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Abstract 

Background: A chronic medical condition such as tuberculosis can be physically and emotionally 

challenging for both health practitioners and patients and their families. Tuberculosis requires a 
team-based care model that provides resilience and coordinated work, such as the one offered by an 

interprofessional collaborative practice team. Despite the increasing interest in interprofessional-

based care globally, there is a notable lack of measures to assess patient impact. We aimed to develop 
a patient outcome measure to quantify the functional impact of interprofessional care on tuberculosis 

patients. Methods: The study involved four phases: 1) developing a conceptual framework and 

creating items, 2) evaluating the construct through Delphi studies to obtain international consensus, 
3) back-to-back translation into Indonesian, and 4) re-evaluating the construct with Delphi study to 

obtain Indonesian consensus. The consensus was reached if the Content Validity Index covers at 

least 70% agreement from experts, an interquartile range <1, and a median score of 4 or 5 on a 5-

point Likert-type scale. The COnsensus-based Standards for the Selection of Health Measurement 

INstruments (COSMIN) guidelines were used to assess item relevance, comprehensibility, and 

comprehensiveness. Results: A total of 65 international and 61 Indonesian participants in the Delphi 
studies. The final instrument consists of 44 items organized into five domains. All items were 

relevant to the construct being measured and deemed understandable, and significant concerns 

related to TB care were comprehensively addressed in the instrument. Conclusion: The findings 
indicate that the instrument content validity was good, fulfilling COSMIN requirements for items' 

relevance, comprehensibility, and comprehensiveness. 
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1- Introduction 

Tuberculosis (TB) is the leading infectious cause of death worldwide. In 2021, the World Health Organization (WHO) 

reported that approximately 1.6 million people died from TB and TB-related diseases, underscoring the disease's severe 

public health impact. More than 10 million people contract TB annually, with India, Indonesia, Myanmar, and the 

Philippines identified as the four countries most heavily affected [1]. Indonesia ranks second globally in terms of new 
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TB cases, primarily due to its dense population and high prevalence rate, contributing significantly to the global TB 

burden [2-4]. In recent years, the escalating number of newly diagnosed infections and multi-drug-resistant TB cases 

has raised concerns about the quality of implementation of the current TB management [5]. Despite high diagnostic 

rates, a significant portion of TB cases may remain undiagnosed, attributed to an inadequate identification system, lack 

of awareness among healthcare practitioners regarding the TB program, and ineffective referral processes. Additionally, 

patients often hesitate to seek treatment due to various barriers, highlighting the need for a strategic response to these 

challenges [1].  

To enhance TB management, there is an urgent need to bridge gaps in case prevention, detection, and access to quality 

treatment [1]. Effective collaboration among healthcare providers is essential for driving system-wide improvements in 

TB care [1, 6]. Given the physical and emotional challenges associated with treating TB, a complex chronic disease such 

as TB demands a team-based care model, which not only benefits patients but also supports health practitioners. 

Fostering resilience and promoting coordinated teamwork is key to ensuring sustainable, high-quality care for both 

patients and healthcare providers [1, 6]. Furthermore, TB is a multifactorial disease that often requires a comprehensive 

approach involving various healthcare professionals, including physicians, nurses, social workers, and public health 

officials. Effective management demands coordination among these providers to address both clinical treatment and 

social determinants of health [1]. An interprofessional outcome measure is proposed to facilitate this integration, 

ensuring that all aspects of patient care are addressed. In 2010, the World Health Organization (WHO) launched an 

initiative to transform the health workforce. This initiative focused on strengthening and improving health systems by 

promoting team-based care through an interprofessional approach, including in the context of TB care. An 

interprofessional approach enhances coordination among healthcare providers, each contributing their unique expertise 

to create a comprehensive treatment plan [6].  

Despite the growing attention to interprofessional collaborative practice in various countries, measuring their impact 

on patient outcomes remains a significant challenge, with limited studies documenting such effects [7-13]. This lack of 

research is compounded by the lack of valid measures [11, 14, 15]. There is a pressing need for more evidence linking 

interprofessional collaborative practice with improved patient outcomes [12, 13, 16, 17].  

Traditional TB outcome measures often focus narrowly on clinical endpoints based on microbiological indicators 

(negative smear/culture), successful completion of treatment, reduction in symptoms, weight gain, or increased appetite 

[18]. Rather than relying solely on these clinical assessments to determine patient outcomes, more holistic quality-of-

life scales are being developed that combine various domains related to the patient’s physical, social, psychological, 

economic, and spiritual well-being [15, 19]. Given calls for greater interprofessional collaborative practice for successful 

TB care, these outcome scales must include a measure of an interprofessional approach to TB patient care [1, 6]. 

1-1- Instrument Constructs 

This study aimed to develop an instrument to measure the impact of an interprofessional approach to TB care on 

patients from their perspective. The proposed framework combines the following two concepts: interprofessional 

collaborative practice (IPCP) and TB care. Concepts related to IPCP draw on literature from four areas: 

Interprofessional Education Collaborative (IPEC) Core Competencies for Interprofessional Collaborative Practice 

[20], Canadian Interprofessional Health Collaborative National Interprofessional Competency Framework [21], Curtin 

University Interprofessional Capability Framework [22], and WHO Framework for Action on Interprofessional 

Education and Collaborative Practice [6]. The second concept regarding TB care was developed based on the growing 

literature on concepts that define TB care success, particularly the WHO Report on Adherence to Long-term Therapies: 

Evidence for Action [23]. In addition, relevant literature related to patient engagement [24], patient safety [25], and 

guides on multi-professional care [26] were also referenced. 

The transition from professionalism to inter-professionalism has emphasized the importance of coordination and 

cooperation between healthcare professionals [27]. Over the past decades, interprofessional collaboration has been 

increasingly studied, leading to various definitions that depend on context and author perspective. For this study, the 

WHO's definition is adopted: Collaborative practice is an inter-professional process that integrates separate and shared 

knowledge and skills from various care providers, working with patients, families, and communities to provide high-

quality care, ultimately enhancing patient care [6]. This concept is rooted in social phenomena like communication, 

decision-making, and collaborative knowledge exchange. While these elements are essential to optimizing patient care, 

they represent latent variables (i.e., factors that influence outcomes but cannot be directly measured). For practical 

application, these latent variables are assessed through observable indicators that provide insight into the effectiveness 

of collaborative practice and the development of the measure. 

The core components of collaborative practice, communication, and collaboration are the primary latent variables 

influencing interprofessional care outcomes [28, 29]. These variables are critical in shaping the success of 
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interprofessional teams and patient outcomes. The communication variable encompasses several sub-domains, including 

communication skills [30], communication and information exchange [31], and communication and teamwork [32]. 

Effective communication within a team is not just about transmitting information but about creating a collaborative 

atmosphere where shared decision-making can thrive. Similarly, collaboration is a broad construct involving team 

functioning [28], team working [33], interprofessional collaboration [34], and interprofessional interaction [32]. These 

subdomains of collaboration directly affect healthcare teams' ability to deliver comprehensive, patient-centered care. 

Effective teamwork and interprofessional collaboration are vital for ensuring that care providers work cohesively 

towards common patient outcomes [28, 29]. 

Beyond communication and collaboration, other variables considered in the literature include the role or scope of 

practice of professionals, such as understanding the value and contribution of professionals/other professions [35], 

professional roles [36], roles and responsibilities [28, 29], general role responsibilities and autonomy [31], and role 

understanding [30]. Outcome measures highlight the importance of recognizing the value of each profession's 

contributions and how this understanding shapes team dynamics and decision-making [35, 36]. Role clarity and 

autonomy are crucial for reducing role conflict and enhancing interprofessional collaboration [31]. Additionally, 

resolving conflicts and differences in perspectives is often necessary to maintain harmonious team functioning. 

Measures related to conflict management, decision-making, team ethics, values, and respect are often used to assess 

how well interprofessional teams manage disagreements, which can directly affect team performance and patient care 

[30-32]. 

In addition to the variables outlined above, a much smaller number of measures mention variables related to patient 

care. This variable is typically expressed as a collaborative approach centered on the patient/client family [28], patient 

involvement [31], and patient empowerment [30]. The ultimate goal of collaborative practice is to improve patient care 

[6]. While many instruments focus on communication, collaboration, and role understanding, fewer measures address 

the patient-related outcomes that are central to collaborative practice. However, those who highlight the importance of 

a patient-centred approach involve the patient and their family in decision-making processes and empower patients to 

participate actively in their care [13, 30, 37, 38]. Interprofessional collaboration is most effective when it focuses on 

holistic, patient-centered care. Yet, the limited inclusion of patient-specific variables in many outcome measures poses 

a challenge in fully capturing the impact of collaborative practice on patient outcomes [10, 13, 17, 38]. 

One of the significant challenges in evaluating the success of collaborative practice lies in the indirect measurement 

of latent variables such as communication and collaboration. Since these variables are complex and context-dependent, 

measuring them through observable variables—such as teamwork skills, role clarity, and conflict resolution—is essential 

but highly challenging to interpret. Furthermore, while many instruments focus on improving health practitioners’ 

attitudes and collaborative behaviors, i.e., Kirkpatrick’s modified model of learning outcome level 2 to 3 [36] or team 

functioning, fewer are designed to assess patient-related outcomes (level 4b) directly, making it difficult to ascertain the 

full impact of interprofessional collaboration on patient care [10, 13, 17, 38]. 

1-2- Objectives  

This study aimed to develop and test a patient outcome measure for interprofessional TB care, which can be used to 

quantify the quality and functional impact of an interprofessional model of TB care on the patient as perceived by that 

patient. This study was conducted in four key phases to achieve this goal: (a) Development of a conceptual framework 

for the instrument and the creation of items. This process identifies existing gaps in the literature, informs the item 

development process, and ensures that the items are aligned with the theoretical foundations of the framework; (b) 

Testing the instrument through a Delphi study to obtain international participants’ consensus regarding the components 

to be included in the measure; (c) Back-to-back translation into Indonesian; and (d) Testing the instrument with a second 

Delphi study to obtain consensus from Indonesian participants. 

2- Research Methodology 

2-1- Study Design 

This research used a mixed-methods approach that quantifies closed responses into values that can be ranked and 

compared and allows for the exploration of narrative responses to describe perceptions beyond the limitations of 

numbers. The stages of the Delphi series involving international and Indonesian participants, interspersed with massive 

translational work activities, represent the process's rigor and the desire to produce an instrument with robust 

psychometric properties. 

The Delphi study methodology was chosen as it allowed the experts to provide extensive input anonymously but in a 

controlled and structured manner [39, 40]. The Delphi study with international participants was conducted between May 
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and October 2023. Delphi with Indonesian participants was conducted between January and February 2024. The overall 

study procedures, including instrument development requirements for data collection, analysis, and reporting, followed 

the COnsensus-based Standards for the selection of health Measurement INstruments (COSMIN) taxonomy and 

standards of content validity checks and translations [40-42]. The study procedure is outlined in Figure 1. 

 

Figure 1. Study procedures 

The number of Delphi rounds depends on when experts reach a consensus; however, two or three Delphi rounds 

are the most common [39]. In this study, the international participants were involved in the first two rounds of the 

Delphi study (similar set of participants) to capture key information related to TB care globally, while the experts from 

Indonesia were involved in the final stage to ensure the specific practices aligned with TB care in Indonesia. Findings 

from the Delphi studies were used to evaluate the instrument’s content validity and inform the development of the 

final measure.  

Each participant was provided with a personalised link to an online Qualtrics survey [43]. At the start of the survey, 

information was provided regarding how to provide their consent, details of the study, links to further readings according 

to participants' interests, and an explanation of how consensus would be achieved. A feedback report was provided in 

the next round, including response percentages, arguments, and results for all items from the previous round. Participants 

were able to withdraw at any time during the survey. All information was anonymous. The first Delphi with international 

participants and the Delphi with Indonesian participants included questions with closed and open response options; the 

second round with international participants mainly consisted of closed questions. 

The survey questions were organised into three sections [41]. The first section asked participants to rate the items’ 

relevance to the outcome measure. The second section asked them to rate the items’ comprehensibility (i.e., to assess 

whether each item’s meaning was easily understood). Both sections used a 5-point Likert scale (1= strongly disagree, 

2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly agree). The third section asked participants to provide 
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an opinion on the comprehensiveness of the items in each domain by inviting them to suggest any additional item(s) they 

felt were needed. Experts who answered disagree or strongly disagree with questions about comprehensibility were 

invited to provide their reasoning and alternative wording for the respective items. The first author of this study facilitated 

the Delphi in collaboration with all other authors. Findings from each Delphi were discussed, analysed and reported with 

the agreement of all authors before being presented for the next Delphi round. Aligned with the COSMIN requirements, 

all authors were involved in preparing and discussing Delphi questionnaires and made final decisions related to issues 

identified after the Delphi studies. 

2-2- Participants and Recruitment  

Expert participants considered actively involved in TB care and management in countries with high TB burden in 

Asia [1], but not limited to Asia, were identified through official portals of universities, hospitals, and government and 

non-government institutions. Identification was also extended to researchers who published articles on TB team care in 

a hospital or community-based service in the previously mentioned countries. Participants who consented and members 

of the research team were also asked to identify other potential participants from their professional network. Once 

identified, potential participants were invited to engage in the study via email with an information sheet.  

Health professionals with different areas of expertise in the construct and population of interest were targeted [40]. 

In particular, clinicians with experience in TB care and/or interprofessional approaches to care and professionals, 

academics, and researchers are actively involved in TB education, management, and control. A minimum of five relevant 

health professions with >50 sample sizes (for COSMIN, a very good size) were targeted [40]. The criteria of international 

participants to be eligible in the Delphi study were: 1) sufficient English skills to understand the main points, technical 

terms, and study purposes; 2) at least one year of experience caring for TB patients in a hospital or community-based 

clinic, as professional role identity is believed to begin developing with at least six months to one year of clinical 

exposure [44]; 3) a health professional of any clinical background with experience working in a team that consisted of 

at least two health professions, given that IPCP requires a team to consist of at least two different health professions [6]. 

Criteria 2 and 3 were also applied to the eligibility of the Indonesian participants. 

2-3- Translation  

Translation procedures followed COSMIN guidelines [41] and WHO standards [45]. Four translators were used in 

total. Two forward translators who were native Indonesian speakers translated the instrument from English to Indonesian. 

One was a medical professional with a postgraduate degree from an English-speaking country and, therefore, was 

familiar with the terminology and content of the instrument. The other was a nationally certified translator and Fédération 

Internationale des Traducteurs member without a health professional background. Two backward translators, native 

English speakers, translated the instrument back into English. Both backward translators were fluent in Indonesian and 

had doctoral degrees from Indonesian universities, one of which was in English Education. To maintain the original 

constructs of the instrument, translators were encouraged to emphasize conceptual equivalence rather than a literal word-

for-word translation of each item [45]. 

The translation process began with the forward translators working independently and then jointly to reach a 

consensus on words or statements where there was disagreement. The agreed Indonesian translation was sent to the 

backward translators, who worked independently and jointly to resolve any disagreements. Several review meetings 

were held involving the research team with the forward or backward translators, and meetings involving the four 

translators were held for final verification.  

2-4- Data Analysis 

Quantitative and qualitative approaches were used to analyze participants' responses. Quantitative responses were 

imported and analyzed using the Statistical Package for the Social Sciences (SPSS) v26 [46]. Consensus criteria were 

defined in the information sheets; consensus was reached with a Content Validity Index (CVI) or agreement score of at 

least 70% of the experts selected who agree or strongly agree with an interquartile range [IQR] of ≤ 1 and a median 

score of 4 or 5 on a 5-point Likert-type scale [47]. Items with less than a 70% agreement score on relevance were 

removed from the instrument. 

Qualitative responses from open-ended questions related to comprehensibility were analyzed with content analysis 

[48] before deciding whether to reword or reorganize the item into a different domain. Responses related to the 

instrument’s comprehensiveness were analyzed using content analysis [48], where responses were grouped into themes 

and potential new items were identified based on the participants’ feedback. Decisions regarding qualitative responses 

involved all authors and were used to inform item rewording, domain reorganization, and item addition. 
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3- Results 

Key constructs regarding interprofessional TB care were synthesized and categorized into themes, resulting in several 

instrument constructs used to generate domains. The five domains were patient-centered care, team collaboration, team 

communication, respect and ethics, and health awareness. Items were developed based on relevant literature and the 

authors’ expert opinion to ensure each domain was represented by items appropriate to the construct to be measured. 

The instrument conceptual framework is provided in Figure 2. 

 

Figure 2. Conceptual Framework 

3-1- Delphi Participants 

As outlined previously, the Delphi study was organised in two phases. Phase Two involved international participants 

(two rounds), and Phase Four involved Indonesian participants (one round). Delphi Round 1 involved 65 international 

experts; however, three participants completed less than 50% of the survey, so their responses were not included 

(response rate 95.4% [62/65]. A total of 56 of these international experts participated in Round 2 (response rate = 90.3% 

[56/62]). In Phase 4, 61 Indonesian participants provided their consent for participation, 55 of whom completed the 

survey (response rate 90.2% [55/61]. Participant demographics are represented in Table 1. 

Background information collected on participants included age, gender, country of residence, professional 

background, area of expertise, educational level, and years of experience in TB care. Across the Delphi series, the 

two professions most frequently involved were medical doctors (31.8%) and nurses (26.6%). The majority of 

participants had completed postgraduate studies (57.2%) at a Master's (29.5%) or PhD (27.7%) level. Hospitals were 

the primary practice setting for most participants (59.5%). Length of experience directly caring for TB patients varied; 

the largest was 29.5%, who reported having worked for 3-5 years, and 43.4% of participants had more than five years 

of experience. International participants were mainly from Asia, namely Bangladesh (47.5%) and India (40.7). A 

small cohort was from Australia (7.6%), with another group (4.2%) from Solomon Island, South Africa and the 

United States. 
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Table 1. Participants demographics 

 International Participants 
Indonesian 

Participants 

 Round One Round Two Round One 

Number of participants n=62 n=56 n=55 

Demographics Frequency (%) Frequency (%) Frequency (%) 

Residentials    

Asia (Participants; Countries) 
54 (87%, 2) 

(Bangladesh [n=29]; India [n= 24]) 

51 (91%, 2); 

(Bangladesh [n=27]; India [n= 24]) 
 

 
Non-Asia (Participants; Countries) 

8 (13%; 4), (Australia [n=5]; 
South Africa [n=1]; Solomon 

Island [n=1]; United States [n=1]) 

5 (9%; 4) (Australia, [n=4]; 

Solomon Island [n=1]) 

Highest qualification 

Bachelor 34 (54.8%) 30 (53.6%) 10 (18.2%) 

Master 20 (32.3%) 18 (32.1%) 13 (23.6%) 

PhD (with/without clinical specialisation) 8 (12.9%) 8 (14.3%) 32 (58.2%) 

Profession 

Medical Doctor 17 (27.4%) 15 (26.8%) 23 (41.8%) 

Nurse 17 (27.4%) 17 (30.4%) 12 (21.8%) 

Social workers 9 (14.5%) 8 (14.3%) 0 (0%) 

Public health expert 8 (12.9%) 6 (10.7%) 4 (7.3%) 

Nutritionist 3 (4.8%) 3 (5.4%) 0 (0%) 

Occupational therapist 2 (3.2%) 2 (3.5%) 0 (0%) 

Pharmacist 2 (3.2%) 2 (3.6%) 7 (12.7%) 

Psychologist 2 (3.2%) 2 (3.6%) 2 (3.6%) 

Other allied healthcare professionals 2 (3.2%) 1 (1.8%) 0 (0%) 

Midwife 0 (0%) 0 (0%) 3 (5.5%) 

Physiotherapist 0 (0%) 0 (0%) 2 (3.6%) 

Dentist 0 (0%) 0 (0%) 2 (3.6%) 

Practice setting (Primary) 

Hospital 39 (62.9%) 36 (64.3%) 28 (50.9%) 

University/Education sector 9 (14.5%) 9 (16.1%) 16 (29.1%) 

Private practice 7 (11.3%) 7 (12.5%) 1 (1.8%) 

Others1 4 (6.5%) 2 (3.6%) 5 (9.1%) 

Community health centre 3 (4.8%) 2 (3.6%) 5 (9.1%) 

Years of experience (TB patient care-related experience) 

1-2 years 14 (22.6%) 14 (25.0%) 13 (22.0%) 

3-5 years 19 (30.6%) 17 (30.4%) 15 (25.4%) 

6-10 years 10 (16.1%) 8 (14.3%) 8 (13.6%) 

11-15 years 8 (12.9%) 8 (14.3%) 7 (11.9%) 

16-20 years 6 (9.7%) 6 (10.7%) 2 (3.4%) 

21- 30 years 3 (4.8%) 1 (1.8%) 3 (5.1%) 

Over 30 years 2 (3.2%) 2 (3.6%) 1 (1.7%) 

No direct contact with TB patients2 0 (0%) 0 (0%) 8 (13.6%) 

Notes: 1 non-government organisation, Ministry/Department of Health, TB consultant; 2Actively involved in teaching related to TB prevention, detection, and therapy at 

universities; providing consultation and education regarding TB for NGOs, involved in regional and national policy-making regarding TB management in their respective 

country 

3-2- Delphi Round 1: International Participants 

As outlined earlier, the Delphi involved two rounds with international participants followed by back-to-back 

translation and the process was completed with one Delphi round with Indonesian participants. The quantitative and 

qualitative results for the three rounds are described below. A separate thematic analysis of the qualitative comments 

across all three rounds is provided to assist in contextualizing the findings from the Delphi rounds.  
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The Delphi’s first round with international participants consisted of three sections. Participants were asked to rate the 

relevance of the item for inclusion, the comprehensibility of the items for clarity of understanding, and the 

comprehensiveness of items in representing the construct intended to be measured in a domain. Round 1 included 50 

items related to the interprofessional approach to TB care. The items were classified into six domains: patient-centered 

care (n=4 items); patient involvement (n=8 items); team collaboration (n=8 items); team communication (n=5 items); 

respectful and ethical (n=10 items); and health awareness (n=15 items). A total of 39 items (78%) reached consensus 

for acceptance without revision. These items meet the criteria for percentage agreement > 70% and IQR < 1 for responses 

related to item relevance and comprehensibility. Three items were reworded to improve clarity and avoid confusion 

when responding to the questions and presented again in Round 2. 

Five items, ‘Important issues asked at each visit/appointment’, ‘Important issues as highest priority’, ‘Active 

participation in care decision’, ‘Team membership’, and ‘Alternative treatment methods’, although deemed relevant, 

clear and understandable (>70% agreement score on relevance and comprehensibility), were reviewed by the author 

panel based on participants' open-ended responses. All five items were determined to be redundant, so they were 

excluded from the instrument. Two items, ‘High-risk people’ and ‘Material support’, were removed as they were not 

considered relevant for a patient outcome measure of interprofessional TB care by participants (<70% agreement score). 

Furthermore, based on participants’ feedback concerning the comprehensiveness of the instrument, one item was added, 

‘Treatment plan changes based on family/caregiver feedback’. Based on participants' feedback, the item, ‘Coordination 

of appointments to meet multiple practitioners’, was deemed conceptually better connected to Team Collaboration rather 

than ‘Team Communication’; this change was made for Round 2. 

Three of the seven items removed were part of the Patient-Centered Care domain (previously n=4 items), leaving 

only one item for this domain. Single-item measures are poor representations of a construct [49]. In addition, the domains 

of Patient-Centered care and Patient Involvement essentially stem from the central pillar of the construct (see Fig. 2). 

As a result, the conceptual structure of the domains was modified with the Patient-Centered Care (n=1 item) and Patient 

Involvement (n=8 items) domains combined into one domain, Patient-Centered Care. Given the addition of the item 

‘Treatment plan changes based on family/caregiver feedback’ to patient care (as outlined above), this domain included 

ten items in the revised instrument. 

3-3- Delphi Round 2: International Participants 

The first section in Round 2 asked participants to rate their agreement with three revised items on relevance and 

comprehensibility, using the same 5-point Likert scale. The second section asked participants to identify the relevance 

and comprehensibility of one new item (‘Treatment plan changes based on family/caregiver feedback’) and whether this 

new item was redundant given the other items in that domain. Those who rated this new item as redundant were then 

asked to indicate whether they preferred this new item or a related item previously approved in Round 1 (‘Inclusion of 

family/caregiver in care planning’). The third section asked participants to rate their agreement on including the item 

‘Coordination of appointments to meet multiple practitioners’ under the domain Team Collaboration rather than Team 

Communication. No questions related to comprehensiveness were asked in this second round.  

The three revised items received > 70% agreement and IQR < 1 on relevance and comprehensibility. The newly added 

item, ‘Treatment plan changes based on family/caregiver feedback’, reached consensus for inclusion (>70% agreement 

on relevance and comprehensibility); the item was not considered redundant by 75% of participants. The item 

‘Coordination of appointments to meet multiple practitioners’ was identified by 89.3% of participants as being better 

classified under the domain Team Collaboration.  

Following the Delphi surveys with the international participants, a total of 44 items were classified into five domains 

for inclusion in the instrument (Patient-centered Care [n=10 items]; Team Collaboration [n=8 items]; Team 

Communication [n=4 items]; Respectful and Ethical [n=9 items]; and Health Awareness [n=13 items]). The items were 

translated to Bahasa Indonesia (see Table 2 for the overview of agreement ratings and item decisions for Rounds 1 and 

2 with international participants). 

3-4- Back-to-Back Translation 

The 44 items that reached consensus following the Delphi rounds were translated into Indonesian. Of these, a total of 

33 items showed absolute similarity in terms of word choice and grammar structure and were, therefore, equivalent in 

meaning. The remaining 11 items used different word choices and grammatical arrangements, which were considered to 

have the potential to influence meaning and produce items that were not conceptually equivalent to the original version. 

These items were returned to the forward-translators for review and the backward-translators for suggestions. A final 

two-hour consensus meeting was held involving the four translators and the lead author to reach an agreement. 

The issues discussed mainly concerned ensuring items were conceptually equivalent rather than a literal word-for-

word translation [40, 45]. The instrument being developed was a guided measure, with health workers assisting patients 

in completing it. Therefore, because the target users of this instrument were patients with various levels of health literacy, 

translators were encouraged to adopt language (words and sentences) that are commonly used.  
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Table 2. Agreement Ratings and Items Decisions 

Domains Variables 

International Participants Indonesian Participants 

Relevance Comprehensibility 
Decision for 

inclusion 

Relevance Comprehensibility 

% 

Agreement 

Median 

(IQR) 

% 

Agreement 

Median 

(IQR) 

% 

Agreement 

Median 

(IQR) 

% 

Agreement 

Median 

(IQR) 

Patient-centred 

Care 

Main issues with TB identified at each visit/appointment 82.3 5 (1) 88.7 5 (1) Round 1 94.6 5 (0) 89.1 5 (1) 

Treatment plan can be adapted to current need 85.5 5 (1) 87.1 5 (1) Round 1 81.8 5 (1) 90.9 5 (1) 

Focus care on most important issues 95.2 5 (1) 93.5 5 (1) Round 1 98.2 5 (0) 90.9 5 (1) 

Meet with team members* 94.6 5 (0) 94.6 5 (0) Round 2 96.4 5 (0) 94.6 5 (0) 

Relevant information shared 91.9 5 (1) 88.7 5 (1) Round 1 98.2 5 (0) 90.9 5 (0) 

Inclusion in one’s own care planning 88.7 5 (1) 91.9 5 (1) Round 1 96.4 5 (0) 96.4 5 (0) 

Inclusion of family/caregiver in care planning 95.2 5 (1) 91.9 5 (1) Round 1 98.2 5 (0) 96.4 5 (1) 

Encouragement to participate when evaluating care 90.3 5 (1) 93.5 5 (1) Round 1 98.2 5 (1) 94.6 5 (1) 

Treatment plan changes based on patient feedback 85.5 5 (1) 93.5 5 (1) Round 1 94.6 5 (1) 94.6 5 (1) 

Treatment plan changes based on family/caregiver feedback** 72.1 5 (2) 78.6 5 (1) Round 2 89.1 5 (1) 92.7 5 (1) 

Team 

Collaboration 

Coordination of appointments to meet multiple practitioners*** 82.3 5 (1) 85.5 5 (1) Round 2 89.1 5 (0) 89.1 5 (0) 

Providing care as a team 88.7 5 (1) 90.3 5 (1) Round 1 98.2 5 (0) 96.4 5 (0) 

Team knowledge and skill 90.3 5 (1) 90.3 5 (1) Round 1 98.2 5 (0) 96.4 5 (0) 

Clear roles and responsibilities 93.5 5 (1) 96.8 5 (1) Round 1 98.2 5 (0) 98.2 5 (0) 

Respect of roles and expertise 90.3 5 (1) 90.3 5 (1) Round 1 98.2 5 (0) 98.2 5 (0) 

Constraint to roles and responsibilities 93.5 5 (1) 91.9 5 (1) Round 1 94.5 5 (0) 96.4 5 (0) 

Being respectful to each other 96.8 5 (0) 91.9 5 (0) Round 1 100.0 5 (0) 100.0 5 (0) 

Enjoy working as a team 93.5 5 (1) 95.2 5 (1) Round 1 96.4 5 (0) 98.2 5 (0) 

Team 

Communication 

Access to information needed 93.5 5 (1) 93.5 5 (1) Round 1 94.5 5 (0) 90.9 5 (0) 

Team checks for understanding 90.3 5 (1) 93.5 5 (1) Round 1 100 5 (0) 98.2 5 (0) 

Communicating concerns to the team 87.1 5 (1) 88.7 5 (1) Round 1 83.6 5 (1) 83.6 5 (0) 

Team understanding of care plan and goals 93.5 5 (1) 93.5 5 (1) Round 1 98.2 5 (0) 90.9 5 (0) 

Respectful & 

Ethical 

Request and share information respectfully 88.7 5 (1) 91.9 5 (1) Round 1 98.2 5 (0) 94.5 5 (0) 

Being respectful to patient 98.4 5 (0) 96.8 5 (0) Round 1 96.4 5 (0) 94.5 5 (0) 

Team listens to concerns 95.2 5 (0) 96.8 5 (0) Round 1 98.2 5 (0) 100.0 5 (0) 

Non-judgmental manner 87.1 5 (1) 91.9 5 (1) Round 1 100.0 5 (0) 96.4 5 (0) 

Consent before treatment 96.8 5 (0) 88.7 5 (0) Round 1 100.0 5 (0) 98.2 5 (0) 

Options regarding the costs of available medications 88.7 5 (1) 83.9 5 (1) Round 1 92.7 5 (0) 96.4 5 (0) 

Options regarding available tests 91.9 5 (1) 93.5 5 (1) Round 1 98.2 5 (0) 100.0 5 (0) 

Options to get medications best suits one’s situation’* 92.9 4 (1) 89.3 5 (1) Round 2 98.2 5 (0) 94.5 5 (0) 

Team communicating adverse event 96.8 5 (0) 90.3 5 (0) Round 1 100.0 5 (0) 100.0 5 (0) 

Health 

Awareness 

Access to health service 93.5 5 (1) 91.9 5 (1) Round 1 100.0 5 (0) 96.4 5 (0) 

The need to take medications as prescribed 98.4 5 (1) 96.8 5 (1) Round 1 96.4 5 (0) 96.4 5 (0) 

Understanding of medications 95.2 5 (1) 96.8 5 (1) Round 1 98.2 5 (0) 94.5 5 (0) 

Miss taking medications 96.8 5 (1) 96.8 5 (1) Round 1 98.2 5 (0) 100.0 5 (0) 

Understanding of side effects of medications 90.3 5 (1) 91.9 5 (1) Round 1 100.0 5 (0) 98.2 5 (0) 

Understanding of action to side effects of medication 87.1 5 (1) 90.3 5 (1) Round 1 98.2 5 (0) 96.4 5 (0) 

Support and monitoring for medication adherence 91.9 5 (1) 90.3 5 (1) Round 1 98.2 5 (0) 92.7 5 (0) 

Monitoring of treatment progress 88.7 5 (1) 93.5 5 (1) Round 1 100.0 5 (0) 98.2 5 (0) 

Preventing others from being infected 90.3 5 (1) 93.5 5 (1) Round 1 98.2 5 (0) 94.5 5 (0) 

Vaccination for tuberculosis 88.7 5 (1) 88.7 5 (1) Round 1 94.5 5 (0) 100.0 5 (0) 

The need for nutritious food 95.2 5 (0) 96.8 5 (0) Round 1 100.0 5 (0) 100.0 5 (0) 

Counselling support 87.1 5 (1) 95.2 5 (1) Round 1 100.0 5 (0) 90.9 5 (0) 

Health education* 92.9 5 (0) 91.1 5 (0) Round 2 100.0 5 (0) 90.9 5 (0) 

Notes : IQR = Interquartile range. 

*Items reworded based on participants’ feedback on Round 1 and presented in Round 2 with international participants (n=3 items);  

**Item added based on participants' feedback in Round 1 and presented in Round 2 with international participants (n=1 item); 

***Item with domain reorganised, presented in Round 2 with international participants (n=1 item);  

All Items presented in the table are included in the final measure (n=44 items) 
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3-5- Delphi One Round: Indonesian Participants  

Indonesian participants were presented with 44 items written in Bahasa Indonesia, organized into five domains: 

Patient-centered Care (n=10 items); Team Collaboration (n=8 items); Team Communication (n=4 items); Respectful 

and Ethical (n=9 items); and Health Awareness (n=13 items). As with Delphi Round 1 with international participants, 

Indonesian participants were asked to assess the relevance of the items to be included, the comprehensibility of the items, 

and the comprehensiveness of the instrument in representing the constructs it intended to measure. Regarding the 

relevance and comprehensibility of the items, all 44 items received >70% agreement (with IQR <1 and median = 5, see 

Table 2), indicating that all items were considered relevant and supported the construct proposed by the instrument. 

These items were clear, easy to understand, and not confusing. Qualitatively, we received input on alternative wording 

for some items, given by at most 5.1% of participants for related items. This input was conveyed in a panel meeting 

involving the translators and lead author. As a result, the words and sentences used were considered to be better 

represented by the existing words/sentences compared to the alternatives proposed by the participants. No changes have 

been made regarding the use of words and sentences. We received no feedback regarding the comprehensiveness of the 

instrument, indicating the instrument's coverage of all relevant constructs it was intended to measure. Participants' 

responses were deemed to have achieved a saturated agreement with one round of Delphi. A summary of the Delphi 

study findings across rounds is provided in Table 3. 

Table 3. Summary of Delphi Findings 

Delphi Round Domain Initial Items Final Items Changes Made 

1 International 

Patient-Centered Care 4 1 
3 items were deemed redundant and removed; 1 item was reviewed 

for rewording 

Patient Involvement 8 8 No changes; all items were accepted 

Team Collaboration 8 9 No changes; all items were accepted 

Team Communication 5 4 1 item was moved to Team Collaboration 

Respectful and Ethical 10 9 1 item was deemed redundant, and removed 

Health Awareness 15 13 2 items were deemed redundant, and removed 

Total Items 50 39 - 

2 International 

Patient-Centered Care 1 (revised) 10 
1 revised item was accepted; 1 new item was added; and 8 items from 

the domain Patient Involvement were merged into this domain. 

Patient Involvement 8 0 All items merged to the domain Patient-Centred Care 

Team Collaboration 9 9 No changes; all items were accepted 

Team Communication 4 4 No changes; all items were accepted 

Respectful and Ethical 9 9 No changes; all items were accepted 

Health Awareness 13 13 No changes; all items were accepted 

Total Items 44 44 - 

Translation Process Total Items 44 44 
33 items reached consensus without revision by the translators; 11 

items were reviewed for rewording 

3 Indonesian 

Patient-Centered Care 10 10 No changes; all items were accepted 

Team Collaboration 9 9 No changes; all items were accepted 

Team Communication 4 4 No changes; all items were accepted 

Respectful and Ethical 9 9 No changes; all items were accepted 

Health Awareness 13 13 No changes; all items were accepted 

Total Items 44 44 - 

3-6- Qualitative Findings: Potential Roles of Family/Caregivers 

Content analysis of participants’ narrative responses identified three main themes: 1) potential roles of 

family/caregivers, 2) ethical considerations in treatment options, and 3) factors impacting quality TB care.  

The importance of patient involvement was explicitly addressed in the instrument by including items related to 

‘Inclusion in one’s own care planning,’ ‘Encouragement to participate when evaluating care,’ and ‘Treatment plan 

changes based on patient feedback.’. In addition, recognition of the family/caregiver(s) role in care was confirmed with 

the item ‘Inclusion of family/caregiver in care planning.’. Some participants found the above statement about the 

family/caregiver(s) role insufficient. The following quote supports this: “Feedback from the support/caregiver should 

also be encouraged as they may provide further insight into behavior, adherence, substance use, and what their 

challenges are in supporting the patient.”. 
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The researchers used the feedback to create an item representing a relevant construct: ‘Treatment plan changes based 

on family/caregiver feedback’. Given that a related item, ‘Inclusion of family/caregiver in care planning,’ had reached a 

consensus for inclusion in Round 1 with international participants, participants in Round 2 were asked to rate whether 

including both items was redundant. The participants were of the view both items should be included. 

3-7- Qualitative Findings: Ethical Consideration in Treatment Options  

The domain Respectful and Ethical included items related to ‘Options regarding the costs of available medications,’ 

‘Options regarding alternative treatment methods,’ ‘Options regarding available tests,’ and ‘Options to get medications 

that best suit one’s situation.’. Some participants disagreed with the ethical aspect of providing options for alternative 

treatments, medicine, or available tests before deciding on the best approach for TB care. The following quote supports 

this: “There are sometimes meaningful options for diagnosis or its timing, but these are often limited, and decision-

making is often illusory. I think it's important to offer real choices while avoiding decision theater”. 

Conversely, one participant expressed difficulty getting the medicine the patient needed despite available health 

services. The following quote supports this: “Sometimes there is a health service available, but the service does not 

include TB, so the medication will not be available from them.” 

Another participant raised an ethical dilemma related to offering medications to patients who refused to take them 

due to cultural beliefs. The following quote supports this: “How to be ethical with a cultural or ethical dilemma arises, 

for example, a patient refuses medication due to cultural beliefs.” The researchers used the participants’ feedback to 

remove an item related to ‘Options regarding alternative treatment methods.’. The remaining items were included in the 

final measure. 

3-8- Qualitative Findings: Factors Impacting Quality of TB Care  

The items presented in the survey were organized to align with the flow in the conceptual framework (see Figure 2). 

As a result, the domain ‘Health Awareness’ was presented at the end of the survey. Participants identified several factors 

that they felt were important in determining the success of TB care. Consequently, most (57%) narrative texts in the 

health awareness domain questioned the absence of three aspects: 1) the role of monitoring/follow-up, 2) understanding 

of nutrition/food requirements, and 3) understanding of drug side effects. The following quote supports this: “Questions 

related to adverse drug reactions should be asked.” After presenting the items related to 'Health Awareness,' participants 

stated that the instrument was comprehensive. The qualitative key findings are provided in Table 4. 

Table 4. Summary of Qualitative Findings 

Theme Key Findings Supporting Quotes 

Potential Roles of 
Family/Caregivers 

 Family/caregivers' involvement in care planning is 
crucial. 

 Patients should be encouraged to provide feedback 

and participate in care decisions. 

 Participants felt the role of caregivers was not 

adequately captured. 

 A new item about treatment plan changes based on 

family/caregiver feedback was added. 

“Feedback from the support/caregiver should also be encouraged as 

they may provide further insight into behaviour, adherence, substance 
use and what their challenges are in supporting the patient.” 

“How are you doing overall? How was your journey here? (questions 
to identify patient overall health and access to care) TB is more than 

a disease; it involves social and economic concerns and other acute or 

chronic illnesses that impact adherence, economic stability and social 
support).” 

Ethical Considerations 
in Treatment 

 Ethical dilemmas arise when offering treatment 

options, such as alternative methods or medications. 

 Concerns over cultural beliefs and patient autonomy 

in decision-making. 

“How to be ethical when a cultural or ethical dilemma arises, for 

example, the patient refuses medication due to cultural beliefs.” 

“Sometimes there is a health service available, but the service does 
not include TB, so the medication will not be available from them.” 

Factors Impacting 

Quality TB Care 

 Monitoring/follow-up, nutrition/food requirements, 

and understanding drug side effects were seen as 

components needing to be strengthened in TB care 

assessment. 

 Participants emphasised these as critical aspects for 
improving TB care quality. 

“Some more information related to follow-up should have been asked, 

i.e., follow-up investigations like culture reports.” 

“There is a detailed, shared clinical record that has the history of my 

illness and treatment to date that is shared amongst the professionals.” 

4- Discussions 

This study focuses on developing an instrument to measure the impact of interprofessional collaboration in 

tuberculosis (TB) care, specifically from the perspective of patients. The research addresses the need for an assessment 

tool that goes beyond traditional professional silos, capturing how interprofessional collaborative practice affects patient 

outcomes. This is particularly important in TB care, where a multi-faceted, patient-centered approach is essential for TB 

treatment adherence and successful long-term therapy outcomes. To facilitate the achievement of this goal, this study 
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aimed to develop and test a patient outcome measure for interprofessional TB care. The instrument attempts to capture 

most, if not all, of the complexity of TB treatment. This study represents an important step toward bridging the gap 

between research and practice involving two essential yet very complex fields of study: interprofessional collaborative 

practice [50] and TB care [1]; drawing on key interprofessional competency frameworks, such as the Interprofessional 

Education Collaborative (IPEC) Core Competencies for Interprofessional Collaborative Practice [20], Canadian 

Interprofessional Health Collaborative National Interprofessional Competency Framework [21], Curtin University 

Interprofessional Capability Framework [22], and WHO Framework for Action on Interprofessional Education and 

Collaborative Practice [6]. The authors also refer to literature on TB care success, patient engagement, and safety [23-

26]. 

The instrument is intended to be completed by patients with practitioner(s) guidance, making both practitioners and 

patients the instrument's end users. Health practitioners' opinions are important in determining the quality of patient 

outcome measures [39, 47]. Hence, COSMIN's requirements for content validity extend to practitioner involvement in 

developing and evaluating the measurement properties. Professionals’ opinions can ensure that the items included align 

with the constructs intended to be measured in the instrument and are consistent with the underlying theories, conceptual 

framework, and disease models [40].  

COSMIN's requirements for content validity are fulfilled in this study by meeting four criteria. First, the surveys 

involved professionals from various relevant health disciplines, with a minimum of eight health disciplines being 

involved in each Delphi study. The sample population represented a group of qualified and experienced participants, 

with the majority having completed postgraduate studies (57.2%) and reported having over three years of experience 

working with TB patients (72.9%). Second, each item was tested on an appropriate number of professionals and thus 

fulfilled the 'very good' COSMIN sample size requirement with > 50 participants completing each survey. Third, a widely 

recognised approach using Delphi surveys with standard consensus thresholds was used to analyse the data. Fourth, at 

least two researchers were involved in analysing the data. The findings from this study suggested that important concerns 

related to TB care were comprehensively addressed in the instrument. Furthermore, all items included were considered 

clear and relevant to the instrument.  

4-1- Interprofessional-TB Constructs  

This instrument validates previously established constructs identified as key principles of interprofessional care, 

including trust, collaboration, communication, shared understanding of roles, and knowledge exchange among 

healthcare professionals, all of which contribute to improved patient outcomes [6, 21, 22, 30, 31]. This instrument also 

covers a domain, patient-centered care, which has never been explicitly included as a domain in instruments measuring 

interprofessional or TB patient outcomes. The primary aim of a patient-centred care approach is to empower patients to 

actively participate in decisions regarding their care [14, 22, 51]. The foundation used to develop this instrument is 

visualized in Figure 2, centering on patient involvement as the core focus. This approach is integral to interprofessional-

based care, emphasizing that patient care holds true value only when carried out in the best interests of the patient and 

their family. Understanding the impact of treatment approaches on patient health outcomes, as well as how patients and 

their families perceive the care they receive, is crucial [13, 38]. Many advanced tools have been developed to measure 

collaborative behavioral outcomes in interprofessional care [28, 30, 31, 37]. These instruments, which strongly focus on 

the key domain of patient involvement, underscore the significant role of patients in the collaborative care model. 

However, an important limitation of these tools is that their primary users are healthcare practitioners, not patients 

themselves. This raises the question of whether the tools genuinely capture the patient’s voice or merely reflect the 

providers' perspectives. 

While the principles behind this patient-centered care framework are well-defined, the instrument could benefit from 

incorporating more concrete, real-world examples that demonstrate how these theoretical concepts are applied in 

practice. For this reason, this newly developed instrument incorporates statements such as the team including me in my 

care planning, the team making changes to my treatment plan based on my feedback, or the health practitioners focusing 

care on my most important issues. Patient experiences regarding interprofessional care remain little studied [52]. 

Nonetheless, existing research shows that patients recognize the importance of their involvement in the care and care 

process and provide valuable feedback, which, in turn, can help caregivers develop a better understanding of them and 

the dynamics of the healthcare team [38, 52]. 

Throughout the construct validity process, the participants' responses to open-ended questions solidified the construct 

of patient-centered care proposed. Crucial constructs were confirmed, including patients being integral members of their 

care team, unlimited access to information as needed, and flexibility in treatment plans based on patient and family input; 

these constructs received strong reinforcement by the participants and were captured and included in the final construct 

of the instrument. Unfortunately, existing instruments related to TB patient outcomes or health-related quality of life do 

not prioritize patient involvement in their care as an essential outcome [15, 19, 53]. Consequently, there is no basis for 

comparison. In addition, it is important to note that most studies were conducted on patients, not with patients, 

highlighting the need for more inclusive instruments that engage patients as end users and involve them in the 

development process. 
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4-2- Strengths and Limitations  

A key strength of this study is its robust, multi-step Delphi process, which involved international participants from 

different regions, followed by massive translational work for Indonesian participants. The Delphi rounds allowed the 

researchers to gather expert feedback on the proposed instrument items' relevance, clarity, and comprehensiveness [40, 

41]. The Delphi study was chosen to meet COSMIN requirements on content validity, as this method allows a broader 

exploration of opinions, where participants can express their opinions anonymously and openly but in a controlled 

environment without feeling intimidated by other participants [39, 47]. 

This Delphi study resulted in a measure that can be used to assess the outcomes for TB patients after undergoing TB 

care with an interprofessional collaborative approach. The final measure comprised 44 items organized into five 

domains: Patient-Centered Care (n=10 items); Team Collaboration (n=8 items); Team Communication (n=4 items); 

Respectful and Ethical (n=9 items); and Health Awareness (n=13 items). 

These domains reflect the core components of interprofessional collaborative practice while focusing on aspects most 

relevant to patient outcomes. Including domains like "Health Awareness" and "Respect and Ethics" is particularly 

notable as it highlights the ethical and cultural dimensions of TB care, which can often be overlooked in more traditional, 

disease-centered approaches. 

Evaluation of the psychometric properties of the current measure is limited to content validity. A more detailed 

analysis of the instrument’s remaining psychometric properties will be discussed after testing and validation in TB 

patients, which will be targeted in future research. The diversity of participants' professional backgrounds meets 

COSMIN's requirement to include as many relevant disciplines as possible in the research field of interest. However, the 

distribution was uneven, with medical doctors and nurses dominating the participant panel population. Conversely, this 

reflects the contextual circumstances, as these two professions comprise most of the health workforce [54] and, thus, are 

the leading contributors to TB care. 

While the study provides a thorough and well-supported framework, there are inherent limitations. The focus on an 

international panel followed by Indonesian participants may not have fully accounted for regional variations in TB care 

practices, social structures, or healthcare system differences that could influence how patients in diverse settings 

experience collaborative care. Moreover, while the study emphasizes patient-centered care, the subjective nature of 

patient perspectives on interprofessional collaboration may vary widely across individuals, complicating the process of 

measuring these experiences. There may also be challenges in translating the instrument to other languages or contexts, 

especially if the TB healthcare workers are not familiar with the core concepts of interprofessional collaborative practice. 

Future studies are needed to trial and validate this interprofessional TB care outcome instrument in patients to evaluate 

its psychometric properties using both classic test theory (CTT) and item response theory (IRT; Rasch analyses). The 

use of unvalidated measures in studies violates the principles of data reliability and validity [41, 42]. Measures that have 

not been validated can generate biased and inaccurate conclusions, the results of which cannot be generalized to represent 

the observed population. Some of the specific issues with unvalidated measures are that they limit the researcher’s ability 

to draw clear conclusions and significantly hinder the interpretation and comparison of data [55, 56]; can alter the 

relationship with outcome variables, leading to an inadequate adjustment of treatment [57]; and generate inconclusive 

results, in which the causality of interventions and their impact on clinical therapy is complex to conclude with certainty 

[58, 59]. Unfortunately, many studies still use these unvalidated measures despite the well-established knowledge that 

they contravene evidence-based measurement [42, 55, 60]. COSMIN taxonomy and standards of psychometric 

properties [40-42] should be used to guide future analyses with patient participants, including evaluation of content 

validity regarding three aspects of items: relevance, comprehensibility, and comprehensiveness to ensure patients' voices 

are included in the instrument. The internal structure of the instruments (structural validity, internal consistency 

reliability, and cross‐ cultural validity/measurement invariance) and hypothesis testing for construct validity should also 

be evaluated. Finally, patients’ responses before and after interprofessional TB care should be evaluated to determine 

the instrument’s responsiveness to change. 

5- Conclusion  

Construct validity is crucial in developing and evaluating measurement tools, particularly in the context of 

interprofessional healthcare outcomes. In the case of tuberculosis (TB), an interprofessional TB outcome measure 

assesses the effectiveness of collaborative care strategies among diverse healthcare providers. This measure evaluates 

clinical outcomes and incorporates various dimensions of patient care, such as adherence to treatment, patient 

satisfaction, and acknowledgment of patient involvement in their care. Establishing construct validity involves 

demonstrating that the tool accurately reflects the theoretical concepts it intends to measure. For interprofessional 

tuberculosis care, this includes examining how well the outcome measure aligns with existing frameworks in TB 

treatment, healthcare collaboration, and patient-centered care. 

This study presents the first step in developing and testing patient outcome measures for interprofessional TB care in 

Indonesia. This instrument consists of 44 items organized into five domains. The findings of this current study support 

COSMIN requirements regarding content validity; all items are relevant to the construct being measured, understandable, 

and comprehensive. 
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While communication and collaboration are foundational to successful interprofessional care, the challenge remains 
in adequately measuring these latent variables and linking them to patient outcomes. Outcome measures that focus on 
patient involvement, empowerment, and a collaborative approach to care are essential. Their limited inclusion in most 

measures underscores the difficulty in thoroughly evaluating the impact of collaborative practice on patient care. As 
collaborative practice continues to evolve, future research and outcome measures should aim to bridge these gaps and 
enhance the ability to assess both the process and the outcomes of interprofessional collaboration in healthcare. For the 
following process, instrument development will focus on validating the instrument in patients to evaluate its 
psychometric properties comprehensively. Through rigorous testing and validation processes, researchers can ensure 
that the measure effectively captures the complexities of TB management, facilitating improved communication and 

cooperation among healthcare professionals. Ultimately, a valid interprofessional tuberculosis outcome measure can 
enhance the quality of patient care, inform policy decisions, and guide future research in this critical area of public health. 
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