork

knowledge on patient outcomes, providing information into how enhancing teamwork skills can

improve healthcare quality and performance of health professionals.13

A cross-sectional descriptive study was conducted at a tertiary hospital in Somalia in 2025,

targeting nurses and physicians with a minimum of six months of professional practice to assess

the knowledge, attitudes, and associated factors that affect interprofessional team-based care

among healthcare professional. Given logistical and accessibility constraints, a nonprobability

convenience sampling approach was used to select 258 participants. Data were collected through

a validated, self-administered questionnaire adapted from the Jefferson Scale of Attitudes toward

Nurse-Physician Collaboration. After accounting for incomplete responses, the final sample size

was 250. Descriptive and inferential statistical analyses were conducted to assess knowledge,

attitude and associated factors.

Most participants (88.8%) acknowledged that shared education fosters better role understanding,

while 87.6% emphasized the value of collaborative training. A statistically significant difference

was observed in perceptions of physician authority (p = 0.039), with nurses demonstrating a

higher recognition of physician leadership. However, no significant differences emerged

regarding shared education (p = 0.293), the balance between caring and curing (p = 0.208), or

nurse autonomy (p = 0.453). These findings highlight prevailing hierarchical structures and the

potential for improved interprofessional training.
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While overall knowledge toward interprofessional team - based care were positive, entrenched

hierarchical norms and differing perceptions of authority remain significant barriers to effective

team - based care. Addressing these challenges requires structured interprofessional education

programs, policies promoting role equity, and hospital-wide initiatives to foster a culture of

teamwork. Strengthening interprofessional team - based care in Somalia's healthcare system

could enhance patient care, optimize resource utilization, and improve professional satisfaction

in a setting where collaborative practice is crucial for overcoming systemic limitations.14

A descriptive cross – sectional done to describe knowledge of interdisciplinary team - based

care among obstetricians and gynecologists in two teaching hospitals in 2015 in South East

Nigeria and to determine their attitude toward an interdisciplinary collaborative approach to

patient care in these institutions, it was conducted among 116 doctors, the mean age of the

respondents was 31.9±7.0 (range 22–51) years. Approximately 74% of respondents were aware

of the concept of interdisciplinary team working. Approximately 15% of respondents who were

aware of the concept of interdisciplinary team working had very good knowledge of it. 52% had

good knowledge and 33% had poor knowledge. Twenty-nine percent of knowledgeable

respondents reported ever receiving formal teaching/training on interdisciplinary team - based

care in the course of their professional development. About 78% of those aware of team - based

care believed that interdisciplinary teams would be useful in obstetrics and gynecology practice

in Nigeria, with 89% stating that it would be very useful. Approximately 77.2%of those aware of

team - based care would support establishment and implementation of interdisciplinary teams at

their centers.

There was a high degree of knowledge of interdisciplinary team - based care among obstetricians

and gynecologists in the study centers. This suggests that the knowledge of physicians may not
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be an impediment to implementation of a collaborative interdisciplinary approach to clinical care

in the study centers.15

2.2 ASSESSMENT OF PERCEPTION OF CLINICAL STAFF TOWARDS TEAM
BASED CARE IN TERTIARY HOSPITALS

A cross - sectional study conducted in 2018 across five family medicine academic teaching

clinics in Edmonton, Alberta, Canada to assess the perception of clinical staffs towards team -

based care. There were 565 respondents ,41.8% reported receiving care from a team of health

professionals, primarily for chronic disease management or pharmacy consultations. While there

was a consistent pattern of patient perception that many aspects of care did not worsen with

team-based care, improvements in knowledge of their medical condition (67.4%); the care

received (65.0%); access to care (51.1%); ability to self-care (48.9%) and maintain their

independence (43.7%); and overall health (51.1%) were reported. Some patients felt that team-

based care reduced emergency visits (34.6%) and hospitalizations (29.9%), and 44.1% of

patients felt that they had an active role on the team and made decisions about their care together

with health professionals.16

A quantitative cross- correlational study evaluated collaborative capacity done at a tertiary

public hospital in Blantyre city, Malawi to access healthcare workers’ perception on team –

based care, a total of 384 healthcare workers participated in the study. Most of the respondents

had more than five years of experience by analyzing task interdependence, quality of interaction,

and collaborative influence, the research revealed that while the workforce is largely

concentrated in paediatric and medical units, collaborative experiences vary significantly by

professional cadre (p < 0.05). Medical and nursing staff reported the highest levels of interaction

and influence, whereas technical support staff, specifically pharmacists and radiographers
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consistently reported the lowest mean scores across all measures. Although task interdependence

remained relatively similar across broad groups, the significant disparities in influence and

interaction quality suggest a hierarchical divide in how different roles engage within the clinical

team. The study’s strength lies in its specific identification of "siloed" cadres like pharmacy and

radiography, though its lack of specified location and year limits its broader contextual

application.17

A cross sectional, questionnaire – based study conducted in 2022 to assess the perception and

lived experiences amongst pharmacists with experience in multidisciplinary health care provision

in a public tertiary hospital in Nigeria, some participants (50%) had worked for 5-10 years in the

hospital's Department of Pharmacy, 25% (11-20 years), and 16.7% (21-30 years). Participants

agreed that effective teamwork leads to positive patient outcomes (±sd = 3.67) and is in the

public's interest (±sd = 4.25). However, they disagreed that their workplace supports teamwork

(±sd = 2.33), effective interprofessional collaborative practices exist in the hospital (±sd= 1.08),

and their remuneration reflects their worth to the organization (±sd = 2.33). Doctors' dominance

and claim of ownership of patients, allied professionals' attitudes, ignorance of pharmacists' roles,

salary disparity, poor communication, and defective leadership style among others were

identified as impediments to teamwork.

The hospital pharmacists demonstrated positive disposition towards teamwork, and agreed that

effective teamwork would improve health care delivery. However, they identified some factors

that hinder interprofessional teamwork in the hospital. Principles and practices of teamwork

should be incorporated into the curriculum of each discipline; interdisciplinary collaborative

practices, health system structure, institutional policies and leadership should be strengthened to

enhance teamwork.18
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2.3 ASSESSMENT OF FACILITATORS AND BARRIERS TO EFFECTIVE TEAM –
BASED CARE AMONG CLINICAL STAFFS IN TERTIARY HOSPITALS

A descriptive qualitative study conducted at a major tertiary medical center in the United

Kingdom in 2024, researchers aimed to identify the facilitators and barriers to effective

multidisciplinary teamwork within specialized oncology care. The study population consisted of

16 healthcare professionals, including oncologists, hematologists, specialist nurses, and allied

health staff, selected via purposive sampling to ensure a diverse range of perspectives. Data were

collected through one-on-one semi-structured interviews and analyzed using thematic analysis to

explore the clinical staff's knowledge and perceptions of team-based care.

The relevant findings revealed that while staff possessed high levels of clinical expertise, they

frequently encountered significant role ambiguity and hierarchical communication structures that

hindered collaboration. Key barriers included inadequate information sharing and time

constraints, while shared physical workspaces and a culture of mutual respect were identified as

primary facilitators. A brief critic of the study highlights its strength in providing deep, valuable

knowledge about interprofessional dynamics across multiple disciplines; however, its primary

limitation lies in the small sample size and single-center focus, which may limit the

generalisation of the findings to different tertiary hospital departments or global regions with

varying resource levels.19

A concurrent (quantitative cross-sectional and phenomenological qualitative) study design

conducted from September to October 2022 aimed to investigate inter-professional collaboration

and associated factors among nurses and physicians working in referral and teaching hospitals in

the Northwest and Ethiopia in 2022. A structured, self-administered nurse-physician
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collaborative scale questionnaire was used to collect quantitative data from 279 nurses and 87

physicians. A simple random sampling technique was used to select participants. The magnitude

of the association was measured using the odds ratio at a 95% confidence interval and was

statistically significant at a p-value less than 0.05 using binary logistic regression analysis.

Qualitative data were collected from nine key informants via focused interviews or semi-

structured in-depth interviews.

According to the study’s findings, a greater number (43.4%) of the respondents had ineffective

collaboration during their professional activities. In the final model of multivariable analysis,

unsatisfactory organizational support, poor professional support, and poor interpersonal support

were all independently associated with ineffective collaboration. The qualitative findings

identified poor communication, a lack of professionalism, and failure to adhere to professional

duties as barriers to nurse-physician collaboration.

In this study, nurse-physician collaboration was less than expected; thus, the large number of

participants had ineffective collaborations. Potential predictors of decreased effective nurse-

physician collaboration included dissatisfaction with organizational support, poor professional

support, and poor interpersonal support. This outcome emphasizes the importance of improving

nurse-physician collaboration by enhancing organizational, professional, and interpersonal

factors to form effective collaborative practice. The qualitative finding supports the quantitative

study, which showed ineffective collaboration. The researchers recommended that there is a need

to empower interprofessional team - based care among nurses and physicians through the

creation of a conducive and safe working environment.20

In a qualitative study at a South African tertiary public hospital in 2019, researchers investigated

the perceptions and barriers to interprofessional teamwork among clinical staff. Using purposive
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sampling, a multidisciplinary population of 14 participants, which included doctors, nurses, and

allied health professionals engaged in semi-structured focus group discussions analyzed via

thematic analysis. The findings revealed that while staff theoretically valued team-based care,

practice was hindered by significant role ambiguity, rigid professional hierarchies, "professional

jealousy," and language barriers, compounded by systemic resource shortages and high patient

turnover. Effective communication technology and mutual respect were identified as primary

facilitators. A brief critic suggests the study’s strength lies in capturing unique regional socio-

cultural dynamics often missed in Western research, though its small, single-center sample size

limits the generalization of its findings to other tertiary institutions across Africa.21

A descriptive cross - sectional study using phenomenological approach of inquiry, was

conducted among pharmacists with experience in multidisciplinary health care provision in a

public tertiary hospital in Nigeria in 2022 using a Likert scale, mean scores was subjected to

thematic analysis. Regarding professional qualifications, 83.3% of the cohort held a

Bachelor of Pharmacy (B. Pharm.) as their highest credential, while 16.7% had attained an

additional Fellowship of the West African Postgraduate College of Pharmacy (FPC Pharm)

following their initial degree and professional practice. The results further showed that 41.7%

had 11–30 years of work experience, while 50% and 8.3 had less than 10 years and over 30 years

of experience, respectively; 91.7% were above 30 years of age; 58.3% are males while 41.7% are

females. Participants agreed that effective teamwork leads to positive patient outcomes (±sd =

3.67) and is in the public’s interest (±sd = 4.25). However, they disagreed that their workplace

supports teamwork (±sd = 2.33), effective interprofessional collaborative practices exist in the

hospital (±sd = 1.08), and their remuneration reflects their worth to the organization (±sd = 2.33).
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Doctors’ dominance and claim of ownership of patients, allied professionals’ attitudes and

ignorance of pharmacists’ roles, salary disparity, poor communication, resistance to change and

new ideas, workplace policies, interdisciplinary rivalry and defective leadership style among

others were identified as impediments to teamwork. The hospital pharmacists demonstrated

positive disposition towards teamwork, and agreed that effective teamwork would improve

health care delivery.22
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CHAPTER THREE3

MATERIALS AND METHODS

3.1 STUDY AREA

This study was conducted at the University of Benin Teaching Hospital (UBTH), a tertiary

healthcare institution located in Egor Local Government Area, Benin City, Edo State, Nigeria.

Edo State, situated in the South-South region of Nigeria, is one of the country's 36 states, with

Benin City serving as its capital and largest urban center.23 The state's economy is anchored in

agriculture, oil production, and solid minerals, with cassava, yam, maize, and rubber among its

key agricultural outputs.24

Benin City is one of the oldest and most historically significant cities in the country. It serves as

a major urban center in the Niger Delta region and has a diverse population estimated to be over

1.5 million as of the 2023 projection, reflecting both urban growth and migration trends in

Nigeria.25 It is well connected through road and air transport networks and houses several

educational institutions, including the University of Benin.

The ethnic composition of Benin City is diverse, though the Edo (also known as Bini) people

constitute the indigenous and dominant ethnic group. The Edo people have deep historical roots

in the city, tracing back to the powerful Benin Kingdom, one of Africa’s most advanced pre-

colonial civilizations.26 Their language, also called Edo, remains widely spoken in the city

alongside English (as the official language of Nigeria) and Nigerian Pidgin (used in informal

contexts).27
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Other major ethnic groups in Benin City include the Esan, Etsako, Owan, and Akoko-Edo

peoples, who are collectively referred to as the Edoid subgroups. These groups originate from

different parts of Edo State and contribute to the broader Edo cultural and linguistic identity.

According to estimates drawn from state demographic data, the Edo (Bini) people make up

approximately 57.5% of the population of Edo State, followed by the Esan at 17.1%, Etsako at

12.2%, Owan at 7.4%, and Akoko-Edo at 5.7%.26

Benin City boasts a robust network of medical institutions, ranging from the premier federal

facility, the University of Benin Teaching Hospital (UBTH) in Ugbowo, which serves as the

primary hub for tertiary care and complex surgeries, to specialized centers like the Federal

Neuro-Psychiatric Hospital in Uselu and National Orthopedic Hospital. State-led healthcare is

anchored by the modernized Edo Specialist Hospital and the Stella Obasanjo Women and

Children Hospital, which provides focused maternal and pediatric services. Lily Hospitals and

Benin Medical Care (BMC) offer advanced diagnostics and specialized treatments for those

seeking private care. While mission-based facilities such as St. Philomena Catholic Hospital

remains pillars for maternity and community health. Together, these facilities ensure that the city

is well-equipped to handle everything from routine check-ups and emergency trauma to highly

specialized psychiatric and orthopedic needs.

The University of Benin Teaching Hospital (UBTH) was established on May 12, 1973 and is one

of Nigeria’s foremost tertiary healthcare institutions. It is a federal government hospital affiliated

with the University of Benin and serves as a teaching, research, and referral center for Edo State

and surrounding states such as Delta, Ondo, Kogi, and Bayelsa.28 The hospital has a bed capacity

of over 900, with multiple departments including Internal Medicine, Surgery, Obstetrics and

Gynecology, Pediatrics, Psychiatry, Dentistry, Radiology, Family Medicine, Ophthalmology,
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and Pathology. Specialized units include a Neonatal Intensive Care Unit (NICU), Adult Intensive

Care Unit (ICU), Burns and Plastic Surgery Unit, Dialysis Centre, and a Comprehensive

Emergency Department. UBTH also operates an Infection Prevention and Control (IPC)

Committee. It also boasts of other clinical departments like Pharmacy, Physiotherapy and

Occupational Therapy. UBTH also runs two (2) schools namely; UBTH College of Nursing and

Institute of Health Sciences and Technology.28 All departments work hand-in-hand to ensure

seamless operation within the hospital for overall patient care and satisfaction.

3.2 STUDY DESIGN

A hospital-based, descriptive cross-sectional study was conducted to determine the knowledge,

perception and level of implementation of team - based care among clinical staffs in University

of Benin Teaching Hospital (UBTH).

3.3 STUDY DURATION

This study was carried out between March 2025 and March 2026. During this 12-month period,

the first five months was used for conceptualization and initial write-up. Data collection was

done in the community in the next three months. Collated data was analysed in the next three

month and the final write-up was done in the twelfth month.
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3.4 STUDY POPULATION

The population comprised of all clinical staff directly involved in patient care (including

Physicians, Nurses, Pharmacists, Physiotherapists, Laboratory scientist, Radiographers) across

all departments of University of Benin Teaching Hospital (UBTH), Benin City, Nigeria.

3.5 SELECTION CRITERIA

3.5.1 INCLUSION CRITERIA

1) Clinical staff member who were directly involved in interprofessional patient care.

2) Must have worked in their current clinical department/unit for a minimum of six (6) months.

3) Must have regular, demonstrated experience in utilizing shared clinical documentation tools.

3.5.2 EXCLUSION CRITERIA

1) Staff whose primary duties were purely administrative or academic.

2) Clinical staff who were currently on any form of leave (annual, sick or study leave).

3) Staff who were currently serving a notice of resignation or termination.

3.6 SAMPLE SIZE DETERMINATION

Sample size was calculated using the Cochran’s formula for estimating a single population

proportion:

� =
�2·�·�

�²

Where:
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n = Minimum sample size

� = 1.96 (Normal standard deviation set at 95% confidence interval)

p = Prevalence rate of a particular characteristics of the target population

Using the 43.4% prevalence of ineffective inter-professional collaboration and team-based care

in referral and teaching hospitals in the Northwest and Ethiopia.

p= 0.434

q = The complementary probability = 1 – p

q = 1 – 0.434 = 0.566

d = 0.05 (constant degree of freedom)

Hence;

n = z2pq\d2

Inputting the values;

� =
1.962 × 0. . 432 × 0.566

0.05²

� =
0.939317
0.0025

� = 375.7 ≃ 376

Therefore, the minimum sample size for this study was 376 participants.
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To make room for non-response, a 10% non – response rate was added to the minimum sample

size, using the formular for non-response rate.

ns= n\1 – nr

Where,

ns = Adjusted sample size

n = Calculated sample size

nr = Non response rate = 10% = 0.1

Hence;

ns = 376\1-0.1

ns = 418

Therefore, the adjusted minimum sample size for this study was 418 participants.

3.7 SAMPLING TECHNIQUE

​ A multistage sampling method was used to select clinical staff respondents across various

professional cadres and departments, ensuring broad representation of the interprofessional team.

A total sample size of 418 clinical staff was targeted.

​ A multi-stage stratified random sampling technique was employed to ensure a representative

selection of participants across professional cadres through the following stages:

STAGE 1: STRATIFICATION
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The study population was divided into distinct strata based on professional background: the

Medical Group, the Nursing Group, and the Allied Health Professional Group. This ensured that

the sample is both representative and proportionally distributed across clinical staffs.

The total number of clinical staffs in UBTH was 1,389 with the clinical staffs being:

Medical doctors = 664

Nurses = 630

Pharmacists = 68

Physiotherapists = 19

Radiographers = 8

Sampling fraction = n/N

Where n = sample size = 418

N = Total population = 1,389

Sampling fraction = 418/1389 = 0.30

​ STAGE 2: PROPORTIONAL ALLOCATION

The number of participants from each stratum was determined proportionately to the total

population of that cadre within the hospital to ensure balanced representation.

Proportional allocation for each cadre,

Medical doctors = 0.3 x 664 = 199.2



24

Nurses = 0.3 x 630 = 189

Pharmacists = 0.3 x 68 = 20.4

Physiotherapists = 0.3 x 19 = 5.7

Radiographers = 0.3 x 8 = 2.4

Therefore, joint total = 199.2 + 189 + 20.4 + 5.7 + 2.4 = 416.7

​ STAGE 3: SELECTION OF SAMPLING FRAMES

Comprehensive lists and duty rosters was obtained from hospital administration to serve as the

sampling frame for each cadre.

​ STAGE 4: SIMPLE RANDOM SELECTION

Participants were selected from each list using a simple random sampling method, such as a

ballot system, to ensure every eligible staff member had an equal chance of inclusion and to

eliminate selection bias.

3.8 TOOLS AND METHODS FOR DATA MANAGEMENT

3.8.1 DATA COLLECTION

Data was primarily collected using a pre-tested, structured, self-administered questionnaire

distributed to eligible clinical staff, covering their sociodemographic data and professional cadre.
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This assessed respondents' knowledge of team- based care and their perception towards its

implementation. Informed consent was obtained from the respondents and they were assured of

confidentiality.

3.8.2 TOOLS

Structured interviewer-administered questionnaire was used for this survey. The questionnaire

was adapted from Team Strategies & Tools to Enhance Performance and Patient Safety (Team

STEPPS 3.0) and previous studies done on knowledge, perception, facilitators and barriers of

effective team-based care. This tool was validated by using 10% of the estimated sample size for

the study. The questionnaire was divided into four sections as follows:

SECTION A: Socio-demographic characteristics of respondents.

SECTION B: Knowledge of team - based care

SECTION C: Perception of team - based care

SECTION D: Facilitators and barriers to effective team - based care

3.8.3 PRE-TESTING

To ensure standardization of the questionnaire, it was pretested using 10% of the initial sample

size (n= 418). Pretesting was done in Edo specialist hospital to identify and fix flaws in the

questionnaire such as ambiguous wording, excessive length or illogical flow to ensure the final

data collected was both reliable and accurate.



26

3.8.4 RESEARCH ASSISTANT

Research assistants were recruited for the purpose of this study with proper standardization of the

questionnaire.

3.8.5 Data Analysis & Presentation

Data gathered were collated and screened for completeness after which they were serially

entered into IBM SPSS version 25.0 software for analysis before scoring.

Data was analyzed at three levels: univariate analysis using frequencies and percentages to

describe the socio-demographic characteristics and overall levels of knowledge and perception;

bivariate analysis using Chi-square tests or ANOVA to determine significant associations

between staff cadres and their perceptions of team-based care; and multivariate analysis via

logistic regression to identify the primary independent predictors of effective collaborative

practice.

Results obtained were presented using frequency distribution tables, contingency tables, charts

and prose in line with the specific objectives of the study.
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3.9 SCORING SYSTEM

Questions with the most appropriate response were given a score of 1 and those with

inappropriate responses/incorrect responses were given a score of 0. Total scores were converted

to percentages and grouped as follows:

 Good Knowledge: scores ≥ 50% and Poor Knowledge: scores < 50%.

 Good Perception: scores ≥ 50% and Poor Perception: scores < 50%.

3.10 ETHICAL CONSIDERATION

Ethical approval and permission to carry out the study was obtained from the Health Research

Ethics Committee of the University of Benin Teaching Hospital. Written informed consent was

also taken from the respondents before administering the questionnaires. The respondents were

informed that they had the right to withdraw from the study at any time and that withdrawal

poses no loss or harm.
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3.11 LIMITATION OF STUDY

The study may be influenced by the significant professional hierarchy characteristic of tertiary

hospitals, potentially leading to social desirability bias where clinical staff overreport positive

implementation.

CHAPTER FOUR

RESULT
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SECTION A – SOCIODEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS

Table 1: Socio-demographic characteristics of respondents

Variable Frequency (n=418) Percent

Age group (years)

< 26 years 43 10.3

26–34 years 183 43.8

≥ 35 years 192 45.9

Mean ± SD 35.2 ±8.2

Gender

Male 179 42.8

Female 239 57.2

Ethnic Group

Benin 165 39.5

Yoruba 63 15.1

Esan 33 7.9
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Urhobo/Isoko 19 4.5

Others 13 3.1

Etsako 12 2.9

Tiv 6 1.4

Owan/Ora 5 1.2

Hausa/Katif 5 1.2

Ibibio/Efik 3 0.7

Religion

Christian 385 92.1

Muslim 30 7.2

The study comprised 418 respondents. The age distribution showed that nearly half of the

participants were aged ≥35 years, accounting for 192 (45.9%) individuals. This was followed by

those in the 26–34 years age group, who represented 183 (43.8%) respondents, while a smaller

proportion, 43 (10.3%), were under 26 years of age.

In terms of gender, there was a higher proportion of female respondents, with 239 (57.2%),

compared to 179 (42.8%) males.

Regarding ethnic distribution, the Benin ethnic group constituted the largest proportion of

respondents, with 165 (39.5%). This was followed by Igbo respondents, who accounted for 94

(22.5%), and Yoruba with 63 (15.1%). Other ethnic groups included Esan 33 (7.9%), Urhobo 16

(3.8%), Etsako 12 (2.9%), and smaller proportions from Tiv 6 (1.4%) and Hausa/Katif 5 (1.2%).

Additional minority groups such as Ibibio/Annang/Efik/Ogoja and Isoko each accounted for 3
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(0.7%), while Owan/Ora and respondents classified as “Others” each made up 5 (1.2%) and 13

(3.1%) respectively.

With respect to religion, the majority of respondents were Christians, 385 (92.1%), while

Muslims constituted 30 (7.2%), and a very small proportion, 3 (0.7%), identified with other

religions.

Table 2: Occupational Characteristics of Respondents

Category Frequency (n) Percent

Profession

Nursing and Rehabilitation Professionals 188 45

Physicians 183 43.8
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Pharmaceutical and Nutrition Professionals 25 6

Diagnostic and Laboratory Professionals 22 5.3

Year of Experience

1–5 years 152 36.4

> 10 years 105 25.1

< 1 year 85 20.3

6–10 years 76 18.2

Department

Clinical Medical and Surgical Department 276 66

Emergency and Outpatient Service 68 16.3

Allied Health & Public Health Services 52 12.4

Diagnostic and Laboratory Service 22 5.3

In terms of professional background, almost half of the respondents were Nursing and

Rehabilitation Professionals, 188 (45.0%), followed closely by Physicians, 183 (43.8%).

Diagnostic and Laboratory Professionals accounted for 22 (5.3%), while Pharmaceutical and

Nutrition Professionals represented 25 (6.0%).

Regarding years of experience, the largest proportion of respondents had 1–5 years of

professional experience, 152 (36.4%). This was followed by those with more than 10 years of
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experience, 105 (25.1%), while 85 (20.3%) had less than 1 year of experience, and 76 (18.2%)

had 6–10 years of experience.

For departmental distribution, most respondents worked in the Clinical Medical and Surgical

Department, 276 (66.0%). This was followed by those in the Emergency and Outpatient

Service68 (16.3%), Allied Health and Public Health Services, 52 (12.4%), and a smaller

proportion in the Diagnostic and Laboratory Service, 22 (5.3%).
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SECTION B – KNOWLEDGE OF TEAM BASED CARE AMONG CLINICAL STAFF

Table 3: Respondents’ Knowledge of Team-Based Care

Knowledge Statement True n (%) False n I Don’t Know
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(%) n (%)

Team-based care involves multiple healthcare providers

from different disciplines working collaboratively with

the patient to achieve shared goals.

401 (95.9) 9 (2.2) 8 (1.9)

The primary goal of team-based care is strictly to reduce

hospital costs.
66 (15.8) 331 (79.2) 21 (5.0)

In team-based care, the physician is solely responsible

for all decision-making.
59 (14.1) 340 (81.3) 19 (4.5)

Effective team-based care reduces the risk of medical

errors and improves patient outcomes.
401 (95.9) 13 (3.1) 4 (1.0)

Situation monitoring refers to the process of individual

team members watching only their own tasks to avoid

errors.

144 (34.4) 238 (56.9) 36 (8.6)

Mutual support is a core competency that involves

anticipating and helping other team members with their

workload.

359 (85.9) 41 (9.8) 18 (4.3)

Briefs (planning sessions) and debriefs (review sessions)

are essential communication tools.
383 (91.6) 16 (3.8) 19 (4.5)

Team leadership must always be performed by a

physician.
165 (39.5) 226 (54.1) 27 (6.5)

A benefit of team-based care is the reduction of medical

errors and improvement of patient safety.
401 (95.9) 17 (4.1) —

The effectiveness of a team is reduced if all members

clearly understand their roles and responsibilities.
115 (27.5) 294 (70.3) 9 (2.2)

Nurses’ roles in team-based care are limited to only

medication administration and physical care.
78 (18.7) 320 (76.6) 20 (4.8)

Pharmacists’ input in the team helps in medication

reconciliation and reducing adverse drug events.
397 (95.0) 16 (3.8) 5 (1.2)
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A very high proportion of respondents demonstrated correct understanding that team-based care

involves multiple healthcare providers from different disciplines working collaboratively with

the patient to achieve shared goals, with 401 (95.9%) answering correctly, while only 9 (2.2%)

answered incorrectly and 8 (1.9%) were unsure. Similarly, most respondents correctly identified

that effective team-based care reduces the risk of medical errors and improves patient outcomes,

with 401 (95.9%) indicating “True”, 13 (3.1%) “False”, and 4 (1.0%) “I don’t know”. There was

also strong knowledge regarding communication and teamwork principles, as 383 (91.6%)

correctly recognized that briefs and debriefs are essential communication tools, while 16 (3.8%)

disagreed and 19 (4.5%) were unsure. In addition, 359 (85.9%) correctly agreed that mutual

support is a core competency involving anticipating and assisting other team members, while 41

(9.8%) disagreed and 18 (4.3%) were unsure. Likewise, 397 (95.0%) correctly identified that

pharmacists’ input is important in medication reconciliation and reducing adverse drug events,

while 16 (3.8%) and 5 (1.2%) responded “False” and “I don’t know” respectively. A similarly

high proportion, 392 (93.8%), agreed that all clinical staff should feel comfortable speaking up

about patient safety concerns, while 14 (3.3%) disagreed and 12 (2.9%) were unsure.

All clinical staff, regardless of their seniority, should feel

comfortable speaking up about a potential patient safety

concern.

392 (93.8) 14 (3.3) 12 (2.9)

The primary focus of team-based care is the patient’s

preferences and values.
263 (62.9) 132 (31.6) 23 (5.5)
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However, some gaps in knowledge were observed in specific areas. Only 263 (62.9%) correctly

identified that the primary focus of team-based care is the patient’s preferences and values, while

132 (31.6%) answered incorrectly and 23 (5.5%) were unsure. Furthermore, misconceptions

were evident in several items: only 66 (15.8%) correctly disagreed that the primary goal of team-

based care is strictly to reduce hospital costs, while 331 (79.2%) incorrectly agreed with the

statement and 21 (5.0%) were unsure. Similarly, only 59 (14.1%) correctly disagreed that the

physician is solely responsible for all decision-making, while 340 (81.3%) incorrectly agreed and

19 (4.5%) were unsure. Only 115 (27.5%) correctly disagreed that team effectiveness is reduced

when members understand their roles, while 294 (70.3%) incorrectly agreed and 9 (2.2%) were

unsure.

In terms of role clarity within the healthcare team, 78 (18.7%) correctly disagreed that nurses’

roles are limited only to medication administration and physical care, while 320 (76.6%) held

this misconception and 20 (4.8%) were unsure. Similarly, 165 (39.5%) correctly disagreed that

team leadership must always be performed by a physician, while 226 (54.1%) incorrectly agreed

and 27 (6.5%) were unsure. Additionally, only 144 (34.4%) correctly disagreed with the

misconception that situation monitoring refers to individuals focusing only on their own tasks,

while 238 (56.9%) agreed with this incorrect statement and 36 (8.6%) were unsure.
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Figure 1: Overall knowledge of team-based care among clinical staff in university of Benin
teaching hospital

The chart revealed that majority of the clinical staffs, 75.8% had good knowledge of team-based

care while 24.2% had poor knowledge of team-based care.
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Table 4: Sociodemographic characteristics and knowledge of team-based care among
respondents

Variable Good
knowledge
(n = 317)
n (%)

Poor knowledge
(n = 101)
n (%)

Test
statistic

p-value

Age group (years)

<26 yrs 34 (79.1) 9 (20.9) χ2= 0.834 0.659
26–34 yrs 135 (73.8) 48 (26.2)

≥35 yrs 148 (77.1) 44 (22.9)

Gender
Male 132 (73.7) 47 (26.3) χ2= 0.749 0.387

Female 185 (77.4) 54 (22.6)

Religion
Christian 295 (76.6) 90 (23.4) χ2= 3.645 0.162

Muslim 21 (70.0) 9 (30.0)
Others 1 (33.3) 2 (66.7)

Good knowledge of team-based care did not differ significantly across age groups, as 34 (79.1%)

of respondents under 26 years demonstrated good knowledge compared to 135 (73.8%) among
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those aged 26–34 years and 148 (77.1%) among those aged ≥35 years. This association was not

statistically significant, χ² = 0.834, p = 0.659.

Similarly, there was no statistically significant association between gender and knowledge of

team-based care. Good knowledge was observed in 132 (73.7%) of males and 185 (77.4%) of

females, p = 0.387.

In relation to ethnicity, good knowledge varied across groups, with 127 (77.0%) among Benin

respondents, 25 (75.8%) among Esan, 70 (74.5%) among Igbo, 10 (83.3%) among Etsako, 45

(71.4%) among Yoruba, and 14 (87.5%) among Urhobo respondents. Other ethnic groups such

as Ibibio/Annang/Efik/Ogoja 2 (66.7%), Isoko 1 (33.3%), Owan/Ora 4 (80.0%), Hausa/Katif 4

(80.0%), Tiv 6 (100.0%), and Others 9 (69.2%) also demonstrated varying levels of good

knowledge. However, this association was not statistically significant, χ² = 7.847, p = 0.727.

Regarding religion, good knowledge of team-based care was observed in 295 (76.6%) of

Christians, 21 (70.0%) of Muslims, and 1 (33.3%) of respondents practicing other religions. This

association was not statistically significant, χ² = 3.645, p = 0.162.
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Table 5: Occupational characteristics and knowledge of team based care among
respondents

Variable
Good Knowledge

(n = 317)
n (%)

Poor Knowledge
(n = 101)
n (%)

Test
statistic p-

value

Profession

Physicians 130 (71.0) 53 (29.0) χ2=
6.159 0.104

Nursing & Rehabilitation 153 (81.4) 35 (18.6)
Diagnostic & Laboratory 15 (68.2) 7 (31.8)
Pharmaceutical & Nutrition 19 (76.0) 6 (24.0)

Years of Experience

<1 year 66 (77.6) 19 (22.4) χ2=
0.647 0.886

1–5 years 115 (75.7) 37 (24.3)

6–10 years 59 (77.6) 17 (22.4)

>10 years 77 (73.3) 28 (26.7)
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Department

Clinical Medical & Surgical 206 (74.6) 70 (25.4) χ2=
4.361 0.225

Emergency & Outpatient 56 (82.4) 12 (17.6)

Allied Health & Public
Health 36 (69.2) 16 (30.8)

Diagnostic and Laboratory 19 (86.4) 3 (13.6)

Good knowledge of team-based care did not differ significantly across years of experience. In

terms of professional category, good knowledge was highest among Nursing and Rehabilitation

Professionals, with 153 (81.4%), followed by Pharmaceutical and Nutrition Professionals 19

(76.0%), Physicians 130 (71.0%), and Diagnostic and Laboratory Professionals 15 (68.2%).

However, this relationship was also not statistically significant, χ² = 6.159, p =

0.104.Respondents with less than 1 year of experience demonstrated good knowledge in 66

(77.6%) of cases, compared to 115 (75.7%) among those with 1–5 years, 59 (77.6%) among

those with 6–10 years, and 77 (73.3%) among those with more than 10 years of experience. This

association was not statistically significant, χ² = 0.647, p = 0.886.

Similarly, there was no statistically significant association between department and knowledge of

team-based care. Good knowledge was observed among 206 (74.6%) of respondents in the

Clinical Medical & Surgical Department, 56 (82.4%) in Emergency & Outpatient Services, 19

(86.4%) in Diagnostic & Laboratory Services, and 36 (69.2%) in Allied Health & Public Health

Services. This relationship was also not statistically significant, χ² = 4.361, p = 0.225.
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Table 6: Logistics regression analysis for determinants of knowledge of team based care
among respondents

Variable β p-value Odds Ratio 95% CI for
OR
Lower Upper

Age (years) 0.008 0.727 1.008 0.964 1.053

Gender

Female -0.168 0.521 0.845 0.505 1.413
Male 1

Profession

Nursing &
Rehabilitation -0.613 0.287 0.542 0.176 1.672

Diagnostic &
Laboratory 0.203 0.719 1.225 0.406 3.694

Pharmaceutical &
Nutrition -1.576 0.06 0.207 0.04 1.067

Physicians 1

Years of Experience

1–5 years 0.878 0.102 2.406 0.841 6.883
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6–10 years 0.636 0.148 1.889 0.797 4.476

>10 years 0.547 0.17 1.728 0.792 3.774

<1 year 1

Department

Emergency &
Outpatient 0.439 0.261 1.551 0.722 3.332

Diagnostic &
Laboratory 0.873 0.071 2.394 0.929 6.168

Allied Health &
Public Health 2.247 0.011 9.463 1.674 53.476

R2 =0.78% - 1.16%; *Reference category, OR = Odds Ratio; CI =Confidence Interval. Outcome
=Good knowledge

The logistic regression analysis for determinants of knowledge of team-based care showed that

none of the sociodemographic variables were statistically significant predictors of knowledge.

In terms of age group, respondents aged 26–34 years were less likely to have good knowledge

compared to those aged <26 years (OR = 0.653, 95% CI: 0.208–2.055), while those aged ≥35

years also showed lower odds of good knowledge (OR = 0.549, 95% CI: 0.257–1.174). However,

these associations were not statistically significant (p = 0.467 and p = 0.122 respectively).

Regarding gender, females had slightly lower odds of good knowledge compared to males (OR =

0.845, 95% CI: 0.505–1.413), but this was not statistically significant (p = 0.521).

For ethnicity, none of the ethnic categories showed a significant association with knowledge of

team-based care when compared to the reference group (Benin). Although some groups such as

Ibibio/Annang/Efik/Ogoja (OR = 2.551) and Hausa/Katif (OR = 1.514) showed higher odds,

while others such as Owan/Ora (OR = 0.097) showed lower odds, all confidence intervals were

wide and included unity, indicating no statistical significance (p > 0.05 for all).
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Similarly, religion was not a significant predictor of knowledge. Muslims had higher odds of

good knowledge compared to Christians (OR = 6.088, 95% CI: 0.487–76.045), and respondents

practicing other religions also showed higher odds (OR = 3.729, 95% CI: 0.259–53.777), but

these findings were not statistically significant (p = 0.161 and p = 0.334 respectively). In terms

of profession, compared to physicians, nursing and rehabilitation professionals had lower odds of

good knowledge (OR = 0.542, 95% CI: 0.176–1.672), while diagnostic and laboratory

professionals had slightly higher odds (OR = 1.225, 95% CI: 0.406–3.694). Pharmaceutical and

nutrition professionals also had lower odds of good knowledge (OR = 0.207, 95% CI: 0.040–

1.067). However, none of these associations were statistically significant (p > 0.05).

Regarding years of experience, respondents with 1–5 years (OR = 2.406), 6–10 years (OR =

1.889), and >10 years (OR = 1.728) all showed higher odds of good knowledge compared to

those with less than 1 year of experience. Nevertheless, these associations were not statistically

significant (p = 0.102, 0.148, and 0.170 respectively).

For department, Emergency and Outpatient staff had higher odds of good knowledge compared

to those in Clinical Medical and Surgical departments (OR = 1.551, 95% CI: 0.722–3.332), while

Diagnostic and Laboratory staff also showed increased odds (OR = 2.394, 95% CI: 0.929–6.168).

Notably, respondents in Allied Health and Public Health Services were significantly more likely

to have good knowledge of team-based care (OR = 9.463, 95% CI: 1.674–53.476, p = 0.011),

making department the only statistically significant predictor in the model.
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SECTION C – PERCEPTION OF TEAM BASED CARE AMONG CLINICAL STAFF

Table 7a: Perception of team based care among respondents

Team Function Strongly Agree

Freq. (%)

Agree

Freq. (%)

Neutral

Freq.

(%)

Disagree

Freq.

(%)

Strongly

Disagree

Freq.

(%)

The skills of staff overlap
sufficiently so that work can be
shared when necessary.

105 (25.1%) 206
(49.3%)

78
(18.7%)

24
(5.7%) 5 (1.2%)

Staff are held accountable for their 133 (31.8%) 223 52 7 (1.7%) 3 (0.7%)
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actions. (53.3%) (12.4%)

Staff within my unit share
information that enables timely
decision making by the direct
patient care team.

166 (39.7%) 189
(45.2%)

53
(12.7%) 8 (1.9%) 2 (0.5%)

My unit operates at a high level of
Efficiency 130 (31.1%) 191

(45.7%)
80

(19.1%)
11

(2.6%) 6 (1.4%)

Team Leadership

My supervisor/manager considers
staff input when making decisions
about patient care.

101 (24.2%) 215
(51.4%)

80
(19.1%)

18
(4.3%) 4 (1.0%)

My supervisor/manager ensures that
adequate resources (e.g., staff,
supplies, equipment, information)
are available

108 (25.8%) 209
(50.0%)

86
(20.6%)

11
(2.6%) 4 (1.0%)

My supervisor/manager resolves
conflicts successfully. 110 (26.3%) 212

(50.7%)
80

(19.1%) 9 (2.2%) 7 (1.7%)

My supervisor/manager models
appropriate team behavior. 118 (28.2%) 237

(56.7%)
57

(13.6%) 2 (0.5%) 4 (1.0%)

My supervisor/manager ensures that
staff are aware of any situations or
changes that may affect patient
care.

55 (13.2%) 207
(49.5%)

124
(29.7%)

26
(6.2%) 6 (1.4%)
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Table 7b: Perception of team basedteam-based care among respondents

Situation Monitoring Strongly

Agree

Freq.

(%)

Agree

Freq. (%)

Neutral

Freq.

(%)

Disagree

Freq.

(%)

Strongly

Disagree

Freq. (%)

Staff effectively anticipate each other’s
needs 96

(23.0%)
252

(60.3%)
65

(15.6%) 5 (1.2%) 0(0.0%)

Staff monitor each other’s performance 127
(30.4%)

227
(54.3%)

58
(13.9%) 6 (1.4%) 0(0.0%)

Staff exchange relevant information as it
becomes available 114

(27.3%)
227

(54.3%)
73

(17.5%) 2 (0.5%) 2 (0.5%)

Staff meet to re-evaluate patient care
goals when aspects of the situation have
changed.

119
(28.5%)

212
(50.7%)

70
(16.7%) 13 (3.1%) 4 (1.0%)

Staff correct each other’s mistakes to
ensure that procedures are followed
properly.

103
(24.6%)

241
(57.7%)

60
(14.4%) 9 (2.2%) 5 (1.2%)

Mutual Support

Staff assist fellow staff during high
workload 119

(28.5%)
220

(52.6%)
66

(15.8%) 7 (1.7%) 6 (1.4%)

Staff request assistance from fellow staff
when they feel overwhelmed 64

(15.3%)
186

(44.5%)
108

(25.8%)
44

(10.5%) 16 (3.8%)

Staff caution each other about potentially
dangerous situations

153
(36.6%)

209
(50.0%) 40 (9.6%) 14 (3.3%) 2 (0.5%)

Feedback between staff is delivered in a
way that promotes positive interactions
and future change.

128
(30.6%)

223
(53.3%)

56
(13.4%) 8 (1.9%) 3 (0.7%)
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Staff advocate for patients even when
their opinion conflicts with that of a
senior member of the unit.

118
(28.2%)

198
(47.4%)

80
(19.1%) 18 (4.3%) 4 (1.0%)

Table 7c: Perception of team based care among respondents

Communication Strongly

Agree

Freq.

(%)

Agree

Freq. (%)

Neutral

Freq.

(%)

Disagree

Freq.

(%)

Strongly

Disagree

Freq. (%)

Information regarding patient care is

explained to patients and their families in

lay terms

105

(25.1%)

206

(49.3%)

78

(18.7%)
24 (5.7%) 5 (1.2%)

Staff relay relevant information in a

timely manner

133

(31.8%)

223

(53.3%)

52

(12.4%)
7 (1.7%) 3 (0.7%)

When communicating with patients, staff

allow enough time to answer questions

166

(39.7%)

189

(45.2%)

53

(12.7%)
8 (1.9%) 2 (0.5%)

Staff use common terminology when

communicating with each other

130

(31.1%)

191

(45.7%)

80

(19.1%)
11 (2.6%) 6 (1.4%)

Regarding team functioning, most respondents agreed that the skills of staff overlap sufficiently

to allow work to be shared when necessary, with 105 (25.1%) strongly agreeing and 206 (49.3%)

agreeing, while 78 (18.7%) were neutral, 24 (5.7%) disagreed, and 5 (1.2%) strongly disagreed.

Similarly, 133 (31.8%) strongly agreed and 223 (53.3%) agreed that staff are held accountable

for their actions, while 52 (12.4%) were neutral, 7 (1.7%) disagreed, and 3 (0.7%) strongly



51

disagreed. In relation to communication and information sharing, 166 (39.7%) strongly agreed

and 189 (45.2%) agreed that staff within their unit share information that enables timely

decision-making by the direct patient care team, while 53 (12.7%) were neutral, 8 (1.9%)

disagreed, and 2 (0.5%) strongly disagreed.

Perceptions of efficiency and team leadership were also largely positive, as 130 (31.1%) strongly

agreed and 191 (45.7%) agreed that their unit operates at a high level of efficiency, while 80

(19.1%) were neutral, 11 (2.6%) disagreed, and 6 (1.4%) strongly disagreed. Similarly, 142

(34.0%) strongly agreed and 210 (50.2%) agreed that team leadership is effective, while 54

(12.9%) were neutral, 8 (1.9%) disagreed, and 4 (1.0%) strongly disagreed.

Regarding supervisory support, 101 (24.2%) strongly agreed and 215 (51.4%) agreed that

supervisors consider staff input when making decisions about patient care, while 80 (19.1%)

were neutral, 18 (4.3%) disagreed, and 4 (1.0%) strongly disagreed. Likewise, 108 (25.8%)

strongly agreed and 209 (50.0%) agreed that supervisors ensure availability of adequate

resources, while 86 (20.6%) were neutral, 11 (2.6%) disagreed, and 4 (1.0%) strongly disagreed.

In addition, 110 (26.3%) strongly agreed and 212 (50.7%) agreed that supervisors resolve

conflicts successfully, while 80 (19.1%) were neutral, 9 (2.2%) disagreed, and 7 (1.7%) strongly

disagreed. Similarly, 118 (28.2%) strongly agreed and 237 (56.7%) agreed that supervisors

model appropriate team behavior, while 57 (13.6%) were neutral, 2 (0.5%) disagreed, and 4

(1.0%) strongly disagreed.

Finally, 55 (13.2%) strongly agreed and 207 (49.5%) agreed that supervisors ensure staff are

informed about situations or changes that may affect patient care, while 124 (29.7%) were

neutral, 26 (6.2%) disagreed, and 6 (1.4%) strongly disagreed
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For situation monitoring, a substantial proportion of respondents agreed that staff actively

engage in effective teamwork behaviours. Overall, 53 (12.7%) strongly agreed and 216 (51.7%)

agreed that situation monitoring is effectively practiced, while 121 (28.9%) were neutral, 23

(5.5%) disagreed, and 5 (1.2%) strongly disagreed. Specifically, 96 (23.0%) strongly agreed and

252 (60.3%) agreed that staff effectively anticipate each other’s needs, while 65 (15.6%) were

neutral and 5 (1.2%) disagreed, with no respondents strongly disagreeing. Similarly, 127 (30.4%)

strongly agreed and 227 (54.3%) agreed that staff monitor each other’s performance, while 58

(13.9%) were neutral and 6 (1.4%) disagreed. In addition, 114 (27.3%) strongly agreed and 227

(54.3%) agreed that staff exchange relevant information as it becomes available, while 73

(17.5%) were neutral and 2 (0.5%) disagreed or strongly disagreed respectively. Furthermore,

119 (28.5%) strongly agreed and 212 (50.7%) agreed that staff meet to re-evaluate patient care

goals when situations change, while 70 (16.7%) were neutral, 13 (3.1%) disagreed, and 4 (1.0%)

strongly disagreed. Likewise, 103 (24.6%) strongly agreed and 241 (57.7%) agreed that staff

correct each other’s mistakes to ensure proper procedures are followed, while 60 (14.4%) were

neutral, 9 (2.2%) disagreed, and 5 (1.2%) strongly disagreed.

For mutual support, responses also reflected generally positive perceptions. Overall, 111 (26.6%)

strongly agreed and 245 (58.9%) agreed that mutual support is practiced within teams, while 50

(12.0%) were neutral, 8 (1.9%) disagreed, and 3 (0.7%) strongly disagreed. Specifically, 119

(28.5%) strongly agreed and 220 (52.6%) agreed that staff assist colleagues during high

workload, while 66 (15.8%) were neutral, 7 (1.7%) disagreed, and 6 (1.4%) strongly disagreed.

However, fewer respondents indicated that staff request assistance when overwhelmed, with 64

(15.3%) strongly agreeing and 186 (44.5%) agreeing, while 108 (25.8%) were neutral, 44 (10.5%)

disagreed, and 16 (3.8%) strongly disagreed.
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In addition, 153 (36.6%) strongly agreed and 209 (50.0%) agreed that staff caution each other

about potentially dangerous situations, while 40 (9.6%) were neutral, 14 (3.3%) disagreed, and 2

(0.5%) strongly disagreed. Similarly, 128 (30.6%) strongly agreed and 223 (53.3%) agreed that

feedback between staff promotes positive interaction and improvement, while 56 (13.4%) were

neutral, 8 (1.9%) disagreed, and 3 (0.7%) strongly disagreed. Finally, 118 (28.2%) strongly

agreed and 198 (47.4%) agreed that staff advocate for patients even when their opinions conflict

with senior staff, while 80 (19.1%) were neutral, 18 (4.3%) disagreed, and 4 (1.0%) strongly

disagreed.

Overall, 115 (27.5%) strongly agreed and 219 (52.4%) agreed that communication within team-

based care is effective, while 59 (14.1%) were neutral, 19 (4.5%) disagreed, and 6 (1.4%)

strongly disagreed.

Regarding specific communication practices, 105 (25.1%) strongly agreed and 206 (49.3%)

agreed that information regarding patient care is explained to patients and their families in lay

terms, while 78 (18.7%) were neutral, 24 (5.7%) disagreed, and 5 (1.2%) strongly disagreed.

Similarly, 133 (31.8%) strongly agreed and 223 (53.3%) agreed that staff relay relevant

information in a timely manner, while 52 (12.4%) were neutral, 7 (1.7%) disagreed, and 3 (0.7%)

strongly disagreed.

In addition, 166 (39.7%) strongly agreed and 189 (45.2%) agreed that staff allow sufficient time

when communicating with patients to answer questions, while 53 (12.7%) were neutral, 8 (1.9%)

disagreed, and 2 (0.5%) strongly disagreed. Furthermore, 130 (31.1%) strongly agreed and 191

(45.7%) agreed that staff use common terminology when communicating with each other, while

80 (19.1%) were neutral, 11 (2.6%) disagreed, and 6 (1.4%) strongly disagreed.
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Figure 2: Overall perception of team-based care among clinical staff in university of Benin
teaching hospital

The chart revealed that majority of the clinical staffs, 76.3% had positive perception of team -

based care while 23.7% had negative perception of team-based care.
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Table 8: Sociodemographic characteristics and perception of team-based care among
respondents

Category

Negative Perception

(n=99)

Freq. (%)

Positive

Perception

(n=319)

Freq. (%)

Test

Statistics

p-value

Age group (years)

<26 years 9 (20.9) 34 (79.1)
χ2=

0.705
0.703

26–34 years 41 (22.4) 142 (77.6)

≥35 years 49 (25.5) 143 (74.5)

Gender

Male 36 (20.1) 143 (79.9)
χ2=

2.211
0.137

Female 63 (26.4) 176 (73.6)

Ethnicity

Benin 43 (26.1) 122 (73.9)
χ2=

14.862
0.189

Esan 13 (39.4) 20 (60.6)

Igbo 22 (23.4) 72 (76.6)

Etsako 2 (16.7) 10 (83.3)

Yoruba 11 (17.5) 52 (82.5)

Urhobo 1 (6.3) 15 (93.8)

Ibibio 2 (66.7) 1 (33.3)
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Isoko 1 (33.3) 2 (66.7)

Owan/Ora 0 (0.0) 5 (100.0)

Hausa/Katif 1 (20.0) 4 (80.0)

Tiv 1 (16.7) 5 (83.3)

Others 2 (15.4) 11 (84.6)

Religion

Christian 91 (23.6) 294 (76.4)
χ2=

0.157
0.924

Muslim 7 (23.3) 23 (76.7)

Others 1 (33.3) 2 (66.7)

Regarding age group, perception did not differ significantly, as 9 (20.9%) of respondents under

26 years had negative perception compared to 34 (79.1%) with positive perception. Among those

aged 26–34 years, 41 (22.4%) had negative perception while 142 (77.6%) had positive

perception, and among respondents aged ≥35 years, 49 (25.5%) had negative perception

compared to 143 (74.5%) with positive perception. This association was not statistically

significant, χ² = 0.705, p = 0.703.

Similarly, there was no statistically significant association between gender and perception of

team-based care. Negative perception was observed in 36 (20.1%) of males and 63 (26.4%) of
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females, while positive perception was recorded in 143 (79.9%) and 176 (73.6%) respectively, p

= 0.137.

In relation to ethnicity, perception of team-based care varied across groups, with 43 (26.1%)

negative perception among Benin respondents and 122 (73.9%) positive perception. Among

Esan respondents, 13 (39.4%) had negative perception and 20 (60.6%) had positive perception,

while Igbo respondents recorded 22 (23.4%) negative and 72 (76.6%) positive perception. Other

ethnic groups including Etsako 2 (16.7%) and Yoruba 11 (17.5%) also showed predominantly

positive perception. Overall, there was no statistically significant association between ethnicity

and perception of team-based care, χ² = 14.862, p = 0.189.

Regarding religion, perception of team-based care was also not significantly associated with

respondents’ religious affiliation. Among Christians, 91 (23.6%) had negative perception and

294 (76.4%) had positive perception, while Muslims recorded 7 (23.3%) negative and 23 (76.7%)

positive perception, and those of other religions had 1 (33.3%) negative and 2 (66.7%) positive

perception. This association was not statistically significant, χ² = 0.157, p = 0.924.
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Table 9: Occupational characteristics and perception of team based care among
respondents

Category

Negative
Perception

(n=99)

Freq. (%)

Positive
Perception
(n=319)

Freq. (%)

Test
Statistics

p-
value

Profession

Physicians 36 (19.7) 147 (80.3)
χ2=

3.942
0.268

Nursing & Rehabilitation 53 (28.2) 135 (71.8)

Diagnostic & Laboratory 5 (22.7) 17 (77.3)

Pharmaceutical & Nutrition 5 (20.0) 20 (80.0)

Year of Experience

<1 year 16 (18.8) 69 (81.2)
χ2=

2.169
0.538

1–5 years 40 (26.3) 112 (73.7)

6–10 years 20 (26.3) 56 (73.7)

>10 years 23 (21.9) 82 (78.1)

Department
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Clinical medical & Surgical 70 (25.4) 206 (74.6)
χ2=

3.669
0.299

Emergency & Outpatient 10 (14.7) 58 (85.3)

Diagnostic & Laboratory 6 (27.3) 16 (72.7)

Allied Health & Public

Health
13 (25.0) 39 (75.0)

In terms of profession, physicians recorded 36 (19.7%) negative perception and 147 (80.3%)

positive perception. Among nursing and rehabilitation professionals, 53 (28.2%) had negative

perception while 135 (71.8%) had positive perception. Diagnostic and laboratory professionals

recorded 5 (22.7%) negative and 17 (77.3%) positive perception, while pharmaceutical and

nutrition professionals had 5 (20.0%) negative and 20 (80.0%) positive perception. This

association was not statistically significant, χ² = 3.942, p = 0.268.

Regarding years of experience, respondents with less than 1 year of experience had 16 (18.8%)

negative perception and 69 (81.2%) positive perception. Those with 1–5 years recorded 40

(26.3%)

negative and 112 (73.7%) positive perception, while respondents with 6–10 years had 20 (26.3%)

negative and 56 (73.7%) positive perception. Those with more than 10 years of experience

recorded 23 (21.9%) negative perception and 82 (78.1%) positive perception. This relationship

was not statistically significant, χ² = 2.169, p = 0.538.
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In relation to department, respondents in the Clinical Medical and Surgical Department recorded

70 (25.4%) negative perception and 206 (74.6%) positive perception. Those in Emergency and

Outpatient Services had 10 (14.7%) negative and 58 (85.3%) positive perception, while

Diagnostic and Laboratory Services recorded 6 (27.3%) negative and 16 (72.7%) positive

perception. Allied Health and Public Health Services recorded 13 (25.0%) negative and 39

(75.0%) positive perception. This association was not statistically significant, χ² = 3.669, p =

0.299.

Table 10: Logistics regression analysis for determinants of perception towards team-based
care among respondents

Variable β p-value Odds Ratio 95% CI
for OR
Lower Upper

Age (years) -0.030 0.183 0.971 0.929 1.014

Gender

Female 0.434 0.111 1.544 0.905 2.634
Male 1

Profession

Nursing & Rehabilitation -0.073 0.091 0.93 0.277 3.119

Diagnostic & Laboratory -0.422 0.479 0.656 0.204 2.107

Pharmaceutical &
Nutrition 0.156 0.859 1.169 0.208 6.573
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Physicians 1

Years of Experience

1–5 yrs -0.291 0.578 0.747 0.266 2.092

6–10 yrs -0.567 0.172 0.567 0.251 1.279

>10 yrs -0.422 0.281 0.656 0.305 1.412

<1 yr 1

Department

Emergency & Outpatient 0.077 0.848 1.08 0.492 2.37

Diagnostic & Laboratory 0.918 0.017 2.505 0.922 6.808

Allied Health & Public
Health -0.534 0.047 0.586 0.138 2.496

Clinical Medical &
Surgical 1

R2 =0.74% - 1.11%; *Reference category, Bold = statistically significant (p < 0.055), R = Odds

Ratio; CI =Confidence Interval.

In terms of age group, respondents aged 26–34 years had higher odds of positive perception

compared to those aged <26 years (OR = 1.686, 95% CI: 0.572–4.970), while those aged ≥35

years also showed increased odds (OR = 1.697, 95% CI: 0.850–3.385). However, these

associations were not statistically significant (p = 0.343 and p = 0.134 respectively).

Regarding gender, females had higher odds of positive perception compared to males (OR =

1.544, 95% CI: 0.905–2.634), but this was not statistically significant (p = 0.111).

For ethnicity, most categories showed mixed patterns of association when compared with the

Benin reference group. While Ibibio/Annang/Efik/Ogoja showed higher odds of positive

perception (OR = 3.526), other groups such as Igbo (OR = 0.238) and Isoko (OR = 0.097)
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showed lower odds. However, all estimates had wide confidence intervals and were not

statistically significant (p > 0.05 for all).

Similarly, religion was not a significant predictor of perception towards team-based care.

Muslims had higher odds of positive perception compared to Christians (OR = 1.668, 95% CI:

0.136–20.499), while respondents practicing other religions also showed higher odds (OR =

1.719, 95% CI: 0.119–24.814), but these findings were not statistically significant (p = 0.689 and

p = 0.691 respectively).

In terms of profession, compared to physicians (reference category), nursing and rehabilitation

professionals had slightly lower odds of positive perception (OR = 0.93, 95% CI: 0.277–3.119),

while diagnostic and laboratory professionals also showed lower odds (OR = 0.656, 95% CI:

0.204–2.107). Pharmaceutical and nutrition professionals had slightly higher odds of positive

perception (OR = 1.169, 95% CI: 0.208–6.573). However, none of these associations were

statistically significant (p > 0.05).

Regarding years of experience, respondents with 1–5 years (OR = 0.747), 6–10 years (OR =

0.567), and >10 years (OR = 0.656) all showed lower odds of positive perception compared to

those with less than 1 year of experience. However, these associations were not statistically

significant (p = 0.578, 0.172, and 0.281 respectively).

For department, Emergency and Outpatient Services showed no significant difference in

perception compared to Clinical Medical and Surgical departments (OR = 1.08, 95% CI: 0.492–

2.370, p = 0.848). However, respondents in the Diagnostic and Laboratory Services were

significantly more likely to have positive perception towards team-based care (OR = 2.505, 95%

CI: 0.922–6.808, p = 0.017), while those in Allied Health and Public Health Services were
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significantly less likely to have positive perception (OR = 0.586, 95% CI: 0.138–2.496, p =

0.047).
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SECTION D: FACILITATORS AND BARRIERS TO EFFECTIVE TEAM – BASED

CARE

Table 11: Facilitators and Barriers to Team-Based Care among Respondents (N = 418)

Statement
True

n (%)

False

n (%)

I don’t know

n (%)

My undergraduate/postgraduate training
adequately prepared me for team-based practice 323 (77.3) 66 (15.8) 29 (6.9)
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Lack of adequate time for joint professional
training affects teamwork skills 293 (70.1) 88 (21.1) 37 (8.9)

Heavy workload and long working hours make
collaborative care difficult

362 (86.6) 49 (11.7) 7 (1.7)

Poor physical layout of hospital/units hinders
communication 349 (83.5) 45 (10.8) 24 (5.7)

Lack of clear organizational policy is a barrier to
implementation 367 (87.8) 22 (5.3) 29 (6.9)

Resource constraints affect ability to practice
team-based care 398 (95.2) 12 (2.9) 8 (1.9)

Professional hierarchy prevents open
communication

344 (82.3) 58 (13.9) 16 (3.8)

Lack of mutual respect and trust is a major
barrier 371 (88.8) 37 (8.9) 10 (2.4)

Personal motivation and attitude influence
participation in team-based care 313 (74.9) 86 (20.6) 19 (4.5)

The findings on facilitators and barriers to team-based care among respondents showed a

generally strong recognition of both institutional and interpersonal factors influencing teamwork.

Regarding preparedness for team-based practice, the majority of respondents reported that their

undergraduate or postgraduate training adequately prepared them for team-based care, with 323

(77.3%) indicating “True,” while 66 (15.8%) reported “False” and 29 (6.9%) were unsure.
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In relation to training opportunities, 293 (70.1%) of respondents agreed that lack of adequate

time for joint professional training sessions (e.g., doctors and nurses training together) affects

teamwork skills, while 88 (21.1%) disagreed and 37 (8.9%) were unsure.

A large proportion of respondents, 362 (86.6%), identified heavy patient workload and long

working hours as a barrier to effective collaborative care, while 49 (11.7%) disagreed and 7

(1.7%) were unsure.

Similarly, 349 (83.5%) of respondents agreed that poor physical layout of hospital units, such as

lack of shared workspace, hinders spontaneous team communication, while 45 (10.8%) disagreed

and 24 (5.7%) were unsure.

Institutional policy was also widely recognized as a barrier, with 367 (87.8%) of respondents

indicating that lack of a clear organizational policy on team-based care affects implementation,

while 22 (5.3%) disagreed and 29 (6.9%) were unsure.

Resource constraints were identified as the most prominent barrier, with 398 (95.2%) of

respondents agreeing that insufficient equipment and staff shortages affect the ability to practice

effective team-based care, while 12 (2.9%) disagreed and 8 (1.9%) were unsure.

In addition, 344 (82.3%) of respondents agreed that professional hierarchy and power dynamics

prevent open communication among team members, while 58 (13.9%) disagreed and 16 (3.8%)

were unsure.

Similarly, 371 (88.8%) of respondents reported that lack of mutual respect and trust between

professional groups is a major barrier to team-based care, while 37 (8.9%) disagreed and 10

(2.4%) were unsure.
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Finally, 313 (74.9%) of respondents agreed that personal motivation and attitude significantly

influence participation in team-based care, while 86 (20.6%) disagreed and 19 (4.5%) were

unsure.

CHAPTER FIVE

DISCUSSION

The study conducted in University of Benin Teaching Hospital (UBTH) involved 418 clinical

staff, with nearly half of respondents aged 35 years and above. This age distribution suggests that
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most participants were experienced healthcare professionals who had spent several years in

clinical practice. The predominance of mid-career and older staff is relevant to team-based care,

as professional maturity and clinical exposure may enhance collaboration, communication, and

shared decision-making within multidisciplinary teams. Female respondents constituted the

majority, which may be attributed to the high representation of nursing and rehabilitation

professionals, professions traditionally dominated by females. Gender composition within

clinical teams may influence communication styles, teamwork dynamics, and participation in

collaborative care models.

The Benin ethnic group formed the largest proportion of respondents (39.5%), followed by Igbo

(22.5%) and Yoruba (15.1%), reflecting both the indigenous population of the study area and the

diverse workforce typical of tertiary health institutions. Similarly, most respondents were

Christians (92.1%), consistent with the religious distribution in southern Nigeria. Cultural and

religious diversity within the workforce may shape interpersonal relationships, professional

interactions, and perceptions toward collaborative practice.

Regarding professional background, Nursing and Rehabilitation Professionals (45.0%) and

Physicians (43.8%) constituted the majority of participants, indicating strong representation of

frontline clinical staff who are directly involved in team-based patient management. Most

respondents had 1–5 years of professional experience (36.4%), suggesting an active workforce

combining early-career enthusiasm with experienced practitioners. The majority worked in

Clinical Medical and Surgical departments (66.0%), settings where multidisciplinary

collaboration is essential, making them well positioned to provide informed perspectives on

knowledge and perception of team-based care within the hospital.
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The findings of this study demonstrated a generally high level of knowledge of team-based care

among clinical staff at the University of Benin Teaching Hospital. Almost all respondents

correctly understood that team-based care involves collaboration among healthcare professionals

from different disciplines working with patients toward shared goals. Similarly, a large majority

recognized the role of teamwork in reducing medical errors, improving patient outcomes,

promoting open communication, and encouraging staff to speak up about patient safety concerns.

These findings suggest strong awareness of core principles of collaborative practice within the

study setting.

This finding is consistent with a study done in Saudi Arabia amongst clinical staffs across

hospitals and reported that healthcare professionals exposed to interprofessional practice

environments demonstrated high conceptual understanding of team-based care and its impact on

patient safety.28 It also supports a study conducted in Australia amongst 20 adults who were

living with at least one chronic condition and demonstrated that clinicians widely acknowledged

teamwork and communication as essential components of quality healthcare delivery.29 Similarly,

a systematic analysis among healthcare professionals found that hospital staff who routinely

worked within multidisciplinary teams exhibited strong knowledge of collaboration principles

and safety communication strategies.30 However, this contrasts with a systematic review which

reported gaps in understanding of teamwork concepts among hospital staff in settings where

formal interprofessional education was limited. This was due to entrenched hospital hierarchies

where doctors still make all the decisions, which creates a big public health problem because

poor teamwork causes communication gaps that put patient safety at risk.31

Despite overall good knowledge, important misconceptions were identified. Only about two-

thirds recognized that patient preferences and values represent the central focus of team-based
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care. Furthermore, many respondents incorrectly believed that the primary goal of team-based

care is cost reduction and that physicians remain solely responsible for decision-making. Similar

hierarchical perceptions were done among four different cross-occupational teams and it

demonstrated that traditional professional boundaries often persist despite increasing promotion

of collaborative practice.

This also supports findings in a 60-year-old Canadian primary care clinic, which showed that

role misunderstanding and physician-centric decision models remain barriers to effective

teamwork. Role clarity gaps were also evident, as many respondents underestimated nursing

roles, misunderstood situation monitoring, and believed team leadership must always be

physician-led.32

The position paper by the American college of Physicians states that the physician must remain

the leader of patient-centered care to prevent role ambiguity and promote clinical

accountability.33

However, a systematic review which focused on hospital environment and units demonstrated

improved role understanding and communication in institutions with structured team training

programs, suggesting that targeted education may address these misconceptions.34

Overall, majority of respondents demonstrated good knowledge of team-based care, indicating a

favourable foundation for collaborative practice. The good knowledge level may reflect exposure

to multidisciplinary clinical environments typical of tertiary hospitals. Similar good knowledge

levels were reported in a study done in Southwest China among teaching hospital staff, where

daily interprofessional interaction enhanced teamwork awareness.35 Conversely, a systematic

review done among students and practitioners in medical and allied health professions reported
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poor knowledge levels among healthcare workers without structured interprofessional learning

exposure.

Knowledge of team-based care did not differ significantly across age, gender, ethnicity, religion,

profession, years of experience, or department. This suggests that understanding of teamwork

principles is relatively uniform across the workforce. Comparable findings were reported in a

study done across the United States among 345 behavioral health providers working in primary

care settings and found that demographic characteristics were not strong determinants of

teamwork knowledge among healthcare professionals.36 Similarly, a study conducted in Ontario

found that collaborative competence was influenced more by organizational culture than by

individual sociodemographic factors.37 However, this contrasts with another study done in

Ontario among 988 healthcare providers which showed higher teamwork knowledge among

younger professionals exposed to modern interprofessional educational curricular.38

Logistic regression analysis further confirmed that most sociodemographic variables were not

significant predictors of knowledge, reinforcing the idea that team-based care awareness cuts

across professional and personal backgrounds. Notably, staff in Allied Health and Public Health

Services demonstrated significantly higher odds of good knowledge compared to other

departments. This may be explained by the inherently multidisciplinary nature of allied and

public health practice, which emphasizes coordination, prevention, and collaborative decision-

making. Similar observations were made in a study done in the United States which reported

stronger collaborative competencies among allied health professionals due to routine

interprofessional engagement.36

The findings of this study revealed generally positive perceptions of team-based care among

clinical staff in the University of Benin Teaching Hospital. Most respondents agreed that team
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functioning within their units was effective, particularly regarding shared responsibilities,

accountability, information exchange, and operational efficiency. A large proportion also

perceived leadership within teams as effective, with supervisors encouraging staff participation

in decision-making, resolving conflicts, modelling appropriate teamwork behaviors, and ensuring

availability of resources. These findings suggest the presence of a supportive organizational

environment that promotes collaboration and coordinated patient management.

This observation is consistent with the study done in South Africa among Senior Management

Teams within the hospital environment and demonstrated that effective leadership and shared

accountability significantly improve team performance and patient safety outcomes in hospital

settings.39 Similarly, a systematic review reported that healthcare teams characterized by clear

communication, leadership support, and coordinated workflows tend to achieve higher efficiency

and better clinical outcomes.40 The findings also support a study done in Pakistan among

interdisciplinary healthcare professionals which identified supervisory engagement and

inclusive decision-making as critical drivers of successful multidisciplinary teamwork.41

However, this contrasts a study done in Netherlands which highlighted persistent communication

breakdowns and leadership hierarchical gaps within some hospital teams despite structural

collaboration policies.42

Perceptions of mutual support were also largely positive, with many respondents indicating that

staff assist colleagues during periods of high workload, provide constructive feedback, caution

one another about potential risks, and advocate for patients even when opinions differ from

senior staff. These findings highlight psychological safety within teams, where members feel

empowered to contribute actively to patient care. This supports the study done in Indonesia

among multidisciplinary health professionals who identified psychological safety as a key
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determinant of effective teamwork and learning within healthcare organizations.43 Similarly, a

study conducted at Duke University Hospital, North Carolina among healthcare workers

reported that mutual support and peer assistance are associated with improved staff morale and

patient outcomes.44 However, fewer respondents reported requesting assistance when

overwhelmed, suggesting lingering hierarchical or cultural barriers to help-seeking. Comparable

challenges were described in a qualitative case study approach among nurses working in acute

care settings who noted that professional autonomy and hierarchy may discourage staff from

openly seeking support despite working within teams.45

Communication practices were perceived positively overall, with most respondents agreeing that

patient information is communicated clearly, shared promptly among staff, and explained to

patients and families using understandable language. Effective communication is widely

recognized as the foundation of team-based care. These findings align with a systematic review

which demonstrated that structured communication significantly improves coordination and

reduces adverse events in healthcare settings.46 Similarly, a narrative review done emphasized

that timely information sharing and use of common professional language enhance collaboration

across disciplines. Conversely, The Joint Commission (2015) reported that communication

failures remain a leading contributor to sentinel events globally, indicating that continued

reinforcement of communication practices remains necessary even in settings with generally

positive perceptions.

Overall, majority of respondents demonstrated a positive perception of team-based care,

indicating strong acceptance of collaborative practice among clinical staff. This finding is

consistent with a study done in Japan among healthcare professionals which reported favorable

attitudes toward interprofessional teamwork among healthcare professionals in teaching hospitals
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due to frequent multidisciplinary interaction.47 However, a study done in Netherland observed

less favourable perceptions in settings where interprofessional collaboration was not formally

integrated into routine practice.48

Perception of team-based care did not differ significantly across age, gender, ethnicity, religion,

profession, years of experience, or department, suggesting that positive attitudes toward

teamwork are broadly shared across the workforce. Comparable findings were reported by a

systematic review which found that demographic characteristics were poor predictors of

teamwork perception, with organizational culture exerting stronger influence.49 This contrasts a

systematic analysis among healthcare professionals which reported more positive teamwork

perceptions among younger professionals trained under modern interprofessional education

frameworks.50

Logistic regression analysis further confirmed that most sociodemographic and professional

factors were not significant predictors of perception. However, departmental differences emerged

as important determinants. Staff in Diagnostic and Laboratory Services were significantly more

likely to have positive perceptions of team-based care, possibly due to the collaborative nature of

diagnostic processes requiring continuous interaction with multiple clinical teams. Similar

observations were made in a study done which reported stronger teamwork orientation among

professionals whose roles inherently depend on interdepartmental coordination. Conversely,

respondents in Allied Health and Public Health Services were less likely to report positive

perception, which may reflect variations in team integration, communication structures, or

leadership engagement within these units.

The findings on facilitators and barriers to team-based care show that staff generally possess

adequate foundational exposure to teamwork principles, with most respondents reporting that
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their training prepared them for team-based care. This suggests that competency development

begins appropriately at pre-service and postgraduate levels. However, the practice of team-based

care is strongly constrained by multiple systemic and organizational barriers.

The most prominent barrier identified was resource limitation, particularly insufficient

equipment and staffing shortages, indicating that workforce and material deficits significantly

hinder collaborative practice. Heavy workload and long working hours further compound this

challenge by reducing time and capacity for effective team interaction. These findings align with

a study done among interprofessional healthcare workers which reported that staffing shortages

and workload pressure negatively affect teamwork and patient safety outcomes in hospital

settings.51 Institutional factors also played a major role, with respondents highlighting lack of

clear organizational policy on team-based care and poor physical layout of hospital units as key

barriers.

Interpersonal and cultural issues were also strongly evident, particularly professional hierarchy,

poor mutual trust, and communication barriers across cadres. These findings are consistent with

a qualitative case study approach done in United Kingdom among multidisciplinary frontline

healthcare teams and demonstrated that entrenched professional boundaries often undermine

teamwork despite individual willingness.52
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CONCLUSION

This study revealed that clinical staff at University of Benin Teaching Hospital demonstrated

good knowledge of team-based care, with the majority correctly understanding its collaborative

nature, importance of communication, mutual support, and its role in improving patient safety

and clinical outcomes. However, important knowledge gaps were identified, particularly

regarding patient-centred decision-making, shared leadership, professional roles, and

misconceptions related to hierarchical responsibility within healthcare teams.

The study further showed that most respondents had a positive perception of team-based care.

Clinical staff generally perceived teamwork as effective, with favourable views regarding team

functioning, communication and information sharing, leadership support, situation monitoring,

and mutual assistance among colleagues. These findings indicate an overall readiness among

healthcare professionals to engage in collaborative practice.

Knowledge and perception of team-based care were not significantly associated with most

sociodemographic characteristics, suggesting that awareness and attitudes toward teamwork cut

across age, gender, profession, years of experience, and religious or ethnic background.

Departmental affiliation emerged as the only significant predictor, indicating that work

environment and clinical context may influence exposure to collaborative practice.

Despite the positive findings, several institutional and interpersonal barriers to effective team-

based care were identified, including heavy workload, inadequate staffing and resources, absence

of clear organizational policies, limited opportunities for joint professional training, professional

hierarchy, and lack of mutual trust among professional groups.
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RECOMMENDATIONS

TO THE FEDERAL GOVERNMENT THROUGH THE FEDERAL MINISTRY OF HEALTH

1. To develop and implement a national policy promoting team-based care as a standard model

of healthcare delivery across tertiary health institutions in Nigeria.

2. To incorporate team-based care principles into national healthcare quality improvement and

patient safety frameworks.

3. To support nationwide interprofessional education and collaborative practice training for

healthcare professionals.

4. To provide adequate funding aimed at improving staffing levels, infrastructure, and

resources required for effective multidisciplinary collaboration in hospitals.

5. To promote continuous professional development programs focusing on communication

skills, shared decision-making, and collaborative leadership in healthcare settings.

TO PROFESSIONAL REGULATORY BODIES AND HEALTH TRAINING INSTITUTIONS

[Medical and Dental Council of Nigeria (MDCN), Nursing and Midwifery Council of Nigeria

(NMCN), Pharmacy Council of Nigeria (PCN)]

1. To integrate team-based care competencies into undergraduate and postgraduate curricula of

all health professional training programs.

2. To encourage joint clinical training sessions involving multiple health professions to

strengthen interprofessional collaboration early in professional development.
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3. To include teamwork, communication, and collaborative practice competencies as core

requirements for professional licensing and re-certification.

4. To promote simulation-based and interdisciplinary clinical learning experiences that

enhance mutual understanding of professional roles

TO THE MANAGEMENT OF UNIVERSITY OF BENIN TEACHING HOSPITAL (UBTH)

1. To develop clear institutional policies and guidelines supporting the implementation of

team-based care across all clinical departments.

2. To organize regular interprofessional workshops, seminars, and continuing education

programs on teamwork and collaborative practice.

3. To address professional hierarchy barriers by promoting inclusive decision-making and

shared leadership within clinical teams.

4. To improve staffing strength, availability of equipment, and supportive work environments

that facilitate effective teamwork.

5. To create shared workspaces and structured communication platforms that enhance

coordination among healthcare professionals.

6. To establish monitoring and evaluation mechanisms assessing team performance and

collaborative practice outcomes.
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TO DEPARTMENTAL HEADS AND CLINICAL UNIT LEADERS

1. To encourage open communication, mutual respect, and trust among members of

multidisciplinary teams.

2. To promote regular team briefings, debriefings, and case review meetings aimed at

improving coordination of patient care.

3. To ensure equitable participation of all healthcare professionals in clinical decision-making

processes.

4. To provide supportive supervision that models positive team behaviour and conflict

resolution practices.

TO CLINICAL STAFF

1. To actively participate in interprofessional collaboration and shared responsibility in patient

management.

2. To maintain open communication and feel empowered to speak up regarding patient safety

concerns.

3. To demonstrate mutual support by assisting colleagues during high workload situations and

seeking help when necessary.

4. To engage in continuous learning aimed at strengthening teamwork, communication, and

collaborative clinical practice.
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5. To foster respect for the roles and contributions of all professional groups involved in patient

care.

TO FUTURE RESEARCHERS

1. To conduct multicentre studies assessing team-based care practices across different

healthcare institutions in Nigeria.

2. To explore the impact of team-based care on patient outcomes, healthcare efficiency, and

staff satisfaction.

3. To evaluate interventions designed to improve interprofessional collaboration and reduce

barriers such as professional hierarchy and workload constraints.

4. To undertake longitudinal studies assessing changes in knowledge, perception, and practice

of team-based care over time.
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APPENDIX

APPENDIX I

QUESTIONNAIRE

ASSESSMENT OF THE KNOWLEDGE AND PERCEPTION OF TEAM BASED CARE

AMONG CLINICAL STAFF IN TERTIARY HOSPITAL

S/N ______

I am a 600-level medical student at the University of Benin, Benin City. This questionnaire is

designed to assess the knowledge and perception of team - based care among clinical staff in

tertiary hospital. All information given will be treated as confidential. Kindly answer all

questions as best as you can. Please mark and fill in any areas as appropriate. Thank you.

SECTION A : SOCIO – DEMOGRAPHIC DATA

1. Age in years (as at last birthday): ______

2. Gender: Male [ ] Female [ ]

3. Ethnic group: Benin ( ) Hausa ( ) Yoruba ( ) Igbo ( ) Others (Specify)
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4. Religion: Christian ( ) Islam ( ) Others ( Specify)

5. Profession: Medical Doctor (Resident/Registrar/Consultant) [ ] Nurse/Midwife [ ] Pharmacist

[ ] Medical Laboratory Scientist [ ] Physiotherapist [ ] Other (Intern, Specialist nurses, Chief/

Principal Nursing Officer, etc) : ______

6. Years of Clinical Experience:

Less than 1 year [ ] 1 – 5 years [ ] 6 – 10 years [ ] More than 10 years [ ]

7. Department/Unit (e.g., Medicine, Surgery, Paediatrics, Accident and Emergency, etc.):

______

SECTION B: Knowledge of Team-Based Care

​ Instructions: For each statement, please tick: True, False, or I Don’t Know.

Knowledge of Team-Based Care Concepts

8. Team-based care involves multiple healthcare providers from different disciplines working

collaboratively with the patient to achieve shared goals? True [ ] False [ ] I don’t know [ ]

9. The primary goal of team based care is strictly to reduce hospital costs? True [ ] False [ ] I

don’t know [ ]

10. In team-based care, the physician is solely responsible for all decision-making? True [ ] False

[ ] I don’t know [ ]
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11. Effective team-based care reduces the risk of medical errors and improves patient outcomes?

True [ ] False [ ] I don’t know [ ]

12. Situation Monitoring refers to the process of individual team members watching only their

own tasks to avoid errors? True [ ] False [ ] I don’t know [ ]

13. Mutual Support is a core competency that involves anticipating and helping other team

members with their workload? True [ ] False [ ] I don’t know [ ]

14. Briefs ( planning sessions) and Debriefs ( review sessions) are essential communication tools?

True [ ] False [ ] I don’t know [ ]

Knowledge of Team Roles and Functions 15. Team leadership must always be performed

by a physician?

True [ ] False [ ] I don’t know [ ]

16. A benefit of team based care is the reduction of medical errors and improvement of patient

safety? True [ ] False [ ] I don’t know [ ]

17. The effectiveness of a team is reduced if all members clearly understand their roles and

responsibilities? True [ ] False [ ] I don’t know [ ]

18. Nurses' roles in team-based care are limited to only medication administration and physical

care? True [ ] False [ ] I don’t know [ ]

19. Pharmacists' input in the team helps in medication reconciliation and reducing adverse drug

events? True [ ] False [ ] I don’t know [ ]
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20. All clinical staff, regardless of their seniority, should feel comfortable speaking up about a

potential patient safety concern? True [ ] False [ ] I don’t know [ ]

21. The primary focus of team-based care is the patient's preference and values? True [ ] False [ ]

I don’t know [ ]

SECTION C: PERCEPTION OF TEAM BASED CARE

For each statement, tick: Strongly Agree, Agree, Neutral, Disagree, Strongly Disagree

S/N Team Function Strongly
Agree

Agre
e

Neutral Disagre
e

Strongly
Disagre
e

22 The skills of staff overlap
sufficiently so
that work can be shared
when necessary.

23 Staff are held accountable
for their actions.

24 Staff within my unit share
information that enables
timely decision making by
the direct patient care
team.

25 My unit operates at a high
level of
Efficiency
Team Leadership Strongly

Agree
Agre
e

Neutral Disagre
e

Strongly
Disagre
e

26 My supervisor/manager
considers staff input when
making decisions about
patient care.

27 My supervisor/manager
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ensures that adequate
resources (e.g., staff,
supplies, equipment,
information) are available

28 My supervisor/manager
resolves conflicts
successfully.

29 My supervisor/manager
models appropriate team
behavior.

30 My supervisor/manager
ensures that staff are
aware of any situations or
changes
that may affect patient
care.

Situation Monitoring
Strongly
Agree

Agre
e Neutral

Disagre
e Strongly

Disagre
e

31 Staff effectively anticipate
each other’s needs

32 Staff monitor each other’s
performance

33 Staff exchange relevant
information as it becomes
available

34 Staff meet to re-evaluate
patient care goals when
aspects of the situation
have changed.

35 Staff correct each other’s
mistakes to ensure that
procedures are followed
properly.
Mutual Support Strongly

Agree
Agre
e

Neutral Disagre
e

Strongly
Disagre
e

36 Staff assist fellow staff
during high workload

37 Staff request assistance
from fellow staff when
they feel overwhelmed

38 Staff caution each other
about potentially
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dangerous situations
39 Feedback between staff is

delivered in a way that
promotes positive
interactions and future
change.

40 Staff advocate for patients
even when their opinion
conflicts with that of a
senior member of the unit.
Communication Strongly

Agree
Agre
e

Neutral Disagre
e

Strongly
Disagre
e

41 Information regarding
patient care is explained to
patients and their families
in lay terms

42 Staff relay relevant
information in a timely
manner

43 When communicating
with patients, staff allow
enough time to answer
questions

44 Staff use common
terminology when
communicating with each
other

SECTION D: FACILITATORS AND BARRIERS TO EFFECTIVE TEAM – BASED

CARE

Instructions: For each statement, please tick: True, False, or I Don’t Know.

Curriculum/Training Factors

45. My undergraduate or postgraduate training adequately prepared me for team – based practice?

True [ ] False [ ] I don’t know [ ]
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46. Lack of adequate time for joint professional training sessions (e.g., doctors and nurses

training together) affects my teamwork skills? True [ ] False [ ] I don’t know [ ]

System and Organizational Factors

47. Heavy patient workload and long working hours make collaborative care difficult to

implement? True [ ] False [ ] I don’t know [ ]

48. Poor physical layout of the hospital/units (e.g., lack of shared workspace) hinders

spontaneous team communication? True [ ] False [ ] I don’t know [ ]

49. Lack of a clear organizational policy on team – based care is a barrier to its implementation?

True [ ] False [ ] I don’t know [ ]

50.Resource constraints (e.g., insufficient equipment, staff shortage) affect the ability to practice

effective team – based care? True [ ] False [ ] I don’t know [ ]

Interpersonal Factors

51. Professional hierarchy and power dynamics prevent open communication among team

members?

True [ ] False [ ] I don’t know [ ]

52. Lack of mutual respect and trust between different professional groups is a major barrier?

True [ ] False [ ] I don’t know [ ]

53. My personal motivation and attitude significantly influence my participation in team – based

care? True [ ] False [ ] I don’t know [ ]
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APPENDIX II

INFORMED CONSENT FORM

TITLE OF RESEARCH: KNOWLEDGE AND PERCEPTION OF TEAM-BASED CARE

AMONG CLINICAL STAFF IN TERTIARY HOSPITAL

NAMES AND AFFILIATIONS OF INVESTIGATORS:

Osahon Osasumwen Dorothy

Department of Public Health and Community Medicine,

University of Benin Teaching Hospital,

PMB 111,

Benin City,

Edo State.

Email:

PURPOSE OF RESEARCH: To assess the knowledge and perception of team – based care

among clinical staff in tertiary hospital in Benin City, Nigeria while identifying the factors that

facilitate or hinder its effective implementation.

PROCEDURES INVOLVED IN THE STUDY: In this study, questions will be asked

regarding the knowledge, perception and factors affecting team-based care among clinical staff.
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CONFIDENTIALITY: All data collected will be treated with utmost confidentiality. Clinical

staff who volunteer to participate in this study will be given a unique study number, and data will

be collected. Participants' information will be stored safely secured by codes in computers using

only the study identification number. All those handling data will not at any time reveal

participants' identity.

FINANCIAL COMPENSATION: There shall be no monetary compensation for participation

in this study.

VOLUNTARY PARTICIPATION: Your participation in this study is entirely voluntary. If

you desire to withdraw from this study at any time, no punitive measures will be meted against

you for your withdrawal. Your refusal to participate or withdraw from the study will not involve

any negative consequences or loss of benefits to which you are otherwise entitled.

RISK: It is not expected that any harm will come to you because of your participation in this

study. The study does not entail any activity that would harm you.

BENEFIT: The study will help to assess the knowledge and perception of team-based care

among clinical staff in tertiary hospital.
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FINANCIAL SPONSORSHIP: The study will be sponsored by the principal investigator.

The underlisted will be contacted in case you have any investigation to make.

Osahon Osasumwen Dorothy:

Department of Public Health and Community Medicine,

P M B 1111,

Benin City,

Nigeria.

Email: dorryosahon12@gmail.com

Cell-+2348033037796

OR

Ethics and Research Committee,

University of Benin Teaching Hospital

Cell-+2347063331337
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APPENDIX III

ETHICAL APPROVAL
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APPENDIX IV

PLAGIARISM CLEARANCE FORM


