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SUMMARY

Objective: 7o develop and validate an Italian version of the Assessment of Interprofessional Team Collaboration
Scale II (I-AITCS II). Methods: A multiphase validation study was conducted. The first phase was the AITCS-II
translation from English into Italian to develop the first version of I-AITCS I for practitioners. The second phase
was the study of IFAITCS 11 face and content validity, and the third phase was a cross-sectional data collection to
provide evidence of construct validity using the psychometrics testing and the reliability assessment through the in-
ternal consistency study. Results: 7he agreement for the forward-translation among researchers was high. The face
and content validity were satisfactory. The underlying constructs of ILAITCS II were partnership, cooperation and
coordination. Internal consistency was good for both scale and domains level. There were significant differences related
to partnership in the comparison between settings. Conclusions: I-AITCS II showed evidence of validity and reli-
ability. It will be useful to gather data to address programs aimed to enhance interprofessional team collaboration
within the Italian healthcare contexts, and it could be used for cross-national researches.

RiassunTo

«Versione Italiana della Scala di Valutazione della Collaborativita di team interprofessionale II (I-AITCS I1):
studio multifase di validazione ed affidabilita tra personale sanitario». Obiettivo: Sviluppare e validare la ver-
sione italiana della scala ‘Assessment of Interprofessional Team Collaboration Scale II” (I-AITCS II). Metodi: E
stato condotto uno studio di validazione multifase. La prima fase era relativa alla traduzione dall’'inglese all’ita-
liano della scala per sviluppare la I-AITCS I1. La seconda fase era lo studio di validita di facciata e contenuto della

I-AITCS 11, mentre la terza fase ha previsto una raccolta dati cross-sezionale per valutarne la validita di costrutto
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attraverso lo studio delle proprieta psicometriche e ['affidabilita attraverso la valutazione della consistenza interna
dello strumento. Risultati: L'accordo tra i ricercatori nel tradurre gli item della scala era buono e le validita di fac-
ciata e contenuto erano soddisfacenti. I fattori latenti identificati per la validita di costrutto erano la partnership, la
cooperazione ed il coordinamento. Vi erano differenze significative rispetto alla partnership al confronto tra contesti
clinici. Conclusioni: La I-AITCS II ¢ uno strumento valido e affidabile. Potrebbe essere utile nel raccogliere dati
[finalizzati a programmi per migliorare la collaborazione interprofessionale nei contesti sanitari italiani. Inoltre, la

I-AI'TCS II potrebbe essere usata in studi cross-nazionali.

INTRODUCTION

Interprofessional team collaboration (ITC) rep-
resents a key element for the safety and quality of
every healthcare setting (11). I'TC refers to a process
where different professional groups are involved in
working together (18). Currently, evidence from the
healthcare field shows that effective I'TC improves
team meetings, team debriefings, and enhances case
discussions to best manage patient issues (11, 23).
Accordingly, ITC has an effect in improving patient
health outcomes at organizational and individual
levels (2, 7), and decreases counterproductive work-
ing behaviors and distress among health providers
(3, 22). The professional groups involved in health-
care delivery are mainly represented by physicians
and nurses, but also by clinical psychologists and all
other healthcare providers involved in the patients’
care paths, such as technical professionals.

Some authors described the main constructs
underlying ITC as partnership, cooperation and
coordination (20). Partnership recognizes the role
of patients and their families as partners with the
interprofessional team to achieve the goals of their
care (5). Cooperation relates to the mutual respect
amongst team members and their patients’ opinions,
viewpoints, beliefs or perspectives (1). Cooperation
is the process where patients and healthcare provid-
ers consider their preferences together to achieve a
mutual agreement and therefore is an important an-
tecedent to shared decision making (10). Coordina-
tion is the ability of team members to work together
harmoniously. To achieve this harmony requires the
ability to suspend single preferences to reach shared
results, especially around team working issues in
high demand situations (17).

The proper measurement of I'T'C is critical to im-
prove current knowledge about the evidence related

to the effect of ITC on some organizational or health
outcomes (23). Its measurement is also important
for organizational administrators to address strate-
gies aimed at improving ICT in different healthcare
settings. For this reason, Orchard et al. (2012) de-
veloped the Assessment of Interprofessional Team
Collaboration Scale (AITCS), recently modified in
ashorter version (i.e., AITCSII) (19). AITCSIIis a
self-report tool to measure partnership, cooperation
and coordination (ITC) in healthcare settings. It
encompasses 23 items rated using a five-point Lik-
ert scale, from 1=never to 5=always. The cutoff score
for the items is a mean of 4 to indicate an adequate
level of ITC (19,20). AITCS II shows evidence of
reliability and validity in its original version (19,20),
and in the Swedish adaptation (13). More specifi-
cally, in the original study the tool was assessed for
validity and reliability on a sample of 125 practi-
tioners, coming from 7 different healthcare teams in
Canada (20). In the Swedish version, the tool was
tested on 349 participants working in team-based
pain rehabilitation (19). In both studies, the validity
was assessed through psychometric evaluation and
the reliability through stability assessment (test-re-
test) and internal consistency evaluation. However,
AITCS 11 is not available for an Italian context. For

this reason, this study aims to develop a valid and
reliable Italian version of AITCS II.

METHODS
STUDY DESIGN

'This was a three-phase validation study. The first
phase assessed the methodological translation and
cultural adaptation of the AITCS II from English
into Italian resulting in the first version of I-AITCS
II. The second phase studied the face and content



318 CARUSO ET AL

validity of the I-AICTS II. Finally, in the third
phase the construct validity and the reliability of the
I-ATITCS II were assessed.

Phase one - Translation and cultural adaptation

Phase one translation was carried out in March
2017 using the modified Brislin’s translation model
for cross-cultural research (14). This methodology
combines a translation technique that uses a group
approach when applying the back-translation, and
it ensures rigor for the translation into a target lan-
guage. The setting of phase one was a hospital of
Northern Italy. In the first step of the translation
process, a project manager was identified (RC). This
approach was carried out as follows. Initially a trans-
lation process was performed using a consensus dis-
cussion including all four authors, and four experts
coming from the hosting hospital. During the con-
sensus discussion, members discussed the nuances
of the forward translation to find the most cultur-
ally suitable Italian wording of each item. At the
end of this process individual members rated each
translated item using a 5-point rating from O=not
clear to 4=very clear until the group consensus in
expressing a “very clear translation” was reached. The
lead research team member (RC) endorsed this first

version of I-AITCS II (Appendix 1).
Phase two - Face and content validity

During Apriland May 2017, the second phase was
carried out involving a panel of 16 experts including:
nine nurses, three physicians, three psychologists,
and one midwife to ascertain I-AI'TCS II face and
content validity as described by Polit & Beck (21).
In the face validity, panelists were asked to explore
their understanding of the items and share their
views about the overall concept (collaboration) that
they purport to measure. The research team used the
tollowing open-ended questions to gain responses:
“Can you express your thoughts about the items’ word-
ing?”; “Can you express your thoughts about the overall
clarity?”; “Can you express your thoughts related to pos-
sible issues in understanding the items’ wording?”. To
gain agreement among the panelists regarding how
pertinent each item was to measurement of col-

laboration, content validity was used. Three aspects
were assessed: Content Validity Ratio (CVR), and
Content Validity Index for scale’ (S-CVI) and items’
level (I-CVIs) (21). These indices could range from
-1 to +1, and a value of 20.60 is considered adequate
to retain the item in the translated version.

Phase three - Construct validity and reliability

Once the I-AITCS IT’s face and content valid-
ity was obtained, a cross-sectional data collection
was carried out from August to September 2017.
The setting was a hospital in Northern Italy, all
its healthcare professionals were invited to anony-
mously participate in this study. The eligible partici-
pants were contacted via their working mail, using a
survey approach. Specifically, the authors disclosed
the study invitation using the mailing list of eligi-
ble participants, who were able to print the study
information sheet, the informed consent and the
I-AITCS 1II to fill them in a paper-based format
and re-send the documents back to the authors. To
establish the adequacy of sample size the authors
considered the item/participants Hair’s ratio of 1:10
(12), rather than the response rate. This approach
was consistent with the main objective of this study,
which would reflect sufficient power to perform psy-
chometric analysis. In other terms, considering that
I-ATTCS II had 23 items, the minimum acceptable
sample size to ensure sufficient power to perform
the psychometric analysis to assess construct valid-

ity was equal to 230 participants.
Statistical strategies

For phase one, the translation agreement was as-
sessed through the Fleiss’s kappa, considering that
each individual in the translation discussion meet-
ing rated each translated item using a 4-point rating
from O=not clear to 4=very clear. For phase two, the
content validity was assessed through the comput-
ing of CVR, I-CVIs, S-CVI, and multi-rater kappa,
calculating the 95% confidence interval (CI) for
free-marginal kappa statistic.

For phase three, both descriptive and inferential
statistical analyses were employed using the Statis-

tical Package for Social Science version 22 (SPSS;
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Chicago, IL, USA) and MPlus 8,1. Initially, descrip-
tive statistics were used to describe all data (demo-
graphic and I-AITCS II), which were checked for
missing values, outliers or errors, and for their nor-
mality. Descriptive statistics for categorical variables
were frequency and percentage, for continuous data
non-normally distributed were median and inter-
quartile range (IQR), for continuous data normally
distributed were mean and standard deviation (SD).

An explorative approach to ascertain evidence of
the I-ATTCS IT’s construct validity. Bartlett’s test and
the Kaiser-Meyer-Olkin (KMO) index were then
used to assess the sample’s adequacy for application
of an exploratory factor analysis (EFA). An EFA was
then used to assess the psychometric properties of
the I-AITCS I, using the Maximum Likelihood
Robust (MLR) estimator and a Geomin rotation to
maximize the factor loadings on their latent dimen-
sions. The number of factors to be extracted was de-
termined firstly based on the theoretical structure of
the original scale (3 dimensions), and secondly on
the evaluation of the eigenvalues, the screen test, the
model/factors explained variance, and the goodness
of fit, considering the following indices: omnibus
test (x?), Comparative Fit Index (CFI; values 20.85
indicate a good fit), Tuker and Lewis Index (TLI;
values 20.85 indicate a good fit), Standardized Root
Mean Square Residual (SRMR; values <0.08 indi-
cate a good fit), and Root Mean Square Error of Ap-
proximation (RMSEA; values <0.06 indicate a good
fit). Finally, the reliability of the I-AITCS II was
assessed using Cronbach’s o at a scale and domain
level. Each domain was computed using the mean
of the items that predicted the same domain. Then,
a one-way ANOVA with Tukey’s post hoc test was
used to compare I'TC between professional groups
and settings. All statistics used an 0=0.05.

Ethical considerations

'This study obtained approval from the involved
Research Review Board. The study was conducted
in full accordance with international ethical prin-
ciples, as well as Italian legal and research ethics
requirements for non-interventional studies. All
participants (i.e. patients, nurses, physicians, transla-
tors) were informed about the aims and the method

of the study, and were asked to provide written in-
formed consent, as required by the Italian Legisla-
tive Decree n. 196 of 30 June 2003. Participants in
each phase were also informed about the confiden-
tiality of their answers.

REsuLTs
Phase one - Translation and cultural adaptation

Consensus for the choice of the translated items

was high, showing Fleiss’s kappa equal to 0.84.
Phase two - Face and content validity

Panelists were mainly females (68.75%) with a
median (IQR) age of 36 (31.5-56) years. The the-
matic analysis of the open-ended questions to ex-
plore the panelists’ understanding and views of the
items showed that the items’ clarity was the main
theme. CVR (M 0.90; range 0.63 to 1.00), I-CVIS
(M 0.99; range 0.88 to 1.00) and S-CVI mean of
0.98 are shown in table 2, all the indices were higher
than 0.60.

Phase three - Construct validity and reliability

The eligible participants were 688 and the re-
sponders to the study invitation (response rate) were
253 (36.8%). The demographics of the enrolled sam-
ple are shown in table 1. The majority of respond-
ers were females (71.1%), nurses (64%), employed
in clinical wards (68.2%). Their average age was
43.76+10.31 years, and the mean of their working
years was 19.55+11.16.

Internal assess reliability showed the follow-
ing Cronbach’s a: Partnership=0.923; Coopera-
tion=0.944; Coordination=0.923. The overall scale
had a Cronbach’s o equal to 0.968. Overall, the cat-
egorization as “adequate” or “inadequate” level for
each scale domain is shown in table 3, where the
level of adequate partnership, cooperation and co-
ordination were respectively 36.4%, 33.6%, 25.7%.

Comparison between groups

When the domains’were compared between pro-
tessional groups (figure 1), there were not significant
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Table 1 - Phase 3 sample descriptive statistics (N=267)

Table 2 - Content Validity (Phase 2)

N %

Gender

Male 73 289

Female 194 711
Marital Status

Married 162  60.7

Unmarried 105 393
Education level

High school 86 32.2

Degree 85 318

Post graduate* 96  36.0
Professional groups

Physicians 52 19.5

Nurses 171 64.0

Others® 44 16.5
Wards

Clinical wards 182  68.2

Ambulatory 37 139

Operating Room 36 13.5

Other” 12 45

Mean SD

Age (years) 43.76 10.31
Working time in the same ward (years)  11.26  9.68
Total years of working 19.55 11.16
Legend:

* Post graduate includes: master’s degree, residencies

° Clinical wards are: medicine (general and specialized), sur-
gery department (i.e., urology, vascular surgery) pediatrics,
intensive care unit and emergency department

$ Others are given by midwifes, psychologists and techni-
cians

# “Other” refers to all those outpatient services which were
out of the hospital settings (e.g., the psycho-social center to
support patients with psychological disorders or substance
addictions)

differences and the lowest mean was found for co-
ordination.

When comparison between the domains and
settings was assessed (figure 2), partnership was
the only domain which differed in the compari-
sons (F=6.13; df=2; p-value <0.001). Specifically,
there were differences in partnership between set-
tings comparing clinical wards versus other (p-value
<0.001), and between ambulatory versus other (p-

Panelists
(N=16)

CVR* I-CVIS® Multi-rater Kappa S-CVI®
(95% CI for
free-marginal
kappa statistic)

Ttem 1 0.88

Item 2 1

Item 3 1

Item 4 0.63

Item 5 1

Item 6 1

Item 7 0.88 94

Item 8 0.75
Item 9 0.88
Item 10 0.75
Item 11 0.75
Item 12 0.75

0.98
0.74 (0.64-0.83)

Item 13 0.88 94
Item 14 1
Item 15 1
Item 16 1

Item 17 0.75
Item 18 0.75
Item 19 0.75
Item 20 0.63
Ttem 21 0.88
Item 22 1

Item 23 0.88

R R R O R R R R R RBRORRBERERBRRBEBORRERERKRR

Legend:

* Content Validity Ratio (CVR): to assess the pertinence
through a three-point ordinal scale (1=not pertinent; 2=use-
ful but not pertinent; 3=highly pertinent)

° Content Validity Index (I-CVIs; S-CVI): to assess the rel-
evance, through a four-point ordinal scale (1=not relevant;
2=somewhat relevant; 3=quite relevant; 4=highly relevant)
¥Multi-rater Kappa was computed considering two catego-
ris (Pertinence versus no/low pertinence), 16 raters and 23
items. Multi-rater Kappa equal to 0.74 represent the 86.81%
of overall agreement among panelists

Table 3 - Frequency of Adequate versus Inadequate ITC

Adequate Inadequate

N % N %
Partnership 92 36.4 161 63.6
Cooperation 85 33.6 168 66.4
Coordination 65 25.7 188 74.3




I-AITCS 11 VALIDATION 321

partnership
Cooperation

Partnershi F=2,69; df=2) P-value = 0,07
P T ) 2 IC] Coordination

500- Cooperation (F=0,14; df=2) P-value = 0,87
Coordination (F=0,54; df=2) P-value = 0,58

4,00

0,00

nurse other

physician

Figure 1 - I-AITCS Comparison between Professional
Groups

Partnership (F=6,13; df=3) P-value=0,00
Cooperation (F=0,50;df=3) P-value=0,68
Coordination (F=1,55;df=3) P-value=020

partnership
Cooperation
5,00 Coordination

4,00
3,004
2,00

1,009

0,00~

wards y OR other

Note.
Tukey's post-hoc test showed the following differences:
wards vs other (P-value = 0,001) and ambulatory vs other (P-value = 0,002)

Figure 2 - I-AITCS Comparison between settings

value=0.002), where “other” encompassed all those
outpatient services which were outside of the hospi-
tal settings, such as the psycho-social center to sup-
port patients with psychological disorders or sub-
stance addictions.

The preliminary assessment on the correlations

matrix given by the I-AITCS II answers showed

a significant Bartlett’s test (y*=136.266; d.f.=88; p-
value >0.001) and KMO=0.91. The authors explored
the three dimensional model proposed by the theo-
retical structure of I-AITCS II, using an EFA. This
model explained 51% of the total variance (rotated
partnership=249%; rotated cooperation=14%; rotat-
ed coordination=13%), showing no cross-loadings
and with all the factor loadings higher than 0.40
as shown in table 4. The model fit indices demon-
strated an adequate goodness of fit: RMSEA=0.054
[95%IC=0.039-0.088]; CFI=0.960; TLI=0.948;
significant test omnibus (y?) = 1348.648, d.f.=136,
P-value=0.000; SRMR=0.076. This model appeared
the most suitable solution to explain the underlying

dimension of I-AITCS 1I.
DiscussioN

While ITC has been shown to be measured using
AITCS II in healthcare settings, it was not avail-
able for the Italian context, as it had not yet been
translated nor validated. In this study we developed
and validated the I-AITCS II. We found that the I-
AITCS II showed evidence of validity and reliabil-
ity, just as the versions in other languages. This study
followed a high methodological design to avoid pit-
falls that could threaten the overall validity of the
translated tool. Specifically, the translation was per-
formed using methodology to solve issues related
to cross-cultural research, such as the adaptation of
the items from English into Italian (14). A consen-
sus building process was adopted to overcome the
most common issues reported during the translation
process, in particular cultural equivalence and topic-
specific terminologies (6, 8). The overall process did
not show problems with either of the above issues,
and the involved researchers obtained a satisfactory
agreement related to the final forward-translation
(Fleiss’ K=0.84). Subsequently, the translated items
were tested for face and content validity.

The response rate was limited (36.8%) among
eligible participants of phase three, invited using
the facility’s mailing list. However, this rate was
considered acceptable, because it was in line with
the survey response rate level in organizational re-
search, which is generally lower than the data col-
lected from individuals (4). In fact, literature showed
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Table 4. Factor Loadings

CARUSO ET AL

Loadings

Ttems Mean (SD) Partnership Cooperation Coordination
Item 1 3.66 (0.95) 0.802 0.061 -0.147
Item 2 3.62 (0.89) 0.708 0.161 -0.078
Item 3 3.57 (1.11) 0.604 0.337 -0.118
Ttem 4 3.69 (0.96) 0.475 0.347 -0.036
Item 5 3.55 (1.07) 0.505 0.239 -0.051
Item 6 3.06 (1.05) 0.621 0.251 -0.056
Item 7 3.35(1.07) 0.582 0.272 0.111
Item 8 3.36 (1.06) 0.711 0.207 -0.137
Ttem 9 3.71 (0.90) 0.229 0.487 0.059
Item 10 3.53(0.91) 0.166 0.634 0.096
Item 11 3.37(0.99) 0.099 0.472 0.247
Ttem 12 3.17(1.12) -0.061 0.558 0.251
Item 13 3.26 (1.05) 0.064 0.749 0.091
Ttem 14 3.54 (1.04) 0.169 0.611 0.110
Item 15 3.60 (0.93) 0.078 0.833 -0.082
Item 16 3.56 (0.91) 0.206 0.836 -0.194
Ttem 17 3.47 (0.96) 0.201 0.091 0.746
Item 18 3.47 (0.97) 0.077 0.055 0.664
Ttem 19 3.19 (1.13) 0.102 0.137 0.419
Item 20 2.96 (1.11) 116 -0.189 0.516
Item 21 3.34(1.01) 0.106 -0.265 0.568
Ttem 22 3.25(1.16) 0.225 0.025 0.657
Item 23 2.88 (1.16) 0.258 -0.049 0.598
Variance (%) 24 14 13

that organizational response rate had a mean of
35.7%=18.8%, while individuals’ surveys reported a
mean of 52.7%+20.4% (4). Thus, the response rate of
this study (36.8%) was slightly higher than the mean
rate described in literature (35.7%). For this reason,
the authors did not use solicitations to improve the
response rate. Further, the use of facility’s mailing
list was not spread in the same way among all the
eligible participants. Then, it is reasonable that some
eligible participants were not reached through the
study invitation. Overall, the sample size of 253 par-
ticipants was consistent with the item/participants
Hair’s ratio of 1:10 to ensure sufficient power for the
psychometric testing (12).

The I-AITCS II's construct validity, was estab-
lished using an explorative approach to identify
the possible underlying factor structure. We found
that the three-dimensional structure of the original

scale was maintained in the Italian version. De facto,
EFA model showed a clear factor loading structure,
and an adequate model goodness of fit. We also
tound support for the three-dimensional structure
in assessing its internal consistency. Furthermore, all
the domains showed no problems related to ceiling
effects or cross-loadings that could undermine the
interpretability of the EFA model.

In this study, the findings for I'TC and its do-
mains of partnership, cooperation and coordination
were lower than reported studies conducted in Can-
ada and Sweden (13, 19, 20). However, this topic
needs to be more broadly investigated at a national
level, considering that ITC is an important predic-
tor of overall organizational wellbeing and better
patients’ clinical outcomes (9, 18). At the same time
the inferential results of this study have to be inter-
preted with caution, since the main purpose of this
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study was to validate the I-AITCS 1II, and not to
describe ITC within teams within their respective
settings in the Italian context. Interestingly, the do-
mains’ description comparison between professional
groups and settings showed a preliminary picture of
the Italian scenario, which may be used for future
investigations in the near future.

While the ITC domains between professional
groups showed no significant differences, the do-
main of coordination showed the lowest values in
all the investigated professional groups. This aspect
needs to be more deeply studied to understand why,
since coordination is a key ITC element within team
collaboration (20). In a Cochrane review to enhance
coordination, it has been suggested that strategies
such as interprofessional rounds, multidisciplinary
team meetings, and interprofessional audits may be
used as research interventions (23). However, the
paucity of interventional studies focusing on collab-
oration limits the level of evidence on effectiveness,
due to the limited availability of studies, and limited
cross country comparisons.

Secondly, the comparison between settings seems
to show that only ICT’s partnership differed among
in-hospital clinical wards or ambulatory and outpa-
tient settings. However, this difference is subject to
the unbalanced frequency distribution, especially for
outpatient setting where only 12 participants were
enrolled. For this reason we used only a non-para-
metric approach for the analysis, and the inferential
consideration should be interpreted with caution.
Specifically, this finding may be related to the type
of patients (those with psychological disorders or
substance abuse) care was provided for in the out-
patient setting where the respondents worked. This
result could be linked with the peculiarities of the
involved outpatient settings, due to the recognition
of patients with psychological disorders or sub-
stance abuse and family roles that can be difficult
to manage. In fact, these types of health problems
are largely described as barriers to achieving patient
empowerment (16). Hence, structural, ideological,
and cultural factors may well be the main barriers to
improvement in partnership levels, through empow-
ering patients and their families. It is recommended
that barriers interfering with empowerment need to
be specifically addressed through tailored continu-

ous professional education. The focus needs to be on
interprofessional team building where professional
groups work with patients and their families to
gain an enhanced understanding of how to achieve
shared decision making around agreed upon goals
(15, 16).

'This study had some limitations. Firstly, the infor-
mation coming from phase three must be interpret-
ed with caution, due to the monocentric sampling
and the cross-sectional data collection. Secondly,
the response rate of phase three was limited, even
if acceptable. Moreover, there are some limitation
related to the nature of I-AITCS II, which is a self-
report measure. In fact, the responses could be in-
fluenced by social desirability. However, this issue
appeared unlikely in our study, due to the descrip-
tive statistics of each item showing that responses
captured sufficient variance without polarization
or ceiling effects, as shown by skewness and kurto-
sis indices which were present very slightly in the
answering. Conversely, the main study strength re-
lates to the high methodological design, which was
aimed to decrease the risk of validity pitfalls for the
I-ATTCS I1.

CONCLUSIONS

The I-AITCS II shows good evidence of its va-
lidity and reliability. Currently, there is a paucity of
available national data on ITC. The I-AITCS II
will be useful in gathering Italian data to address
programs aimed to enhance I'T'C within healthcare
contexts. This study is important due to the fact that
it makes possible the measurement of ITC in Italy,
using the same metrics and tool used in other coun-
tries, such as Canada and Sweden. This implies the
current possibility to deeply assess I'TC in relation
to national contextual factors, giving a clearer inter-
pretation and description of I'TC among different
healthcare systems. For this reason, cross-national
investigations are needed to deeply understand the
relationship between I'T'C and contextual factors.

NoO POTENTIAL CONFLICT OF INTEREST RELEVANT TO
THIS ARTICLE WAS REPORTED BY THE AUTHORS
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APPENDIX 1
Scala per la Valutazione della Collaborazione in un Team interprofessionale

Le chiedo. cortesemente. di rispondere attribuendo un punteggio compreso tra 1 (Mai) e 5 (Sempre) a ciascuna domanda.
sulla base del Suo vissuto professionale in riferimento all’attuale assegnazione lavorativa.

Graduazione delle risposte:

| [ | [ [
1 2 3 4 5

Mai Raramente Occasionalmente 11 pitr delle volte Sempre

A tale proposito. mi impegno a garantire:

v la riservatezza dei suoi dati personali

v' che i dati personali verranno raccolti e archiviati elettronicamente e saranno utilizzati esclusivamente per scopi di ricerca
scientifica (ai sensi del D. Lgs n. 196 del 30 giugno 2003 e successive integrazioni “Codice in materia di protezione dei dati
personali”)

v" che l'accesso a tali dati sara protetto dal Responsabile dello studio

v che i risultati dello studio potranno essere oggetto di pubblicazione, ma la sua identita rimarra sempre segreta.

Preciso che la partecipazione allo studio. libera e volontaria. potra essere interrotta in ogni momento e senza fornire alcuna
p p p g
giustificazione.

Se Lei lo desiderera. sara mia premura comunicarLe i risultati dello Studio.
La consegna del fascicolo compilato equivale a fornire il consenso a partecipare alla ricerca

Per ulteriori informazioni e comunicazioni mi pud contattare scrivendo:
[inserire]
Grazie per l'attenzione e I'aiuto che vorra fornirmi!

Dati socio-demografici

Genere: (1M OF
Eta (anni effettivi):
Stato civile: Coniugato [ Non coniugato [

Livello d’istruzione (scegliere massimo titolo conseguito):
O Diploma Professionale O Laurea Triennale O Laurea Magistrale
O Certificato AFD O Master I livello O Specializzazione O Master II livello

Professione:
O Infermiera/e O Fisioterapista O Medico O Ostetrica/o O Psicologo

Altra professione

Ambito lavorativo
Unita Operativa di ..........ooooiiiiiii

Settore:
Degenza [ Ambulatorio (1 Camera operatoria [
Day Surgery [ Day Hospital I~ Altro .......ovvvnnnn..

Anni totali di lavoro:

Anni di lavoro nell’attuale ambito lavorativo:



SEZIONE 1: Partnership

Operiamo come squadra quando tutti i componenti...

Graduazione delle risposte:

1\/}ai Rararznente Occasioialmente 11 pitr delle volte SenSlpre

1 Coinvolgono i pazienti nello stabilire i loro obiettivi di cura 1 2 3 4 5
2 | Ascoltano i desideri dei loro pazienti nel definire il processo di cura 1 2 3 4 5
3 Si incontrano e discutono il piano di cura con regolarita 1 2 3 4 5
4 | Coordinano i servizi sanitari e sociali basandosi sui bisogni del paziente 1 2 3 4 5
5 Si confrontano spesso per discutere il piano di cura del paziente 1 2 3 4 5
6 Sono coinvolti nello stabilire gli obiettivi di cura per ogni paziente 1 2 3 4 5
7 | Nello sviluppare i piani di cura. si sostengono a vicenda e incoraggiano pazienti | 1 2 3 4 5

e famiglie ad utilizzare il loro sapere e capacita individuali
8 Lavorano con il paziente e i suoi famigliari nel ridefinire il piano assistenziale 1 2 3 4 5

SEZIONE 2: Cooperazione
Operiamo come squadra quando tutti i componenti...
Graduazione delle risposte:
| || | || ||
1 2 3 5
Mai Raramente Occasionalmente 11 pitr delle volte Sempre

9 Riconoscono le reciproche competenze 1 2 3 4 5
10 | Si rispettano e hanno fiducia 'uno con 'altro 1 2 3 4 5
11 | Sono trasparenti ed onesti I'uno con l'altro 1 2 3 4 5
12 | Apportano modifiche per la funzionalita del team attraverso momenti 1 2 3 4 5

di riflessione collettiva
13 | Siimpegnano a raggiungere soluzioni soddisfacenti per tutti alle divergenze 1 2 3 4 5

di opinioni
14 | Hanno chiaro i confini professionali di ciascuno 1 2 3 4 5
15 | Hanno chiaro che esistono conoscenze ed abilita condivise 1 2 3 4 5
16 | Stabiliscono un rapporto di fiducia tra i membri del team 1 2 3 4 5




SEZIONE 3: Coordinamento

Operiamo come squadra quando tutti i componenti...

Graduazione delle risposte:

Graduazione delle risposte:

1 2 3 4 5
Mai Raramente Occasionalmente 11 pitr delle volte Sempre
17 | Operano con la stessa idea di collaborazione interprofessionale 1 4
18 | Condividono equamente i risultati concordati 1 4
19 | Incoraggiano e sostengono una comunicazione trasparente. coinvolgcndo i 1 4
pazienti e i famigliari negli incontri di team
20 | Utilizzano procedure per risolvere le divergenze e i conflitti 1 4
21| Sostengono il leader nell'affrontare cambiamenti al interno del team per 1 4
soddisfare i bisogni del paziente
22 | Contribuiscono ad indentificare il leader (esempio. capo progetto o capo gruppo) | 1 4
23 | Sostengono apertamente la presenza del paziente nei loro incontri 1 4




