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DÉVELOPPER UNE CULTURE DE COLLABORATION EN
SALLE D’OPÉRATION : 

MIEUX QUE LA COMMUNICATION EFFICACE

RÉSUMÉ :

Le but de cette revue de la littérature
était d’examiner l’état actuel des
connaissances sur les pratiques
collaboratives fructueuses en salle
d’opération. À l’aide des déterminants
de pratiques collaboratives fructueuses,
développés par San-Martin-Rodriguez,
Beaulieu, D’Amour et Ferrada-Videla,1

la littérature actuelle traitant de la
collaboration en salle d’opération a été
examinée afin d’identifier les lacunes
en matière de connaissances ainsi que
les avenues futures pour la recherche.
La revue a mis l’accent sur le fait que
les modèles de communication parmi
les membres des équipes en salle
d’opération étaient l’aspect du travail
d’équipe ayant le plus fait l’objet de

recherches. D’autres aspects, comme la
volonté de s’engager dans la pratique
collaborative, la confiance, le respect,
les facteurs sociétaux et culturels,
étaient absents de la littérature. La
recherche future devra être axée sur ces
lacunes en matière de connaissances
afin d’optimiser nos ressources limitées
en recherche et d’améliorer la sécurité
des patients.
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ABSTRACT:

The purpose of this literature review
was to examine the current state of
knowledge on successful collaborative
practice in the operating room. Using
the determinants of successful
collaborative practice, developed by
San-Martin-Rodriguez, Beaulieu,
D’Amour, & Ferrada-Videla,6 the
current literature on collaboration in the
operating room was reviewed in order
to identify the gaps in knowledge and
identify future research avenues. The
review highlighted that communication
patterns among operating room team
members was the most extensively
researched aspect of teamwork. Other
aspects, such as the willingness to
engage in collaborative practice, trust,
respect, societal factors, and cultural
factors, were absent from the literature.
Future research will need to focus on
these gaps in knowledge in order to
maximize our limited research resources
and improve patient safety.

INTRODUCTION:

atients entering the operating room
expect positive surgical outcomes
and to return to their families and

activities. We strive, as professionals, to
provide the highest quality and the
safest of care. From 1995 to 2005,
however, the American Joint
Commission sentinel event statistics
database ranked wrong site surgery as
the second most frequently reported
event with 455 of the 3548 reported
sentinel events (12.8%).1

The need to prevent negative patient
outcomes, such as infections, and to
decrease medical errors, such as wrong
site surgeries, has led to an increased
awareness about the importance of
collaborative practice among surgical
team members. Organizations such as
the World Health Organization (WHO)
and the Canadian Interprofessional
Health Collaborative (CIHC) have, over
the past decade, developed frameworks
to guide and promote collaborative
practice and interprofessional education
in the health care setting.2,3 In North
America nursing professional
associations, such as the Association of
perioOperative Registered Nurses
(AORN) and the Operating Room
Nurses Association of Canada
(ORNAC), have developed position
statements and made collaborative
practice part of their missions.4,5
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The purpose of this
article is to explore the

determinants of
successful collaboration
among healthcare teams,

review the current
literature on

collaboration in the
operating room, and

make recommendations
for future research in

order to improve patient
safety in the surgical

environment. 



As collaborative practice becomes an
organizational and professional
priority, the concept raises many
questions. What is it? What
determines the success of collaborative
practice among healthcare
professionals? How is it being
understood and developed in the
operating room? Resources are being
invested in to research in order to
attempt to answer these questions. But
what have we learned? What are the
knowledge gaps? Where can we focus
future research efforts and resources
so that we can maximize our limited
resources and improve the safety of
our patients. 

The purpose of this article is to explore
the determinants of successful
collaboration among healthcare teams,
review the current literature on
collaboration in the operating room, and
make recommendations for future
research in order to improve patient
safety in the surgical environment. The
determinants of a successful
collaborative practice, developed by San-
Martin-Rodriguez, Beaulieu, D’amour,
& Ferrada-Videla,6 will be used as the
framework for this paper. A review of
the current literature, discussing these
determinants in the operating room, will
be presented in order to identify the
current knowledge gaps in effective

operating room team collaboration and
to guide future perioperative nursing
research. 

Patient safety and collaborative practice:
Definition of terms

The concept of patient safety and
collaborative practice are often discussed
when organizations or professional
associations want to improve the quality
of a healthcare system. It is important,
in order to understand these concepts, to
examine the current definitions as
presented in the literature. 

The Canadian Patient Safety Institute
(CPSI) defines patient safety as “the
reduction and mitigation of unsafe acts
with the healthcare system, as well as
through the use of best practices shown
to lead to optimal patient outcomes”.7

Although, CPSI does not provide a
definition of what constitutes optimal
patient outcomes they do define harm as
“an outcome that negatively affects the
patient’s health and/or quality of life”.7

International healthcare stakeholders are
also participating in patient safety
initiatives. The World Health
Organization (WHO), in an effort to
standardize the definition of the concept,
defines patient safety as “the reduction
of the risk of unnecessary harm,
associated with healthcare, to an
acceptable minimum. An acceptable
minimum refers to the collective notions
of given current knowledge, resources
available and the context in which care
was delivered weighed against the risk of
non-treatment or other treatment”.7 For
the purpose of this paper, patient safety
will be defined as per the CPSI
definition7 as it best reflects Canada’s
access to technology and other
healthcare resources in comparison to
underdeveloped countries.

The Canadian Interprofessional Health
Collaborative (CIHC) defines
collaborative practice as something that
occurs when “healthcare providers work
with people from within their own
profession, with people outside of their
profession, and with patients/clients and
their families”3 (p.1). This definition,
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Figure 1
Number of articles addressing the specific determinants
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COLLABORATION (cont.)

although adequate, is too vague to apply to the complex
interprofessional relationships that exist among surgical team
members. The WHO defined collaborative practice as “when
multiple health workers from different professional
backgrounds provide comprehensive services by working with
patients, their families, caregivers and communities to deliver
the highest quality of care across settings”.2 This definition
was obtained from an extensive review of the literature2 and
is appropriate for the purpose of this paper as it relates to
health care professions. Collaborative practice, in the
operating room, is also referred to as teamwork and so this
synonym will also be used in this literature review. 

The operating room is a highly technological, technical, and
dynamic environment that is in a constant state of evolution.
Despite continuing efforts by health organizations and the
advances in research surgical site infections remain, in
Canada, the most common health care associated
complication for surgical patients.8 Effective and safe patient
care requires complex interdisciplinary interactions between
surgeons, nurses, anaesthetists, and other allied health
professionals.9 In 2005 and 2010 studies involving
perioperative and critical care nurses highlighted the role of
poor teamwork and ineffective communication in
contributing to patient harm.10 2013 evidence indicates,
furthermore, that this past decade’s efforts and financial
investments have not succeeded in systematically improving
patient safety and some American hospitals actually
demonstrated higher rates of preventable harm.11 Surgical
teams, in order to ensure a reduction of unsafe acts in the
operating room, need to develop a culture of patient safety
centered on effective collaborative practice. 

What determines successful collaboration?

San-Martin-Rodriguez et al.6 conducted a literature review of
the elements that affected successful collaboration among
health care teams. Using keywords, such as “collaboration”,
“interprofessional team”, “interdisciplinary team”,
“determinants”, and ‘factors”, they searched the Medline,
CINAHL and Sociological Abstracts Database for the period
1980-2003. They included only empirical studies and
excluded anecdotal articles and editorials.6 Only ten articles,
meeting the inclusion criteria were identified which
demonstrates the lack of empirical studies at the time. In the
analysis three determinants of successful collaborative practice
were identified (interactional, organizational, and systemic
factors) which were then subdivided into thirteen sub-
elements (see Figure 1).6 Systematic reviews of empirical
studies are considered to be the highest form of evidence12 and
thus support the use of this review, by this author, despite the
limited amount of literature available.

All the factors and sub-elements developed by San-Martin-
Rodriguez6 must be examined when organizations and
healthcare professionals attempt to foster collaborative
practice.6 This is particularly important in complex
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environments such as critical care areas
and the operating room where
multisource approaches must be
developed in order to change
behaviours.13

Collaborative practice & teamwork in the
OR

Although much is being written about
collaborative practice2,3,4,5,7 the author of
this paper set out to retrieve and analyze
the literature available for the
perioperative setting that specifically
addressed the determinants discussed by
San-Martin-Rodriguez et al.6 The review
of the literature was conducted using a
multisource database search (Ovid,
PubMed, CINAHL and Google Scholar)
with the keywords “collaborative
practice and operating room”,
“teamwork and surgical environment”,
and different combination of these
terms. Search terms were later expanded
to include the specific determinants of
“collaborative practice” and the
“operating room/surgical environment”.
Relevant articles, dating from the 2000-
2013 period, were first examined by
reviewing their titles, abstracts, and key
words. Articles’ relevancy was
established using the specific
determinants of collaborative practice
and with the criteria that they address,
specifically, operating room or surgical
teams. If the article specifically

mentioned one or more of the
determinants then the full text article
was retrieved and reviewed. The key
findings, relevant to the purpose of this
paper, were then extracted and
summarized. Research articles,
including limited randomized control
studies, were reviewed first  but, due to
the lack of such studies, the inclusion
criteria were broaden to include other
types of evidence such as observational
or comparative studies and review
articles.14 Books, letters to editors,
opinions, editorials and literature
addressing patient safety, but not the
specific determinants, were excluded.

The screening process yielded 22 articles
that were divided into the three factor
groups (interactional, systemic, and
organizational) and then categorized
according to the specific elements they
addressed. Some articles addressed more
than one factor or element.(See Figure
2) Each element or factor was addressed
separately in the body of the review. The
next section of this paper will present
the summary of the author’s findings. A
discussion of the main findings, and
recommendations for future practice,
will follow.

DETERMINANTS OF SUCCESSFUL
COLLABORATIVE PRACTICE IN THE
OR

INTERACTIONAL FACTORS

The first determinant addressed by San-
Martin-Rodriguez et al.6 was the
Interactional factors. They are the
positive and constructive interpersonal
relationships upon which successful
collaborative practice is dependent.6

These are the human factors that must
be developed and fostered in order to
promote effective collaborative practice
and improve patient outcomes.6 These
interactional factors were sub-divided
into the following four elements: the
willingness to participate in
collaborative practice; trust;
communication; and mutual respect and
understanding.

Willingness to participate in collaborative
practice

CULTURE OF COLLABORATION (cont.)

Figure 2
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Collaborative practice, though shown to
be beneficial, remains a voluntary
process where each professional may
choose whether, or not, to participate.6
Although positive attitudes about
teamwork have been associated with
improved patient outcomes and greater
job satisfaction, nurses and surgeons’
individual perceptions of teamwork vary
greatly.15

The literature does not explore which
aspect of teamwork, in the context of
the operating room, needs to be
improved.16 Discussion regarding the
willingness of professionals to work as
a team is no exception to this knowledge
gap. The willingness to share
information and learn new things, both
in the academic and practical settings, is,
however, discussed as a possible
facilitator to teamwork.17,18 

Trust

It requires time, effort, patience, and
positive past experiences to build trust
in a team. Trust is required, in the
context of team work, not only in
relation to others’ competency but also
of one’s own abilities.6 Self-efficacy
beliefs (the belief in one’s ability to
succeed) can increase a nurse’s ability to
cope with a dynamic and stressful
environment and potentially lead to
increased team commitment and
improved collaborative practice.19,20 

Trust, in the context of the operating
room, is built by working with the same
people over an extended period of time
and developing a feeling of belonging to
a competent team.21 This is consistent
with the findings of the literature
reviewed by San Martin-Rodriguez et
al.6 Novices from many health
professions come to observe, and learn,
in the surgical theater and the clinical
supervision of these learners is a
professional responsibility.22 This
implies a certain level of trust among
team members that remains unexplored
by the literature. Time and resources can
be a source of tension in nurse-surgeon
communication and an interpersonal
relationship that includes trust could
possibly reduce this tension.23

Communication

Effective and respectful
communication is an important aspect
of collaborative practice2,18 Qualitative
and quantitative studies have been
conducted on nurse/surgeon
communication18,23,24, organizational
and individual factors that affect
communication during surgery9,25, and
on the most current types of
communication failures and their
effects on patient safety and the
socialization of novices.22,26 Other
studies have also demonstrated that the
operating room team’s perception of
“good or positive” and “bad or
negative” communication patterns was
very subjective. Nurses most often
perceived communication patterns as
negative while the surgeons perceived
the same communication patterns as
more positive.16,18,24,28 These studies
have reported that nurse/surgeon
communication patterns were affected
by multiple complex factors.
Hierarchical power structures,
professional socialization, gender,
stereotyping, and different professional
priorities of patient care are all barriers
that inhibit communication.22,23,29,30

Others have also studied the effects of
tense communication on the clinical
education of novices and the role it
plays in the development of
professional identities.31

The most recent studies on
communication focus on the
relationship between effective
communication and patient safety in the
operating room.21,32,33,34 The
implementation of a surgical safety
checklist is proving beneficial by
creating a culture of patient safety
through improving communication and
collaboration among operating room
team members.35,36

Mutual Respect and Understanding

Respect is a part of all positive human
exchanges. In collaborative practice it
is essential for all team members to
recognize others’ competencies as well
as their contribution to patient care in
order to create a respectful working

CULTURE OF COLLABORATION (cont.)
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environment.4 A lack of such
recognition is a real barrier to
collaborative practice.6 This degree of
mutual respect is inherent to effective
teamwork.9 The operating room
environment is, however, highly
dynamic and professionals must adapt
quickly to new technologies. In a
meta-analysis, of sixteen qualitative
and quantitative researches, it was
found that mutual respect, coaching,
and the ability to speak up played an
important role in the successful
implementation of new technology in
cardiac surgery.37 The use of rapidly
changing, highly technological,
surgical equipment can be challenging
for team members. A lack of respect
can be evident during the stressful
times involved in introducing new
equipment. The relationship between
the work climate, during periods of
change, and patient safety issues has
not yet been fully explored in
research. 

ORGANIZATIONAL FACTORS

The second determinant presented by
San-Martin-Rodriguez et al.6 is
organizational factors. They include the
structure, philosophy, and
administrative support of the
organization as important factors that
can support or undermine collaborative
practice.6 Healthcare organizations must
promote collaborative practice by
developing supportive structures that
will create a positive cultural
environment for professionals.6

Organizational Structures

To promote shared decision-making for
patient care the organization must
promote a shift from a hierarchical
structure to a more horizontal power
structure.6 In the operating room,
hierarchy has been studied at the

cont. on page 32
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interpersonal level28,29 and at an
organizational level.9,37 Ineffective team
communication, throughout the pre-,
intra-, and post-operative phases, was
found, on the interpersonal level, to be
a major contributor to patient injury.26

Health organizations, in an effort to
improve this situation, modeled the
aviation industry and developed the
surgical checklist.30 This checklist has
allowed for structured and dedicated
time for team communication and has
been proven to decrease surgical events
such as wrong site and side surgery, time
and resource issues, and post-operative
infections.30,38,39,40

Gillespie, Chaboyer, Longbottom,
Wallis9 discussed what they called “the
culture of blame” at an organizational
level. When negative incidents occur
the resulting incident reports and other
organizational policy requirements
appeared to cause conflicts among
team members.9 This prevents the team
from learning together and is an
obstacle to the interprofessional
communications that is required for
team members to learn from the
incidents. The authors also noted that
the “haphazard implementation of a
pre-briefing protocol and finite
resources” were an example of the
negative effects of the bureaucratic
approach on operating room team
communication.9 This demonstrates
that lifesaving initiatives, such as the
surgical checklist, can actually inhibit
collaborative efforts when the
organizational support is insufficient.
Edmondson also found that
organizational leaders who promoted a
more horizontal power structure
created a work environment that
allowed operating room teams to
integrate new technology in a safer and
more efficient way.37

The prevention of surgical errors can
also be supported, at the
organizational level, by providing staff
with a more flexible work schedule,
ensuring good management of
resources and team conflict, promoting
competency among professionals, and
providing an adequate physical work
environment.27

Organization’s Philosophy

In order to foster collaborative practice
the organization’s philosophy must
emphasize justice, freedom of speech,
and interprofessional collaboration.6

Surgical team members must feel safe,
without fear of negative consequences,
to denounce patient-care situations
that they perceive to be unsafe.41 They
must also believe that their care
institution favours and promotes
collaborative practice.41 Although the
role and value of the organizational
mission and value statement is widely
discussed in the literature only one
article was found to discuss the effects
of a positive work environment on
nurse/surgeon communication18 and no
literature was found that expressly
discussed the impact of the
organizational philosophy on surgical
teamwork. 

Administrative Support

Good leadership is essential for the
creation of an environment that
promotes collaborative practice. Leaders
must, in order to support collaborative
practice at an organizational level, have
a clear organizational vision and the
ability to share it with others.6 Effective
organizational leaders can develop a
supportive environment, in the
operating room, where staff feel
comfortable speaking up, asking
questions, and constructively managing
intra-surgical team conflicts.37,40 The
positive influence of transformational
leaders and learning organizations has
been documented to increase job
satisfaction, patient safety, and effective
teamwork.42,43,44

Team Resources

Teams must, in order to develop
successful collaborative practices, be
given time and space to meet and
interact.6 The surgical checklist was
developed to provide this dedicated
time, in the operating room, for team
communication and to standardize the
exchanges during shift change.30 Time to
meet and interact must also be provided
for the purposes of interprofessional
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education. Interprofessional education is
discussed, as an option to improve
communication and collaboration
among surgical team members,22,45 the
literature on the subject is, however,
sparse.

Coordination and Communication
Mechanisms

According to San-Martin-Rodriguez et
al.6 collaborative practice can benefit
from:

“standards, policies, and 
interprofessional protocols; unified 
and standardized documentation; and
sessions, forums or formal meetings 
involving all team professionals.”6

(p.140)

The surgical checklist is a standard
communication protocol.26,40

Implementing standardized
communication tools and avoiding
“case irrelevant communications” can
prove beneficial for collaborative
practice and patient safety in the
operating room.46

SYSTEMIC FACTORS

The final determinant presented by San-
Martin-Rodriguez et al.6 is the Systemic
Factors that are defined as the systems
outside the organization that also
influence collaborative practice. Social,
cultural, educational, and professional
systems will have an impact on a
professional’s ability to engage in
collaborative practice.6 Below are some
examples of how these systems were
studied in the context of the operating
room.

Social System

The social system relates to the power
imbalances created by gender
stereotyping and different social status
among professionals. These factors
can directly impede collaborative
practice6 The imbalances, and
resulting inequalities, between nurses
and surgeons have been the source of
much research and publication.15,18,22,24

These inequalities have been found to

be the source of interprofessional
conflict, ineffective communication
patterns, disrespectful and abusive
behaviour, and job dissatisfaction that
can all lead to adverse patient
events.9,23,24,25,30 Although the
literature discusses these events and
their consequences no research was
found discussing the development of
educational interventions or
organizational policies in order to
mitigate this barrier to effective
collaboration.

Cultural system

The cultural beliefs held by individual
practitioners may affect collaborative
practice.6 The effects of these cultural
beliefs on operating room teamwork
have not, based on the literature found
in this paper, been studied. In an
increasingly multicultural society, such
as Canada’s, this type of research could
help organizations to develop culturally-
sensitive educational activities and thus
improve collaboration.

Professional system

Over the course of their pre-graduate
studies, during their professional
socialization phase, health
professionals are immersed in their
respective professional philosophies
and patient-care models. This
immersion results in the fragmentation
of patient care, the creation of
interprofessional conflict, and poor
collaboration.6 In the operating room
this socialization pattern is particularly
evident in looking at surgeons, nurses,
and anaesthetists. Each of these health
professions has its own distinct
professional identity, defines its role
and scope of practice according to the
teachings of its own speciality, and
generally socializes only among its own
group.18,24,26,40

Although these factors are discussed in
the literature there were no studies
available that specifically discussed the
factor of professional socialization and
its effect on patient safety.
Interprofessional educational activities
have been discussed as effective
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opportunities for different professionals
to engage in more efficient
communication and thus improve
patient safety.47,48

Educational system

Interprofessional education is one of
the main determinants of successful
collaborative practice and the
educational system is the principal
level for the development and
promotion of this concept.6 The
benefits of integrating
interprofessional education into health
professional curriculum are well
documented and supported by
Canadian and American collaborative
initiatives.3,49 It is not within the scope
of this paper to review this literature.
Health discipline students could,
however, possibly benefit from an
operating room clinical placement. It
would support the early development
of their communication skills and
leadership abilities as well as
expanding their professional
socialization into a collaborative
environment.22,40,47

DISCUSSION AND IMPLICATIONS FOR
FUTURE RESEARCH

This literature review demonstrates the
amount of research and knowledge that

has been developed from 2000 to 2013.
Although the majority of research has
focused on one determinant of
collaborative practice16,17,19,20,21,31-

36,38,39,42-45,47,48 some have combined two
15,23-29,37,40 or all three determinants
9,18,22,30 in order to better understand the
development and promotion of team
work in the operating room setting (see
Figure 2) (see Figure 3). Communication
is the most researched aspect of
collaborative practice and teamwork in
the operating room with over 23
referenced articles including several
quantitative and qualitative
studies.9,22,24,26,28 The influence of the
personal and organizational cultural
systems on operating room team
cohesion has not been a focus of
research. 

Interactional factors such as individuals’
willingness to participate in
collaborative practice and the
importance of mutual respect and
understanding are important indicators
of successful teamwork6 but there is a
need for further research into operating
room team members’ personal
motivation to participate in the process.
The lack of study in this area may be
related to the difficulty of accurately
researching and interpreting such
personal motivation.

The majority of communication
studies are qualitative designs such as
focus groups and observational
studies. Dr Lorelei Lingard has
performed extensive research in
Canada on the communication
patterns and the socialization of
novices in the surgical setting.26,30,40,50

She and her team developed an
instrument to empirically measure
the quality of communication in the
operating room.51 The development,
and validation, of a standard
measuring tool to assess team
communications could prove
beneficial to future research. More
research is needed to demonstrate
empirical relationships between
effective team communication,
increased positive surgical outcomes,
and the development of a culture of
patient safety.

CULTURE OF COLLABORATION (cont.)

Figure 3
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However, as San-Martin-Rodriguez et
al.6 demonstrated, successful
collaboration is more than effective
communication. Many factors remain
unexplored and multiple research
avenues are yet to be developed.
Research on interactional factors such as
the willingness to work together,
interprofessional respect, and the factors
that promote and develop trust and
build stronger relationships among
surgical team members, could support
the development of a culture of patient
safety in the operating room.16,52

Research is needed to qualitatively and
empirically study the effects of trust on
team cohesion and patient outcomes.
Such studies could support the
development of activities to promote
both personal and professional
responsibilities associated with
collaborative practice and its role in
patient safety.

Sexton et al. (2006) developed a
teamwork climate scale that measures
operating room team members’ ability
to speak up, conflict resolution skills,
physician-nurse collaboration, feeling
of peer support, safety to ask
questions, and heeding of nurses’ input
by the surgical team.53 This tool has
proven to have a high degree of
reliability and validity in measuring
these domains among professional
groups.53 This team climate assessment
tool could guide future research
projects to empirically determine the
relationship between a positive work
climate and patient safety.
Interprofessional educational activities,
aimed at developing trust and respect
among team members, could possibly
improve collaborative practice and
teamwork. More research is needed to
examine the relationships between
interprofessional education, effective
collaboration, and patient safety.

Further research on organizational
factors, such as the influence of the
organizational philosophy including
the review and understanding of its
mission and value, could prove
valuable in healthcare as demonstrated
by the literature in business and

leadership.54 Developing
transformational nursing leaders, both
formal and informal, who can speak
up and advocate for their patients,
could support operating room nurses
in promoting and enforcing patient
safety. Research into the relationships
between leadership nursing education
and the development of a culture of
patient safety could support the
development of leadership educational
activities.

Systemic determinants that affect
collaborative practice, among operating
room team members, have been greatly
understudied. Interprofessional
education is being increasingly
developed in academic curriculums55

and students must be able to continue
developing and using those skills after
they enter practice. 

Today’s healthcare organizations are
multicultural environments where
practitioners enter the operating room
from different social systems and
cultural beliefs that have an influence
on their social interactions.56

Developing effective collaboration
without being conscious of these
differences is nearly impossible.
Effective collaborative practice in the
operating room, and on other
healthcare teams, starts with education.
The development of technical skills is
an important aspect of healthcare
training but more emphasis on
interprofessional education and
effective collaborative practice could
change the current culture of working
in ‘silos’ and could promote patient
safety and improve patient outcomes.2

This author believes that organizations
must address gender inequalities,
cultural sensitivity, and professional
status issues that are currently
impeding the development of
collaborative practice. Interprofessional
education has the potential to support
the development of competencies that
could change the hierarchical power
structure of the operating room.
Further studies are needed to examine
the effects of cultural differences on
teamwork. These studies could develop
a cultural awareness among team

Interactional factors 
such as individuals’

willingness to participate
in collaborative practice
and the importance of
mutual respect and
understanding are
important indicators 

of successful teamwork6
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than just effective
communication. 
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members and facilitate better
interprofessional communications.

CONCLUSION:

In conclusion successful collaborative
practice in the operating room is
dependent on more than just effective
communication. It is influenced by a set
of complex interactions between
interpersonal, organizational, and
systemic factors. Professionals must
have the willingness to engage in
collaborative practice and develop a
sense of belonging to a strong and
competent team. Organizations must
make interprofessional collaboration
and education a part of their mission
and values and support its development
by investing the human and financial
resources needed to allow professionals
to develop strong communities of
practice. The foundations of
collaborative practice must be
developed early in the professional
socialization of healthcare
professionals. This includes
interprofessional educational activities
both at the pre and post graduate levels.

The research on effective
collaboration, among operating room
teams, has mainly focused on
communication skills. Other research
avenues, such as the development of
interprofessional educational
programs and the influence of
organizational and personal factors
on team cohesion, have been discussed
in this paper and warrant further
research to improve the culture of
patient safety in Canadian hospitals.
Future research resources would be
maximized by focusing on these lesser
studied aspects of successful
collaborative practice.
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