wn
jaa]
=
o
-}
=
7]
Q
=
=
8a]
aa]
=
@)
.

=]

2
5o

>

(3}
e~
=
=

Reprint from

The Review Of

DIABETIC
STUDIES OPEN ACCESS

The Imperative Of Interdisciplinary Collaboration
In Transforming Saudi Arabia's Healthcare
Landscape: A Foundation For Vision 2030

Fahad Mohammed Hamad Almansour’, Nasser Mohammed Hamad Almansour?, Hadi
Mohammed Alyami*, Hussein Musfir Ali Al Arjani‘, Mujib Mohammed Almansour?®,
Hamad Mohammed Shaman Al-Mansour®, Saleh Mohammed Hamed Al Mansour’, Fahaid
Mohammed Hamad Al Mansour®, Faraj Nassar Ali Alshaman®, Hussein Hadi Ali Al
Mansoor™®

" Medical Device Technician — Eradah Complex for Mental Health — Najran
2 Pharmacist Technician — Maternal & Children Hospital — Najran
3 Records Technician — Branch of the Ministry of Health — Najran Region
4 Technician — Emergency Medical Services — West Najran Hospital — Najran
3 Specialist Nursing — Khabash General Hospital — Najran
¢ Medical Devices Technician — Khabash General Hospital — Najran
7 Radiology Technician — Khabash General Hospital
8 Radiology Technician — Rajla Health Center
? Nursing Technician — New Najran General Hospital
9 Radiology Technician — Forensic Medical Services Center

Abstract:

Interdisciplinary collaboration (IDC) is a critical transformative force within Saudi Arabia's healthcare
system, essential for addressing the complex burden of non-communicable diseases, an aging population,
and rising patient expectations in alignment with Vision 2030's goals. Moving beyond outdated siloed
models, IDC integrates the expertise of physicians, nurses, pharmacists, therapists, and social workers into
unified, patient-centered teams, thereby synthesizing diverse perspectives for comprehensive care planning.
This paradigm enhances clinical outcomes, reduces errors and hospital readmissions, optimizes resource
utilization, and improves both patient satisfaction and professional morale. Successful implementation
requires overcoming entrenched hierarchies through interprofessional education, leveraging shared
electronic health records, institutionalizing structured communication forums like interdisciplinary rounds,
and fostering supportive leadership. Ultimately, cultivating a robust culture of collaboration is not merely
an operational improvement but a foundational strategy for building a proactive, efficient, and resilient
healthcare system that fulfills the Kingdom's ambitious vision for a healthy society.

Keywords: Interdisciplinary Collaboration, Saudi Healthcare, Vision 2030, Patient-Centered Care,
Healthcare Integration, Interprofessional Teams.

Introduction:

The Saudi Arabian healthcare system stands at a pivotal juncture in its historical evolution. For decades, it
has undergone a remarkable transformation, evolving from a nascent infrastructure reliant on expatriate
medical expertise into a sophisticated, expansive network of primary, secondary, and tertiary care facilities
catering to a growing and increasingly diverse population [1]. This journey has been characterized by
significant state investment, the establishment of renowned medical cities, and a sustained focus on
expanding accessibility and capacity. However, the contemporary healthcare challenges facing the
Kingdom extend far beyond the metrics of bed counts and facility construction. The burgeoning prevalence
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of non-communicable diseases (NCDs) such as diabetes, cardiovascular diseases, and obesity presents a
complex, chronic disease burden that demands continuous, coordinated management rather than episodic
intervention [2]. Concurrently, the demographic shift towards an aging population introduces the clinical
intricacies of multimorbidity, where patients present with multiple co-existing chronic conditions, each
interacting with the others and requiring nuanced therapeutic balancing [3]. Furthermore, the rising
expectations of an informed patient population, empowered by digital access to medical information,
necessitate a more holistic, patient-centric model of care that addresses not only biological but also
psychological, social, and even spiritual dimensions of health and illness [4].

These multifaceted challenges expose the limitations of the traditional, siloed model of healthcare delivery,
where physicians, nurses, pharmacists, therapists, and other professionals operate in parallel, often with
limited formal communication or shared decision-making frameworks. This fragmentation can lead to
disjointed care plans, medication errors, duplicated tests, patient frustration, and ultimately, suboptimal
clinical outcomes and inefficient resource utilization [5]. It is within this context of escalating complexity
that the paradigm of interdisciplinary collaboration (IDC) emerges not merely as a beneficial adjunct but
as an indispensable operational and philosophical cornerstone for a modern, effective, and sustainable
healthcare system. Interdisciplinary collaboration can be defined as an integrative practice model where
professionals from diverse disciplines work interactively, sharing perspectives, expertise, and responsibility
towards a common, patient-centered goal, thereby synthesizing distinct disciplinary approaches into a
unified, coherent plan of care [6].

The pursuit of IDC aligns seamlessly with the ambitious goals of Saudi Vision 2030, a transformative
national blueprint that places a premium on enhancing the quality and efficiency of health services under
its Quality of Life program. The Vision explicitly calls for the development of a "comprehensive, effective,
and integrated health system" that is focused on prevention and based on value-based care principles [7].
Achieving this vision is inextricably linked to the ability of healthcare professionals to transcend
disciplinary boundaries. Value-based care, which rewards outcomes and efficiency rather than volume of
services, is fundamentally predicated on seamless coordination. Preventing the complications of diabetes,
for instance, requires the synchronized efforts of endocrinologists, diabetes educators, dietitians, podiatrists,
and ophthalmologists. Similarly, managing a post-stroke rehabilitation case effectively hinges on the tight
integration of neurologists, physiatrists, specialized nurses, physical and occupational therapists, speech-
language pathologists, and social workers [8]. Therefore, fostering robust interdisciplinary collaboration is
a critical operational strategy for actualizing the lofty aspirations of Vision 2030, moving the healthcare
system from a collection of specialized parts to a truly integrated, patient-focused whole.

Theoretical Underpinnings and Evidence-Based Rationale for Collaboration

The advocacy for interdisciplinary collaboration is not rooted in abstract idealism but is firmly grounded in
established organizational theory and a compelling body of empirical evidence demonstrating its positive
impact across the triple aim of healthcare: improving patient care, enhancing population health, and
reducing per capita costs. At its core, IDC represents a practical application of systems thinking, which
views a healthcare organization not as a mechanical assembly of independent departments, but as a
complex, adaptive system where the interactions between components (healthcare professionals) are as
crucial as the components themselves [9]. In such a system, the quality of care emerges from the patterns
of communication and relationship among providers. Complexity theory further supports this, suggesting
that in environments characterized by uncertainty and interconnected problems—such as managing a
critically ill patient in the [CU—solutions are best generated by diverse teams that can combine knowledge
and adapt dynamically [10].

From a sociological perspective, the shift from a professional "tribalism" or siloed mentality towards a

collaborative culture requires navigating deeply ingrained hierarchies and identity structures. The
traditional model often reinforced a physician-centric hierarchy, which can suppress the valuable
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contributions of other team members. Interdisciplinary models actively work to flatten these hierarchies,
fostering psychological safety where any team member, from a junior nurse to a senior consultant, feels
empowered to voice concerns or suggestions without fear of reprisal [11]. This cultural shift is essential for
unlocking the full potential of the collective expertise within a healthcare institution.

The evidence supporting the efficacy of IDC is robust and multi-faceted. Numerous meta-analyses and
systematic reviews have consistently demonstrated that effective collaboration leads to significantly
improved patient outcomes. In hospital settings, the implementation of interdisciplinary care teams,
particularly interdisciplinary rounds, has been strongly associated with reduced rates of adverse events,
decreased medication errors, lower mortality rates, and shorter average lengths of stay [12, 13]. For patients
with chronic conditions like congestive heart failure (CHF) or chronic obstructive pulmonary disease
(COPD), interdisciplinary management programs involving physicians, nurses, pharmacists, and
respiratory therapists have proven highly effective in reducing hospital readmission rates, a key indicator
of care quality and a major driver of healthcare costs [14]. Beyond clinical metrics, interdisciplinary
collaboration enhances patient safety by creating multiple layers of review and shared situational
awareness, thereby catching potential errors before they reach the patient.

Furthermore, IDC demonstrates significant benefits in terms of healthcare efficiency and resource
utilization. By improving care coordination, interdisciplinary teams reduce unnecessary duplication of
diagnostic tests and procedures, streamline care pathways, and facilitate smoother, timelier discharges with
appropriate follow-up plans [15]. This not only lowers direct costs but also improves patient flow and bed
turnover within hospitals. The financial argument for collaboration is therefore strong, positioning it as a
key strategy for achieving sustainability in healthcare systems facing ever-increasing budgetary pressures.

Finally, the impact on healthcare professionals themselves cannot be overlooked. Working in functional,
respectful interdisciplinary teams has been shown to reduce role ambiguity, mitigate feelings of
professional isolation, and enhance job satisfaction and morale [16]. When professionals feel their expertise
is valued and they are part of a coherent team working towards a common goal, it leads to greater
engagement and lower burnout rates. This creates a positive feedback loop, as satisfied and engaged
providers are more likely to deliver high-quality, compassionate care. Thus, the rationale for
interdisciplinary collaboration is comprehensive, touching upon and improving every critical dimension of
the healthcare delivery matrix.

The Saudi Context: Catalysts, Current State, and Unique Imperatives

The drive towards interdisciplinary collaboration in Saudi Arabia is propelled by a powerful confluence of
top-down strategic mandates and bottom-up practical necessities, creating a unique and fertile environment
for its adoption. The most potent catalyst is undoubtedly the national strategic framework established by
Saudi Vision 2030 and its operational arm, the National Transformation Program (NTP). The NTP’s
healthcare transformation initiatives explicitly prioritize the development of integrated care models and the
enhancement of care coordination across the continuum of health services [17]. This high-level
endorsement provides the essential political will and directive for healthcare institutions, including the
Ministry of Health (MOH), the Saudi Health Council, and burgeoning private sector providers, to allocate
resources, redesign workflows, and invest in training aimed at fostering teamwork. The transformation is
not merely rhetorical; it is backed by key performance indicators (KPIs) that often implicitly or explicitly
require collaborative practice to achieve, such as targets for reducing hospital-acquired infections,
managing diabetes mellitus (DM) indicators, or decreasing emergency department waiting times.

Simultaneously, the Saudi healthcare workforce is undergoing a profound and deliberate transformation
through the ambitious Saudization program (Nitaqgat). While ensuring the sustainable nationalization of the
workforce, this policy also presents a unique opportunity to shape a new generation of healthcare
professionals from the outset with a collaborative mindset. The historical reliance on a vast, culturally
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diverse expatriate workforce, while invaluable, sometimes led to variations in practice standards and
communication styles that could hinder teamwork. The strategic training and integration of Saudi nationals
into all levels of the healthcare system—from physicians and nurses to pharmacists, radiographers, and
health administrators—allow for the inculcation of interdisciplinary principles during undergraduate,
postgraduate, and continuing professional education [ 18]. This generational shift can be harnessed to build
a culturally coherent foundation for teamwork that aligns with both international best practices and local
cultural values, such as collectivism and respect for authority, which can be channeled into respectful team
hierarchies.

The current state of IDC in Saudi healthcare settings is heterogeneous, demonstrating pockets of advanced
practice alongside areas where traditional silos persist. In highly complex, technology-driven environments
like Cardiac Centers, Oncology units, and Neonatal Intensive Care Units (NICUs), interdisciplinary
teamwork is often more out of necessity and is frequently well-established, involving regular case
conferences and tumor boards [19]. The management of a patient on an Extracorporeal Membrane
Oxygenation (ECMO) machine, for example, is impossible without the minute-to-minute collaboration of
intensivists, perfusionists, ECMO specialist nurses, and respiratory therapists. However, in general medical
and surgical wards, primary care centers, and chronic disease clinics, collaboration can be more variable,
often dependent on the initiative of individual unit leaders or specific personalities rather than being a
systematized, institutional norm. Communication may still occur through informal channels or hierarchical
reporting lines rather than through structured, egalitarian team forums.

A critical component of advancing IDC in Saudi Arabia is the enhanced recognition and integration of
nursing and allied health professionals (AHPs) as equal partners in the care process. The nursing profession,
in particular, has seen remarkable advancement, with increased numbers of Saudi nurses, higher educational
attainment (including master’s and PhD programs), and expanded clinical roles [20]. Similarly, the
contributions of physiotherapists, clinical pharmacists, dietitians, and social workers are increasingly being
formally recognized. For IDC to thrive, these professions must be empowered to practice to the full extent
of their education and licensure. This involves not only including them in care planning meetings but also
ensuring their assessments and recommendations are documented, valued, and acted upon. The move
towards collaborative practice models inherently challenges the remnants of a strict physician-dominated
hierarchy, advocating instead for a partnership model where the physician’s diagnostic and therapeutic
authority is complemented by the unique, discipline-specific expertise of other team members. Navigating
this cultural shift while maintaining clear accountability is a central task for Saudi healthcare leadership.

Frameworks and Practical Strategies for Implementation

Translating the philosophy of interdisciplinary collaboration into daily practice requires deliberate design,
structured tools, and supportive infrastructure. Successful implementation moves beyond vague
encouragement of "working together" to establish clear protocols, shared spaces, and integrated technology
that make collaboration the default mode of operation rather than an occasional event.

A foundational strategy is the institutionalization of structured interdisciplinary communication forums.
The most prominent of these is the interdisciplinary round (IDR). Moving beyond traditional medical
rounds where the physician team alone reviews the patient, IDRs involve the core care team—including the
attending physician, bedside nurse, charge nurse, clinical pharmacist, case manager, and relevant therapists
(physical, respiratory, etc.)—conducting patient reviews at the bedside or in a dedicated conference room
[21]. These rounds follow a structured format, such as the SBAR (Situation, Background, Assessment,
Recommendation) technique, to ensure concise and relevant information exchange. The presence of all key
decision-makers in one forum allows for real-time care planning, immediate resolution of discrepancies in
the care plan (e.g., between medication orders and nursing observations), and the setting of daily
goals with the patient. This model has been shown to improve teamwork climate, reduce length of stay, and
enhance patient satisfaction with their understanding of the care plan.

WWW.DIABETICSTUDIES.ORG 88


http://www.diabeticstudies.org/

The Review of DIABETIC STUDIES
Vol. 20 No. 2 2024

The electronic health record (EHR) is potentially the most powerful technological enabler of IDC, yet it
can also be a barrier if poorly designed. To foster collaboration, the EHR must be a truly shared platform,
not a series of disconnected disciplinary notes. This means moving towards integrated care plans where
goals set by the physician, nursing interventions, pharmacist-led medication therapy management plans,
and therapist assessments are all visible in a unified view [22]. Features such as shared problem lists,
interdisciplinary progress notes, and secure, in-built messaging systems that replace fragmented
communication via paper, phone, or personal mobile apps are essential. Furthermore, clinical decision
support (CDS) tools embedded within the EHR can be designed to prompt interdisciplinary action. For
example, an alert for a patient at high risk for falls could automatically trigger referrals to physiotherapy
and pharmacy for a medication review, while notifying the nursing team to implement fall prevention
protocols.

Physical workspace design, or colocation, is a simple yet profoundly effective strategy. When care team
members from different disciplines share a common work area—a unit-based pharmacist's desk, a
therapists' office located on the ward, or a dedicated team workroom—the frequency and quality of
informal, opportunistic communication increases dramatically [23]. These "water cooler" conversations
often solve small problems before they escalate, build interpersonal rapport, and foster a shared identity as
a unit-based team. This is in stark contrast to models where pharmacists are located in a central basement
pharmacy, therapists are based in a distant department, and physicians write notes from a separate lounge,
forcing all communication to be formalized and scheduled, thereby losing spontaneity and efficiency.

Finally, the sustainability of any collaborative initiative depends on dedicated institutional leadership and
ongoing interprofessional education (IPE). Healthcare leaders must actively champion IDC, model
collaborative behaviors, and hold teams accountable for using the established structures. This includes
allocating protected time for interdisciplinary rounds and recognizing collaborative achievements. Parallel
to this, IPE must move from isolated workshops to being embedded in the fabric of professional
development. Simulation-based training where mixed groups of residents, nurses, and pharmacists manage
complex patient scenarios is exceptionally effective for building mutual respect and understanding of roles
[24]. Mandatory training in communication, conflict resolution, and the principles of crew resource
management (CRM), adapted from aviation, can equip teams with the skills to navigate the inherent
challenges of teamwork, ensuring that collaboration is both effective and resilient.

Barriers and Challenges to Interdisciplinary Collaboration

Despite its compelling rationale and available implementation strategies, the path to entrenched
interdisciplinary collaboration is fraught with significant barriers that are particularly pronounced in
hierarchical systems undergoing rapid transformation. Acknowledging and strategically addressing these
challenges is critical for successful integration.

The most deeply rooted barrier is the legacy of professional hierarchy and traditional role perceptions. The
historical model of physician authority, while essential for clear accountability, can mutate into an
autocratic style that discourages input from other disciplines. Nurses, pharmacists, and therapists may
hesitate to voice concerns or suggestions due to fear of reprimand or being perceived as overstepping
boundaries [25]. This dynamic is often reinforced by societal perceptions of prestige and can be particularly
challenging for younger Saudi professionals interacting with senior consultants from various cultural
backgrounds. Conversely, other professions may sometimes engage in territorialism, guarding their scope
of practice and resisting the blurring of roles that effective collaboration sometimes requires. Overcoming
this requires a cultural recalibration that distinguishes between respect for expertise and unquestioning
deference, promoting a culture of "respectful assertiveness" where the patient's safety and well-being are
the ultimate authority.
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Educational silos present a formidable systemic barrier. For decades, healthcare professions have been
educated in isolation from one another. Medical students, nursing students, and pharmacy students often
train on separate campuses, with distinct curricula, pedagogies, and professional socialization processes
that emphasize their unique identities, sometimes at the expense of understanding others' roles [26]. This
separation fosters stereotypes and a lack of understanding that persists into clinical practice. A physician
may have little appreciation for the nuanced clinical judgment of an experienced critical care nurse, just as
anurse may not fully understand the diagnostic reasoning process of a physician. Breaking down these silos
requires courageous reform in academic institutions to embed interprofessional education from the earliest
stages, allowing future colleagues to learn with, from, and about each other before bad habits are formed.

Operational and logistical constraints frequently stifle collaborative efforts. Healthcare professionals,
especially in understaffed environments, are burdened with overwhelming clinical workloads and
administrative duties. The most common complaint regarding interdisciplinary rounds is that they are "too
time-consuming" [27]. If collaboration is seen as an added burden on top of an already impossible workload,
it will fail. Successful models therefore must demonstrate how structured collaboration saves time by
reducing paging, clarifying orders immediately, and preventing errors that lead to more work. Furthermore,
misaligned schedules, with different professions working different shift patterns or having competing
commitments (e.g., clinic times, teaching responsibilities), make it physically difficult to assemble the core
team. Institutions must treat collaborative time as a non-negotiable, value-adding clinical activity and adjust
schedules and staffing models to protect it.

Finally, the absence of robust evaluation and reward systems undermines sustainability. If performance
metrics and financial incentives remain focused solely on individual productivity (e.g., number of patients
seen, procedures performed) or discipline-specific outcomes, there is little institutional impetus to
collaborate. Why would a surgeon prioritize a team meeting if their bonus is tied to surgical volume?
Advancing IDC requires the development and implementation of team-based performance indicators and
rewards [28]. Metrics such as unit-based rates of hospital-acquired conditions, patient satisfaction scores
related to care coordination, and successful discharges to home (as opposed to institutional care) are
inherently interdisciplinary. When teams are collectively assessed and incentivized based on these shared
outcomes, collaboration changes from an optional nice-to-have to a necessary strategy for professional and
organizational success.

Case Studies and Evidence of Impact in Key Clinical Domains

The abstract benefits of interdisciplinary collaboration become concretely visible when examined through
the lens of specific clinical domains. In each area, the synthesis of diverse expertise directly translates into
superior patient journeys and system performance.

Chronic Disease Management: The Diabetes Mellitus Model

Diabetes mellitus, with its staggering prevalence in Saudi Arabia, epitomizes a condition that cannot be
managed effectively within a single-discipline silo. The traditional model of an endocrinologist seeing a
patient in a brief quarterly clinic visit is grossly inadequate for achieving glycemic control, preventing
complications, and promoting self-management. An interdisciplinary diabetes care team transforms this
dynamic. In this model, the endocrinologist or diabetologist provides the overall medical strategy. A
dedicated diabetes educator (often a nurse specialist) spends quality time with the patient on self-monitoring
of blood glucose, insulin injection techniques, and sick-day rules. A clinical dietitian develops a culturally
appropriate, personalized meal plan, navigating the challenges posed by traditional Saudi cuisine. A
pharmacist conducts a comprehensive medication review, addressing adherence barriers, simplifying
regimens, and checking for interactions. A podiatrist performs regular foot screenings to prevent ulcers,
and an ophthalmologist ensures annual retinal exams [29]. This team may hold regular case conferences to
discuss complex patients. Studies of such integrated models consistently show improvements in HbAlc
levels, reductions in the incidence of foot complications and hospitalizations for diabetic ketoacidosis, and
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significant enhancements in patients' quality of life and self-efficacy. The economic argument is also clear,
as the cost of preventing a single amputation far outweighs the investment in the interdisciplinary team.

Acute and Critical Care: The Intensive Care Unit (ICU) Paradigm

The ICU is the ultimate proving ground for interdisciplinary collaboration, where the acuity and complexity
of patients demand seamless, real-time teamwork. The model extends far beyond the intensivist-led medical
care. The bedside nurse is the constant observer, integrator of data, and executor of the care plan, whose
astute assessments often trigger critical interventions. The respiratory therapist manages the intricacies of
mechanical ventilation, weaning protocols, and bronchial hygiene. The clinical pharmacist reviews all
medications for dosing, compatibility, and stewardship, especially for antibiotics and vasoactive drips. The
nutritionist determines the optimal feeding strategy for the hypermetabolic patient. Physiotherapists initiate
early mobilization to prevent ICU-acquired weakness. This team interacts continuously through structured
interdisciplinary rounds, often twice daily, where goals are set, progress is assessed, and plans are adjusted
collectively. Research demonstrates that ICUs with strong collaborative practices have lower rates of
ventilator-associated pneumonia (VAP), central line-associated bloodstream infections (CLABSI), and
decreased ICU mortality and length of stay [30]. The closed-unit model, where the intensivist is the primary
attending, inherently supports this collaboration by unifying the command structure around a leader trained
in team management.

Mental Health: The Holistic Approach

Mental health disorders, historically stigmatized and poorly integrated into general healthcare, benefit
immensely from an interdisciplinary approach that addresses the bio-psycho-social-spiritual model of
illness. A patient with severe depression, for example, requires more than just a prescription from a
psychiatrist. A psychiatric-mental health nurse provides therapeutic communication, monitors for side
effects, and assesses suicide risk. A clinical psychologist delivers evidence-based psychotherapy, such as
Cognitive Behavioral Therapy (CBT). A social worker addresses the devastating social determinants of
health—helping with housing, financial stress, or family dysfunction that may be contributing to or
resulting from the illness. An occupational therapist works with the patient to rebuild daily routines and
functional skills eroded by depression. For patients with co-occurring substance use disorders, addiction
counselors become essential team members. This team meets regularly in treatment planning meetings to
ensure all aspects of the patient's life are being addressed in a coherent manner. This approach leads to more
accurate diagnoses, more comprehensive treatment plans, better medication adherence, reduced rates of
relapse and hospitalization, and improved social and occupational functioning. It embodies the very essence
of holistic, patient-centered care that is at the heart of modern medicine.

Measuring Success: Evaluating Interdisciplinary Collaboration

To secure ongoing investment and guide quality improvement, the impact of interdisciplinary collaboration
must be measured with robust and multi-faceted evaluation strategies. Reliance on anecdote or intuition is
insufficient; data-driven assessment is key.

The most direct method involves tracking patient-centered clinical outcomes and process metrics that are
sensitive to team performance. These are often already monitored for quality assurance but can be explicitly
linked to collaborative initiatives. Key outcomes include: disease-specific indicators (e.g., HbAlc control
in diabetes, vaccination rates in elderly populations); safety metrics (e.g., rates of falls, medication errors,
hospital-acquired infections); and utilization metrics (e.g., average length of stay, 30-day readmission rates,
emergency department bounce-back rates) [31]. Process measures might include the percentage of patients
with a documented interdisciplinary care plan, the rate of adherence to clinical pathways known to require
teamwork, or the timeliness of key interventions (e.g., time from stroke alert to CT scan to thrombolysis,
which involves emergency medicine, neurology, nursing, and radiology teams). A reduction in these
metrics following the implementation of structured IDRs or other collaborative tools provides strong
evidence of effectiveness.
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Equally important is assessing the team's functioning itself through validated survey instruments. Tools like
the Safety Attitudes Questionnaire (SAQ) or the TeamSTEPPS Teamwork Perceptions Questionnaire (T-
TPQ) measure critical dimensions such as Teamwork Climate, Safety Climate, Job Satisfaction, and
perceptions of communication, leadership, and mutual support within a unit [32]. Administering these
surveys before and after interventions (e.g., team training, implementation of new rounds) can quantify
shifts in the cultural and psychological underpinnings of collaboration. Qualitative methods, such as focus
groups or interviews with team members, can provide rich, contextual data on the perceived barriers and
enablers of collaboration, uncovering issues that surveys may miss, such as specific interpersonal conflicts
or workflow bottlenecks.

Finally, the patient's voice is a crucial barometer of collaborative success. Patient experience surveys that
include domains specifically related to care coordination are vital. Questions like, "Did the staff involved
in your care seem to work well together?" or "Were you given clear information about who to contact after
leaving the hospital?" directly probe the results of interdisciplinary work [33]. High scores in these domains
correlate with better adherence to treatment plans, higher satisfaction, and improved clinical outcomes.
Analyzing patient complaints can also be instructive, as many complaints arise from failures in
communication or coordination between providers, highlighting areas where collaboration needs
strengthening. Together, this triad of outcome, process, and perception metrics creates a comprehensive
dashboard for evaluating and continuously improving interdisciplinary collaboration.

The future of interdisciplinary collaboration in Saudi healthcare will be shaped by technological innovation,
the evolving role of the patient, and the gradual crystallization of collaboration into a core professional
value. Digital health technologies are poised to transcend current physical and temporal barriers to
teamwork. Advanced health information exchange (HIE) platforms will enable seamless sharing of patient
data across different care settings—from primary health centers to tertiary hospitals to rehabilitation
facilities—allowing the virtual care team to maintain continuity. Telehealth and teleconsultation platforms
will facilitate "just-in-time" interdisciplinary input, where a rural primary care physician can instantly
consult with a specialist pharmacist, dietitian, or psychiatrist during a patient visit [34]. Artificial
intelligence (Al) and predictive analytics will move beyond individual decision support to become team
tools, identifying patients who would benefit from proactive interdisciplinary review, such as those at
highest risk for readmission or clinical deterioration, and automatically convening the relevant virtual team.

A profound shift will be the movement of the patient from a passive recipient to an active, integrated
member of the interdisciplinary team. This concept, often called "patient-centered interprofessional
collaborative practice," places the patient and their family at the center of the team structure [35]. Shared
decision-making tools, patient-accessible portals of the EHR, and the use of personal health records will
empower patients to contribute their own data (e.g., home glucose readings, symptom diaries) and
preferences directly into the care planning process. In chronic disease management, the patient becomes
the primary day-to-day manager of their condition, supported by the professional team. This requires
professionals to develop new skills in health coaching and motivational interviewing, viewing their role as
enabling patient autonomy rather than merely prescribing directives.

Conclusion:

The endpoint of this journey is the normalization of collaboration as an implicit, non-negotiable component
of professional identity. The goal is for a newly graduated nurse, physician, or pharmacist in Saudi Arabia
to enter the workforce not merely with disciplinary competence, but with a deeply ingrained collaborative
mindset—seeing teamwork as the default and only way to practice. This requires the sustained alignment
of all system levers: education consistently providing IPE, accreditation bodies requiring evidence of
collaborative practice, healthcare organizations designing workflows and physical spaces for teamwork,
and reward systems incentivizing collective outcomes. Leadership must persistently model and champion
these values. As this cultural transformation takes hold, the Saudi healthcare system will not only achieve
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the operational targets of Vision 2030 but will also establish itself as a model of integrated, compassionate,
and supremely effective care, where every patient benefits from the concerted intelligence and shared
commitment of a unified team dedicated to their holistic well-being.

References:

1.

2.

3.

10.

11.

12.

13.

14.

15.

Alonazi, W. B. (2017). Exploring shared risks through public-private partnerships in public health
programs: A mixed method. BMC Public Health, 17(1), 571.

Al-Dossary, R. N. (2022). Leadership style, work engagement and organizational commitment among
nurses in Saudi Arabian hospitals. Journal of Healthcare Leadership, 14, 71-81.

Alkhamis, A., Hassan, A., & Cosgrove, P. (2014). Financing healthcare in gulf cooperation council
countries: A focus on Saudi Arabia. The International Journal of Health Planning and Management,
29(1), e64—82.

Al Mutair, A., Saha, C., Alhugbani, W., Alhugbani, M. N., AlQahtani, M. N., Abogosh, A. K.,
Alsedrah, A. M., Alhindi, A. H., Alfehaid, R. H., & Al-omari, A. (2023). Utilization of telemedicine
during COVID-19 in Saudi Arabia: A multicenter study. Cureus, 15, e41541.

Almatrudi, T. A., & Rabbani, U. (2022). Awareness, attitude, and practice of evidence-based medicine
among primary healthcare physicians in Buraidah, Saudi Arabia. Journal of Family Medicine and
Primary Care, 11(9), 5457-5463.

Alaboudi, A., Atkins, A., Sharp, B., Balkhair, A., Alzahrani, M., & Sunbul, T. (2016). Barriers and
challenges in adopting Saudi telemedicine network: The perceptions of decision makers of healthcare
facilities in Saudi Arabia. Journal of Infection and Public Health, 9(6), 725-733.

Al-Hanawi, M. K., Khan, S. A., & Al-Borie, H. M. (2019). Healthcare human resource development in
Saudi Arabia: Emerging challenges and opportunities-a critical review. Public Health Reviews, 40(1),
1.

Alkhamis, A. A. (2017). Critical analysis and review of the literature on healthcare privatization and
its association with access to medical care in Saudi arabia. Journal of Infection and Public Health, 10(3),
258-268.

Algahtani, N. M., Algahtani, A. M. M., Algahtani, H. M. S., Jathmi, A. Y. J., Algahtani, B. M. S.,
Alshehri, A. A., & Algahtani, A. M. A. (2022). Physicians’ knowledge and practice of nutrition
education in health care centers of Saudi Arabia: Systematic review. Archives of Pharmacy Practice,
13(4), 30-34.

Alsaadi, S. M. (2022). Beliefs, attitudes, and behaviors of Saudi physiotherapists toward evidence-
based practice: A multicenter, cross-sectional study. Saudi Journal of Medicine & Medical Sciences,
10(3), 227-235.

Alzeidan, R., Rabiee, F., Mandil, A., Hersi, A., & Fayed, A. (2016). Non-Communicable disease risk
factors among employees and their families of a Saudi university: An epidemiological study. PLoS
One, 11(11), e0165036.

Acharya, B., Maru, D., Schwarz, R., Citrin, D., Tenpa, J., Hirachan, S., Basnet, M., Thapa, P., Swar,
S., Halliday, S., Kohrt, B., Luitel, N. P., Hung, E., Gauchan, B., Pokharel, R., & Ekstrand, M. (2017).
Partnerships in mental healthcare service delivery in low-resource settings: Developing an innovative
network in rural Nepal. Globalization and Health, 13(1), 2.

Althumairi, A. A., Bukhari, F. M., Awary, L. B., & Aljabri, D. (2023). The effect of transformation
policies on healthcare providers’ satisfaction in primary healthcare centers: The case of Eastern Saudi
Arabia. BMC Health Services Research, 23(1), 1328.

Al-Hanawi, M. K., Mwale, M. L., & Kamninga, T. M. (2020). The effects of health insurance on health-
seeking behaviour: Evidence from the kingdom of Saudi Arabia. Risk Management and Healthcare
Policy, 13, 595-607.

Alharbi, M. F. (2018a). An analysis of the Saudi health-care system's readiness to change in the context
of the Saudi National Health-care Plan in Vision 2030. International Journal of Health Sciences
(Qassim), 12, 83-87.

WWW.DIABETICSTUDIES.ORG 93


http://www.diabeticstudies.org/

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

The Review of DIABETIC STUDIES
Vol. 20 No. 2 2024

Alharbi, M. F. (2018b). Does health financing in Saudi Arabia need a national health accounts
framework? International Journal of Health Sciences (Qassim), 12, 72-77.

Almodhen, F., & Moneir, W. M. (2023). Toward a financially sustainable healthcare system in Saudi
Arabia. Cureus, 15, e46781.

Alotaibi, A., Saleh, W., Abdulbaqi, A., & Alosaimi, M. (2022). Health research priority agenda for
ministry of health, kingdom of Saudi Arabia from 2020 to 2025. Journal of Epidemiology and Global
Health, 12(4), 413-429.

AlRuthia, Y., Alsenaidy, M. A., Alrabiah, H. K., AlMuhaisen, A., & Alshehri, M. (2018). The status
of licensed pharmacy workforce in Saudi Arabia: A 2030 economic vision perspective. Human
Resources for Health, 16(1), 28.

Alam, D. S., Chowdhury, M. A. H., Siddiquee, A. T., Ahmed, S., & Niessen, L. W. (2014). Awareness
and control of hypertension in Bangladesh: Follow-up of a hypertensive cohort. BMJ Open, 4, e004983.
Alasiri, A. A., & Mohammed, V. (2022). Healthcare transformation in Saudi arabia: An overview since
the launch of vision 2030. Health Services Insights, 15, 11786329221121214.

Abdullah Alharbi, R. (2023). Adoption of electronic health records in Saudi Arabia hospitals:
Knowledge and usage. Journal of King Saud University - Science, 35(2), 102470.

Albejaidi, F., & Nair, K. S. (2019). Building the health workforce: Saudi Arabia's challenges in
achieving Vision 2030. The International Journal of Health Planning and Management, 34(4), e1405—
el4le.

Belrhiti, Z., Nebot Giralt, A., & Marchal, B. (2018). Complex leadership in healthcare: A scoping
review. International Journal of Health Policy and Management, 7(12), 1073—1084.

Alshammary, S., Altamimi, 1., Alhugbani, M., Alhumimidi, A., Baaboud, A., & Altamimi, A. (2024).
Palliative care in Saudi Arabia: An updated assessment following the national vision 2030 reforms.
Journal of Palliative Medicine, 27(5), 651-657.

Agarwal, R., Anderson, C., Zarate, J., & Ward, C. (2013). If we offer it, will they accept? Factors
affecting patient use intentions of personal health records and secure messaging. Journal of Medical
Internet Research, 15(2), e43.

Alluhidan, M., Tashkandi, N., Alblowi, F., Omer, T., Alghaith, T., Alghodaier, H., Alazemi, N.,
Tulenko, K., Herbst, C. H., Hamza, M. M., & Alghamdi, M. G. (2020). Challenges and policy
opportunities in nursing in Saudi Arabia. Human Resources for Health, 18(1), 98.

Al Khashan, H., Abogazalah, F., Alomary, S., Nahhas, M., Alwadey, A., Al-Khudhair, B., Alamri, F.,
Aleisa, N., Mahmoud, N., & Hassanein, M. (2021). Primary health care reform in Saudi Arabia:
Progress, challenges and prospects. Eastern Mediterranean Health Journal, 27(10), 1016—-1026.

Bah, S., Almutawa, H. H., Alassaf, N. F., Al Hareky, M. S., Hashishi, A. S. M., Alkhater, Z. J. H., &
Ajaimi, J. A. M. (2015). Pilot study of reimbursement practices in private healthcare centers in the
eastern province of Saudi arabia: To what extent do they meet international best practices? Perspectives
in Health Information Management/Ahima, American Health Information Management Association,
12, 1b.

Alhazzani, W., Alshahrani, M., Alshamsi, F., Aljuhani, O., Eljaaly, K., Hashim, S., Alqahtani, R.,
Alsaleh, D., Al Duhailib, Z., Algethamy, H., Al-Musawi, T., Alshammari, T., Alqarni, A., Khoujah,
D., Tashkandi, W., Dahhan, T., Almutairi, N., Alserehi, H. A., Al-Yahya, M., ... Al-jedai, A. (2022).
The Saudi Critical Care Society practice guidelines on the management of COVID-19 in the ICU:
Therapy section. Journal of Infection and Public Health, 15(1), 142—-151.

Ansell, C., & Gash, A. (2007). Collaborative governance in theory and practice. Journal of Public
Administration Research and Theory, 18(4), 543-571.

Alkhamis, A., & Miraj, S. A. (2020). Access to health care in Saudi Arabia: Development in the context
of vision 2030. In Laher I. (Ed.), Handbook of healthcare in the Arab world (pp. 1-34). Springer
International Publishing.

Alhur, A. (2024). Overcoming electronic medical records adoption challenges in Saudi Arabia. Cureus,
16, €53827.

WWW.DIABETICSTUDIES.ORG 94


http://www.diabeticstudies.org/

The Review of DIABETIC STUDIES
Vol. 20 No. 2 2024

34. Braithwaite, J., Hibbert, P., Blakely, B., Plumb, J., Hannaford, N., Long, J. C., & Marks, D. (2017).
Health system frameworks and performance indicators in eight countries: A comparative international
analysis. SAGE Open Medicine, 5, 2050312116686516.

35. Al-Dossary, R. N. (2018). The Saudi Arabian 2030 vision and the nursing profession: The way forward.
International Nursing Review, 65(4), 484-490.

WWW.DIABETICSTUDIES.ORG 95


http://www.diabeticstudies.org/

