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Appendix A. CPAT domains, item mapping and scoring approach
The Collaborative Practice Assessment Tool (CPAT) was used to assess perceived interprofessional collaboration among staff involved in patient care processes. The CPAT comprises 56 Likert-scale items across eight domains: Mission, Meaningful Purpose and Goals; General Relationships; Team Leadership; Role Responsibilities and Autonomy; Communication and Information Exchange; Community Linkages and Coordination of Care; Decision-making and Conflict Management; and Patient Involvement. The original CPAT instrument maps items 1–8 to Mission, Meaningful Purpose and Goals; items 9–16 to General Relationships; items 17–25 to Team Leadership; items 26–35 to Role Responsibilities and Autonomy; items 36–41 to Communication and Information Exchange; items 42–45 to Community Linkages and Coordination of Care; items 46–51 to Decision-making and Conflict Management; and items 52–56 to Patient Involvement.
Supplementary Table S1. CPAT domain and item mapping used in this study
	CPAT domain
	CPAT item numbers
	No. of items
	Main construct assessed
	Reverse-coded items

	Mission, Meaningful Purpose and Goals
	1–8
	8
	Shared interprofessional mission; clarity of team goals; commitment to collaborative practice; alignment around patient care goals
	None

	General Relationships
	9–16
	8
	Respect; trust; enjoyment of teamwork; interpersonal relationships; perceived value of working collaboratively
	None

	Team Leadership
	17–25
	9
	Leadership structures; role definition; leadership support for collaboration; leadership responsiveness; professional development
	20, 23

	Role Responsibilities and Autonomy
	26–35
	10
	Role clarity; professional autonomy; accountability; shared responsibility; advocacy for patients; ability to contribute professional expertise
	27, 35

	Communication and Information Exchange
	36–41
	6
	Effectiveness of team communication; sharing of patient information; team meetings; safety of discussion; use of health records for communication
	None

	Community Linkages and Coordination of Care
	42–45
	4
	Linkages with community organisations; sharing of community resources; coordination with external agencies; appointment coordination
	None

	Decision-making and Conflict Management
	46–51
	6
	Problem identification; consideration of differing views; conflict acknowledgement; decision-making structure; escalation; conflict-resolution processes
	48, 49, 50

	Patient Involvement
	52–56
	5
	Patient participation in care decisions; sharing of information with patients; inclusion of patients and family/support persons in care planning
	None




Scoring approach
Each CPAT item was rated on a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). Before calculating domain and total scores, negatively worded items were reverse-coded so that higher scores consistently reflected stronger perceived interprofessional collaboration.
For the present study, the following items were reverse-coded: Items 20, 23, 27, 35, 48, 49 and 50.
Reverse-coding was performed using the following transformation: Reverse-coded score = 8 − original score. For example, an original score of 7 on a negatively worded item was recoded as 1, while an original score of 1 was recoded as 7.
Domain scores were calculated as the mean of all items within each domain after reverse-coding. The CPAT total score was calculated by summing the eight domain mean scores; therefore, the CPAT total score ranges from 8 to 56, with higher scores indicating stronger perceived interprofessional collaboration.
Notes for interpretation
The Decision-making and Conflict Management domain includes several conceptually distinct aspects of collaboration, including escalation processes, conflict acknowledgement, shared decision-making and doctor-led final accountability. In the present study, this domain had lower internal consistency than the other CPAT domains. This may reflect the multidimensional nature of decision-making, hierarchy, escalation and conflict resolution in the polyclinic context, rather than a single uniform construct.
Supplementary Table S2. CPAT total score by professional groups and prior formal IPC training
	Group
	n
	Mean CPAT total score (SD)

	Profession group
	
	

	Diagnostic staff
	26
	44.49 (4.62)

	Nurse / Care Coordinator
	55
	44.83 (4.44)

	Doctor
	75
	44.72 (4.49)

	Operations staff
	24
	44.23 (5.06)

	Pharmacist / Pharmacy technician
	21
	43.58 (5.07)

	Allied Health Professional
	25
	42.88 (5.18)

	Prior formal IPC training
	
	

	Yes
	119
	45.15 (4.81)

	No
	107
	43.76 (4.30)


Note: Values are descriptive (unadjusted) mean CPAT total score (SD). CPAT total score range: 8–56. Negatively worded items 20, 23, 27, 35, 48, 49 and 50 were reverse-coded before score calculation.
Supplementary Table S3. Adjusted association between prior formal IPC training and individual CPAT domain scores
	Domain
	Adjusted β
	95% CI
	p-value

	General Relationships
	+0.27
	+0.16 to +0.39
	0.001

	Communication and Information Exchange
	+0.27
	+0.07 to +0.46
	0.013

	Community Linkages and Coordination of Care
	+0.22
	+0.10 to +0.35
	0.003

	Team Leadership
	+0.15
	−0.01 to +0.32
	0.065

	Role Responsibilities and Autonomy
	+0.15
	−0.01 to +0.31
	0.057

	Decision-making and Conflict Management
	+0.13
	+0.01 to +0.25
	0.041

	Mission, Meaningful Purpose and Goals
	+0.13
	−0.05 to +0.30
	0.141

	Patient Involvement
	−0.01
	−0.14 to +0.13
	0.892


Note: Adjusted β represents the adjusted mean difference in CPAT domain score for respondents with prior formal IPC training (Yes) compared with those without (No). Models adjusted for the same covariates as table 3. Cluster-robust standard errors were estimated using practice site as the clustering variable.


Supplementary Table S4. Lowest-scoring CPAT items after reverse-coding of negatively worded items
	CPAT item
	Mean score
	SD
	Interpretation

	Doctors are held accountable for team decisions and outcomes (reverse-coded)
	2.73
	1.34
	Strong signal of doctor-led accountability for team decisions

	In the team, the final decision in the care plan is decided by the doctor (reverse-coded)
	2.77
	1.27
	Strong signal of doctor-led final decision-making

	In the team, there are problems that frequently need to be addressed by someone in upper management (reverse-coded)
	4.18
	1.74
	Suggests reliance on escalation for some issues

	Team members feel restricted in how much they can say and how much they can recommend in patient care (reverse-coded)
	4.29
	1.74
	Possible speaking-up or autonomy issue

	Team leadership discourages professionals in the team from taking initiative to help patients achieve their goals (reverse-coded)
	4.41
	2.04
	Potential leadership support or initiative issue

	Issues that team members do not all agree upon are not addressed and acknowledged (reverse-coded)
	4.58
	1.66
	Conflict may not always be openly processed

	When there is conflict or disagreement within the team, there is already a workflow in place to help with conflict resolution
	4.71
	1.35
	Conflict-resolution workflow may be less consistently perceived

	The team leader is not aware of the concerns and thoughts of the team members (reverse-coded)
	4.76
	1.59
	Possible gap in leadership awareness of team concerns


Note: Mean scores are presented after reverse-coding of negatively worded items where applicable. SD = standard deviation. Lower scores indicate less favourable perceptions of collaboration for the underlying construct.
