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Preface

Successful healthcare contributes to the prevention of illnesses and injuries, provides
effective treatments for and rehabilitation from illnesses and injuries, and affects
physical, psychological, and social health and well-being. Twenty-first-century
healthcare has become a “team sport” that requires contributions, cooperation, and
communication among members of multidisciplinary teams who have valuable and
diverse knowledge, skills, abilities, perspectives, and wisdom. These teams include
physicians, nurses, dentists, psychologists, physical and occupational therapists,

and other healthcare practitioners; healthcare researchers, scholars, and educators;
healthcare administrators and policymakers; as well as patients and patients’ signifi-
cant others.

This volume includes chapters that address multidisciplinary teamwork and relevant
principles and practices of leadership and followership in healthcare from many
different professional, scholarly, and experiential perspectives from experts around
the globe. The chapters are written by scholars, practitioners, and educators from
Canada, Grenada, Iran, Nigeria, Norway, Qatar, South Africa, United Kingdom, and
the United States. It is the goal of this volume to increase understanding of what fac-
tors improve and detract from effective multidisciplinary teamwork in healthcare in
order to improve its application and enhance the well-being of patients, practitioners,
and all members of healthcare teams. Each chapter stands alone to make a meaning-
ful contribution regarding multidisciplinary teamwork in healthcare. Together, the
chapters form a comprehensive gestalt regarding this vital topic.

In Chapter 1, “Multidisciplinary Teamwork in the Healthcare Setting”, Kaveh Same
and Nastaran Maghbouli discuss relevant history and definitions regarding teams,
teamwork theories and models, significance of teamwork in healthcare, team-
working skills, team challenges, and the significance of interdisciplinary teams in
rehabilitation medicine. In Chapter 2, “Teamwork as Antidotes in Efficient Health
Care Delivery: Challenges and Prospect of Its Implementation in Health Facilities”,
Ikpoko-ore-ebirien Dike Isaruk presents definitions of team and teamwork, dis-
cusses the importance of teamwork in healthcare service delivery, and challenges in
effective teamwork implementation among health and allied healthcare providers.
In Chapter 3, “Multidisciplinary Teamwork and Interprofessional Partnerships in
Healthcare Setting: The Critical Ingredients”, Walid El Ansari, Kareem El-Ansari,
Habiba Arafa, and Abdulla Al-Ansari discuss the benefits of effective teamwork,
challenges to effective teamwork, stages of joint working efforts, teamwork
enablers, and evaluation of joint and teamworking efforts. In Chapter 4, “From a
Group of People to a Well-Functioning Team: A Transformative Leadership Model
in Healthcare”, Richard Chivaka focuses on transforming healthcare workers into
well-functioning teams, the importance of teamwork in healthcare, challenges in
healthcare teamwork, components of the transformative leadership model, the
team development journey, building trust, overcoming challenges in transforming
healthcare worker groups into teams, evaluating the success of this transformation,



and future trends and challenges. In Chapter 5, “Team Effectiveness in General
Practice: Insights from the Norwegian Primary Healthcare Team Pilot”, Birgit Abelsen
and Anette Fosse report the results of a qualitative study of healthcare teams in five
general medical practices and identify five themes relevant to team effectiveness:
teamwork nature, buy-in, macro-team leadership, individual satisfaction, and
performance outcome. In Chapter 6, “How to AID Leadership and Followership in
Multidisciplinary Healthcare Teams”, Neil E. Grunberg and Erin S. Barry discuss
members of teams, team processes, leadership and followership, how to assess and
develop team members, and how to optimize or “AID” multidisciplinary healthcare
teamwork by applying adaptive, innovative, and distributed leadership and follower-
ship. In Chapter 7, “Perspective Chapter: Opportunities and Barriers to Effective
Multidisciplinary Teamwork in the Education and Training of Allied-Healthcare
Students”, Kirpa Chandan, Russell Hitchen, and Rupal Lovell-Patel emphasize the
importance and challenges of educating healthcare providers as multidisciplinary
teams and present a head injury/concussion educational module as an example how
to promote cross collaboration among healthcare professionals in higher educational
settings.

I am grateful to the authors who contributed chapters to this volume as well as to our
many colleagues, teachers, students, patients, friends, and family members who have
encouraged and supported us in our professional and personal lives. I also am grate-
ful to Elvira Baumgartner and the outstanding IntechOpen staff for their valuable
contributions to this volume.

Neil E. Grunberg
Uniformed Services University,
Bethesda, Maryland, USA

XVI



Chapter1

Multidisciplinary Teamwork in the
Healthcare Setting

Kaveh Same and Nastaran Maghbouli

Abstract

The term “team” comes from the Proto-Germanic word “taumaz,” meaning to
pull and was originally used to refer to a group of yoked animals. Teams are social
constructs that require a high level of interdependence in individual tasks and
ongoing communication among members to achieve common goals. Different types
of teams are classified based on their level of performance, with high-performing
teams meeting specific criteria and demonstrating extraordinary performance and
highly committed members. Various theories and approaches have been developed
to understand the inner workings of effective teams, including social psychological,
sociotechnical, ecological, human resources, technological, team lifecycle, task-
oriented, and integrative approaches. Specific teamwork skills, such as adaptability,
leadership, and effective communication, are essential for the success of a team.
Assessing these skills can be challenging, as they are impacted by the specific task and
team goals, leading to the need for careful and objective measurement. Developing
reliable assessment tools and understanding the evolving nature of teams is crucial for
accurately evaluating and improving teamwork skills. Addressing teamwork chal-
lenges requires attention to trust, clarity, conflicts, communication, and competition,
with strong leadership playing a crucial role.

Keywords: team, multidisciplinary, teamwork in healthcare, team structure,
teamwork challenges, team interactions

1. Introduction

Throughout the entire history of mankind, we have resorted to working together
in a team whenever the burdens of individual tasks have seemed overwhelming or
the prospects of success slim. After all, Homo sapiens is considered a social animal
in regard with their way of life [1]. However, Cohen and Levesque argue in their
1991 paper that for a collective effort to be truly effective and hence worthy of the
name ‘teamwork’ and the members recognized as a team, more is required than a
number of individuals who simply follow the same set of rules and instructions
even if working towards the same shared goals [2]. Contrasting between a group of
cars in traffic and a convoy, they argue that while the former may follow identical
traffic rules and even act coordinated and with the same goal of avoiding accidents
and reaching their destination, their efforts do not constitute as true ‘teamwork’
The latter on the other hand, consists of a number of cars that act as one in all their
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actions and show a certain level of shared conventions and mental state that Cohen

et al. argue is necessary for a group effort to become teamwork and is in itself

only achievable through effective communication, and ultimately leads towards all
involved parties to achieve a sense of joint intention among themselves. The remain-
der of this chapter aims to dive deeper into the concept of team and teamwork and
how it affects healthcare.

1.1 Definition of a team

The term team is derived from the Proto-Germanic taumaz, which meansto pull. In
Old English it was used to refer to a set of animals yoked together, and it was as recent
as the 16th century that it first became used for humans and ultimately found the
general meaning of a group of people that are working together [3].

Dyer defines teams as social constructs with a high degree of interdependency
in individual tasks and the need for effective and continues communication among
members that also poses common and valued goals [4]. Salas and others further
expand on that definition by recognizing a distinction between teamwork that they
define as the collective efforts in which involvement of more than one member of
the team is required and the intermediary goals are not achievable without properly
coordinated efforts of interdependent agents part of the team; and taskwork, which
is defined in their work as all the components of the team members’ actions that
do not require such aforementioned interactions and are performed independent
of other members [5]. Furthermore, the terms team performance and team cognition
are described in their work respectively as the sum of team members’ teamwork and
taskwork through the entire process during which the team is active, and the collective
understanding that results from the interconnected interactions of the individuals
within the team. Finally, team effectiveness is resulted upon evaluation of the team
performance based on a particular set of criteria [5].

Smith and others take a somewhat different approach and while initially provide a
similar overall definition of the team, further define different types of teams based on
their level of performance:

* Pseudo teams are a group of individuals that while working together actually
underperform compared to their individual average.

* Potential teams are defined as groups that poses substantial problems in their
communications and believes but non the less are able to perform slightly above
individual averages.

* Real teams are those who achieve their expected goals and perform quite well.

* High-performing teams meet all the conditions of real teams and in addition have
highly committed members and are able to perform extraordinarily and higher
than expected.

It goes without saying that the goal should be for all teams to achieve the status
of a high-performing team through effective communication and other constructive
measures [6].
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1.2 Teamwork theories and models

During the years, there have been numerous attempts at trying to systematically
define and model the inner workings of an effective team and as Salas puts it “how to
turn a team of experts into an expert team”. Earlier approaches usually focused on the
role of different inputs received by a team, e.g., the defined tasks, expected output,
individual member characteristics, etc. [7, 8]. While such an approach provided valu-
able insight into the inner workings of a team, it seemed to overlook dynamic aspects
of teamwork, i.e., how each decision and action by a team member might affect the
final output of the team.

In an attempt to further investigate the teams and their innerworkings, Paris and
colleagues classify eight theories or approaches that affect our understanding of how
human groups function [ref-sycara-paris]:

1. Social psychological: Focusing on how team members interact and relate to one
another.

2.Sociotechnical: Assessing member relations from a work and task-related stand-
point.

3.Ecological: How working environments can influence teamwork.

4.Human Resources: In what way does the team utilizes its members’ abilities and
expertise.

5.Technological: Effect of technology on the teamwork
6. Team Lifecycle: How the team’s performance changes during its lifecycle.
7. Task-oriented: How team roles relate to their functions and tasks.

8.Integrative: How a combination of the above approaches may be used together to
yield a more complete picture of the team dynamic and function.

While the above-mentioned approaches are interesting and clarifying in order
to create a pathway and provide us with tools that may be used to improve our
understanding of teams and teamwork, it is in fact the results of such theories and
approaches are shed light on the important characteristics of teamwork. To that end,
the following seven principles were illustrated by Salas and others:

1. Teamwork is described by a set of dynamic and adoptive beliefs, attitudes, and
actions [9].

If defined as the sum of behaviors and actions performed by each team mem-
ber with the goal of achieving a certain task, teamwork can then be defined as
the collection of those behaviors and how they relate to each other and also to
the attitudes and beliefs of each member. Such a definition while seemingly

straightforward, does little in the way of providing a solid path toward actual
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determination of each of these characteristics in a particular team. A challenge
further complicated by the everchanging nature of the team and teamwork dur-
ing the entirety of their task [10]. Such complications have led some researchers
to conclude that even if a fixed set of core competencies exist that will render

a teamwork effective, their significance and importance will probably vary in
different teams [11].

2. True teamwork requires all members to monitor other members actions and
provide feedback regarding those actions [9, 12, 13].

Such behavior monitoring can benefit teams in two major ways: It can encour-
age team members to always perform their best by limiting the grounds

for loafing and can minimize the chances of mistakes by the very nature of
monitoring [14].

3. Teamwork requires members to be able and willing to help other members and
provide compensatory behavior [9].

Considering the major advantages of a team to be the fact that they are able to
work more effectively than the sum of their members’ abilities, it becomes a
necessity for members to be somewhat familiar with other individuals’ respon-
sibilities and areas of expertise as well as those of their own in order to be able to
provide support when needed [15].

4.To be effective, teamwork requires clear and concise communication [16].

Canon and Bowers define effective communication as a process by which clear
and accurate information is exchanged between members using the proper ter-
minology [17]. Others argue that effective communication is more than simple
and free conversation and requires careful management to be effective especially
as the size of the team expands [14].

5.Considering the high interdependency of individual actions within a team,
teamwork requires careful coordination between members’ actions [18].

Suggested by research to be bolstered via correct implementation of the third
principle discussed [13, 19], and also highly dependent on the fourth principle
of effective communication, effective coordination is vital between members to
avoid accidents and to help with the decision-making in cases of emergency and
hardship.

6. A leadership capable of planning, setting the direction, and determination and
coordination of actions [20, 21].

Determining each member’ task, coordinating activities, and creating effective
communication between the members are crucial leadership responsibilities that
greatly affect the efficiency of the teamwork.

7.Exact characteristics of the teamwork are determined by the requirements of the
task [17].
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While general principles and characteristics are discussed here that are impor-
tant for the effectiveness of the teamwork, it is once again emphasized that
the nature of the task and structure of the team determine the exact qualities
expected of the team [17].

2. Significance of teamwork in healthcare

Having found a basic understanding of what is considered true teamwork and how
effective teams tend to function, we now turn towards the use and significance of
teamwork in healthcare. In the following lines, examples of how real teamwork can
improve the patient outcome or even prove lifesaving, are discussed in detail.

The vitality of teamwork can perhaps be best understood in the care of the surgi-
cal patient in the operating room (OR). The complex and high stakes conditions
command the implementation of a highly efficient team in order to be able to face
the challenges and properly respond to emergency situations. With the OR team
comprising of anesthesiologists, nurses, surgeons, and sometimes other operation-
specific specialists, stablishing effective communication between team members is
vital. Watkins et al. state that more than two-thirds of all failures related to the OR
occur as a result of errors in communication rather than technical failures [22]. Such
results emphasize the role of careful assessment in order for the policymaking bodies
to identify and address problems.

In a review by Slowey and Abernathy, the effect of team and teamwork was
assessed in the care of thoracic surgery patients. Classifying the team dynamics
present in the thoracic OR into four dyads (namely the surgeon—nurse, surgeon—
trainee, anesthesiologist-nurse, and surgeon—anesthesiologist). While reviewing the
literature, they found that previous collaboration between within each dyad plays
a significantly more important role than individual experience of team members.
Furthermore, they identified five main characteristics (the “Big five”), that greatly
influence the effectiveness of the team and roots of many failures can be traced back
to malfunctions in one or more of these characteristics [23]:

* Team leadership: Ability to coordinate and direct member actions.

* Mutual performance monitoring: Ability to accurately understand and monitor
each team member’s performance.

* Backup behavior: Ability to understand team member needs and responsibilities
with the goal of providing support or workload shifts among members when
needed.

* Adaptability: Ability to adjust strategy based on the current team and task state.

* Team orientation: Believing in the importance of team goals and their prece-
dence over individual goals.

Recognizing the importance of leadership as one of the most important char-
acteristics of an effective team, Rosenman et al. conducted a narrative review in
order to further assess the quality of team leadership education in the setting of
emergency medicine (EM) and suggest ways in which resident competencies can be
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evaluated in this regard [24]. Current standard evaluations regarding teamwork in
EM residents include a milestone program that assesses individual resident’s team
management skills in a five-step manner in which the first milestone corresponds
to the level expected of an intern and the fifth to those of an experienced physician.
The residents are expected to reach step four during their training. Rosenman and
her team devised a similar milestone assessment tool that focused on leadership
skills with steps ranging from the individual having the ability to ask for help when
needed and being able to treat others with respect in the first step, all the way to
having the ability to effectively managing team resources, motivating members,
and resolving conflicts [24]. Such innovations need further investigation regarding
effective ways of teamwork education in healthcare workers as well as practical tools
for assessment of such skills.

Focusing on another branch of medicine, Fernando and Hughes reviewed the
importance of teamwork in the palliative care of terminally ill patients. A vast field
requiring coordination between many specialists, palliative care is usually a group
effort in many corners of the world. However, in the absence of a standardized
approach to the management and structure of such a team, they found significant
variation between the structure, efficiency, and working principles of the healthcare
team around the globe. Contrasting between multi-disciplinary, inter-disciplinary,
and trans-disciplinary when applied to a team, they state the best structure for a
healthcare team active in the field of palliative medicine is to be inter-disciplinary
meaning that there should exist a meaningful amount of overlap in each team mem-
ber’s responsibilities and their understanding of other members’ role in the team to
allow support and synergy between members in the group to take place. Such a team,
in conjunction with an effective communication and strong leadership, will be ideal
for administration of palliative care to the patients [25].

3. Teamworking skills: from challenges to resolution

So far, we have discussed the general principles and characteristics that make up
an effective team. Though somewhat similar in nature to the aforementioned char-
acteristics, we will now focus on the skills that each member of a team should have in
order to properly achieve the collective goals of the team, as well as methods available
for the assessment of such skills. Next, we shall have a look on the challenges faced by
a team and ways for overcoming those challenges and conflicts.

3.1 Teamwork skills

As mentioned previously, researchers believe that defining a set of skills that
if available will result in the formation of the ideal team is somewhat problematic
as many of the required skill will either completely change or at least vary in their
importance depending on the exact task and team goals. Nonetheless, to circum-
vent this issue to some degree, Salas and others have tried to classify different
skills exactly based on their dependence on a particular task or team (whether
each skill or its importance is dependent on a specific task or team or can be
considered universal) [17, 26]. Skills are summarized in Table 1. Note that many
skills may appear more than once as they may be thought of to be required in more
than one level.
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Nature of skill Skills

Team Generic * Morale building
Task Generic * Challenge resolution

* Effective communication
¢ Task motivation

» Co-operation

* Consulting

¢ Confidence

Team Specific * Challenge resolution
Task Generic * Motivation promotion

« Effective communication

* Intra-team feedback

¢ Backup behavior

* Confidence

* Planning Flexibility

* Morale building

 Co-operation

Team Generic e Task structuring
Task Specific * Mission analysis

* Task sequencing

* Mutual performance monitoring
* Backup behavior

¢ Effective communication

* Intra-team feedback

* Confidence

* Flexibility

¢ Planning

¢ Task interaction

e Situational awareness

Team Specific * Task organization
Task Specific * Mutual performance monitoring

* Shared problem-model development
* Flexibility

* Backup behavior

* Effective communication

* Dynamic reallocation of functions

* Task structuring

e Task interaction

* Motivation promotion

Table 1.
Skills required by an ideal team classified based on the task/team specificity/genericity.
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3.2 How to assess teamwork skills

The need for careful and objective measurement of teamwork skills within a team
are essential for the team to be able to improve their functions and more efficiently
move towards their goals. As such, due to the nature of the many necessary skills
required by a team, for such an assessment to be objective and not affected by rater
bias is no easy task. Indeed, most if not all the measurement tools depend on rater’s
decision to score each skill.

Some of the earliest works in this regard were those by Schiflett and colleagues
in which core competencies expected in a team were observed in the team’s behavior
and rated using checklists [27]. Despite their dependence on examiner decision, their
method was shown to have acceptable inter-rater reliability. In another effort, Morgen
and others developed the Critical Team Behaviors Form (CTBF) in 1986. The CTBF
again used rating team members’ behavior by completing a checklist covering critical
team behaviors classified into seven categories [28].

In their review of the teamwork measurement methods, Baker et al. concluded
that while actual methods used in the assessment of a team may be greatly varied
(and more often than not, rather inaccurate!), by following a series of principles, one
may be able to design an effective and reliable means of assessing teamworking skills
in a particular team. These principles are as follows [29]:

1.1f one is to truly understand the innerworkings of a team, a good and robust
theory of how teams’ function is the way to go.

2. As teams evolve in their needs and functions with time, assessments must also be
dynamic and repeated through time.

3.There seem to be no way to avoid the need for observation when measuring team
skills. Therefore, care must be taken in the development of measurement meth-
ods to maximize inter-rater agreement.

4. A main point of focus should be to try and assess wide variations of teams as pos-
sible. Only through rigorous assessment attempt can we streamline our assess-
ment tools and find solutions for unanswered questions.

5.Reliability and stability of assessment tools must be investigated both from an
inter-rater agreement and also temporally.

6. Care must be taken to ensure validity of the measurement construct. Pursuing
a multimodal approach in the design of the assessment tool, as well as factor
analysis, may prove rewarding paths to follow.

Focusing more on the teams active in healthcare, an interesting observation
regarding team performance assessment was the fact that self-assessments tended to
be quite inaccurate and unreliable, with physicians constantly reporting higher scores
compared to nurses [22], thus emphasizing the need for more sophisticated measures.
Two of the tools designed to measure team performance in multi-disciplinary surgi-
cal teams are the Observational Teamwork Assessment for Surgery (OTAS) [30] and
Revised Oxford Nontechnical Skills (NOTECHS) scale [31]. While the former assesses
team performance in five categories (namely collaboration, coordination, teamwork,
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communication, and situational awareness), the NOTECHS measures nontechnical
skills in four dimensions of cooperation, leadership, decision-making, and situational
awareness. As our understanding of how teams function evolves, so does our tools for
the measurement of their skills and performance.

3.3 Challenges in the team and how to solve them

Working in a team, especially in healthcare setting, is challenging. Suppose
stressful environment of an emergency room with irrefutable role of team working
in patients’ management who are struggling for life. Inattention to these challenges
causes loss of productivity and inspiring atmosphere in work place. Here, we will
discuss some challenges teams face commonly and the ways to untie them.

3.3.1 Trust

If we analogize a relationship to a building, trust is its core block. Lack of trust
causes demotivation among team members. Trust is a key component of a relation-
ship and needs enough time to exist and persist. Paying attention to trust formation
between team members especially in first days is the most important point in team
formation. Trust issues in teamwork can arise when team members doubt each other’s
intentions, capabilities, or reliability. These issues can stem from past experiences
of being let down or betrayed by team members, leading to a lack of confidence in
their ability to contribute effectively to the team. Trust is essential for a team to work
cohesively and productively, as it fosters open communication, collaboration, and
a sense of accountability among team members. Without trust, team members may
struggle to rely on each other, leading to conflicts, misunderstandings, and ultimately
hindering the teamss ability to achieve its goals. Building and maintaining trust within
a team requires consistent communication, mutual respect, and a commitment to
transparency and reliability.

Clearly defining roles, responsibilities, and goals for each team member to ensure
everyone is on the same page can help in trust issues resolution. Establishing clear
expectations will help build trust as team members know what is expected of them
and how their contributions fit into the larger team goals. Encouraging ownership of
tasks and responsibilities is another way to build trust within the team. By holding
team members accountable, you show that you value their contributions and trust
them to deliver on their commitments. Building relationships and rapport with team
members can help create a sense of trust and camaraderie within the team. Consider
hosting team-building activities or social events to foster stronger relationships
among team members [32].

3.3.2 Clarity

Clarity issues in teamwork can arise when there is a lack of clear communication,
goals, and roles within the team. This can lead to confusion, misunderstandings, and
disagreements among team members. Without clear direction and expectations,
individuals may struggle to understand their responsibilities and how they contribute
to the overall team goals. Additionally, ambiguous communication can result in poor
decision-making and a lack of alignment within the team. To address clarity issues, it
is important for team leaders to provide clear guidance, establish open communica-
tion channels, and regularly check in with team members to ensure everyone is on
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the same page. By promoting transparency and clarity within the team, members can
work effectively towards common goals and achieve success.

Clearly defining each team member’ role and responsibilities can help prevent
confusion and ensure that everyone knows what is expected of them. Establishing
effective communication channels, such as regular team meetings, email updates, and
project management tools, can help ensure that team members are on the same page
and can easily share information. Open and honest communication within the team
can help prevent misunderstandings and promote collaboration. Regularly providing
feedback to team members on their performance and contributions can help address
any clarity issues and ensure that everyone is aligned with the team’s goals. Using
visual aids, such as charts, diagrams, and project timelines, can help clarify complex
concepts and make it easier for team members to understand their roles and respon-
sibilities. Encouraging team members to actively listen to each other can help prevent
misunderstandings and ensure that everyone is on the same page. Sometimes, we
need training. Providing training and development opportunities for team members
can help improve their skills and knowledge, leading to better collaboration and clar-
ity within the team.

3.3.3 Conflicts

Conflicts in teamwork arise when team members have differing opinions, person-
alities, or work styles that clash with one another. These conflicts can be caused by
misunderstandings, miscommunication, or simply by the stress of working together
towards a shared goal. Conflict can also be indicative of deeper underlying issues
within the team, such as lack of trust, poor leadership, or unequal distribution of
work. If not addressed, conflicts can lead to decreased productivity, morale, and
cohesiveness among team members. However, when managed effectively, conflicts
can actually lead to better solutions and stronger teamwork. It is important for team
members to openly communicate, listen to each other’s perspectives, and work
towards a resolution that benefits the team as a whole.

To identify root causes, we should work together as a team to identify the underly-
ing issues that are causing the conflict. This could involve uncovering miscommunica-
tion, misunderstandings, or differing expectations. Once the root cause is identified,
working together to come up with a solution that addresses the conflict in a construc-
tive and mutually beneficial way is an effective method. If the conflict persists or
escalates, engaging a neutral third party is a wise option to help facilitate a resolution.
In addition, setting clear guidelines and norms for communication and conflict
resolution within the team is beneficial to help prevent future conflicts from arising.

3.3.4 Communication

When team members do not effectively communicate with each other, it can lead
to misunderstandings, delays in project completion, and conflicts within the team.
Some common communication issues include unclear communication, lack of active
listening, and differences in communication styles. Unclear communication can
result in team members not understanding tasks or expectations, leading to confu-
sion and mistakes. Additionally, when team members do not actively listen to each
other, important information can be missed or misinterpreted. Furthermore, dif-
ferences in communication styles, such as one team member preferring face-to-face
communication while another prefers emails, can lead to misunderstandings and
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miscommunication. To overcome communication issues, it is important for teams to
establish clear communication channels, actively listen to one another, and be open to
understanding and respecting each other’s communication preferences.

Communication issues in teamwork can be resolved by establishing clear and open
channels of communication. This involves setting clear expectations and objectives
for each team member, encouraging feedback and active listening, and promoting
transparency in sharing information. Regular team meetings and updates can also
help to ensure that everyone is on the same page and aligned towards common goals.
Additionally, fostering a culture of trust and respect within the team can help to
address any underlying issues and facilitate effective communication. By addressing
these communication barriers proactively and creating a supportive and collabora-
tive environment, teams can work together more efficiently and effectively towards
achieving their objectives [33].

3.3.5 Competition

Competition issues in teamwork can arise when team members are more focused
on outperforming each other than collaborating towards a common goal. This can
lead to a lack of communication, trust, and cooperation within the team, ultimately
hindering the overall productivity and success of the group. Competition can also
create tension and conflict among team members, leading to a toxic work environ-
ment and decreased morale. It is important for team leaders to foster a culture of
collaboration, mutual respect, and shared goals to mitigate competition issues and
ensure the team’s effectiveness and cohesion [34]. Encouraging open communication,
promoting teamwork, and acknowledging and rewarding collective achievements are
key strategies to address competition issues in teamwork.

Competition issues in teamwork can often arise due to conflicting interests, lack
of communication, and differing personal goals. In order to address these issues, it is
important for team members to establish clear expectations and goals from the outset.
Communication also plays a crucial role in resolving competition issues, as it allows
team members to openly discuss their concerns and work towards finding a mutually
beneficial solution. Additionally, fostering a sense of trust and collaboration within
the team can help to minimize the negative effects of competition and promote a
more harmonious working environment. Ultimately, by fostering a strong sense of
unity and common purpose, team members can overcome competition issues and
work together towards achieving shared goals.

As conclusion, all challenges influence each other and to control each one, focus-
ing on all challenges is necessary. Strong leadership is essential in effectively resolving
teamwork challenges and promoting a culture of teamwork and collaboration within
an organization. Good leaders not only provide support and empowerment for team
members but also help in conflict resolution and decision makings.

4. Significance of inter-disciplinary teams in rehabilitation medicine

In this part, we will explain a successful teamwork experience in managing
patients in the form of a multidisciplinary team. This team consists of an orthopedic
surgeon, a neurologist, a physical medicine and rehabilitation specialist, an orthotic
and prosthesis specialist, and a neurosurgeon. Complex patients who require mul-
tidisciplinary care are referred to this interdisciplinary clinic. Patients are visited
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simultaneously by doctors from the mentioned specialized fields. Then, each special-
ist presents his opinion about the management of the patient from the point of view
of his specialized field, and the final treatment plan of the patient is decided by team
consensus. Each doctor has the opportunity to examine the patient, and other doc-
tors also can see important points in the history and examination of the patient from
the view of each specialty. During the 3 years since the establishment of this weekly
clinic, more than 800 patients have been treated and rehabilitated in this setting.
One of the important points in the success of this clinic is the strong leadership of
this program in such a way that all team members follow the group leader and have
enough trust in him. The goals of this clinic are clear to all team members and partici-
pants know exactly what they will achieve from this program. The roles and respon-
sibilities of each person are clearly defined. For example, if a patient needs Botox
injections to manage spasticity, this work is done by a neurologist and all members
know and accept this work allocation. Leader’s expectations are clear and explained
to all members at the beginning of the program. Each team member is trusted and
have responsibilities, and no one is ignored. The members of this team have a virtual
group for coordination and follow-up of patients and discussion about patients, in
which they exchange opinions during the week in addition to the day they attend
the clinic. The team leader gives regular feedback to the team members about their
contribution and function. For example, if any of the members do not participate
in several sessions or do not provide the results of the follow-up of the patient, they
will be questioned, while if there is a personal problem that is preventing them from
performing responsibilities related to the clinic, they will be supported by other team
members. Active listening to team members is one of the characteristics of the team
leader and team members that causes effective relationships among people. Conflicts
among team members have been resolved by talking and expressing expectations,
and if the problem persists, the team leader and sometimes a person from outside the
team are invited to judge. The culture of teamwork and collective decision-making
caused lack of toxic competitive atmosphere in this team and everyone does their best
towards achieving common goals.

5. Conclusion

Working in a team, especially in a healthcare setting, can be challenging. It is
important to address these challenges in order to maintain productivity and a posi-
tive work environment. Trust is a key component in team dynamics and should be
established early on. Clearly defining roles and expectations, as well as promoting
transparency and effective communication, can help ensure that everyone is on the
same page and working towards common goals. Strong leadership is key to effectively
resolving these challenges and promoting a culture of teamwork and collaboration.
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Chapter?2

Teamwork as Antidotes in Efficient
Health Care Delivery: Challenges
and Prospect of Its Implementation
in Health Facilities

Ikpoko-ore-ebirien Dike Isaruk

Abstract

A variety of actors, including both providers and recipients, are involved in the
delivery of health care services. In particular, teams from many health and related
fields work together to guarantee patient happiness and quality. Nonetheless, there
is a dearth of research on teamwork and difficulties in healthcare settings, and most
patients frequently lament about subpar service delivery and the difficulties they
have receiving care from physicians in most medical facilities. Thus, using systematic
reviews of relevant literature, this research evaluated teamwork as an antidote to
efficient health care delivery: challenges as well as possibilities of its application in
health facilities. According to the report, effective teamwork increases satisfaction,
creativity, productivity, and engagement. Working as a team improves motivation,
lowers stress, promotes learning, stimulates creativity, and encourages taking risks.
Open communication and mutual support contribute to increased job satisfaction,
enhancing retention rates. The paper suggests that training and retraining of employ-
ees, the provision of enabling policies and environments, funding, and leadership
structure should be targeted towards quality care and stakeholder involvement in
ensuring satisfactory service delivery.

Keywords: antidotes, challenges, health care delivery, prospect, teamwork

1. Introduction

Health care service delivery is a multifaceted sector that necessitates a diverse
group of health and allied health professionals, as well as representatives from other
stakeholders and partner agencies, working as a team with the necessary knowledge
and abilities to navigate holistically into the client, sick person, or group of sick people
in order to ensure their health care needs satisfaction and the safety of humanity and
the environment in general. In a health care setting, teamwork is a dynamic process
involving two or more people, specifically health care professionals with diverse skill
sets who collaborate with the sharing of objectives and physical and mental efforts in
assessing, planning, and evaluating patient care.
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In addition, the delivery of health care is unquestionably a team effort, and
nobody can finish the health care supply chain by themselves. More than teams in
other industries, medical and paramedical care teams, particularly in the dynamic
domains of health care like health records outpatient units, operating rooms, inten-
sive care, accident and emergency sections, or trauma and resuscitation teams, work
under conditions that change frequently, may require leaders assembled on-the-fly,
have a dynamically changing team membership, always collaborate for a brief period
of time, consist of specialists or several specialist maintenance personnel, and have to
integrate divergent perspectives.

Furthermore, delivering health care services involves a number of team types
and formations and is intrinsically interrelated and multidimensional. To ensure
high-quality patient care, teamwork in the health care industry entails a variety of
professional positions arranged into various frameworks. Inter-professional practice-
based approaches can enhance health care outcomes and procedures. It takes a diverse
group of experts to work as a team in public health care institutions, including nurses,
doctors, pharmacists, health information management specialists, and scientists and
technicians from medical labs. Therefore, for the tenacity of enhancing quality health
care services and delivering safe and effective care, health care providers and other
employees of the health care facility must work effectively as a team.

2. Origin of teamwork

The Bible is where teamwork first appeared. The creator and implementer for
teamwork is none other than God Almighty. God said to man, “Let us make man in
our image, after our likeness,” according to Ref. ([1], p. 26) in the Bible. He also gave
him dominion over cattle, animals, fish in the sea, and all creeping things that crawl
on the ground. This suggests that without teamwork, an individual cannot accomplish
much. Ref. [2] states that in a different realm, two people are preferable to one as they
get a high return on their effort. One of them can assist the other in getting back up
if they fall. However, feel sorry for anyone who trips and falls and cannot get aid.
Moreover, two will remain warm if they lie down together. But how can one survive
on their own? Two can hold their own even if one is overwhelmed. A cord with three
strands also does not break easily. How good and pleasant it is when God’s people live
together in unity, according to Ref. [3].

In addition, Ref. [4] says that as iron sharpens iron, so one person sharpens
another. This implies that a team is often made up of more than one person or indi-
vidual, and to work as a team, the people involved must work together and share ideas
and relevant resources for the goals to be achieved. This is also exemplified in Ref. [5]
which says, I appeal to you, brothers and sisters, in the name of our Lord Jesus Christ,
that all of you agree with one another in what you say and that there be no divisions
among you, but that you be perfectly united in mind and thought, according to Ref.
[5]. Equally, in Ref. [6], the scripture says, let us consider how we may spur one
another on towards love and good deeds, not giving up meeting together, as some are
in the habit of doing, but encouraging one another—and all the more as you see the
day approaching.

In a healthcare setting, it might be believed that Florence Nightingale and her team
of nurses, dispatched by the British government in 1854 to assist in providing health
care services for the soldiers, are the forerunners of teamwork. Nightingale, 1863, cited
in Ref. [7], says that in 1854, Russians were forced to evacuate the Turkish provinces
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of Moldavia and Wallachia by British forces fighting in Crimea and the surrounding
area. The British government dispatched a team of nurses to accompany Florence
Nightingale to Turkey in order to assist in providing medical care for the soldiers, as
cholera and diarrhoea were the main causes of death for the British soldiers. After
Florence Nightingale arrived, the disease-related death rate decreased from 42 to 2.2%.

3. Definition of team and teamwork

Teams, according to Ref. [8], are made up of two or more people that collaborate to
accomplish particular, shared goals, have specialised roles and task-specific compe-
tences, use resources that are available to all team members, and communicate to plan
activities and adjust to change. Ref. [9] established that a team is a distinguishable
group of two or more individuals who interact dynamically, dependably, and adap-
tively in order to achieve a shared and valued goal, who have been given specific roles
or functions to carry out, and who have a finite amount of time to be a part of the
team. Teamwork is the activity of amicably working well together as a team. The sixth
edition of the Ref. [10] defines “teamwork” as the act of cooperating effectively as a
group. Working as a team is known as teamwork, and it is defined by shared decision-
making, open communication, and interdependent collaboration.

Teamwork, according to Ref. [11], entails the formation of team members, team
members’ relationships, team leadership, team problem solving, and organisational
environment in ensuring the delivery of quality health care service to beneficiaries,
either from a particular healthcare facility, level of healthcare system, or from a global
collaborative perspective, with the main objective of ensuring the safety of mankind,
his healthiness, and his environment. Ref. [12] averred that the variety of professional
and non-professional providers involved in the delivery and organisation of health
care services is becoming increasingly indicative of these services, with each team
having its own area of expertise, set of responsibilities, and hierarchy within medi-
cine and other disciplines.

As aresult, ideas of “teams” in the health care industry and “teamwork” are
frequently mentioned in discourses about modernising and improving the system.
Teams have the potential to improve clinical care, according to Ref. [13], because they
can pool, modify, combine, and apply a wider range of knowledge to make decisions,
find solutions to issues, come up with new ideas, and carry out tasks more quickly
and effectively than an individual working alone. Because of this potential, a diverse
team of healthcare experts might ideally collaborate to make diagnoses, create care
plans, carry out treatments, offer suitable follow-up, and overall serve patients with
high-quality care.

4. Conceptual review of teamwork

Teamwork is crucial for delivering high-quality healthcare services. In health care
delivery settings, teamwork involves collaboration among a multidisciplinary group
of allied and health care providers, administrative staff, patients, and other stake-
holders. Team members have a significant impact on the effectiveness of teamwork in
the delivery of quality health care in hospitals. A strong health care team relationship
facilitates cooperation and provides greater opportunities to share ideas, innovate,
and also learn about a patient’s unique health needs. More so, team relationships
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impact the effectiveness of teamwork in health care delivery by positively influenc-
ing patient satisfaction, employee performance, job satisfaction, and reducing costs.
Team relationships also impact the effectiveness of teamwork in health care delivery,
with proximity between healthcare workers facilitating trust-building and communi-
cation. According to Ref. [14], team relationships are essential for effective teamwork
in delivering quality health care in hospitals. Equally, team relationships impact the
effectiveness of teamwork in the delivery of quality health care by influencing the
care provided and job satisfaction among health care workers.

Another development was the finding by Ref. [15] that 15% of the causes of
adverse events directly relate to communication issues between health care pro-
fessionals and patients or within the teams of health care professionals. In more
than 50% of the cases, the incident was caused by a lack of effective teamwork.
Communication failures are the leading causes of inadvertent patient harm.
According to the Joint Commission for Hospital Accreditation report of analysis of
2455 sentinel events, the primary root cause in over 70% of them was communication
failure. Reflecting the seriousness of these occurrences, approximately 75% of these
patients died, and all too often, clinicians providing care had very different ideas
about what should happen [16]. Effective communication and teamwork are aimed
at creating a common mental model or getting everyone in the same picture. Equally
important is creating an environment that feels safe for team members, so they
will speak up when they have safety concerns. The mantra of everyone in the same
picture, no surprises, is an effective one that is easy to communicate.

Although healthcare services are delivered by multiple team members, healthcare
service quality and safety have historically been structured on the performance of
professionals, individual practitioners, and allied health personnel. Consequently,
effective communication encourages collaboration, patient safety, and a better
result. Coordination, efficiency, and quality of service are critical in the operating
room as a whole. These factors aid leaders in navigating effectively and efficiently to
ensure team members cooperate, brainstorm, innovate, share responsibilities, and
work dependently and interdependently to achieve organisational goals. In every
healthcare facility, successful leadership and teamwork are lubricated by excellent
communication. This allows for the delivery of high-quality healthcare services. In
addition, a unified mental model, a safe atmosphere, and team members cooperat-
ing, brainstorming, innovating, and sharing duties, as well as working together and
cooperatively to achieve organisational goals, are the aims of effective communication
in a team relationship. This enables the provision of top-notch health care services
through good team leadership.

Leadership is crucial in making it obvious that the culture demands that everyone
be treated with respect on a daily basis. There is a tonne of information showing that
rude, aggressive behaviour is exceedingly dangerous in the healthcare industry [17].
Universally, in an organisation, operational teamwork emerges naturally when the
leaders are motivating, respectful of others’ perspectives and rights, and demonstrat-
ing a lifestyle that is admirable. It is the responsibility of the leaders to convey how
important it is for their teammates’ efforts to contribute to the organisation’s success.
Higher levels of interest and dedication result when an employee’s work is seen as
meaningful and significant.

According to Ref. [18], leaders are crucial in encouraging team members’ dedica-
tion to achieving corporate goals. Leaders who score highly in the job and support
behaviour are particularly helpful at encouraging good teamwork performance.
Leaders are people who develop standards and values inside an organisation while

20



Teamwork as Antidotes in Efficient Health Care Delivery: Challenges and Prospect of Its...
DOI: http://dx.doi.org/10.5772/intechopen.1004541

also distributing resources to colleagues to increase their availability. In addition,
delegation or giving them difficult jobs that provide them some autonomy, control,
performance feedback, and the chance to participate in decision-making processes
also helps them develop commitment. Also, the team leader can raise team motiva-
tion by restructuring tasks to add more crucial job resources. Work resources are the
social, physical, and organisational facets of the workplace that support the achieve-
ment of corporate objectives and promote individual development through delegation
of functions.

According to Ref. [19], effective leadership in the field of health care has attracted
research attention over the last few years, and one of the key areas of focus by the
Cameroon government, which is believed to improve the country’s health care sector,
has been the quality of leadership. In addition, claims have been made that the most
effective way of achieving high-quality service delivery would be through strong lead-
ership. Warri further stated that the strength of the leadership within an organisation
is often linked to the type of leadership style adopted by the organisation. In addition,
Ref. [20] argues that team leaders can also increase team motivation by delegating
work and reorganising priorities to include more essential job resources. Delegation
is the act of providing someone else with work or obligations that would otherwise be
yours. It is frequently required when a team leader needs additional work completed
quickly and by individuals with the required technical knowledge. It is a three-way
process that involves the delegation of authority by the leader, the delegation of
responsibility, and the creation of accountability for subordinate acceptance or
compliance [21].

5. Importance of teamwork in health care service delivery

Teamwork lowers medical errors, boosts patient safety, lessens burnout, and
boosts patient happiness [22, 23]. Additionally, it decreases workloads, improves job
satisfaction and retention, lowers morbidity, lowers care costs and wastages, develops
spaces for professional and technical knowledge acquisition and sharing, prevents
work redoing, and promotes sustainability of care consistency. Understanding team-
work helps a multifaceted health care professional’s ability to debate with stakehold-
ers. The following are some crucial grounds for implementing cooperation in health
care organisations and other institutions:

Teamwork enables teams to self-monitor, evaluate, and rely on one another’s work,
create an avenue for efficient work, learn from each other’ strengths and failures,
innovate more quickly, and reduce stress. It is one of the 14 crucial elements of
management principles identified by Henry Fayol and can lead to better productivity,
reduced costs, greater profitability, and many other benefits [24]. Collaboration can
result in more effective issue solving, faster work completion, and thorough creativ-
ity. Teamwork encourages healthy competition because employees may learn from
one another and develop an environment that supports delivering high-quality health
care services. Successful cooperation depends on having good working relationships
and rapport, since these things can result in friendships, dependability, and attrac-
tiveness. To guarantee patient safety and high-quality health care service delivery,
health care and allied health care providers must collaborate, support, and communi-
cate effectively with one another [25].

For the purpose of providing high-quality health care, communication and team-
work skills are crucial because they can improve patient outcomes, prevent medical
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errors, increase efficiency, and increase patient satisfaction. A culture of learning and
continuous improvement will be fostered, staff wellness will increase, patient safety
will be improved, and better teamwork and communication will ensure that everyone
feels empowered to voice their concerns and ask questions. Moreover, Ref. [26] assert
that when co-morbidities and complexity rise and the need for high-quality patient
care rises, cooperation is crucial for providing high-quality health care services.

The following are some examples of the importance of teamwork implementation
in a health care setting:

1. Effective communication is fostered by teamwork.

2. Collaborating enhances idea generation.

3. A shared objective is fostered through teamwork.

4. Problem-solving abilities are enhanced in the workplace by teamwork.
5.Trust is developed through teamwork.

6. Company culture is enhanced through teamwork.

7.Efficiency is produced through teamwork.

More so, good teamwork boosts engagement, productivity, creativity, and satisfac-
tion. Teamwork increases motivation, reduces stress, encourages learning, fosters
creativity, encourages risk-taking, builds problem-solving skills, improves job satis-
faction, and ensures team members feel valued. Open communication and mutual
support contribute to increased job satisfaction, enhancing retention rates.

6. Challenges in effective teamwork implementation

How easily normal and non-routine day services are provided varies depending
on the initiatives, interests, and personalities of different individuals in any organisa-
tion, but especially at a federal tertiary healthcare facility. In general, team members
should master soft skills, including effective communication and relationship
building, to enhance both individual and team performance as well as patient safety.
Ref. [27] assert that the following issues prevent teamwork among health and allied
healthcare providers:

In the health care sector, culture and ethnicity can be obstacles to collaboration,
particularly in poor and emerging countries. This may result in difficulties with
language, comprehension, and communication, as well as ineffective team leaders
and bad leadership techniques. Inadequate team members or bad team formation can
result from changing roles, and changing circumstances can cause teams to be formed
or modified, as well as new teams to be formed or existing ones to be changed. These
abilities are necessary for a team leader to successfully manage or lead a team and
create a productive workplace.

Globally, diverse scholars, including Ref. [27], have established that health care service
delivery is a multidisciplinary and multitasking setting involving different professionals,
allied health workers, and other relevant stakeholders. Equally, Refs. [28, 29] averred that
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health care services require multitasking and employing diverse employees with expertise
in diversity, public relations, and patient care management, as a formidable team is para-
mount and teams with diverse personnel and skill mixes can provide high-quality care
services and ensure patient safety. A supportive work atmosphere, culture, and structure,
strong relationships, problem-solving abilities, good team leadership, task-focused, hon-
est communication, and optimism are essential for these teams to succeed. Furthermore,
this diverse set of employees or workforces has different traits that can be aligned with the
attributes of Douglas McGregor’s Theory X and Y [24, 30]. Theory X (i.e., those people
who do not like working but only have an interest in getting remuneration and could only
work when forced or threatened with sanctions) and Theory Y (those who like work, see
it as part and parcel of their endeavour, and can contribute positively more to the growth
of the organisation even if a little motivation is given to them).

Therefore, when leaders, managers, and directors of health facilities are forming a
team that will ensure quality health care services to the target audience and the larger
society, measures must be put in place to integrate these employees or people with
these characters or traits for effective and efficient management of patient care and
related service provision. This is because if only a team of Theory Y traits is formed to
manage health facilities, in the event of a sudden death or a case of terminal ill health
of some cardinal team members, the organisation can be cut short or go to extinction
since those with innovative ideas are gone.

On the other hand, when people or employees who possess both traits are engaged,
they will learn and share valuable ideas and skill sets in such a way that if one is no
longer in the system, her or his absence may not have many negative effects on the
organisation and the entire health care service delivery. Due to the high level of hier-
archy among medical practitioners in Nigeria, teamwork is severely hindered. In 1985,
Decree 10 came into effect, shifting management and administrative skills in Nigerian
health care to doctors, who may or may not have significant experience in the area [31].

Health care hierarchies can be detrimental to teamwork as well as to individualised
aspects of health care, suboptimal inter- and intra-clinical workflow optimisation,
unstable teams, and a lack of inclusion of various health professions. The three main
causes of teamwork failure are unclear role definitions, a lack of explicit coordination,
and miscommunications. The most significant factors that prevent effective team-
work in health care settings and other organisations include a lack of organisational
support, poor communication, a lack of goal orientation, a lack of task prioritisation,
a lack of motivation, a lack of delegation, a lack of accountability, a lack of responsi-
bility, a lack of trust, a lack of individual development, a lack of directional unity, a
lack of discipline and order, a lack of realistic organisational goals, brain drain, and a
high turnover rate.

Equally, the follow serves as hinderance to effective implementation of teamwork
in a typical health care facility. Thus:

Communication/Language Barrier: Ref. [32] averred that medical errors and
adverse effects are brought on by ineffective teamwork and communication among
healthcare professionals and relevant stakeholders. It is worthy of note that, when it
comes to resolving the issues pertaining to poor quality service delivery and enhanc-
ing patient safety as well as boosting patient satisfaction with healthcare service
provision, teamwork is seen as an imperative variable. Also, where team members are
well coordinated, improvements in patient care, including quality enhancements and
decreases in patient length of stay, are always achieved. Thus, effective teamwork is a
pivotal way to solve communication gaps between healthcare providers and patients
and among the various health teammates and health partner agencies.
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The communication aspect of teamwork is crucial for effective collaboration,
proper management of health resources, and decision-making in problem-solving.
For a team’s work to result in the delivery of high-quality healthcare services in any
healthcare facility, communication between teammates, between providers (patients
or carers), and other relevant stakeholders is one of the essential components.
Communication is the process of transmitting and sharing accurate, reliable, and
high-quality data, information, ideas, and knowledge using a suitable language and
format that the recipient or teammates can understand, as well as giving feedback to
the sender in order to encourage innovation, foster a sense of shared understanding
in problem-solving, and gain an advantage over rivals. It is noteworthy that language
plays a crucial role in good teamwork and communication. The Babylonians, for
instance, built a massive city and tower with its pinnacle in the skies, according to the
Holy Bible, in an effort to gain fame.

However, God interfered with the work by making the languages of the expert and
non-expert employees, as well as those of the supporting workers, so confusing that
they were no longer able to communicate effectively or understand one another well
enough to work as a team to accomplish their primary goal. As a result, the city and
tower were never finished, and they were scattered across the surface of Earth [32].
In order for a team to properly collaborate and utilise its collective knowledge, good
communication is optimal when the appropriate language is used in the exchange of
ideas and information between team members. Positive communication contributes
to team identification and group cohesion. On the other hand, a lack of communica-
tion might cause team members to work too independently and lose sight of how their
work affects others. Hence, effective cooperation is made possible by strong commu-
nication, which empowers the leader to organise and motivate subordinates to offer
high-quality services and dependable goods.

7. Empirical review of teamwork

Arora et al. [30] examined the effectiveness of teamwork in the workplace
and found that effective teamwork is crucial for human progress and survival.
Results establish that teamwork provides better results for organisations than
individual work, but many management personnel still lack the necessary skills to
build teams. The study surveyed 225 participants aged 18-80, primarily Hispanic
or Latino (56%), white or non-Hispanic (40%), and 4% of other races. Results
showed a significant difference between ethnicity and teamwork preference, but
no significant difference was found between gender and perceived self-awareness.
The findings further indicated that organisations that are open and supportive of
cultural diversity in the workplace are more likely to have effective work teams.
Some of these findings were supported by the recent findings of Ref. [33], who
studied the relationship between team characteristics and job team effectiveness
in IT organisations. A survey of 110 information technology professionals revealed
that team purpose, goals, roles, processes, and relationships are interdependent.
Positive relationships were found between team roles and processes. The study
emphasises the importance of investing in various team effectiveness dimensions
to develop effective teams. Findings revealed that workplace resilience is crucial for
enhancing performance and well-being in challenging circumstances, and other
factors like work culture, leadership, and management support are also essential for
developing effective teams.
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In another development, Ref. [31] conducted an empirical study on perceived
organisational support in healthcare, focusing on the importance of teamwork and
training for employee wellbeing and patient satisfaction through a serial mediation
involving employee well-being and intention to remain. Findings showed that data
from both surveys was managed by the Care Quality Commission in partnership
with Picker Institute Europe and other regulators of health and social care services in
Britain. The findings indicate that teamwork has a positive indirect association with
patient satisfaction (r = 0.43, p < 0.01) through employee well-being (job satisfaction
and work engagement) and intention to remain (r = 0.03, p < 0.01). The strength of
this indirect relationship is also enhanced by the training provided by the organisa-
tion. The study found that the quality of social relationships and support generated
by teamwork activities play a vital role in reducing employees’ withdrawal tenden-
cies towards the organisation. Although there was no significant direct relationship
between employees’ teamwork perceptions and patient satisfaction, the study showed
that perceptions of teamwork have a positive indirect influence on patient satisfaction,
explained by job satisfaction and intention to remain. These results lend additional
support to previous findings by Ref. [34], suggesting that employees’ exposure to col-
laborative team processes is crucial for both employees’ and patients’ satisfaction.

According to Ref. [34] investigation on health care professional development:
working as a team to improve patient care, effective teamwork in health care is crucial
for patient safety and outcomes. The need for effective teams is increasing due to
co-morbidities and complex specialisations. Findings indicated that the evolution in
health care and a global demand for quality patient care necessitate parallel health
care professional development with a great focus on patient-centred teamwork. A
patient-centred approach is essential for professional development, focusing on
values and principles that place the patient at the centre of care. The results further
state that motivation and practical skills are essential for team members to achieve
goals and overcome challenges, thereby emphasising the importance of teamwork and
providing practical approaches to delivering quality patient care.

Consequently, in Iran, Ref. [35] studied the impact of teamwork on an organisa-
tion’s performance using a cooperative game framework. They compared individual
and collective performance indexes and used a cooperative game model to improve
organisational performance. The model evaluated employee activities and imple-
mented fair payments, such as overtime pay and rewards, to increase performance
and satisfaction. The cooperative approach created effective communication between
employees and authorities, enhancing motivation for teamwork. The results could be
used for employee decisions, training requirement analysis, employee development,
research, and plan valuation. The cooperative coefficient is a key factor in increas-
ing productivity and organisational efficiency. The study found that the cooperative
approach directly positively affects teamwork and organisational performance,
increasing motivation and satisfaction among employees. These findings connote
that when there is effective teamwork among diverse employees in any organisation,
seemingly high-quality health care output and patient safety are guaranteed.

8. Summary

Teamwork is crucial for human progress and survival in the workplace. However,
many management personnel lack the necessary skills to build teams. It has been
established that teamwork has a positive indirect association with patient satisfaction
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through employee well-being and intention to remain. More so, a cooperative
approach directly positively affects teamwork and organisational performance,
increasing motivation and satisfaction among employees. Through effective team-
work among diverse employees, seemingly high-quality health care output and
patient safety are guaranteed. Importance of teamwork in patient safety, as well-
functioning teams commit fewer mistakes, and with high patient acuity, a collabora-
tive approach is crucial for both patients and health care providers’ safety. Effective
teamwork development has a strong positive correlation with the quality of health
care service provision. This suggests that organisational success depends on under-
standing roles and interdependence within teams.

Teamwork is a vital part of clinical work and patient care but is poorly under-
stood in certain instances. More so, team satisfaction, trust, and strong coordina-
tion are crucial for success in the workplace. Despite the importance of teamwork
in a health care setting, there are many factors hindering teamwork effectiveness,
including the working environment, leadership, government policies, employees’
attitudes, and peer support, which significantly impact employee engagement. In
a nutshell, an effective team not only protects patients from risks but also creates a
more positive, engaging, and resilient workplace. Similarly, effective teamwork leads
to positive patient outcomes but is hindered by factors such as doctors’ dominance,
allied professionals’ attitudes, salary disparity, poor communication, and a defective
leadership style. Teamwork suffers when healthcare providers are unable to com-
municate effectively.

9. Suggestion

The provision of health care services is a multifaceted, multitasking activity that
calls for a broad workforce, including unskilled, semi-skilled, and skilled workers. As
aresult, cooperation is essential to patient-centered care and a counterbalance to the
provision of high-quality healthcare services. For effective teamwork to be adopted
for quality patient care achievement and related issue addressing, the following sug-
gestions are provided, viz.

i. Adequate manpower and other resources should be employed in health care
settings.

ii. Leadership should be restructured to align with the organisation’s goals and
objectives.

iii. Building trust and providing an enabling environment and policies
iv. All stakeholders must be responsible and accountable.
v. There should be training and retraining of team members.

vi. There should be policies that do not hinder individual contributions or stakes in
decision-making.

vii. There should be monitoring and evaluation of the delivery of health care services
and mechanisms of feedback.

26



Teamwork as Antidotes in Efficient Health Care Delivery: Challenges and Prospect of Its...
DOI: http://dx.doi.org/10.5772/intechopen.1004541

Conflict of interest

There is no conflict of interest in this study.

Author details
Tkpoko-ore-ebirien Dike Isaruk™

1 School of Health Information Management Rivers State College of Health Science
and Management Technology, Port Harcourt, Nigeria

2 Department of Information Resources Management, Babcock University
Ilishan-Remo, Ogun State, Nigeria

*Address all correspondence to: dykeman1974 @gmail.com;
isaruk0122@pg.babcock.edu.ng

IntechOpen

© 2024 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0),
which permits unrestricted use, distribution, and reproduction in any medium, provided

the original work is properly cited.

27



Multidisciplinary Teamwork in Healthcare

References

[1] Nelson T. The Holy Bible: Genesis
Chapter 1:26-28. King James Version.
Apapa, Lagos: Hilson Publishers &
Distributors Ltd; 3 Oct 2017. Available
from: www.hilsonpublishers.com

[2] Nelson T. The Holy Bible: Ecclesiastes
Chapter 4:9-12. King James Version.
Apapa, Lagos: Hilson Publishers &
Distributors Ltd; 3 Oct 2017. Available
from: www.hilsonpublishers.com

(3] Nelson T. The Holy Bible: Psalms
Chapter 133:1. King James Version.
Apapa, Lagos: Hilson Publishers &
Distributors Ltd; 3 Oct 2017. Available
from: www.hilsonpublishers.com

[4] Nelson T. The Holy Bible: Proverbs
Chapter 27:17. King James Version.
Apapa, Lagos: Hilson Publishers &
Distributors Ltd; 3 Oct 2017. Available
from: www.hilsonpublishers.com

[5] Nelson T. The Holy Bible: 1
Corinthians 1:10. King James Version.
Apapa, Lagos: Hilson Publishers &
Distributors Ltd; 2017. Available from:
www.hilsonpublishers.com

(6] Nelson T. The Holy Bible: Hebrew
10:24-25. King James Version. Apapa,
Lagos: Hilson Publishers & Distributors
Ltd; 3 Oct 2017. Available from: www.
hilsonpublishers.com

[7] Sheingold BH, Hahn JA. The history
of quality healthcare: The first 100 years
1860-1960. International Journal of
African Nursing Sciences. 2014;1:18-22.
DOI: 10.1016/j.ijjans.2014.05.002

[8] Manser T. Teamwork and patient
safety in dynamic domains of
healthcare: A review of the literature.
Acta Anaesthesiologica Scandinavica.
2009;53(2):143-151

28

[9] Mohammed E, McDonald WG,
Ezike AC. Teamwork in health care
services delivery in Nigeria: A mixed
methods assessment of perceptions and
lived experiences of pharmacistsin a
tertiary hospital. Integrated Pharmacy
Research and Practice. 2022;11:33-45.
DOI: 10.2147/TPRP.S331041

[10] Hornby AS. Oxford Advanced
Learner’ Dictionary of Current English.
In: Wehmeier S, Ashby M, editors. 6th
ed. New York: Oxford University Press;
2000

[11] LaFasto F, Larson C. When Teams
Work Best: 6000 Team Members and

Leaders Tell What it Takes to Succeed.
Thousand Oaks, CA: Sage; 2001

[12] Mayo AT, Woolley AW. Teamwork

in health care: Maximizing collective
intelligence via inclusive collaboration
and open communication. State of the art
and science. AMA. The Journal of Ethics.
2016;18(9):933-940. Available from:
www.amajournalofethics.org

[13] O’Leary K]J, Johnson JK,
Manojlovich M, Goldstein JD, Lee ],
Williams MV. Redesigning systems to
improve teamwork and quality for
hospitalized patients (RESET):

Study protocol evaluating the effect
of mentored implementation to
redesign clinical microsystems. Health
Services Research. 2020;19(293):1-11.
DOI: 10.1186/s12913-019-4116-z

[14] Mousavi E, KaviE, Larti N, Dorcheh SJ,
Gharahzadeh A. The relationship between
attitude toward the effectiveness of
teamwork and observing safety standards
in Isfahan educational hospitals. Revista
Latinoamericana de Hipertensién.
2018;13(3):271-276. Available from: www.
revhipertension.com



Teamwork as Antidotes in Efficient Health Care Delivery: Challenges and Prospect of Its...

DOI: http://dx.doi.org/10.5772/intechopen.1004541

[15] Leonard MW, Frankel AS. Role of
effective teamwork and communication
in delivering safe, high-quality care.
Mount Sinai Journal of Medicine.
2011;78:820-826

[16] Mughal MU. The impact of
leadership, teamwork and employee
engagement on employee performances.

Saudi Journal Business and Management
Studies. 2020;5(3):233-244

[17] Warri D. Effects of leadership styles
on quality of health services. Journal

of Health Sciences and Development.
2022;5(1):08-16. Available from: www.
innovationinfo.org

[18] Griffin RW, Singh JB. Management
Canadian Edition. New Jersey: Houghton
Mifflin Company; 1999

[19] Rosen MA, DiazGranados D, Dietz AS,
Benishek LE, Weaver SJ. Teamwork in
healthcare: Key discoveries enabling safer,
high-quality care. American Psychological
Association. 2018;73(4):433-450.

DOI: 10.1037/amp0000298

[20] Uchejeso OM, Etukudoh NS,
Chongs ME, Ime DM. Challenges of
Inter-Professional Teamwork in Nigerian
Healthcare. London, UK: IntechOpen;
2021. pp. 1-15. DOI: 10.5772/
intechopen.95414

[21] Ibara EC. Perspectives in Educational
Administration. Port Harcourt: Harey
Publication Coy; 2010

[22] Sanyal S, Hisam MW. The impact
of teamwork on work performance

of employees: A study of faculty
members in Dhofar university
entrepreneurship in the Middle East.
IOSR Journal of Business Management.
2018;20(3):15-22

[23] Babiker A, El Husseini ME, Al
Nemri A, Al Frayh A, Al Juryyan N,

29

Faki MO, et al. Health care professional
development: Working as a team to
improve patient care. Sudan Journal of
Paediatrics. 2014;14(2):9-16. Available
from: http://www.sudanjp.org

[24] Touma J. Theories X and Y in
combination for effective change during
economic crisis. Journal of Human

Resource and Sustainability Studies.
2021;9:20-29

[25] Enabulele O, Enabulele JE. A look at
the two-way referral system: Experience
and perception of its handling by
medical consultants/specialists among
private medical practitioners in Nigeria.
International Journal of Family &
Community Medicine. 2018;2(3):86-92

[26] Zajac S, Woods A, Tannenbaum S,
Salas E, Holladay CL. Overcoming
challenges to teamwork in healthcare:
A team effectiveness framework and
evidence-based guidance. Frontier in
Communication. 2021;6:1-20

[27] Stanford FC. The importance of
diversity and inclusion in the healthcare

workforce. Journal of National Medical
Association. 2020;112(3):247-249

[28] Pittman P, Chen C, Erikson C,
Salsberg E, Luo Q, Vichare A, et al.
Health workforce for health equity.
Medical Care. 2021;59(10 Suppl. 5):
S405-S408. Available from: www.l
ww-medicalcare.com

[29] Koopmans L, Damen N, Wagner C.
Does diverse staff and skill mix of teams’
impact quality of care in long-term
elderly health care? An exploratory case
study. BMC Health Services Research.
2018;18(988):1-12. DOI: 10.1186/
s12913-018-3812-4

[30] Khawam AM, DiDonaT,
Herndndez BS. Effectiveness of
teamwork in the workplace. International



Multidisciplinary Teamwork in Healthcare

Journal of Sciences: Basic and Applied
Research. 2017;32(3):267-286. Available
from: http://gssrr.org/index.php?journal
=JournalOfBasicAndApplied

[31] Ogbonnaya C, Tillman CJ,
Gonzalez K. Perceived organizational
support in health care: The importance
of teamwork and training for employee
wellbeing and patient satisfaction.
Group & Organization Management.
2018;43(3):475-503. Available from:
http://sro.sussex.ac.uk/id/eprint/78315/

[32] Nelson T. Holy Bible (Genesis
11:1-9), King James Version. Apapa,
Lagos: Hilson Publishers & Distributors
Ltd; 3 Oct 2017. Available from: www.
hilsonpublishers.com

[33] Arora R, Gajendragadkar S,
Neelam N. Team effectiveness: A key
to success in ‘IT organizations. AABFJ.

2023;17(1):97-110

[34] Noviyanti MK. The influence

of leadership style and teamwork

on satisfaction work employee with
environment work as moderating
variables at public health center X Batam
city. Morfai Journal Multidiciplinary
Output Research for Actual and
International. 2022;2(3):553-564.
Available from: https://radjapublika.
com/index.php/MORFAI

[35] Askari G, Asghri N, Gordji ME,
Asgari H, Filipe JA, Azar A. The impact
of teamwork on an organization’s
performance: A cooperative game’s
approach. Mathematics. 1804;2020(8):
1-15. Available from: www.mdpi.com/
journal/mathematics

30



Chapter 3

Multidisciplinary Teamwork and
Interprofessional Partnerships in
Healthcare Setting: The Critical
Ingredients
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and Abdulla Al-Ansari

Abstract

This chapter provides an overview of the components of successful teamworking
and partnership working. It outlines the numerous benefits of effective team-
work and its promise for safe, efficient, and quality care for patients. The chapter
describes the challenges to effective teamworking in health care, and delineates the
stages involved in joint working efforts as they evolve, highlighting the need for
specific teamwork enablers at each stage. The chapter then details selected team-
work enablers, namely communication; the requisite expertise and competencies
required; leadership and its types that lend themselves to partnership and teamwork-
ing; and power issues within multidisciplinary care settings, and their influences on
collaboration. The chapter also communicates other critical factors for successful
joint working, including personnel factors, personnel barriers, organisational fac-
tors, organisational barriers, and power-related factors, highlighting the interplay of
many interlacing factors in joint working. Finally, it illustrates important consider-
ations when evaluating joint and teamworking efforts that require attention, whilst
emphasizing some challenges frequently encountered when appraising such initia-
tives, in terms of process, outcome, and impact measures. The chapter concludes
by bringing together these factors in a simple model as a useful take home message
for practitioners, professionals, and administrators embarking on teamworking and
partnership endeavours.

Keywords: teamwork, partnerships, collaboration, interprofessional, multidisciplinary

1. Introduction

Teamworking, partnerships, collaboration, cooperation, coordination, and
interorganizational, interagency, or interprofessional working have all been used to
describe the broad phenomenon of harmoniously working together in order to deliver
outcomes that are usually beyond the reach of any single individual or organization
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alone. Collaboration and teamwork are commonly interchangeably used terms [1].
Teamwork represents interactions between members of the team who pool their com-
bined resources to complete the required tasks [2]. Any team is a group but not very
group is necessarily a team [3]; groups grow into teams when they acquire mutual
commitment and synergism among the membership [4].

Patient care is increasingly dependent on the collaboration of healthcare teams
of different professional backgrounds, for instance, physicians, nurses, and thera-
pists, to provide quality and comprehensive care. Multi/interdisciplinary teams are
standard practice in numerous aspects of the provision of healthcare [5], rendering
teamworking critical as such provision is premised on the conduct and attainment
of the team rather than that of the individual [6, 7]. Such sharing of labor among
physicians, nurses, and allied health practitioners entails that no individual practi-
tioner can dispense a complete experience of care [8]. Increasingly, the maintenance
and enhancement of the health of the public in an economically viable manner
necessitates team-based care [9, 10]. This is due to the multifold benefits of effective
teamworking.

2. Benefits of effective teamwork

Research evidence supports a positive association linking teamworking and
care outcomes [11]. Policymakers, practitioners, and academics alike have increas-
ingly underscored teamwork to accomplish safe and patient-centered outcomes,
incorporating care across institutional borders, professional groups, and orga-
nizational boundaries [12]. An evolving raft of evidence depicts the important
significance of teamwork at various stages of the care process and is acknowledged
to be a key feature in improving patient care [2, 13]. Given that most care is now
delivered by teams of experts and specialists [14], teamwork is characterized as
a significant element of health service reform, crucial for care that is safe and
efficient [15].

Multidisciplinary teamworking for care that is coordinated has great promise
to improve the outcomes of patients while decreasing the costs and is essential for
healthcare professionals to enhance efficiency at the same time as to avoid unneces-
sary harm to the patient [9, 16]. The advantages of efficacious teamworking in health-
care comprise decreased medical mistakes, improved care quality for patients, higher
satisfaction of patients, enhanced contentment and retaining of staff, and decreased
burnout of the healthcare personnel [17, 18]. Teams who are involved in teamwork
procedures and practices are 2.8 times more likely to attain high accomplishment than
those who are not [19].

Recently, a systematic review and meta-analysis has observed that care establish-
ments need to acknowledge the benefits and merit of teamworking and highlight
strategies and policies that sustain and enhance teamworking for the advantage of
their patients [19]. Today, professionals concur that effective teamwork is associated
with care that is both safe and effective at many strata of the healthcare organization
[20-22]. Moreover, effective teamwork improves control over the working ecosys-
tem and hence results in efficient use of time, effectiveness, satisfied patients, and
reduced patient and practitioner strain and worry [23-26].

However, merely establishing a team structure does not necessarily guarantee
that it is likely to function effectively [27]. Enhanced and more economically viable
patient outcomes are accomplished when health practitioners practice and acquire
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skills together, audit their clinical outcomes jointly, and transform routines to
progress and innovate practice and service delivery [28]. Despite the prospective
advantages of teamwork, not everyone wishes to work in teams, because not all teams
are effective [6]. Benefits are harvested when better functioning teams make deci-
sions that are of better quality, manage complicated tasks more effectively, and better
coordinate activities and expertise [29, 30]. Indeed, the challenges to successful and
efficacious teamworking are numerous.

3. Challenges to effective teamwork

It is acknowledged that teamworking in the field of healthcare is complex.
Members of the team with different professional backgrounds, education, prepara-
tion, understanding, skills, approaches, and outlooks may work in different areas
and shifts [31]. The team members’ turnover is traditionally high, and members
frequently are unfamiliar with each other and might not value the abilities and skills
of the individuals they are working with [31]. Furthermore, the power hierarchies
that might operate within and between professions could hamper novice staff, or
whole practitioner clusters, from being incorporated effectively as full members of
the team [7].

Certainly, in practice, interprofessional teamworking could be challeng-
ing to accomplish due to a range of causes. These include cultural and training
disparities and distinctions between the different professions, seeming and real
interprofessional hierarchical pyramids, attitudes of staff and their experiences
of working in an interprofessional manner, and the sometimes temporary makeup
and sporadic character of teams in care settings [7, 32-34]. Thus, despite the
growing evidence on the paybacks and advantages of teamworking care in clinical
settings, the healthcare environment might remain rather resilient to the wider
application of such team-based care models. This is due to system-wide barriers in
addition to difficulties at the level of individual agencies that deliver the health-
care [9].

Enhancing our grasp and knowledge of the ways interprofessional teamworking is
navigated and implemented across care and clinical settings is hence critical to guide
tailored quality improvement strategies design effective training programs premised
on consideration and awareness of the limitations of clinical practice [35].

4. Stages of joint working efforts

It is critical that practitioners and members of any team are conversant with the
stage of development of a joint working initiative [36]. The formation stage happens
at the instigation of funding and establishment of committees. This then progresses
to the implementation phase, as committees undertake needs assessment to explore
and ascertain the concerns of populations they are dealing with and accordingly
design and generate intervention policies and strategies. The maintenance stage
includes the follow-up, scrutiny, and continuation of the committees and actions.
Finally, while the outcome phase consists of the impacts that were foreseen for the
given intervention/s, the implication is that each stage, with its unique tasks, would
require unique focus on some of the factors or teamwork enablers more than others
(Figure1).
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Implementation stage: Maintenance stage:
needs assessment, monitoring,
concerns, develop ’ continuance of
intervention plans activities

Formation stage:
initiation and
formation

* Outcome stage: impacts

Figure 1.
Stages of development of joint working (adopted from [36]).

5. Teamwork enablers

Successes emanate from the successful implementation of teams, rather than
merely having such teams in place. The formation and continuation of operational
and successful teams require time and determination and usually necessitate invest-
ment [27]. Indeed, members of “pseudo teams” reported observing more errors,
incidents, and near misses; underwent more annoyance, bullying, and mistreatment
from both the staff and patients; and reported less well-being and more worry and
tension than individuals working in real teams [37].

5.1 Communication

Communication is imperative among the entire membership of a clinical team
[38]. Increased extents of the tightly linked communication and teamwork are vital to
moderate stress and waiting times and enhance patient safety [24], and poor com-
munication and organizational factors were the most common features impeding
effective teamwork [6].

Communication among health care professionals (HCP) is influenced by human
factors and interpersonal relations [39], where collegial relationships support effec-
tive teamwork that results in better outcomes for both the clients and providers (e.g.,
[40]). However, contrary to teams in other work environments, members of care
teams do not automatically view themselves as equals, categorizing themselvesina
hierarchical order of HCP that disadvantages both communication and joint work-
ing [41]. Such hierarchical differences, power, and conflicts contribute to shaping
how communication is instituted in the context of healthcare, causing different
professional groups to work in parallel, to the disadvantage of teamworking [42, 43].
Organizational silence and the difficulties some HCP might encounter in expressing
themselves in the presence of their coworkers are an obstacle to communication and
teamwork [44].

When individuals fail to articulate and voice their worries, the challenges and
difficulties that they note remain unchanged, and the culture of silence is further
boosted, rendering team members less dedicated and devoted [43]. Malfunctions and
disappointments commonly happen when communication is overdue to be helpful;
content is neither always complete nor precise; important members are excluded, and
concerns remain unsettled until the point of necessity and stress [45]. Most conflict
situations occur when one/more member of the team is not appropriately kept in
the loop [16]. Collaboration can uncover diverging interests, and joint working can
be spoilt and muddled by communication challenges [16]. Communication is a vital
competency that is characteristic of many substantially successful teams that oper-
ate in many environments and across various disciplines [46]. For instance, for a
highly effective endoscopy unit team, efficacious communication is critical between
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members of the team to avoid unproductive, unhelpful, or even damaging types of
communication [47]. For instance, a pertinent example of successful communication
for an endoscopy team is that of closed-loop communication which entails a three-
step process to ensure effective and clear communication [48].

5.2 Skills, expertise, and competencies

The power of teamworking lies in the collaboration forged between different
individuals who possess different skill sets and knowledge, in order to face and
solve a joint and collective challenge. Hence, for teams to function successfully and
effectively, all members must recognize and appreciate the abilities and capabilities
of every individual and coworker in the team [49]. Effective interdisciplinary teams
are characterized by having an appropriate and complementary skill and practitioner
mix, sufficient competencies, and balance of personalities, together with the capacity
to make the most of other team members’ experience and timely replacement or cover
for empty or absent posts [50].

A systematic literature review on teams within the context of medical care cat-
egorized these capabilities into three groups, namely, knowledge (e.g., shared task
models, understanding of the situation, acquaintance with team members’ character-
istics, appreciation of the objectives of the team, and the particular duties attached
to each undertaking), skills (e.g., monitoring, adaptability, behavior, leadership of
the effort, resolving disagreements and differences, feedback, communication),
and attitude (e.g., team alignment and focus, combined effectiveness, collective and
mutual vision, team interconnection, mutual trust, value and significance of working
in teams) skills [51].

Research has noted that effective healthcare teams require competencies that
include familiarity with the organizational objectives, plans, and approaches and
dedication of their agencies; mutual respect for other team members; and obligation
to joint working in order to attain good value and superior results [52]. Similarly,
others highlighted a range of capacity domains that are critical when jointly working
in partnership. These included educational capabilities, partnership building and
maintenance abilities, engagement skills, change expertise, talents in formulating
strategy and managing groups, and that those working in such initiatives need to
appreciate and value one other’ expertise and abilities [53].

For these reasons, it is critical to select the appropriate team composition [54].
For instance, across endoscopy teams, instigating successful teams required focus
on the highly effective qualities and warranted the proper attention to the team’s
configuration to distinguish the amount of members and responsibilities required
to undertake the necessary tasks in order to ascertain that initiatives were run
with the appropriate number and quality of individuals needed to be fruitful and
productive [47]. If composition appraisal is poor, resulting in a team that has less
than optimal number of partners or insufficient participants that have the required
competencies, such an effort is not likely to accomplish and achieve [47]. HCP
are expected to regularly and consistently have a good flow of information and
synchronize and join forces with others both in and beyond their official team,
frequently with colleagues from distinctive professions, specializations or teams.
Hence, the ongoing processes of “teaming” are the norm, and some authors view
that as practically every individual participating in providing healthcare need and
hence have teamworking abilities, competencies, and experience above and on top
of their clinical expertise [55].
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5.3 Leadership

Understanding the influence of leadership as well as systematically appraising
its relationships with the accomplishment of outcomes in partnership initiatives
and team working is important [56]. Leadership comprises a vital part in teams
that operate in difficult settings [57], and within partnership working efforts, the
attributes of the leadership, as well as knowledge, dedication, competencies, com-
munication, and interpersonal interactions, are vital in accomplishing the teams’
goals [58]. For instance, there is evidence to show that in joint working environments,
more than 25% of the leaders’ skills were explained by their communication skills and
their operational understanding, highlighting the value of these critical qualities for
the leaders of collaborative efforts [59]. Indeed, effective leaders are linked to team
success, sense of fulfillment, and achievements [60], and in settings where patients
were also part of the collaborative effort, respondents who perceived their leadership
positively expressed more favorable rankings among 30 other partnership features
compared to those who viewed the leadership in a less positive light [61].

A particular type of leadership that resonates with teamworking is shared leader-
ship, described as a sharing and allocation of leadership working relationships, in a
way that every member has a distinctive function that is strongly placed in the setting
of the group [62]. Healthcare teams face many of the challenges that propel them
toward such shared leadership. These include the high complexity of the tasks, as well
as a high level of interdependence in settings that are time-sensitive and changing.
Generally, leadership of care teams is associated with high workloads [63]; hence, the
sharing of leadership responsibilities, duties, and chores may contribute to diminish
the cognitive load encountered by leaders [64]. Research indicates that shared leader-
ship might offer a beneficial way forward to enhance the impacts of teams operating
in acute care environments [65], and the successes of shared leadership have been
recognized in settings characterized by tasks that have great complexity [57].

Certainly, several systematic reviews and meta-analyses across many and varied
team and organizational environments have confirmed the positive interactions
between shared leadership and team outcomes [66-68]. Shared leadership is recog-
nized to increase the success of team efforts, as well as efficiency and fulfillment and
gratification, leading to greater collaboration, coordination, unity, trust and agree-
ment, which collectively decrease the probability of interpersonal disagreements, task
tensions, and process clashes [69-71]. Notwithstanding, hierarchical norms that are
firmly entrenched in healthcare may offer considerable impediment to the success of
shared leadership [72].

Other leadership formats that have been noted to be useful in partnership and
teamworking situations include the notion of functional leadership [73]. This
notion suggests that successful leaders take on particular leadership activities
(e.g., managing personnel/material resources) as necessitated by the team and that
leadership is achieved by formally and informally selected leaders. Other types
include collaborative leadership that builds upon the concept of involving members
in collective problem-solving [74] and content-oriented leadership that focuses on
appreciating the duty and on challenges, where such leaders facilitate and encour-
age the managing of information, presenting the foundation for sense-making to
members of the team by information search and exchange [73]. In addition, struc-
turing leadership encompasses channeling and configuring team processes through
coordinating the actions of the team such as the allocation of roles and resource
management [73].
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5.4 Power in multidisciplinary healthcare team settings

Power is the capacity to achieve decisions, act autonomously, and possess control/
influence over others [75]. Fundamental to the concept of collaborative working is
the construct of shared power [76]. The inherent features of medical teams might
generate many differences in opinions and are associated with thorny issues of the
distribution of power within a team [75]. As in generally the case with teams in
many contexts, teamworking in medical teams is affected by power differentials and
conflict [77, 78].

Historically, healthcare settings have been hierarchical in nature, assigning
status to individuals premised on their profession, discipline, and scope of practice
[79]. A substantial feature in malfunctions in healthcare settings is unequal power
interactions that occur between/among members of the team in an occupational
hierarchical pyramid [39, 80]. Power is a function of inter-individual relationships,
rather than an attribute of a person [81]. In interdisciplinary settings, teamwork can
be impeded by such hierarchy as those team members with less authority are less
comfortable sharing their skills and knowledge with others [79]. The key impacts
that stem from power discrepancies and disparities include negative influences on
team collaboration, decision-making, communication, and overall performance [82,
83]. Researchers have advocated that patient safety research needs to explore and
appraise the complicated relationships between power and teamworking in health-
care settings [82].

What emerges is that conflict is inevitable in teamworking [84]. Conflict is a
feeling by the parties involved of differences, discrepancies, and mismatched wishes
[85]. It can be categorized as task-related conflicts, pertaining to the execution of
tasks; relationship conflict, connected to the personality clashes that surface asa
consequence of contradictions relating to personal matters; and process conflict
that is related to logistical or delegational issues [86, 87]. Such conflict situations
might be initiated or perpetuated by differences in the opinions of the members of
the team, as there is evidence that different team members or “stakeholders” might
perceive the outcomes of their joint working effort differently [88]. Collectively,
these situations draw attention to the critical value of interpersonal skills within the
team, as well as conflict resolution abilities, and talents in being able to critique and
comment on team performance in nonthreatening ways [89]. Successful teamwork
is premised on the interlacing connections of various work processes, exchanges
of members, and shared and reciprocal recognitions of knowledge and objectives
[90]. Hence, team members need to possess and nurture positive and constructive
relationships that are critical [91] and to contribute to mediating and resolving any
emerging conflicts [25].

5.5 Other factors

A variety of requisite foundations for successful teamworking in healthcare
settings have been acknowledged, including organizational and structural support
[92, 93]. Teams functioning in primary healthcare are also greatly affected by the
funding and organizational provisions of the given health system [94]. An organiza-
tional structure is required that facilitates collaboration among players from diverse
sectors and specialties [95], as the structure presents and offers a setting for planning,
communicating, managing, and evaluating [96]. Good teamwork is a cultivation of
these factors.
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6. The interplay of factors in joint working efforts

Figure 2 depicts a comprehensive picture of the operational, technical, and con-
ceptual interlacing dimensions that interplay in partnership and teamworking. These
comprise personnel factors, for example, expertise: experience; personnel barriers,
for example, priorities, availability, and interest; organizational factors, for example,
interactions, decision-making, and flow of information; organizational barriers, for
example, differences, lack of participation, and goal setting; power-related factors,
for example, power disparities, tensions, and team dynamics; as well as other factors,
for example, personal traits, motivation, negotiating skills, tolerance, and patience.
Attention is required to the barriers that need to be considered by teams. These
encompass barriers of organization, of attitude, of vision, and of ignorance [98, 99].

7. Evaluation of joint and teamworking efforts

The wide range of factors that interplay in joint working efforts suggests that
evaluations of such initiatives are not going to be straightforward. Evidence on
the bearing and outcomes of collaborative efforts is affected by the multiplicity of
perspectives and viewpoints of the involved members and conceptual features, as
well as challenges in the measurement of the many notions that are included [100].
Some of the factors to be considered include the choice of macro or micro evaluation,
of proximal or distal indicators, of short- and long-term effects, or of individual-level
or collective-level outcomes. Such assortment in turn suggests the need for mixed
methods evaluations using quantitative and qualitative methodologies that capture
both the process as well as the outcomes [101]. Whereas measuring the outcomes
of team and partnership efforts is necessary to gauge effectiveness, it is usually not
sufficient, as in cases where the outcomes are suboptimal; it is only the processes
that might be able to explain and shed light on the deficiencies that are encountered.
Hence, the variables involved in the process of joint working need to be measured;

Personnel

Factors

Personnel Barriers

Other Factors

Partnership

Organisational Factors

I)

ower Factors

Figure 2.
The multiple dimensions of joint working. Adapted and modified from Rogers et al. [97], Gottlieb et al. [96],
El Ansari & Phillips [76].
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the analysis of collaborative teamworking as a “process” then becomes imperative. In
summary, members value information on whether the team was effective or other-
wise (outcomes) and why (process).
8. Conclusion

Due to the numerous features and aspects that blend together to generate an effec-
tive collaborative teamworking effort, this chapter outlined insights to the interlacing
features necessary for understanding such initiatives. If such efforts are to move past
the rhetoric, numerous skills and varied expertise, beyond and above the clinical
knowledge and know-how, need to be cultivated in the many facets of these endeav-
ors. For such initiatives to deliver impact, many critical ingredients are requisite for
success. In many instances, practitioners, professionals, and administrators might not

be fully aware of the raft of intricately interlacing aspects that intertwine to render
such schemes effective.
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Chapter 4

From a Group of People to a
Well-Functioning Team: A
Transformative Leadership Model
in Healthcare

Richard Chivaka

Abstract

This topic deals with the process of transforming a group of people (healthcare
workers) into a well-functioning team through a transformative leadership model.
One of the biggest challenges in health systems strengthening is that healthcare
workers function in silos, as defined by their individual professional disciplines. This
compromises service delivery due to poor service integration, duplication of effort,
weak referrals, and a toxic work environment. This chapter will focus on the journey
that we embark on to implement a transformative leadership model to develop effec-
tive and efficient multidisciplinary teams among healthcare workers that in turn drive
better and sustainable health outcomes.

Keywords: teams, transformative leadership, healthcare system, trust, change agent,
ownership

1. Introduction

In the complex and dynamic landscape of healthcare, the shift from traditional
group structures to well-functioning teams has emerged as a pivotal paradigm for
achieving optimal patient outcomes, improving operational efficiency, and enhanc-
ing the overall quality of healthcare delivery. This chapter delves into the significance
of transforming groups into well-functioning teams in healthcare, exploring the
multifaceted benefits that effective teamwork brings to this critical sector.

1.1 Importance of teamwork in healthcare

Teamwork in healthcare is fundamental to addressing the intricate and often
urgent needs of patients. A substantial body of literature underscores the positive
correlation between effective teamwork and improved patient outcomes. Salas et al.
[1] and Szalados [2] highlight that cohesive and well-coordinated healthcare teams
contribute to reduced medical errors, enhanced patient safety, and increased overall
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satisfaction among patients. Galleta-Williams et al. [3] investigated the importance
of teamwork in preventing burnout and found that teamwork reduced burnout while
enhancing staff morale and a sense of accomplishment. Taylor et al. [4], using the
COVID-19 lessons, review the psychological principles that underpin healthcare team
performance in extreme contexts. Focusing on the concept of resilience as an emer-
gent property of the healthcare system, Khalili et al. [5] argue that team resilience
provides a huge opportunity to support team members to effectively manage pressure
and deal with stress.

1.2 Transformative leadership: a catalyst for team development

The transformation of healthcare groups into high-performing teams is inher-
ently linked to leadership that transcends traditional models. Van Diggele et al. [6]
argue that effective leaders are key in cultivating student leadership qualities during
teamwork, which in turn supports the quality of care and improves patient safety.
Paganin et al. [7] assert that leadership behavior impacts the culture, direction, and
performance of the organization and teams. Transformative leadership, as defined by
Bass and Riggio [8], provides a framework for inspiring and motivating individuals to
collectively achieve shared goals. In healthcare, transformative leaders play a pivotal
role in guiding the evolution of groups into cohesive teams, fostering a culture of
collaboration and shared accountability.

1.3 Stages of team development in healthcare

Understanding the stages of team development, as articulated by Tuckman [9]—
forming, storming, norming, performing, and adjourning—is crucial in navigating
the complexities of healthcare teamwork. Each stage presents unique challenges and
opportunities, and transformative leaders guide teams through these phases, ensuring
that conflicts are addressed, norms are established, and the team functions cohesively
in the pursuit of patient-centric objectives.

1.3.1 Building trust and effective communication

Trust is the bedrock of successful healthcare teams. Peller and Nadler [10]
emphasize that patients and team members alike benefit from a foundation of trust.
Transformative leaders cultivate trust by fostering open communication channels,
encouraging transparency, and creating an environment where individuals feel
secure in expressing their opinions and concerns. Sifaki-Pistolla et al’s [11] research
confirmed that trust and performance were closely related and that trust, coupled
with years of previous experience, were among some of the key predictors of effective
team performance. Effective communication is a linchpin in healthcare teamwork,
enabling seamless information flow, quick decision-making, and a more coordinated
response to patient needs [12-14].

1.3.2 Empowering healthcare professionals
Transformative leaders empower healthcare professionals by recognizing their

expertise, providing autonomy, and creating opportunities for professional growth.
Studies, such as those by Laschinger et al. [15, 16], underscore the positive correlation
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between empowered healthcare professionals and increased job satisfaction, which,
in turn, contributes to a more engaged and effective healthcare team. A recent
doctoral thesis by Craig [17] revealed that the organization’s success depends on
transformative leaders’ ability to motivate and encourage healthcare teams, transform
ideas into achievements, and make decisions that are regarded as unbiased, while
communicating effectively with teams.

1.3.3 Diversity and inclusion

In the ever-evolving healthcare landscape, diversity and inclusion are not only
ethical imperatives but also contributors to enhanced team performance. Cox [18]
emphasizes that diverse teams bring a spectrum of perspectives, ideas, and skills,
ultimately leading to improved problem-solving and innovation. Transformative
leaders champion diversity and inclusion, creating an environment that values and
harnesses differences for the benefit of patient care. Moyinoluwa [14] concludes that
transformative leaders enhance team dynamics, staff morale, and patient care by
embracing cultural diversity, among other aspects such as effective communication
and nurturing emotional intelligence.

1.3.4 Overcoming challenges and measuring success

The transformation of healthcare groups into high-functioning teams is not
without its challenges. Transformative leaders, equipped with a deep understand-
ing of these challenges, implement strategies to address them effectively. Metrics
and indicators for measuring success in healthcare teams, as highlighted by
Mitchell et al. [19], extend beyond clinical outcomes to include patient satisfac-
tion, team cohesion, and adaptability to change. Wespi et al. [20] acknowledge that
measuring team performance requires a more holistic approach that entails data
triangulation. This involves data from various sources, measuring performance
at both individual and team levels, and focusing on both process and outcome
measures.

1.4 Conclusion

In conclusion, the significance of transforming groups into well-functioning
teams in healthcare is irrefutable. Effective teamwork, guided by transformative
leadership, not only improves patient outcomes but also enhances the overall resil-
ience and adaptability of healthcare systems. As the healthcare landscape continues
to evolve, the role of transformative leaders in fostering a culture of collaboration,
trust, and empowerment becomes increasingly crucial. The ongoing commitment to
cultivating well-functioning teams ensures that healthcare remains patient-centric,
efficient, and capable of navigating the challenges of the future. The rest of the
chapter is organized as follows: Section 2 deals with the importance of teamwork
in healthcare, Section 3 discusses challenges encountered in healthcare teamwork,
Section 4 presents transformative leadership, while Section 5 discusses the transfor-
mative leadership model of excellence in healthcare and how this model of leadership
transforms groups of healthcare workers into effective teams. Section 6 deals with
the team development journey and the role of transformative leaders at each stage of
team development, and Section 7 discusses building trust in healthcare teams and

49



Multidisciplinary Teamwork in Healthcare

how transformative leadership establishes and maintains trust within these teams.
Section 8 discusses ways of overcoming challenges encountered in transforming
groups of healthcare workers into teams, while Section 9 deals with ways of evaluat-
ing the success of transforming a group of healthcare workers into teams. Section 10
highlights some of the future trends, challenges, and role of transformative leader-
ship in creating well-functioning healthcare teams. Finally, Section 11 provides some
recommendations for healthcare leaders looking to implement a transformative
leadership model to create well-functioning teams.

2. Importance of teamwork in healthcare

Studies on the role of teamwork in improving outcomes abound. West et al. [21]
explored team effectiveness in organizations, including in healthcare, and offered
a framework that draws on various theoretical perspectives to comprehensively
examine the factors influencing team effectiveness. The study provides insights into
various factors that contribute to effective teamwork, such as team composition,
leadership, task characteristics, team processes, social identity dynamics, human
factors, and ergonomics. The composition of teams, including members’ skills,
diversity, and interpersonal dynamics, significantly influences team effectiveness.
Effective leadership, characterized by clear communication, supportive behavior,
and fostering a positive team climate, is crucial for team success. The nature of
tasks assigned to the team, including complexity and interdependence, plays a vital
role in determining team effectiveness. How teams collaborate, communicate, and
make decisions (team processes) is a critical determinant of overall effectiveness.
Understanding how individuals perceive their identity within the team and how
social dynamics impact cohesion and collaboration is essential. Considering human
capabilities and limitations in the design of work systems contributes to effective
teamwork.

With specific reference to healthcare, numerous studies have investigated the
impact of teamwork on patient outcomes, highlighting the critical role of effective
collaboration in healthcare settings. A meta-analysis done by Salas et al. [1] explored
the impact of team training on team performance, emphasizing its relevance in
healthcare. The study underscored the positive association between team training
and improved outcomes. Weaver, Dy, and Rosen [22] investigated the effectiveness
of team training interventions in healthcare. The research showed that team train-
ing contributes to better communication, coordination, and, ultimately, enhanced
patient outcomes. An intensive care unit presents an area in the healthcare system
where patient outcomes hold so much weight as families and loved ones are always
anxiously waiting for better results. The research done by Reader et al. [23] on
interdisciplinary communication in the intensive care unit explored its impact on
patient safety. They found out that effective teamwork and communication play a
critical role in preventing medical errors and improving patient care. The profes-
sional behavior of healthcare workers has a direct bearing on patient outcomes. One
key aspect that contributes to the desired professional behavior and, ultimately,
better health outcomes is interprofessional collaboration. This is supported by the
study done by Zwarenstein and Goldman [24] on interprofessional collaboration,
with a focus on the effects of practice-based interventions on professional practice
and healthcare outcomes. This study revealed that practice-based interventions that
promote interprofessional collaboration positively influence professional behavior
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and, subsequently, healthcare outcomes. Medical errors can and do cause death, and
most of these errors are linked to breakdowns in communication and dysfunctional
teamwork. Thus, effective teamwork and collaborative practices have a positive effect
on preventing adverse patient outcomes [2, 25].

These studies collectively underscore the importance of teamwork and collabora-
tive practices in healthcare, emphasizing the positive impact on patient safety, quality
of care, and overall healthcare outcomes. What is a common strand in all these studies
is the role of team collaborative practices in achieving better patient outcomes, as
discussed below.

2.1 Therole of collaboration in healthcare settings

Collaboration is a cornerstone of effective healthcare delivery, influencing patient
outcomes, safety, and the overall quality of care. In today’s complex and dynamic
healthcare environment, where multidisciplinary teams are commonplace, col-
laboration plays a pivotal role in addressing diverse patient needs and navigating the
intricacies of modern healthcare systems. Here is a closer look at the key aspects of
collaboration in healthcare settings:

2.1.1 Patient-centered cave

Collaboration among healthcare professionals, including physicians, nurses,
therapists, and support staff, ensures the development of individualized treatment
plans tailored to the unique needs and preferences of each patient. Collaborative
efforts create a holistic approach to patient care, recognizing the interconnectedness
of physical, emotional, and social factors impacting health.

2.1.2 Enhanced communication

Collaboration fosters open and effective communication among members of the
healthcare team. This interdisciplinary communication is essential for sharing critical
information, discussing treatment options, and ensuring seamless transitions in
patient care. Also, effective communication within collaborative teams contributes
to a reduction in medical errors, enhancing patient safety and minimizing adverse
events.

2.1.3 Optimized resource utilization

Collaborative decision-making enables optimal resource utilization. By pooling
the expertise of various healthcare professionals, teams can allocate resources effi-
ciently, reducing redundancy and improving cost-effectiveness.

2.1.4 Innovative problem-solving

Team collaboration brings together individuals with diverse skills, knowledge,
and perspectives. This diversity fosters innovative problem-solving, allowing teams
to explore a range of solutions and approaches to complex healthcare challenges.
Collaboration is instrumental in implementing and sustaining quality improvement
initiatives. Teams working collaboratively can identify areas for improvement, imple-
ment changes, and monitor outcomes effectively.
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2.1.5 Transition of care

Collaboration is vital in ensuring the continuity of care, especially during transi-
tions between different healthcare settings (e.g., hospital to home). Effective com-
munication and collaboration at these points prevent gaps in care and improve patient
outcomes. Collaborative efforts facilitate seamless care coordination, where various
healthcare providers work together to manage and monitor patients with chronic or
complex conditions.

2.1.6 Professional development

Collaboration provides valuable learning opportunities for healthcare profession-
als. Interdisciplinary collaboration allows team members to share knowledge, learn
from each other, and stay updated on the latest developments in their respective fields.

2.1.7 Patient engagement

Collaborative healthcare teams involve patients in shared decision-making. This
patient engagement fosters a sense of empowerment and ensures that treatment plans
align with patients’ values and preferences. Collaborative care models often result
in improved patient satisfaction, as they perceive a more cohesive and coordinated
approach to their healthcare needs.

In conclusion, collaboration is the linchpin of effective healthcare delivery. It
not only improves patient outcomes but also enhances the overall efficiency, safety,
and quality of care. As healthcare systems continue to evolve, fostering a culture of
collaboration remains imperative for addressing the complexities of modern health-
care and ultimately improving the well-being of patients. However, notwithstanding
the numerous benefits of healthcare teamwork, it is not without its challenges, as
discussed in Section 4.

3. Challenges in healthcare teamwork

Healthcare teamwork is crucial for providing high-quality patient care and achiev-
ing positive outcomes. While teamwork in healthcare is seen as not only desirable but
imperative, it is also fraught with challenges that test the leadership’s resolve to invest
in team building. Understanding and addressing these challenges are essential for
fostering effective collaboration within healthcare teams. Some common challenges
encountered in healthcare teamwork include:

3.1 Communication barriers

Ineffective communication and poor information sharing can lead to misunder-
standings, errors, and delays in patient care. This challenge is particularly critical
in fast-paced healthcare environments. Also, hierarchical structures in healthcare
settings can hinder open communication. Subordinates may be reluctant to voice
concerns or suggestions to higher-ranking team members, potentially impacting
patient safety.
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3.2 Role ambiguity

Ambiguity regarding team members’ roles and responsibilities can result in
duplication of efforts or important tasks being overlooked. This lack of clarity can
contribute to inefficiencies and compromise patient care.

3.3 Limited interprofessional collaboration

In some healthcare settings, professionals from different disciplines may work in
silos, limiting interprofessional collaboration. This can impede the comprehensive
and holistic care that patients often require. Stereotypes about roles and responsibili-
ties within healthcare teams can hinder collaboration. Overcoming these stereotypes
is crucial for fostering a more collaborative environment.

3.4 Time constraints

Healthcare professionals often work in high-stress environments with heavy
workloads. Time constraints can limit opportunities for team members to engage in
meaningful communication, collaboration, and reflection.

3.5 Resistance to change

Healthcare, by nature, is often slow to adopt changes due to the importance of
adhering to proven and standardized practices. This can create resistance to new
teamwork methodologies or technologies that could enhance collaboration.

3.6 Cultural and diversity issues

In diverse healthcare teams, cultural variations in communication styles and
expectations may lead to misunderstandings. Recognizing and addressing these
differences is crucial for effective collaboration. Also, in some situations, language
differences among team members and patients can impede effective communication,
potentially compromising patient safety and satisfaction.

3.7 Limited training and education

Many healthcare professionals receive limited training in interprofessional col-
laboration during their education. This lack of preparation may contribute to chal-
lenges when they enter the workforce. Regular team-training sessions are essential to
enhance collaboration, but resource constraints may limit opportunities for ongoing
education and skill development.

3.8 Patient-centered challenges
In some cases, patients may not be adequately involved in the collaborative

decision-making process. Including patients in discussions about their care is crucial
for achieving patient-centered outcomes.
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3.9 Technology integration

While electronic health records (EHRs) offer benefits, challenges in their imple-
mentation and use can hinder communication and collaboration among healthcare
team members.

Addressing these challenges requires a concerted effort from healthcare organiza-
tions, professionals, and policymakers. Implementing strategies such as team training
programs, clear communication protocols, and fostering a culture of collaboration
can contribute to overcoming these obstacles and improving teamwork in healthcare.
Even though transforming groups of healthcare professionals is imperative, it is
fraught with difficulties that require strong leadership. The effectiveness of leadership
styles in creating well-functioning teams can vary based on factors such as organi-
zational culture, team composition, and the nature of the task at hand. However,
according to a meta-analysis by Lowe et al. [26], transformative leadership has been
found to be positively associated with teamwork effectiveness. Additionally, a study
by Avolio et al. [27] found that transformative leadership behaviors, such as inspira-
tional motivation and individualized consideration, were positively related to team
performance. Taylor et al. [4] underscore the key role that leadership plays in develop-
ing a well-functioning team. They argue that leaders who foster inclusiveness through
openness to new ideas, and being accessible to their team members, help build
psychological safety and improve team learning. Section 4 discusses transformative
leadership, which transforms a group of healthcare workers into well-functioning
teams.

4. Transformative leadership

Transformative leadership is a leadership style that goes beyond traditional
models by inspiring and motivating individuals to achieve their full potential and
exceed their own expectations. Coined by Burns [28] and later expanded upon
by Bass [29], transformative leadership focuses on fostering positive changes in
both individuals and organizations. This leadership style aims to create a collec-
tive vision, instill a sense of purpose, and empower followers to become leaders
themselves [14].

4.1 Key principles of transformative leadership
4.1.1 Inspirational vision

Transformative leaders articulate a compelling and inspirational vision for the
future. This vision serves as a guiding force, motivating individuals to transcend their
immediate concerns and work toward a shared, meaningful goal.
4.1.2 Intellectual stimulation

Transformative leaders encourage creativity, innovation, and critical thinking

among their followers. They stimulate intellectual curiosity, promoting a culture of
continuous learning and challenging the status quo.
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4.1.3 Individualized consideration

Transformative leaders recognize and value the uniqueness of each individual
within the organization. They provide individualized consideration by tailor-
ing their leadership approach to meet the diverse needs and strengths of their
followers.

4.1.4 Idealized influence

Leading by example is a fundamental aspect of transformative leadership.
Transformative leaders embody the values and behaviors they expect from their
followers. They become role models, creating a culture of trust, authenticity, and
integrity.

4.1.5 Empowerment

Transformative leaders empower their followers by providing them with auton-
omy, acknowledging their expertise, and fostering an environment where initiative
and creativity are encouraged. This empowerment leads to increased self-efficacy and
a sense of ownership among individuals.

4.1.6 Collective vision and mission

Transformative leaders focus on creating a shared vision and mission that align
with the values and aspirations of the organization. This collective vision becomes
a unifying force that inspires individuals to work collaboratively toward common
goals.

4.1.7 Social awareness

Transformative leaders demonstrate social awareness by understanding the needs,
concerns, and aspirations of their followers. This awareness enables them to address
individual and collective challenges effectively.

4.1.8 Continuous growth and development

Transformative leadership emphasizes continuous growth and development
for both the leader and followers. Leaders actively seek opportunities for personal
and professional improvement, setting an example for a culture of lifelong learning
within the organization.

4.1.9 Ethical and moval leadership

Transformative leaders uphold ethical and moral standards. They make decisions
based on principles and values, fostering a culture of integrity, fairness, and ethical
conduct within the organization.

In summary, transformative leadership is characterized by its focus on inspira-
tion, empowerment, and positive change. The key principles involve creating an
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inspirational vision, stimulating intellectual growth, providing individualized
consideration, leading by example, empowering followers, and fostering a collective
vision that aligns with the organization’s values. This leadership style is particularly
effective in dynamic and challenging environments where innovation, adaptability,
and engagement are crucial for success.

4.2 How transformative leadership goes beyond traditional models

In the dynamic landscape of contemporary organizations, leadership has evolved
beyond the conventional models of command and control. Traditional leadership,
characterized by top-down decision-making and hierarchical structures, is giving
way to a more nuanced transformative leadership approach. Unlike its predecessors,
transformative leadership transcends mere oversight and delegation; it inspires and
empowers individuals to achieve collective goals while fostering a culture of innova-
tion, collaboration, and continuous growth. Using specific leadership responsibilities
and attributes, this section explores how transformative leadership goes beyond
traditional paradigms to cultivate a more engaged, cohesive, and resilient healthcare
workforce.

4.2.1 Focus on inspiration and vision

Traditional leadership models often prioritize task completion, efficiency, and
maintaining the status quo. Transformative leadership goes beyond by emphasizing
inspiration and vision. Transformative leaders inspire and motivate individuals with
a compelling vision that transcends immediate tasks, fostering a sense of purpose and
collective commitment.

4.2.2 Individual empowerment

Hierarchical and directive, traditional leadership often involves top-down
decision-making, limiting individual autonomy. Transformative Leadership empow-
ers individuals by providing autonomy and recognizing their unique strengths.
Transformative leaders encourage initiative and creativity, fostering a culture of
ownership among followers.

4.2.3 Intellectual stimulation

Traditional Leadership typically focuses on maintaining established processes
and procedures. Transformative Leadership encourages intellectual stimulation
and innovation. Transformative leaders promote critical thinking, curiosity, and a
willingness to challenge the status quo, fostering a culture of continuous learning and
improvement.

4.2.4 Visionary approach to change

Traditional Leadership is prone to resisting change or implementing it
incrementally to minimize disruptions. Transformative Leadership embraces
change as an opportunity for growth. Transformative leaders proactively drive
positive change, envisioning and implementing transformative shifts within the
organization.

56



From a Group of People to a Well-Functioning Team: A Transformative Leadership Model...
DOI: http://dx.doi.org/10.5772/intechopen.1005512

4.2.5 Idealized influence

Traditional leadership may lead through authority, rules, and compliance.
Transformative Leadership leads through idealized influence. Transformative leaders
serve as role models, earning followers’ respect and trust through their authenticity,
integrity, and adherence to shared values.

4.2.6 Long-term impact

Traditional leadership often focuses on short-term goals and immediate results.
Transformative Leadership emphasizes long-term impact. Transformative leaders
inspire a commitment to a shared vision that extends beyond immediate tasks, foster-
ing sustainable success and growth.

4.2.7 Relationship building

Traditional Leadership may prioritize task completion over building strong
interpersonal relationships. Transformative leadership recognizes the importance of
relationships. Transformative leaders actively build positive relationships, creating a
supportive environment that enhances collaboration and trust among team members.

4.2.8 Adaptability and flexibility

Traditional Leadership may adhere rigidly to established protocols and routines.
Transformative Leadership embraces adaptability and flexibility. Transformative
leaders navigate uncertainty and change with resilience, encouraging a culture that
thrives on adaptability and continuous improvement.

4.2.9 Inclusive decision-making

Traditional leadership decision-making process is often centralized at the top
of the hierarchy. Transformative leadership fosters inclusive decision-making.
Transformative leaders engage followers in collaborative decision-making processes,
leveraging diverse perspectives and input from the entire team. Traditional leader-
ship primarily focuses on the leader’s authority and expertise. Transformative
leadership elevates others to leadership. Transformative leaders aim to develop the
leadership potential of their followers, creating a culture of shared leadership and
collective responsibility.

In essence, transformative leadership transcends the conventional by placing a
strong emphasis on inspiration, empowerment, long-term vision, and adaptability.
It not only seeks to achieve organizational goals but also strives to elevate individuals
and teams to their highest potential, fostering a positive, and impactful organiza-
tional culture. The section below delves into how transformative leadership serves asa
model for excellence in healthcare.

5. Transformative leadership in healthcare: a model for excellence

The healthcare industry is undergoing a transformative shift, and effective
leadership is crucial to navigating this dynamic landscape. As discussed in Section 5,
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transformative leadership in healthcare is a model that goes beyond traditional leader-
ship approaches, emphasizing inspiration, motivation, and the empowerment of
healthcare professionals. This session explores the key principles and components of
a transformative leadership model in healthcare and its impact on improving patient
outcomes and organizational effectiveness.

Transformative leaders in healthcare articulate a compelling vision that transcends
routine tasks. This vision serves as a guiding force, inspiring healthcare professionals
to align their efforts with broader organizational goals. Fostering a culture of intel-
lectual stimulation, transformative leaders encourage creativity and innovation among
healthcare teams. They recognize the importance of continuous learning and create an
environment that supports the exchange of ideas. Transformative leaders recognize the
unique strengths and challenges of each healthcare professional. By providing individ-
ualized consideration, they tailor their leadership approach to meet the diverse needs
of team members, promoting a sense of value and appreciation. Leading by example is
a cornerstone of transformative leadership. Healthcare leaders who embody the values
and behaviors they expect from their teams create a culture of trust and integrity.

5.1 Components of the transformative leadership model in healthcare
5.1.1 Collaborative decision-making

Transformative leaders in healthcare involve team members in decision-making
processes. Collaborative decision-making enhances team cohesion, fosters a sense of
ownership, and contributes to innovative problem-solving.

5.1.2 Effective communication

Communication is paramount in healthcare, and transformative leaders prioritize
transparent and open communication. They ensure that information flows seamlessly
across all levels of the organization, promoting a shared understanding of goals and
expectations.

5.1.3 Adaptive leadership

Healthcare is inherently dynamic, and transformative leaders exhibit adaptability.
They navigate change effectively, guiding teams through challenges and promoting a
culture that embraces continuous improvement.

5.1.4 Empowerment of healthcare professionals

Transformative leaders empower healthcare professionals by providing autonomy,
acknowledging their expertise, and fostering an environment where initiative and
creativity are encouraged. Empowered professionals are more engaged and commit-
ted to delivering high-quality patient care.

5.1.5 Enhanced patient-centric care

A transformative leadership model places a strong emphasis on patient-centric
care. Leaders inspire healthcare teams to prioritize the needs and experiences of
patients, ultimately leading to improved patient satisfaction and outcomes.
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5.1.6 Reduced medical errors

The emphasis on collaboration, open communication, and individualized con-
sideration in transformative leadership contributes to a reduction in medical errors.
Team members are more likely to communicate effectively and address potential
issues proactively.

5.1.7 Increased staff engagement and satisfaction

Healthcare professionals working under transformative leaders report higher
levels of job satisfaction and engagement. Empowered and motivated staff are more
likely to provide compassionate and effective care, positively influencing patient
experiences.

A transformative leadership model in healthcare is a catalyst for excellence,
promoting a culture of innovation, collaboration, and patient-centric care. As the
healthcare industry continues to evolve, leaders who embrace the principles of trans-
formation can steer their organizations toward achieving higher levels of effectiveness
and improved patient outcomes. Through visionary leadership and a commitment to
empowering healthcare professionals, the transformative leadership model stands as a
cornerstone for building resilient and successful healthcare organizations.

5.2 Transforming groups into effective teams through transformative leadership

The application of transformative leadership in healthcare settings has been a
subject of interest in academic literature, with numerous studies highlighting its
relevance and impact on organizational dynamics, employee satisfaction, and patient
outcomes. This section explores the literature on the application of transformative
leadership in healthcare settings. Prior research has investigated several aspects of
transformative leadership in healthcare, such as organizational outcomes, employee
motivation, performance and satisfaction [8], impact of transformative leadership on
job satisfaction, organizational commitment [30], organizational innovation, creativ-
ity and openness to change [31], patient outcomes [32], and work engagement [33].

The seminal work by Bass and Riggio [8] provides foundational insights into
transformational leadership. It outlines a causal model linking transformational
leadership to organizational outcomes, shedding light on how leaders who inspire
and motivate can positively influence employee performance and satisfaction. In
the context of the healthcare system, Wong and Cummings [30] study explores the
impact of transformational leadership in nursing, emphasizing its positive influ-
ence on job satisfaction, organizational commitment, and overall nursing practice.
The findings suggest that transformational leadership contributes to creating a
supportive and empowering environment for nurses, ultimately enhancing patient
care. Cummings et al. [34] research on the impact of leadership on patient outcomes
provide evidence that transformative leadership positively impact patience outcomes.
The outcome of this research suggests that transformative leadership, characterized
by inspirational motivation and intellectual stimulation, positively influences patient
care outcomes. Wong and Laschinger’s [33] research further provides evidence of how
transformative leadership impact positively on healthcare workers’ engagement in
their work. This study emphasizes the positive impact of transformational leadership
on staff nurses. The findings highlight how transformational leaders contribute to
creating an engaged and motivated nursing workforce. Cummings et al. [34] study
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reviewed the various leadership styles in nursing and their impact on the nursing
workforce and work environment. In this study, transformational leadership emerges
as a significant factor associated with positive outcomes, including job satisfaction
and organizational commitment. Cummings et al. [31] examined the link between
leadership styles and innovation in nursing organizations. This study suggests that
transformative leadership is positively associated with organizational innovation. Hai
etal. [35] conclude that the transformative leadership style impacts on organizational
performance through an innovative leadership mindset. Transformative leaders foster
a culture of creativity and openness to change.

These studies collectively underscore the importance of transformative leadership
in healthcare settings, especially in nursing practice. The literature consistently high-
lights its positive influence on employee engagement, organizational outcomes, and,
ultimately, patient care. Transformative leadership, characterized by its emphasis on
inspiration, empowerment, and fostering a positive organizational culture, continues
to be a valuable area of exploration for improving healthcare leadership practices.
Collaborative efforts are paramount in healthcare for delivering high-quality patient
care, and transformative leadership holds significant relevance in transforming
groups into cohesive and effective teams, as discussed below.

5.2.1 Articulating a compelling vision

Transformative leaders begin by articulating a compelling vision for the future of
healthcare delivery. This vision goes beyond routine tasks, inspiring team members
with a sense of purpose and a shared goal. A clear and inspiring vision serves as a
motivator, aligning the team’s efforts toward a collective objective. Team members
find motivation in contributing to a meaningful and impactful healthcare mission.

5.2.2 Leading by example

Transformative leaders lead by example, embodying the values and behaviors
they expect from their healthcare teams. This authenticity creates a sense of trust and
respect among team members. Seeing leaders actively engaged in tasks, demonstrat-
ing dedication, and displaying a strong work ethic motivates healthcare teams to
emulate these qualities. It fosters a culture of commitment and shared responsibility.

5.2.3 Encouraging intellectual stimulation

Transformative leaders foster intellectual stimulation by encouraging creativ-
ity, critical thinking, and innovation within healthcare teams. They create an
environment where new ideas are valued and explored. Providing opportunities for
intellectual growth and innovation motivates healthcare professionals. The chance
to contribute creatively to problem-solving and patient care energizes teams and
enhances their sense of professional fulfillment.

5.2.4 Individualized consideration

Transformative leaders recognize the unique strengths and challenges of each team
member. They provide individualized consideration by understanding and appreciat-
ing the diverse contributions and capabilities within the healthcare team. Feeling
acknowledged and valued as individuals inspires team members. Transformative
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leaders leverage this individualized consideration to motivate healthcare professionals
to contribute their unique skills and perspectives.

5.2.5 Empowering team members

Transformative leaders empower healthcare professionals by providing autonomy,
trusting their expertise, and involving them in decision-making processes. This
empowerment fosters a sense of ownership and responsibility. Empowered team
members are more motivated to take initiative and actively contribute to patient care.
They feel a sense of pride and accomplishment in their work, driving motivation and
engagement.

5.2.6 Creating a collaborative environment

Transformative leaders emphasize collaboration, breaking down silos and foster-
ing a sense of unity within healthcare teams. They create an environment where
shared goals and mutual support are prioritized. Collaboration inspires motivation as
team members feel part of a collective effort. The sense of camaraderie and teamwork
motivates healthcare professionals to collaborate effectively, enhancing overall team
performance.

5.2.7 Providing support and vecognition

Transformative leaders offer support during challenging times, demonstrating
empathy and understanding. They recognize the efforts and achievements of health-
care teams, reinforcing a positive and appreciative culture. Feeling supported and
acknowledged boosts team morale. Healthcare professionals are motivated when their
contributions are recognized, leading to increased job satisfaction and a commitment
to achieving shared goals.

5.2.8 Maintaining a patient-centric focus

Transformative leaders instill a patient-centric focus, emphasizing the impact of
healthcare teams on patient outcomes. They connect the team’s efforts to the well-
being of patients, inspiring a sense of purpose and responsibility. Understanding
the direct impact on patient lives motivates healthcare professionals. Transformative
leaders reinforce the significance of their work in contributing to positive patient
outcomes, driving motivation and commitment.

In summary, transformative leaders inspire and motivate healthcare teams by
creating a vision that transcends routine tasks, leading by example, fostering intellec-
tual stimulation, providing individualized consideration, empowering team mem-
bers, promoting collaboration, offering support and recognition, and maintaining a
patient-centric focus. These leadership practices contribute to a positive and engaged
healthcare workforce dedicated to achieving excellence in patient care. The preceding
section has focused on the potential of transformative leadership in transforming a
group of healthcare workers into a well-functioning team. However, in both practice
and academia, it is acknowledged that team development is not an event but rather
ajourney that goes through different stages. Therefore, it is important to discuss
the attributes of transformative leadership that make this leadership style more
pre-disposed to team development throughout the different stages.
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6. Team development journey

Understanding the stages of team development is paramount for leaders seeking to
nurture effective collaboration and achieve optimal team performance. As teams evolve,
they undergo a series of predictable phases, each presenting unique challenges and
opportunities. From the initial formation stage marked by uncertainty and individual
orientation to the eventual culmination of a cohesive and high-performing unit, navigat-
ing these stages requires strategic guidance and adept leadership. This section sets the
context for exploring the stages of team development and their implications for fostering
teamwork and achieving organizational objectives through transformative leadership.

6.1 Stages of team development

This section, based on Tuckman’s [9] stages of group development, is presented
as a precursor for discussing how transformative leadership transforms groups of
healthcare workers into well-functioning teams. First introduced in 1965, Tuckman’s
model of group development outlines the various stages that groups typically go
through as they form, work together, and accomplish their goals. Tuckman identified
four primary stages, later adding a fifth stage in collaboration with Mary Ann Jensen
in 1977, as discussed below.

6.1.1 Stage 1: forming

This initial stage is characterized by group members getting to know each other,
understanding the group’s purpose, and establishing ground rules. Members are often
polite and cautious and may seek guidance from the leader. In this stage, the leader
plays a crucial role in providing direction and structure during the forming stage, as
members are uncertain about their roles and the group’s objectives.

6.1.2 Stage 2: storming

In the storming stage, group members start expressing their individual ideas,
opinions, and preferences. Conflicts may arise as members assert themselves and vie for
positions within the group. This stage is essential for establishing group norms and clari-
fying expectations. The leader’s role involves facilitating open communication, resolving
conflicts, and guiding the group through the process of establishing a cohesive identity.

6.1.3 Stage 3: norming

As the group progresses through storming, they begin to resolve conflicts, estab-
lish norms, and develop a sense of cohesion. Members start to understand each other
better, and a sense of unity emerges. Roles and responsibilities become clearer. In this
stage, the leader’s role shifts toward facilitating collaboration, reinforcing positive
behavior, and supporting the establishment of group norms. Leadership becomes
more shared among group members.

6.1.4 Stage 4: performing

In the performing stage, the group operates at its highest level of productivity.
Members work together efficiently, utilizing their individual strengths to achieve
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common goals. Communication is open, and the group is capable of independent
decision-making. The leader’s role in the performing stage is more about delegation
and providing support. The emphasis is on maintaining a positive and productive
atmosphere while allowing the group to function independently.

6.1.5 Stage 5: adjourning (or mourning)

Added by Tuckman and Jensen [36], this stage acknowledges the temporary nature
of many groups. In the adjourning stage, the group concludes its work, and members
prepare for disbandment. There might be a sense of accomplishment but also feelings
of loss. The leader’s role involves acknowledging and addressing emotions related to
the group’s disbandment. Providing closure, recognizing contributions, and facilitat-
ing a positive reflection on the group’ achievements are crucial.

It is important to note that while Tuckman’s [9] model provides a useful frame-
work, not all groups follow these stages linearly, and some may revisit earlier stages
when faced with new challenges or changes. Additionally, the model is not prescrip-
tive but offers insights into the typical dynamics of group development. Further,
while the role of the leader has been discussed in a generic way, it is important to
focus on how transformative leaders guide teams through these team development
stages.

6.2 Role of transformative leadership in team development
6.2.1 Stage 1: forming

Transformative leaders provide a clear and inspiring vision for the team’s pur-
pose and goals during the forming stage. This vision helps members understand the
collective mission and fosters a sense of purpose. Recognizing the uncertainty in the
forming stage, transformative leaders offer support and guidance. They encourage
open communication, create a positive atmosphere, and establish initial connections
among team members.

6.2.2 Stage 2: storming

Transformative leaders promote open communication during storming, encour-
aging team members to express their ideas and concerns. This open dialog helps
resolve conflicts and ensures that diverse perspectives are considered. Further,
transformative leaders actively address conflicts, guiding the team through construc-
tive resolution processes. They emphasize the importance of understanding differing
viewpoints and finding common ground to move forward.

6.2.3 Stage 3: norming

Building cohesion is critical in this stage and transformative leaders facilitate the
establishment of group norms during the norming stage. They encourage collabora-
tion, emphasizing the strengths of each team member and fostering a culture of
mutual support. Recognizing individual strengths, transformative leaders empower
team members to contribute their unique skills to the group. This empowerment
enhances a sense of belonging and encourages active participation.
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6.2.4 Stage 4: performing

In the performing stage, transformative leaders delegate responsibilities and pro-
vide team members with autonomy. This allows individuals to utilize their strengths
and talents, fostering a sense of ownership and accountability. Transformative
leaders support the team’s continuous growth by encouraging innovation, celebrating
achievements, and promoting a culture of learning. They inspire a commitment to
excellence and challenge the team to reach its full potential.

6.2.5 Stage 5: adjourning (or mourning)

Transformative leaders in the adjourning stage acknowledge the team’s achieve-
ments and contributions. They create opportunities for reflection, emphasizing the
positive impact of the team?s collective efforts. Recognizing the emotional aspects of
adjourning, transformative leaders facilitate closure by addressing feelings of loss and
transition. They encourage team members to reflect on their experiences, celebrate
successes, and prepare for future endeavors.

Throughout all stages, transformative leaders consistently focus on: (i) continu-
ally inspiring team members by reinforcing the overarching vision and emphasizing
the meaningful impact of their work, (ii) empowering individuals within the team,
recognizing and valuing their contributions, and fostering an environment where
everyone feels encouraged to excel, and (iii) adaptability and responsiveness, given
the evolving needs and challenges of the team, ensuring that leadership strategies
align with the dynamics of each stage. In essence, transformative leaders guide teams
through Tuckman’s stages by providing vision, promoting open communication,
addressing conflicts, fostering collaboration, empowering individuals, encourag-
ing continuous growth, acknowledging achievements, and facilitating closure. This
approach contributes to the development of high-performing and resilient teams in
dynamic and challenging environments.

While it is evident how transformative leadership builds teams in healthcare fol-
lowing Tuckman’s stages, it is important to discuss one central ingredient in the team
development process—trust! Without building trust, it is impossible for any leader
to turn a group of people into a team. The section below discusses the role of trans-
formative leadership in building trust in healthcare teams. First, the importance of
trust in healthcare teamwork is discussed, followed by how transformative leadership
builds trust among healthcare teams.

7. Building trust in healthcare teams
71Trust

Trust, in the context of organizational behavior and psychology, can be defined
as a psychological state comprising the willingness of an individual or group to be
vulnerable to the actions of another party based on the expectation that the other
will perform a particular action important to the trustor, irrespective of the ability to
monitor or control that other party [37]. Furthermore, Rousseau et al. [38] empha-
sized the importance of interpersonal trust within organizations, highlighting its
role in facilitating cooperation, reducing uncertainty, and enhancing communication
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among team members. Dirks and Ferrin [39] proposed that trust consists of two

key dimensions: (i) cognitive trust, which is based on rational assessments of the
trustee’s reliability and competence and (ii) affective trust, which involves emotional
bonds and feelings of goodwill toward the trustee. Burchard et al. [40] argue that
trust in healthcare organizations is bi-directional, as it requires parties involved to
assume the role of the trustor while at the same time recognizing their role as trustee.
Thus, “trustworthiness” is no longer based solely on healthcare providers’ behaviors
and credentials but entails the “trustworthiness” and “entrustability” of patients.
Therefore, the mutuality and reciprocal nature of trust is critical in understanding
not only the role of trust in healthcare teams but in how best to build such trust. These
studies contribute to a comprehensive understanding of trust by delineating its cogni-
tive and affective dimensions and underscoring its significance in fostering effective
interpersonal relationships and organizational outcomes.

7.2 Role of trust in healthcare teams

The role of trust in healthcare teams is pivotal, influencing communication,
collaboration, and overall team effectiveness. Academic research sheds light on the
multifaceted nature of trust and its impact on various aspects of healthcare delivery.
Several researchers have investigated the process of trust development in healthcare
systems, emphasizing the importance of trust among healthcare professionals,
administrators, and patients [41-45]. Trust was seen as having a positive impact on
collaboration, communication, and the overall functioning of healthcare teams.
Pearson et al’s [46] research agenda paper outlines key areas for studying trust and
trustworthiness in healthcare. They explore how trust intersects with various aspects
of healthcare, including patient-provider relationships, interprofessional collabora-
tion, and organizational dynamics. Shore et al. [47] investigated the relationship
between trust and performance in healthcare teams, focusing on the impact of
interpersonal trust among team members. This research showed that trust positively
influences team dynamics, communication, and collaboration within healthcare
settings. These findings are also supported by Hall et al. [48] study which emphasized
that trust is a critical factor in the success of interdisciplinary healthcare teams. In this
study, trust among team members was seen as facilitating effective communication,
information sharing, and collaboration. However, the study also points out that estab-
lishing and maintaining trust is an ongoing process that requires attention to team
dynamics, leadership, and open communication strategies. A study exploring trust in
teams across various contexts, including healthcare [49], highlighted factors influ-
encing trust, which include (i) perceived team competence, (ii) openness, and (iii)
reliability, all of which contribute to a positive team dynamic. This study showed that
team trust is associated with improved team performance, effective communication,
and knowledge sharing. Calnan and Rowe [50], conducted a critical analysis of trust
in healthcare which examined the complex interplay between trust on the one hand,
and control and perceived risks, on the other. Trust was identified as a key element in
patients’ willingness to take risks associated with medical treatments. They concluded
that understanding and managing these dynamics is crucial for maintaining a positive
patient-provider relationship.

One of the key issues in team building is cooperative behavior within interprofes-
sional healthcare teams. Lee et al’s [51] study of the association between trust and
cooperative behavior in interprofessional healthcare teams provides interesting
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insights. In this study, trust was found to positively influence collaboration among
team members, ultimately impacting patient outcomes. As such, establishing

and nurturing trust is vital for fostering a collaborative and patient-centered care
approach within teams. Using the ASC-DOC Trust Model Burchard et al. [40]
illuminate the dimensions of trust, namely Authenticity, Safety, Consistency,
Dependability, Ownership, and Competence. They use the model in the context of
physician and patient relationship in which reciprocal exchanges between parties is
needed. This model explores trust building in five steps, which entail (i) focusing

on the person and their pre-disposition to trusting, (ii) asking for input in a sincere
way to understand the person’s mind frame, which aids in how to interact with them,
(iii) discovering and validating each person’s current needs to determine potential
trust gaps, (iv) affirming trust that already exist between the parties as baseline for
further trust development, and (v) building trust by leveraging the trust baseline to
close the trust gaps. Barry et al. [52] argue that there is a need for proper conceptual-
izations of followership in interprofessional healthcare teams, away from the leader-
centric view. Their point is that these teams ought to be seen as composed of active
members of interprofessional healthcare teams, where shared leadership models
prevail. Barry et al’s [52] research has implications on how interprofessional health-
care teams are understood, and the role of leadership in developing and sustaining
these teams.

These studies collectively contribute to our understanding of trust within the
complex dynamics of healthcare teams, shedding light on its implications for team
performance, patient outcomes, and the overall functioning of healthcare systems. In
summary, trust in healthcare teams is a foundational element that underpins effec-
tive collaboration, communication, and patient care. These studies highlight that
trust is not only crucial within interdisciplinary teams but also plays a vital role in
patient-provider relationships. Fostering and maintaining trust requires attention to
interpersonal dynamics, clear communication, and a commitment to reliability and
competence, all of which contribute to a positive and efficient healthcare environ-
ment. Further, Burchard et al’s [40] research highlights the importance of developing
a way to improve competence and empathy necessary to warrant and gain the trust of
patients, and measures that recognize what trust looks and acts like, how to assess its
lack, and how to address trust gaps (p. 10). Hall et al. [48] and Taylor et al. [4] point
out that establishing and maintaining trust requires, among other things, leadership.
Barry et al’s [52] research supports a different kind of leadership. They argue for
the replacement of hierarchy-based team leadership by shared leadership, which is
expected to improve team performance within healthcare action teams and emer-
gency situations. The section below explores how transformative leaders establish and
maintain trust within teams.

7.3 How transformative leaders establish and maintain trust within healthcare
teams

Transformative leaders can establish and maintain trust within healthcare teams
by focusing on key levers, such as communication, consistent and reliable actions,
creating a shared vision, empowering teams, appreciating and recognizing what is
good, resolving conflicts timeously and fairly, team development, and just being
human! Below is a discussion of both aspects of establishing and maintaining trust
within healthcare teams.
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7.3.1 Open and honest communication

Transformative leaders prioritize open and honest communication from the
outset. They share information transparently, address concerns proactively, and
create an environment where team members feel comfortable expressing themselves.
Continuously fostering a culture of open communication, transformative leaders
ensure that information flows freely. They actively listen to team members, encourage
feedback, and respond authentically to maintain trust. Also, transformative leaders
play a crucial role in fostering open and effective communication within healthcare
teams by exhibiting several characteristics and practices that contribute to creating a
communicative and collaborative environment, such as:

7.3.1.1 Clear vision and goals

Transformative leaders articulate a clear vision and set achievable goals. This
clarity provides a common purpose, aligning team members and fostering effective
communication toward shared objectives.

7.3.1.2 Active listening

They actively listen to team members, demonstrating empathy and understanding.
This encourages open communication, as individuals feel valued and heard, leading
to a more transparent exchange of ideas and concerns.

7.3.1.3 Encouraging collaborvation

Transformative leaders promote a culture of collaboration where team members
feel comfortable sharing their insights and working together. This collaborative
environment nurtures open communication channels.

7.3.1.4 Effective feedback

These leaders provide constructive feedback, emphasizing growth and develop-
ment. By creating a feedback loop, they encourage ongoing communication and
improvement, fostering a culture of continuous learning within the team.

7.3.1.5 Empowerment and trust

Transformative leaders empower their team members, trusting them with
responsibilities. This trust builds confidence and encourages open communica-
tion, as individuals feel empowered to voice their opinions without fear of negative
repercussions.

7.3.1.6 Adaptability
They are adaptable and open to change. This flexibility allows for open discus-

sions about improvements and adjustments, fostering a dynamic and communicative
environment that adapts to evolving circumstances.
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7.3.1.7 Transparent communication

Transformative leaders are transparent about their decisions and the organiza-
tion’s direction. This transparency builds trust and encourages open communication,
as team members are more likely to share their thoughts when they understand the
context.

7.3.1.8 Leading by example

By modeling effective communication themselves, transformative leaders set
the standard for the team. When leaders prioritize open, respectful, and transpar-
ent communication, it creates a cultural norm that permeates throughout the
organization.

7.3.2 Consistency and veliability

Transformative leaders demonstrate consistency and reliability in their
actions. They follow through on commitments, set clear expectations, and uphold
a standard of reliability that team members can depend on. Maintaining trust
involves a continued commitment to consistency. Transformative leaders deliver on
promises, adhere to ethical standards, and model the reliability they expect from
their team.

7.3.3 Empowerment and support

Transformative leaders empower team members by trusting them with respon-
sibilities and decision-making. They provide the necessary support, resources, and
encouragement to foster a sense of competence and autonomy. Continued empower-
ment is crucial for maintaining trust. Transformative leaders consistently support
and believe in the capabilities of their team members, creating an environment where
individuals feel empowered to contribute effectively.

7.3.4 Shaved vision and values

Transformative leaders articulate a shared vision and values that resonate with
the team. By aligning everyone around a common purpose, transformative leaders
create a foundation for trust based on a collective commitment. Consistently reinforc-
ing the shared vision and values is key to trust maintenance. Transformative leaders
revisit and emphasize these principles, ensuring that they remain at the forefront of
decision-making and actions within the team.

7.3.5 Vulnerability and authenticity

Transformative leaders are willing to show vulnerability and authenticity. By
sharing their own challenges and mistakes, they create a culture where openness is
celebrated, and team members feel comfortable being authentic. Sustaining trust
involves an ongoing commitment to authenticity. Transformative leaders remain
genuine, acknowledging their imperfections and fostering an environment where
team members feel safe expressing their authentic selves.
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7.3.6 Recognition and appreciation

Transformative leaders recognize and appreciate the contributions of each team
member. They celebrate achievements, acknowledge hard work, and ensure that
individual efforts are valued and acknowledged. Continuous recognition is vital
for maintaining trust. Transformative leaders consistently appreciate the efforts of
the team, fostering a positive and supportive atmosphere that strengthens the bond
among team members.

7.3.7 Conflict resolution

Transformative leaders address conflicts promptly and constructively. They dem-
onstrate a commitment to resolving issues in a fair and equitable manner, ensuring
that conflicts are opportunities for growth rather than sources of division. Sustaining
trust involves an ongoing commitment to effective conflict resolution. Transformative
leaders create a culture where conflicts are approached collaboratively, promoting
understanding and resolution.

7.3.8 Investment in development

Transformative leaders invest in the professional and personal development
of their team members. This investment demonstrates a commitment to their
growth and contributes to building trust through mentorship and guidance. Trust
is maintained by continuously supporting the development of team members.
Transformative leaders provide opportunities for learning and growth, reinforcing
the belief that each team member’s success is integral to the overall success of the
team.

Transformative leaders establish and maintain trust within teams through open
and honest communication, consistency, empowerment, a shared vision, vulnerabil-
ity, recognition, effective conflict resolution, and a commitment to the development
of each team member. By embodying these principles, transformative leaders create
a trustful and cohesive team environment that thrives on collaboration and shared
success.

In summary, transformative leaders cultivate an environment where open and
effective communication is not only encouraged but ingrained in the organizational
culture. Through clear vision, active listening, collaboration, empowerment, and
transparency, they create a space where team members feel valued and motivated to
communicate openly, ultimately contributing to the team’s success and growth. While
transformative leaders are seen as more effective in transforming groups into well-
functioning health teams, the process is not without challenges. The section below
discusses how transformative leaders overcome challenges encountered in the process
of developing teams.

8. Overcoming challenges in transforming healthcare worker groups into
teams

This section focuses on how transformative leaders overcome challenges in
transforming groups of healthcare workers into teams. The common challenges in
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transforming healthcare groups into teams are discussed, followed by how trans-
formative leaders overcome these challenges. Transforming healthcare groups into
cohesive and effective teams can be a complex process, and various challenges may
impede this transformation. Academic research provides valuable insights into these
challenges, shedding light on the factors that hinder the development of high-func-
tioning healthcare teams.

8.1 Common challenges in transforming a group of healthcare workers
into teams

The healthcare sector operates within a complex and dynamic environment where
effective teamwork is essential for delivering high-quality patient care [12]. However,
transforming a group of healthcare workers into a well-functioning team is often
fraught with challenges. From navigating hierarchical structures and professional
boundaries to addressing communication barriers and fostering interdisciplinary
collaboration, healthcare leaders encounter a myriad of obstacles on the path to
cohesive teamwork. This section explores the common challenges faced in harnessing
the collective potential of healthcare professionals to enhance patient outcomes and
organizational performance.

8.1.1 Interprofessional collaboration

Several academic research [52-56] emphasize the challenges associated with
fostering collaboration among diverse healthcare professionals. The interdisciplinary
nature of healthcare requires effective communication and collaboration, but differ-
ing professional backgrounds, roles, and communication styles can pose barriers to
seamless teamwork.

8.1.2 Communication barriers

In the paper “Communication and teamworking skills training for health and
social care students” [57], the challenges related to communication within healthcare
teams are highlighted. Communication breakdowns, including issues with informa-
tion sharing, unclear roles, and hierarchical communication structures, can hinder
the development of effective teams in healthcare settings. Remtulla et al. [58] point to
the lack of psychological safety as one key barrier to healthcare team communication.
ErJavec et al. [59] extend the understanding of barriers to healthcare team communi-
cation by providing additional barriers as differences in communication style between
nurse and physician, the lack of a unified structure and language, well-entrenched
hierarchical authority structure, and sexism, which complicates nurse-physician
communication.

8.1.3 Leadership challenges

Research by Zwarenstein et al. [24] discusses the importance of leadership in
interprofessional collaboration. Challenges may arise when there is a lack of strong
leadership that can guide the team, set expectations, and foster a collaborative
culture. Leadership that does not prioritize teamwork can impede the development
of cohesive healthcare teams. Remtulla et al. [58] acknowledge the role played by
authoritarian leadership in impeding psychological safety and negatively impacts on
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interprofessional collaboration, even though they argue that team members do have
agency in creating psychological safety.

8.1.4 Role ambiguity and conflict

Baggs et al. [60], Kim et al. [61], and Li [62] highlight the presence of role
ambiguity and conflicts within healthcare teams. Unclear roles and responsibili-
ties, as well as unresolved conflicts, can hinder team effectiveness. These issues
may arise due to differences in professional perspectives, conflicting priorities, or
alack of clarity regarding team objectives. Carbone et al. [63] point out that pro-
found changes in the roles of physicians and nurses in recent years have given rise
to overlapping competencies, which in turn create problems related to autonomy
and interprofessional collaboration. Ferro et al. [64] focus on the importance of
managerial coaching to reduce role ambiguity, further highlighting the need to
address the impact of role ambiguity in the ensuing conflict within healthcare
teams.

8.1.5 Limited time and resources

In a study on teamwork in healthcare, West et al. [65] discuss challenges related
to limited time and resources in healthcare settings. Healthcare professionals often
face time constraints and resource limitations, impacting their ability to engage in
collaborative activities, training, and other initiatives that promote effective team-
work. Rawlinson et al. [66] concluded that a lack of human resources and time are
organizational constraints that negatively affect the implementation of organizational
changes, such as team reorganization and coordination.

8.1.6 Resistance to change

Weiner et al. [67] identify resistance to change as a common challenge.
Transforming a group into a team often involves changes in roles, workflows, and
communication patterns. Resistance to these changes can impede the successful
transition to a collaborative team structure. Perceived threats to professional identity,
role definition and poor communication represent central challenges for interprofes-
sional collaboration [66].

In conclusion, academic research highlights several challenges in transforming
healthcare groups into teams, including interprofessional collaboration issues, com-
munication barriers, leadership challenges, role ambiguity, conflicts, limited time and
resources, and resistance to change. Recognizing and addressing these challenges is
crucial for fostering effective teamwork in healthcare settings and improving patient
outcomes, as discussed below.

8.2 Transformative leaders’ strategies to overcome group transformation
challenges

Transformative leaders employ various strategies to overcome challenges in
transforming healthcare groups into effective teams. Academic research provides
insights into these strategies, offering guidance on how transformative leaders can
navigate and address the complexities associated with fostering collaborative health-
care teams.
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8.2.1 Promoting interprofessional education

The study by Reeves et al. [68] emphasizes the importance of interprofessional
education. Transformative leaders can facilitate training programs that expose health-
care professionals to the unique perspectives and roles of different disciplines. This
approach helps break down professional silos and promotes a shared understanding
among team members.

8.2.2 Enhancing communication skills

Transformative leaders invest in communication skills training for team members,
ensuring that they can convey information clearly, listen actively, and navigate diverse
communication styles within the team. Several studies underscore the significance
of effective communication in interprofessional collaboration [69-71]. Ansa et al.

[69] research revealed that interprofessional communication was ranked as the most
important Interprofessional Education Collaborative core competence. Advocating for
the use of psychology principles to enhance team communication, Grunberg et al. [72]
make the case for the use of informal social communication to leverage the power of
frequent interactions to increase opinions, attitudes, behaviors, and social cohesion.

8.2.3 Fostering transformational leadership styles

A study by Cummings et al. [32], “Leadership styles and outcome patterns for
the nursing workforce and work environment: A systematic review;” highlights the
positive impact of transformational leadership in healthcare settings. Transformative
leaders inspire and motivate team members, creating a collaborative culture. By
adopting transformational leadership styles, leaders can address resistance to change,
build trust, and promote a shared vision for the team. Farahnak et al. [73] results
revealed that transformational leadership influences staff to have positive attitudes
toward their work and the use of the evidence-based practice.

8.2.4 Implementing team-training programs

Transformative leaders can implement structured team training initiatives that
focus on improving teamwork, communication, and problem-solving skills. In the
paper “Team training in healthcare: A narrative synthesis of the literature” [74],
the authors discuss the benefits of team training programs. These programs provide
opportunities for healthcare professionals to practice collaborative strategies in a
controlled environment. Ali et al. [75] research concludes that transformational lead-
ership style of the project manager intensifies project success through team-building,
team-building practices and teamwork quality.

8.2.5 Establishing clear roles and responsibilities

Research by D’Amour et al. [76] emphasizes the importance of clarifying roles
and responsibilities in collaborative settings. Transformative leaders work toward
defining clear roles for each team member, minimizing ambiguity, and establishing a
shared understanding of individual contributions. This helps prevent conflicts arising
from role ambiguity. Further, the advent of the integration of new technologies in
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healthcare has ushered in an environment where leaders need to proactively redesign
roles, be sensitive to interdependencies, and offer opportunities for collective learn-
ing about new technologies, while ensuring that the emerging knowledge of new
technologies is distributed across roles [77].

8.2.6 Encouraging continuous learning and adaptability

Continuous learning has been demonstrated as key for teams to remain current
and thus able to meet patient needs [78, 79]. By focusing on the potential for flexibil-
ity and creativity at the point of care [80], transformative leaders promote a culture
of continuous learning and adaptability within healthcare teams [81]. This approach
helps teams to foster a positive work environment, stay abreast of industry develop-
ments, navigate complexities in the healthcare sector, adopt new technologies, and
adapt to evolving patient needs.

8.2.7 Addvressing time and vesource constraints

Research by Salas et al. [1] addresses challenges related to limited time and
resources. Transformative leaders advocate for the allocation of resources to support
team-building activities, training programs, and initiatives that enhance teamwork.
Olatoye et al. [81] argue that resource constraints necessitate “leadership styles
that are creative and innovative, often aligning with adaptive or transformational
approaches to navigate challenges effectively” (p. 2027). Prioritizing and optimizing
resource utilization is essential for overcoming constraints.

In conclusion, transformative leaders leverage strategies such as promoting
interprofessional education, enhancing communication skills, fostering transfor-
mational leadership styles, implementing team-training programs, establishing
clear roles, encouraging continuous learning, and addressing time and resource
constraints to overcome challenges in transforming healthcare groups into effective
teams. These strategies contribute to building collaborative and high-performing
healthcare teams that positively impact patient care and outcomes. Of course,
there is always going to be the question of how to measure success in the process of
transforming a group of healthcare workers into a well-functioning team. This is
not an easy question to address because most of the changes are not easily quantifi-
able, let alone the time lag between effort and results. Evaluating the success of
team transformation in healthcare involves assessing various metrics and indica-
tors to ensure that the transformation efforts lead to improved patient outcomes,
enhanced collaboration, and overall organizational effectiveness. Academic studies
provide insights into key metrics and indicators that can be utilized to evaluate the
success of team transformation initiatives in healthcare settings. The metrics and
indicators used to measure the success of team transformation in healthcare are
discussed below.

9. Evaluating the success of transforming a group of healthcare workers
into teams

Measuring the success of transforming a group of healthcare workers into a well-
function team requires tracking both process and outcome measures.
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9.1 Process measures

Process measures refer to the developmental milestones that provide evidence that
siloed efforts of group members have given way to coordinated team efforts. They
are metrics or indicators used to assess the activities, procedures, or steps involved in
carrying out a particular process within an organization. In the context of assessing
the success of healthcare team transformation, these measures focus on evaluating the
efficiency, effectiveness, and adherence to established protocols or standards exhib-
ited by teams during the execution of tasks or workflows. Below are specific metrics
that can be used to assess whether efforts aimed at transforming groups of healthcare
workers into teams are working.

9.1.1 Team commumnication

Team communication can be measured using Communication Effectiveness
Scores. This can be done through surveys, feedback and face-to-face observation
of how healthcare workers communicate with each other. Shifts and patterns from
survey results, augmented by feedback and direct observation about how healthcare
workers are communicating with each other, provide useful insights into team cohe-
sion. The study by Kim et al. [82] explored what makes communication effective in
healthcare teams. Measuring communication effectiveness through surveys or using
tools like communication audits, incident reports, or team assessments provides
insights into how well teams are functioning post-transformation. Such metrics
help in identifying areas for improvement in communication, crucial for enhancing
teamwork. However, self-reporting or observational bias may impact accuracy, and
assessing the true impact on outcomes can be challenging.

9.1.2 Staff engagement

Staff engagement is one indicator of how well teams are working. To measure
this indicator, Staff Engagement Surveys can be used. Regular surveys assessing staff
engagement levels can help gauge the impact of team transformation on the workforce,
Cummings et al. [34]. These surveys measure staff satisfaction, motivation, and com-
mitment, indicating the success of team transformation in creating a positive work
environment. They reflect the impact of transformation on team dynamics and staff
well-being. The downside of this metric is that the survey responses may be influenced
by external factors, and survey tools may not capture nuanced feelings or opinions.
Morgan et al. [83] research used several measures, such as readiness to collaborate and
behavioral trust, process and goal clarity, and role ambiguity to measure team develop-
ment success.

9.1.3 Reduced turnover rates

While staff turnover can be caused by a myriad of factors, one such cause is a lack
of a sense of belonging. Therefore, Staff Turnover Rates can be used to gauge how
well groups of healthcare workers have transitioned into well-functioning teams,
thus providing each other with a sense of belonging. Lower turnover rates among
healthcare professionals indicate increased satisfaction and commitment, which can
be linked to successful team transformation, Wong et al. [84]. It is important to bear
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in mind external factors, such as economic conditions, which may influence turnover
rates, causing team transformation effort results to vary.

9.1.4 Workflow efficiency

If teams have properly formed and are functioning well, workflow efficiencies
are expected to improve. Thus, time-to-treatment and patient throughput can be
used to measure how well work is being properly coordinated in a team environ-
ment, where silos are fewer and far between, leading to few cases of things falling
through the cracks. A study titled “Impact of communication errors in hospitals” by
Cohen et al. [85] underscores the significance of efficient workflows in patient care.
Metrics related to time-to-treatment and patient throughput can reflect the impact of
team transformation on operational efficiency, which provides tangible measures of
process improvements. It is important to note that changes in efficiency metrics may
result from various factors, and isolating the effect of team transformation can be
complex.

9.1.5 Clinical quality indicators

A lot is said about continuous quality improvement in healthcare systems, and
yet not much is said about the relationship between quality compliance/quality
improvement and team functioning. Here, Compliance with Clinical Guidelines
and Quality Improvement Metrics can be used to measure how well teams are
functioning well. Neily et al. [86] study entitled “Association between implementa-
tion of a medical team-training program and surgical mortality” highlights the role
of team training in improving clinical outcomes. Assessing adherence to clinical
guidelines, patient safety metrics, and quality improvement indicators provides a
quantitative measure of improved clinical care resulting from team transformation.
Please note that changes in clinical quality indicators may result from multiple
interventions, making it challenging to attribute improvements solely to team
transformation.

9.1.6 Collaborative decision-making

A group of healthcare workers hardly provides an environment within which col-
laborative decision-making takes place. As such, using shared decision-making scores
or team-based decision-making processes as metrics that reflect how well healthcare
workers are collaborating in a team environment is important. Murrells et al. [87]
explored the impact of teamwork on nursing care. Assessing shared decision-making
using shared decision-making scores can provide insights into the success of team
transformation in fostering collaborative approaches to patient care. Of course,
caution should be practised when using these metrics because subjective measures
may vary, and the impact on patient outcomes may be indirect and challenging to
quantify.

The above are examples of process measures that can be used to track how well
healthcare teams are functioning, and thus point to the effectiveness of the transfor-
mative leadership efforts in transforming a group into a well-functioning healthcare
team. What is then needed is to look at what happens on the patient care side, as
discussed below.
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9.2 Outcome measures

Outcome measures refer to metrics or indicators used to evaluate the results,
effects, or impacts of an intervention, program, or process. These measures assess the
ultimate goals or objectives that an organization seeks to achieve, such as improve-
ments in patient health outcomes, customer satisfaction, financial performance,
or other key performance indicators. Outcome measures provide valuable insights
into the effectiveness, success, and overall impact of initiatives, allowing organiza-
tions to gauge their performance, track progress toward desired outcomes, and
make informed decisions for continuous improvement. Outcome measures are at
the patient level, since investments in transforming groups into teams are aimed at
improving patient health outcomes.

9.2.1 Patient outcomes

Reduction in Adverse Events and Hospital Acquired Infections (HAIs) are good
metrics used to measure patient outcomes arising from a well-function team. A study
by Landrigan et al. [88] titled “Temporal trends in rates of patient harm resulting
from medical care” emphasized the importance of patient safety metrics. Monitoring
adverse events and HAIs provides valuable insights into the impact of team transfor-
mation on patient outcomes. Other patient outcomes metrics include mortality rates,
readmission rates, and complication rates to assess the impact of team transformation
on patient outcomes. Such metrics provide concrete measures of the team’s effective-
ness in delivering quality care and improving patient health. Graupner et al. [89]
found that the use of patient-reported outcome measures improved symptom control,
health-related quality of life, patient satisfaction and patient-doctor communication.
These metrics should be used with caution as they may also be influenced by factors
beyond the team’s control, making it challenging to attribute changes solely to team
transformation efforts.

9.2.2 Patient satisfaction

To measure patient satisfaction, patient satisfaction scores can be used as
a metric to provide feedback about how well the healthcare team is working.
Glickman et al. [90] discuss the correlation between patient satisfaction and health-
care quality. Evaluating patient satisfaction scores can indicate the success of team
transformation efforts in creating a positive patient experience. Surveys and feedback
mechanisms gauge patient satisfaction Graupner et al. [89], reflecting the perceived
quality of care and interpersonal aspects of the team’s performance. Such surveys
offer insights into the patient experience and can guide improvements in communica-
tion and patient-centered care. However, just like the patient outcomes metrics, these
surveys can be subject to biases, and scores may not capture all aspects of the patient’s
perspective.

In conclusion, evaluating the success of team transformation in healthcare
requires a comprehensive approach that considers patient outcomes, satisfaction,
team communication, staff engagement, turnover rates, workflow efficiency, clini-
cal quality indicators, and collaborative decision-making. Academic studies provide
valuable frameworks and evidence supporting the use of these metrics in assessing
the impact of team transformation initiatives on healthcare delivery and organiza-
tional performance. While these metrics offer valuable insights into different aspects
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of team transformation, it is crucial to consider their limitations and the potential
influence of external factors. A holistic approach, combining various metrics and
qualitative assessments, provides a more comprehensive understanding of the success
of team transformation efforts in healthcare.

10. Future trends, challenges and the role of transformative leadership

Emerging trends in healthcare teamwork reflect the evolving landscape of health-
care delivery, emphasizing collaboration, innovation, and patient-centered care. Here
are some key trends supported by relevant research findings.

10.1 Interprofessional collaboration

A study by Zwarenstein et al. [24] titled “A systematic review of interprofes-
sional collaboration” emphasizes the importance of interprofessional collaboration
in healthcare. Collaborative practices among diverse healthcare professionals con-
tribute to improved patient outcomes and enhanced healthcare delivery. Challenges
in fostering effective collaboration among diverse healthcare professionals may
arise, impacting the implementation of interprofessional care models. Reeves et al.
[68] highlight the role of transformative leadership in promoting interprofessional
collaboration. Spaulding et al. [91] point to the need to (i) engage in assessing the
long-term impact of interprofessional education, (ii) objectively assess change in
collaborative behavior, and (iii) assess the impact of interprofessional education on
patient-centered outcomes. Leaders can encourage shared goals, facilitate commu-
nication, and address professional silos to enhance collaboration among healthcare
team members.

10.2 Digital health and telemedicine collaboration

The integration of digital health tools and telemedicine platforms facilitates
collaborative care, allowing healthcare teams to coordinate and communicate
effectively, especially in remote or underserved areas [92]. Integrating data-driven
decision-making into healthcare teams may face technological and cultural bar-
riers. Leveraging data analytics, transformative leaders can play a crucial role
in creating a data-driven culture [93]. In the aftermath of COVID-19, the long-
term efforts in this area may entail the development of a National Emergency
Tele-Critical Care Network (NETCCN) to ensure an effective response to future
emergencies [94]. Transformative leaders can invest in staff training, promote the
use of analytics tools, invest in emergency response networks, and ensure that the
team is equipped to translate data insights into actionable strategies for continuous
improvement.

10.3 Patient-centered care teams

Patient-centered care teams lead to multidisciplinary team of providers and staff
working together to cover the full care cycle for a given condition [95]. Within this
care model, patients actively participate in decision-making, and research has shown
positive effects on health outcomes and resource utilization [96]. Shifting toward
patient-centered care teams may face resistance or difficulties in altering traditional
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care delivery models. Transformative leaders can champion the patient-centered
approach, ensuring that the team’s vision aligns with delivering personalized, patient-
focused care [96]. Transformative leaders can also address cultural shifts and provide
support during the transition.

10.4 Team-based learning and training

A study by Eppich and Cheng [97] titled “Health care teams’ ability to learn from
experiences: A systematic review of health care team training” explores the impact of
team training. The research underscores the importance of ongoing team-based learn-
ing and training initiatives to enhance communication, collaboration, and overall
team effectiveness. Implementing ongoing team-based learning and training initia-
tives may face challenges related to time constraints or a lack of resources. Eppich and
Cheng [97] underscore the importance of team training, and transformative leaders
can prioritize and allocate resources for continuous learning. Burgess et al. [98] and
Considine et al. [99], asset that team training facilitates deeper engagement and
learning, and provides, an opportunity for role modeling of interpro-fessional col-
laboration. Transformative leaders can advocate for the development of a supportive
learning culture, fostering a commitment to ongoing training initiatives among
healthcare professionals.

10.5 Innovative team structures

The research by Roch et al. [100] examines the impact of team structures on
patient outcomes. The study suggests that innovative team structures, such as col-
laborative care models and accountable care organizations, can positively influence
patient outcomes. Innovations in healthcare teamwork may need to navigate complex
regulatory environments, posing challenges in balancing innovation with compli-
ance. Transformative leaders can navigate regulatory challenges by advocating for
policies that support innovation while ensuring compliance with healthcare regula-
tions. Research on leadership and organizational change, such as Cummings et al.
[34], emphasizes the importance of leadership in navigating complex healthcare
environments.

10.6 Behavioral health integration

Integrating behavioral health into primary care settings enhances collaborative
efforts between mental health professionals and primary care teams, addressing both
physical and mental health needs [101, 102]. Healthcare professionals may resist
changes in team structures, workflows, or the adoption of digital health solutions.
Research by Weiner et al. [67] suggests that transformative leaders play a crucial role
in overcoming resistance to change. They can communicate a compelling vision,
foster a culture of innovation, and involve team members in the decision-making
process, promoting a sense of ownership and readiness for change.

These emerging trends in healthcare teamwork align with a broader shift toward
patient-centered, collaborative, and technology-enabled care. Continued research
and implementation of these trends have the potential to reshape healthcare delivery,
improving outcomes and experiences for both patients and healthcare professionals.
While transformative leadership can contribute significantly to addressing emerging
trends in healthcare teamwork, certain challenges may arise. These emerging trends
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present potential challenges and opportunities for transformative leadership as they
adapt to remain effective in transforming a group of healthcare workers into a well-
functioning team. As evidenced by various academic studies, transformative leaders can
adapt to challenges associated with emerging trends in healthcare teamwork. Through
effective communication, a commitment to innovation, fostering a culture of continuous
learning, and addressing resistance to change, transformative leaders can guide health-
care teams in successfully navigating the evolving landscape of healthcare delivery.

11. Recommendations for healthcare leaders

For leaders in the healthcare landscape, be they Ministry of Health leaders,
development partners (funder and NGOs) and other stakeholders who are looking to
implement a transformative leadership model to develop well-functioning teams, here
are a few key recommendations.

11.1 Embrace interprofessional collaboration

Foster collaboration among diverse healthcare professionals to enhance patient
outcomes. Reeves et al. [68] and Spaulding et al. [91] emphasize the importance of
interprofessional collaboration in improving professional practice and healthcare
outcomes. Leaders should encourage shared goals, effective communication, and
teamwork.

11.2 Address resistance to change

Overcome resistance by communicating a compelling vision, involving team
members in decision-making, and fostering a culture of innovation. Weiner et al.
[67] highlight the role of transformative leaders in conceptualizing and measuring
organizational readiness for change. Leaders can address resistance through effective
communication and creating a culture receptive to transformation [73].

11.3 Promote continuous learning and training

Prioritize ongoing team-based learning and training initiatives to enhance com-
munication, collaboration, and overall team effectiveness. Eppich and Cheng’s [97]
systematic review emphasizes the importance of healthcare teams’ ability to learn
from experiences. Mlambo et al. [103] argue that access to continuing professional
development should be made more attainable, realistic, and relevant, and more
resources should be invested in continuous professional development. Leaders should
invest in continuous learning initiatives, fostering a culture of adaptability and skill
development.

11.4 Leverage data-driven decision-making

Create a data-driven culture by investing in staff training, promoting analytics
tools, and translating data insights into actionable strategies. Bates et al. [104] and
Adler-Milstein et al. [93], discuss the importance of leveraging data analytics for
patient-centered value-added care. Transformative leaders play a crucial role in driv-
ing the adoption of data-driven decision-making within healthcare teams.
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11.5 Champion patient-centered care

Align the team’s vision with delivering personalized, patient-focused care, empha-
sizing shared decision-making and active patient participation. Rosenthal et al. [96]
highlight the impact of patient-centered care teams on health services utilization and
costs. Leaders should champion a patient-centered approach, ensuring that the team’s
values align with delivering individualized care.

11.6 Navigate regulatory challenges with innovation

Cummings et al. [34] stress the importance of leadership in navigating
complex healthcare environments. In order to navigate regulatory complexities,
it is important to bring an innovative approach while ensuring compliance with
healthcare regulations [105]. Transformative leaders can balance innovation with
compliance, advocating for policies that support positive changes in healthcare
delivery.

11.7 Build a human-centered design approach

Apply human factors and ergonomics principles to healthcare teamwork to
improve workflows, reduce errors, and enhance overall team performance. In this
regard, Carayon et al. [106] emphasize the significance of human-centered design
in home health care. Clarke and Cameron [107] argue that dealing with disrespect
and burnout requires human-centered design, where leading with empathy and
engaging with authenticity brings about a deeper understanding of problems and the
concomitant solutions. Leaders can integrate principles of human factors to enhance
the design of healthcare processes and workflows.

11.8 Promote team-based structures

Explore innovative team structures, such as collaborative care models and
accountable care organizations, to positively influence patient outcomes [108, 109].
Leaders should consider and implement team structures that promote collaboration
and accountability.

Therefore, healthcare leaders looking to implement a transformative leader-
ship model should focus on fostering collaboration, addressing resistance to
change, promoting continuous learning, leveraging data-driven decision-making,
championing patient-centered care, navigating regulatory challenges, adopting
a human-centered design approach, and exploring innovative team structures.
These key takeaways provide actionable insights for leaders seeking to navigate
the complexities of modern healthcare and drive positive transformation within
their teams.

12. Conclusion

The transformative leadership model has a significant impact on healthcare
teams, fostering positive changes in team dynamics, collaboration, and overall orga-
nizational effectiveness. Transformative leaders inspire and articulate a compelling
vision for healthcare teams, aligning members around shared goals and a common
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purpose. This fosters a sense of direction and collective commitment. They promote
a collaborative culture within healthcare teams, breaking down silos and encourag-
ing interdisciplinary communication. This enhances teamwork, leading to improved
patient care and outcomes. Transformative leaders effectively manage resistance

to change by communicating transparently, involving team members in decision-
making, and creating a culture that embraces innovation. This facilitates smoother
transitions and acceptance of new practices. The transformative leadership model
promotes a culture of continuous learning within healthcare teams. Leaders invest in
training and development, ensuring that team members acquire new skills, adapt to
evolving challenges, and stay abreast of industry advancements. Leveraging data and
analytics to inform decision-making within healthcare teams, transformative leaders
promote evidence-based practices, which in turn improve patient care strategies and
optimize workflows. As champions of patient-centered care, transformative lead-
ers focus on emphasizing shared decision-making, individualized care, and active
patient participation. This shift enhances the overall patient experience and satisfac-
tion. Transformative leaders navigate complex regulatory environments by advocat-
ing for policies that support innovation while ensuring compliance. This enables
healthcare teams to balance regulatory requirements with a focus on positive changes
in care delivery. Through promoting human-centered design, transformative lead-
ers integrate human factors and ergonomics principles into healthcare teamwork,
optimizing workflows, reducing errors, and enhancing overall team performance.
The transformative leadership model encourages leaders to explore and implement
innovative team structures, such as collaborative care models and accountable care
organizations. This positively influences patient outcomes and enhances account-
ability. Finally, by fostering a positive work environment, providing a clear vision,
and supporting professional development, transformative leaders contribute to
increased job satisfaction and enhanced performance among healthcare team
members.

In summary, the transformative leadership model positively impacts healthcare
teams by inspiring vision, fostering collaboration, addressing resistance to change,
promoting continuous learning, leveraging data-driven decision-making, champion-
ing patient-centered care, navigating regulatory challenges, adopting human-cen-
tered design, and exploring innovative team structures. These elements collectively
contribute to improved team dynamics, patient outcomes, and the overall effective-
ness of healthcare delivery.
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Chapter 5

Team Effectiveness in General
Practice: Insights from the
Norwegian Primary Healthcare
Team Pilot

Birgit Abelsen and Anette Fosse

Abstract

This chapter provides insights into team effectiveness in general practice. It is
based on a qualitative case study from five purposively recruited Norwegian general
practices participating in a pilot for implementing primary healthcare teams. To
assess team effectiveness, 41 individual and group interviews were performed in the
practices. The data production and the analysis were guided by Hackman’s team effec-
tiveness model. Five overarching themes were identified: teamwork nature, buy-in,
macro-team leadership, individual satisfaction, and performance outcome. Despite
variation in the organizational context, the informants at four of five of the practices
agreed that functional teamwork produced good and relevant results—primarily for
the patients, as well as largely for themselves as it increased job satisfaction. The study
shows that becoming real and effective micro- or macro-teams involves extensive,
targeted, and time-consuming change work. Actual change requires leadership,
buy-in, and a significant effort linked to structuring the teamwork. The results raise
the question of whether it is a sensible use of resources to scale up and spread primary
healthcare teams to all general practices in Norway. Management training as part of
specialist training for all general practitioners to acquire the competence to lead effec-
tive micro-teams could be beneficial for teamwork development.

Keywords: interprofessional team, teamwork, team effectiveness, micro-team,
macro-team, primary healthcare, general practice, implementation

1. Introduction

Interprofessional primary healthcare teams (PHTs) are promoted as necessary
for handling the complexity of contemporary and future healthcare provision and
as essential for the ability to provide high-quality and safe healthcare [1-3]. Schmutz
etal. [4] found that teamwork has a positive relationship to performance, regardless
of the characteristics of the team or task, and concluded that healthcare organizations
should recognize the value of teamwork and emphasize approaches that maintain and
improve teamwork for the benefit of patients.
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While the assumption that complex health issues are managed better by teams is
widely endorsed, the implementation of such teamwork can be challenging [5-10].
An overview of reviews of interprofessional collaboration in primary healthcare
highlighted that most barriers and facilitators were reported at the organizational
and inter-individual levels [11]. In general practice, the most frequently reported
barriers to well-functioning teamwork between general practitioners (GPs) and
nurses were at the system level (e.g., inadequate reimbursement policies for nurses’
services) and at the inter-individual level (e.g., traditional hierarchies, ideological
differences in practice and cultural perception of care leading to power struggles,
and difficulties regarding professional identity). The most frequently reported
facilitators at the organizational level included tools for team communication (e.g.,
regular meetings, open channels of communication, and use of technologies) and
close physical proximity between professionals. At the inter-individual level, the
definition of roles and responsibilities and the acceptance of other professionals’
views, competences and practices, and shared leadership were reported. At the
individual level, a positive attitude and interest in interprofessional collaboration
was identified [12, 13].

The effectiveness of teamwork may vary according to the context [14, 15].

The importance of studying the effectiveness of a team in the specific context in
which the teamwork is taking place is emphasized, because of the effect of the
context on team processes, psychosocial traits (e.g., cohesion and norms), and task
design [16]. A review of interventions to improve team effectiveness found that
most studies researched different acute hospital settings and pointed out that less
evidence is available about team effectiveness in primary care settings, including
general practice [17].

Our study aimed to investigate team effectiveness in interprofessional primary
healthcare teams in general practice. The study was carried out in connection with a
pilot project introducing interprofessional PHTs in Norwegian general practice. The
pilot is part of an international teamwork trend in general practice. The descrip-
tions and evaluations of international initiatives show a diversity of organizational
methods and results [18-21]. The heterogeneity in health systems justify national
pilots and associated evaluations in individual countries ahead of eventual whole-
system changes.

This study provides contextual insights into team effectiveness. The fact that
we are studying a change process that seeks to establish teamwork means that
the study probably uncovers aspects that are different from those that would be
found in a study of team effectiveness in an established teamwork structure. The
study finds that effective teamwork is not necessarily achieved even when both
effort and interest are present. Based on the findings, this chapter recommends
strategies that can facilitate the implementation of interprofessional teamwork in
general practice.

2. Theoretical framework

Health services research has focused on identifying the characteristics of effective
teams and developing instruments for measuring team effectiveness [16, 22]. Team
effectiveness can be measured by looking at objective outcomes (e.g., quality of care)
or subjective outcomes (e.g., effectiveness as perceived by team members) [23]. The
theoretical framework guiding the current study is Hackman’s model for assessing
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team effectiveness [24, 25]. The underpinning idea is that team effectiveness depends
on three main outcomes: acceptable performance output, the growth and well-being
of the team members, and the viability of the team. Performance outputs may include
factors such as patient satisfaction, quality of care, adherence to clinical guidelines,
and efficient utilization of resources. Performance output assessments are subjective
and are carried out either by the team members themselves (as in this study) or by
patients experiencing the teamwork. To achieve the outcomes, the model identifies
six conditions: the performing unit is a real team; the team has a compelling direc-
tion or purpose; there is a strong and supportive structure; there is a conducive and
supportive context; there is the right mix of competent and committed members;
and there is competent coaching. Further, team effectiveness is seen as a function

of three overarching processes: collective effort, use of knowledge and skills, and a
strategy for carrying out the teamwork. The model acknowledges that the outputs of
the team, in turn, become inputs for the next cycle of team performance. The outputs
provide feedback to the team and influence future inputs, shaping the team’s ongoing
effectiveness.

3. Study context

Since 2001, Norway has had a patient list system for general practice. This system
gives each of the 5.4 million Norwegian citizens the right to be registered with a
regular GP; only a minimal number of people opt out [26]. The primary objective of
the patient list system is to secure access and continuity of care. Regular GPs provide
consultations with their listed patients and coordinate the care of these patients
within the healthcare system while also serving as gatekeepers to secondary care and
sickness benefits. The GP service is a municipal service. Most GPs are self-employed
and operate under an individual agreement with the municipality. A minority of GPs,
particularly in rural areas, are employed and work in general practices owned by the
municipality.

Over the years, the general population has been very satisfied with the patient list
system [27]. In 2022, a regular GP had, on average, 1040 patients on his or her list [28].
GPs typically work in quite small practices alongside other regular GPs (mean: 5.0,
interquartile range: [3-6]) [29], and it is uncommon for practices to include other pro-
fessionals except medical assistants. Thus, interprofessional teamwork inside general
practices is less developed in Norway than in many other European countries [30].

The Norwegian Directorate of Health initiated a primary healthcare team (PHT)
pilot in the period April 2018-March 2023. The aim was to explore whether a PHT
provided a better service for patients than the usual GP scheme. General practices
were expanded with nurses, and PHTs included regular GPs, nurses, and medical
assistants. PHTs were expected to offer home visits, quality, availability, continu-
ity, and safe services and to work systematically and proactively with target patient
groups such as weak demanders and patients with large and complex needs in four
main categories: patients with chronic diseases, patients with mental health problems
and/or substance abuse problems, frail elderly, and patients with developmental
disorders/disabilities [31]. No further directions were given for how the teamwork
was to be carried out.

The PHT pilot included 17 self-recruited general practices, each of which included
between three and 17 regular GPs, between one and six nurses, and between two and
six medical assistants. Each general practice comprised a macro-team and several
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The micro-team and macro-team.

micro-teams—a common structure, particularly in US models of primary healthcare
teams [32-35]. The macro-team included all professionals working in the practice and
was led by a PHT manager (one of the GPs). The micro-teams were formed based on
each individual GP’ listed patients and were led by the respective GPs. Normatively,
a micro-team was expected to include the GP, a nurse, and a medical assistant (see
Figure1). As part of the pilot, the PHT managers were offered management training
corresponding to 30 study credits.

The pilot provided funding for the nurse resource in the approximate ratio of
one nurse to three regular GPs. Nurses were employed with fixed salaries. The
regular GP scheme is funded based on activity with approximately 30 percent
capitation, and only the GPs’ work is financed. For the pilot, two funding mod-
els were available: the activity-based model and a block funding model. Patient
co-payment was the same in both models. Within the activity-based model, the
GPs claimed fees and patient co-payments as normal. The nurses claimed fees and
patient co-payments for the services they provided, with around 50 percent of their
salary funded by a fixed allowance from the state. The block funding model relies
on risk-adjusted capitation as the main source of funding for the whole practice.
Patient co-payments and payments by result indicators make up a small portion of
the funding in this model.

By the end of June 2023, 12 percent of the listed patients in the 17 pilot practices
had had contact with the PHT [36].

This case study is part of a greater multi-method evaluation study following the
pilot [36, 37]. Author BA is an experienced healthcare researcher. Author AF has
been working as a GP for 30 years. We share an interest in general practice and in
how it can be developed to meet the population’s increasing and changing needs for
healthcare.

4. Research question

We sought to answer the following research question: How do team members sub-
jectively assess the team effectiveness of the micro- and macro-teams implemented in
their general practice?
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5. Methods
5.1 Sample

Five general practices with different profiles and staffing were purposively
included in this interview study. Table 1 sums up some of the relevant characteris-
tics of the selected practices. We aimed for variation in the choice of funding model,
ownership, staff size and mixture, whether they had nurses before they joined the
pilot, the fee-generation among the nurses, and geographical placement and size.
The table also shows the number of interviews conducted for the present study and
the proportion of the staff that participated.

Three of the practices were funded on the activity-based model, and two had block
funding. The number of GPs varied from four to ten, and the practices had between
two and six medical assistants. Two of the practices had previously had nurses. In
the pilot, each of the five practices engaged between one and three PHT nurses. The
practices were in different parts of Norway and covered urban and rural areas. The
interviewees were PHT managers (5), GPs (21), PHT nurses (8), other nurses (7), and
medical assistants (11).

5.2 Qualitative interviews

The data for our study were collected 4 years after the start of the pilot. Based
on Hackman’s model for assessing team effectiveness, we designed interview guides
with the aim of exploring team effectiveness in the micro-and macro-teams in the
five practices. To prepare themselves, the interviewees received a thematic interview
guide with key topics in advance (see Table 2). The interviewer used a more detailed,
structured interview guide with specific questions, making sure that all interviews
followed the same order and covered all the themes.

In May and June 2022, 41 structured interviews were performed, five on videocalls
and the rest face-to-face in the practices. The PHT managers, GPs, and PHT nurses were
interviewed individually, while the other health professionals were interviewed together
in groups of two to five participants. The interviews lasted on average 57 minutes
(median: 50, min/max: 16/75). They were audio-recorded and transcribed verbatim.

5.3 Analysis

Data analysis of the transcripts was performed with thematic analysis according
to Braun and Clarke [38]. We were inspired by an abductive approach in qualitative
research [39] theoretically informed by Hackman’s model for team effectiveness.
Both authors read the material thoroughly and worked together to reach consensus in
interpretation of themes in the qualitative data. We generated and negotiated initial
codes and text extracts representing the participants’ experiences with introducing
teamwork in macro- and micro-teams and collated these into potential themes. The
analysis was performed stepwise; first with five overarching themes being named (see
Table 2) and then with the material within each practice being analyzed consider-
ing the five overarching themes. In an iterative process, we reviewed the sub-themes
considering the research question and the coded extracts, named them, and finally
condensed and synthesized the extracts into analytic text. Our preconceptions were
mixed when it came to the PHT pilot, leading to a fruitful balance in our approach
to the analysis and discussion. The stepwise analysis of text from each practice made
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PHT managers, GPs, and nurses

Medical assistants

* PHT in this general practice
¢ Results and benefits of PHT

* PHT in this general practice

¢ The medical assistants’ role in the

teamwork

* Results and benefits of PHT

 The importance of PHT for patients

¢ Teamwork skills

« Teamwork challenges * The importance of PHT for patients

¢ Freedom of action in the teamwork * Collaboration with the GPs

« Teamwork effects ¢ Collaboration with nurse(s)

 Losses associated with the teamwork * New challenges with teamwork

. . . * Losses associated with the teamwork
» Team size and associated expertise

* Need and opportunity for skills development * Team size and associated expertise

« PHT management * Need and opportunity for skills
development

* Working methods within the general practice
* PHT management

« Self-evaluation of the teamwork
« Self-evaluation of the teamwork

Table 2.
Thematic interview guide to interviews with PHT managers, GPs, nurses, and medical assistants.

it possible to compare and discuss similarities and differences between the different
funding and organizational contexts. The five PHT managers were invited to read
through and comment on the text, resulting in minor adjustments.

5.4 Ethics

The Norwegian Agency for Shared Services in Education and Research was
notified of the study (#405955) and ensured that the planned data processing was in
accordance with data protection legislation. Ahead of the interview, all participants
received the interview guide and information about the study. Agreement to take part
was implicit through attendance at the interview.

6. Findings

The analysis identified five overarching themes capturing the informants’ team
effectiveness assessments: teamwork nature, buy-in, macro-team leadership, indi-
vidual satisfaction, and performance outcome (see Table 3).

6.1 Teamwork nature

The nature of the teamwork varied greatly between the practices. At Practice 1
(P1), the teamwork was based on formalized patient follow-up procedures. It was
mainly carried out in joint consultations led by the nurse, with the GP attending
the final phase. The informants said that they had worked hard on developing the
procedures and on finding a common way of working. The nurse and the GP com-
municated electronically in real time during the consultation, and the GP had to
find time to participate in the final phase. There were no formal meetings between
the individual nurse and GP other than these consultations in which the patient also
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Themes General practices
Practice 1 Practice 2 Practice 3 Practice 4 Practice 5
Teamwork Well-structured ~ Well- Some structure Some structure No structuring
nature macro structured in the macro in the macro of the macro
teamwork. macro teamwork. No teamwork. No teamwork. No
Unified way teamwork. unified way unified way unified way
of micro-team Flexibility of micro-team of micro-team of micro-team
working and but largely working. Most working. Most working. Most
generally aunified of thenurses’fee  of the nurses’ of the nurses’
structured and highly generationstems  fee generation fee generation
patient coordinated from their sole stems from her stems from
follow-up way of consultations consultations their sole
procedures. working in with patients. with patients and consultations
Most of the micro-teams. basic contacts with patients
nurses’ fee Most of the with patients and and basic
generation nurses’ fee others. One PHT contacts with
stems from joint  generation nurse is partly patients and
consultations stems from doing medical others.
with the GP. home visits. assistant work.
Buy-In Strong among Strong Weak among Varied among the Varied among
all the GPs amongallthe  most of the GPs. GPs. the GPs.
and nurses. professional Varied among Strong among
Varied among groups. the nurses. the nurses.
the medical Strong among Indifference
assistants. the medical among the other
assistants. professionals.
Macro-team Firm and Present, clear,  Partly absent. Partly absent. Completely
leadership clear. The PHT enthusiastic, Challenging absent during
manager is and inclusive.  to conduct the Covid-19
referred to as consensus pandemic.
avery good management Distance
leader by fellow when consensus leadership of
workers. is lacking among the practice is
the GPs. also a negative
factor.
Individual High and High and Varied among Varied among Varied among
satisfaction consistent consistent both the GPs the GPs. Strong the GPs. Strong
among the GPs amongallthe  and the nurses. in the nurse. Low among the
and nurses. professional Strong among among the medical ~ PHT nurses.
Varied among groups. the medical assistants. Indifference
the medical assistants. among the other
assistants. professionals.
Performance  Health benefits Health Increased quality ~ Increased quality Varied opinions.
output for patients. benefits for of patient care. of patient care.
Increased job patients. Increased job PHT has made it
satisfaction. Increased job satisfaction. possible for the
satisfaction. GPs to be salaried
and use time
on macro-team
meetings without
economic loss. This
is highly valued
among the GPs.
Table 3.

Overarching themes in team members’ evaluation of PHT effectiveness in the five selected general practices.
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participated. The nurses had a weekly meeting among themselves and a meeting with
the PHT manager to discuss PHT-related topics. The PHT manager and the GPs also
had regular meetings. The informants spoke of these meetings as being important for
the development of procedures and the common way of team working. The working
method was continuously evaluated and adjusted. The GPs agreed that they were the
ones who controlled the patients’ access to the PHT and that there had to be a clear
plan for the team follow-up of individual patients. The use of formalized procedures
was seen as an assurance for high-quality and equal services. The GPs agreed that a
certain degree of individual difference between them was fine but that this had to be
balanced so that the patients received equal services. The nurses reported that they
had the same approach to the micro-team working with all the GPs.

The work at Practice 2 (P2) was described as team-based, with several nurses hav-
ing been on the staff long before the PHT pilot was established. Participation in the
pilot had provided a larger nurse resource and a more targeted use of this resource.
Previously, a nurse had had largely the same function as a medical assistant. In the
PHT, all the nurses took on nursing tasks that demanded more competence. Two
nurses (the PHT nurses) mostly worked in the PHT. The other nurses worked in the
PHT as a minor part of their jobs. As part of the PHT, the nurses followed up patients,
according to agreed procedures, in their own consultations, either in the patient’s
home or in the practice. The PHT nurses had weekly meetings with the individual GPs
in which current patient follow-up in the micro-teams was discussed. The whole staff
participated in daily 10-15-minute morning meetings and often in short informal
“debriefs” when the phone lines had closed for the day. The informants agreed that
they had developed a clear, common structure and way of micro-team working.

At Practice 3 (P3), Practice 4 (P4), and Practice 5 (P5), no manifest structures or
common teamworking methods had been developed. Most of the nurses’ fee-gener-
ation stemmed from their own contact with patients. In P4 and P5, a high proportion
was from basic contact (not directly PHT-related) with patients and others, sug-
gesting that the nurses did tasks that the medical assistants could have done just as
well. At P3 and P4, there were weekly whole-staff meetings with PHT themes on the
agenda. However, although patient follow-up procedures were developed on paper
and it was decided that there should also be weekly meetings between each individual
GP and the nurse, the micro-teamwork was carried out to a varying degree. The
GPs often occupied the meeting time with patient consultations. At P5, there was no
established meeting structure or framework whatsoever to support the teamwork.
The nurses at all the three general practices spoke of great variation in their micro-
teamwork with the individual GPs: with some GPs, it worked very well; with some, it
worked less well, and with some, there was no teamwork at all.

6.2 Buy-in

Buy-in also differed between the practices. At P1, the GPs and nurses unanimously
expressed great commitment and buy-in to the PHT. They had transformed into the
PHT with great desire. The medical assistants did not, however, express the same
buy-in. They believed that they should have been more involved in the teamwork.
Several of the other informants said that they had tried to bring out the medical
assistants’ important macro-team role in ensuring good patient flow, communication,
and interaction. The PHT manager said that they had been concerned with creating
ownership and team spirit among all the staff. He emphasized that the PHT was a
joint assignment:
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We are explicit that we must be something more. We must be something extra. And
what can you contribute to this extra [...] be clear that we work as a team. We need
your participation and your commitment to this team, so that the team is not a
manager and some workers, it is a shaved responsibility. (PHT leader, P1)

At P2, all the informants expressed strong team affiliation. Several said that their
sense of ownership had developed over time. Many pointed to the PHT manager’s
commitment and targeted work to involve everyone as an important factor for team
buy-in.

At P3, the informants talked about many replacements among the GPs and an
accompanying challenge in creating team ownership among the new GPs and GP
locums. The PHT manager explained the other GPs’ lack of ownership by saying
that they did not experience the same degree of quality and relief in workload
from the PHT as he did himself and that they paid too much attention to their own
earnings. The other GPs largely confirmed this explanation. One GP was explicit
that it was out of the question to “pay” nurses for work that she felt she had the
capacity to do herself. The situation was nevertheless experienced as a dilemma,
as the GP also saw the professional need for team follow-up among vulnerable
listed patients. The nurses and medical assistants expressed a clear team commit-
ment. They talked about the difficulties in creating buy-in among new GPs who
had more than enough to do with getting to know their listed patients. The new
GPs were not sufficiently informed about the PHT and did not know what to do to
become part of it.

At P4, the informants described varying degrees of buy-in between the profes-
sions. The PHT manager believed that this had to do with several changes. The
practice had expanded, with two new GPs, and both the initial PHT manager and the
initial nurse had left. The GPs generally expressed satisfaction with the teamwork,
but the new nurse said she lacked a plan for how to work. The medical assistants felt
they were sidelined and not heard. They had not been given any special team role, and
tasks that they enjoyed had been lost to the nurse.

The PHT manager at P5 spoke of a wide range in the GPs’ views of the PHT—from
completely passive and uninterested to enthusiastic and committed. This was con-
firmed in the individual interviews with the GPs. The nurses said that it had been
challenging with an experienced GP staff who had no desire to change their way of
working. During the PHT pilot, new GPs and younger GP locums had come in, mak-
ing teamwork easier because the newcomers were more used to working with nurses.
The medical assistants felt barely involved in the PHT. When they, and some of the
GPs, talked about the PHT, they meant the PHT nurses. When asked why, one of the
medical assistants replied:

In other practices it seems like they’re all involved — it is us in the practice who are the
PHT. Whereas here we have always perceived [the PHT] as them [the PHT nurses].
[...] So, 1 feel theve is something we’ve missed. (Medical assistant, P5)

6.3 Macro-team leadership

At P1 and P2, all the informants spoke very positively about the PHT managers’
leadership. At P1, the PHT manager was referred to as a very capable leader, with great
drive and commitment to the PHT. His macro-team leadership was foregrounded as
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being decisive in what they had achieved. However, several informants added that
the leadership had a good foundation, in that some of the other staff members had

a similar commitment and buy-in and that the staff had allowed itself to be led. At
P2, all the informants highlighted the PHT manager as committed, inclusive, posi-
tive, and solution-oriented. Her clear objective was that everyone should take part
in the teamwork. At both practices, it was pointed out that there was a big difference
between the PHT managers before and after they had attended management train-
ing. The management training gave the PHT managers both the competence and the
authority to lead.

The PHT manager at P3 considered himself too old for management training and
was unsure of its usefulness in a practice with a flat structure. The PHT manager
believed that his management had to be based on consensus, and as consensus was
lacking, it was difficult for him to lead. The staff experienced his leadership somewhat
differently. The GPs mainly thought that the PHT manager had done a good leader-
ship job. The nurses pointed to a lack of time for leadership in a hectic everyday life.

The PHT manager at P4 had also completed management training. However,
he found it challenging to take over the leadership role in addition to handling a
full patient list. The GPs were divided in their views of his leadership. The medical
assistants and the nurse said that they experienced too little leadership and missed
being followed up.

The PHT manager at P5 had also participated in management training. However,
his assessment was that there had been a clear deficit in PHT management. For a long
period, his resources had been used for the municipality’s handling of the Covid-19
pandemic. The other informants experienced a clear absence of leadership of both
the PHT and the practice. Since the municipality had taken over the administration
of the practice a few years earlier, a municipal health manager had formally managed
the practice on a part-time basis. This person was not regularly present at the practice,
was not a GP, and, according to the PHT manager, lacked the legitimacy to lead the
GPs. As municipal employees, the nurses found that it was the municipal health
manager who controlled their working hours and work content. During the Covid-19
pandemic, it had been more important for the municipality that they did other tasks
than PHT work.

6.4 Individual satisfaction

At P1, all the GPs and nurses said that they were satisfied with the teamwork-
ing. At P2, all the informants expressed that they enjoyed teamworking and
experienced it as meaningful. In both practices, the informants said that teamwork
provided a greater professional community than before. Several GPs pointed out
that it was nice not to be so alone with the patients as they had previously been.
The teamwork made them do a better job, and this brought them great joy. Both
PHT managers saw it as a great privilege for the practices and the local community
to be part of the pilot.

At the other three practices, individual satisfaction with PHT varied widely both
within and between the professional groups. At P4, one nurse had her last day when
the interview was done. She had resigned because she felt that her expertise was being
misused as a lot of her time had been spent doing medical assistant tasks. At P5, the
medical assistants talked about a frustrating work situation with a heavy workload
and low job satisfaction. At the time of the interview, one medical assistant was on
long-term sick leave, and another had got a new job at a hospital.
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6.5 Performance output

At P1, P2, P3, and P4, almost all the informants had concrete stories about indi-
vidual patients who had greatly benefited from their teamwork. The informants
pointed out that the teamwork (when it was functioning) gave higher quality, more
of an overview, a more stable patient follow-up process, and time to explore unclear
issues. They also talked about patients expressing satisfaction with team follow-up.
The systematic approach facilitated by the procedures contributed to reducing errors
and improving workflow. At P1, the informants believed that the PHT also gave a
larger production than before.

At P1, P2, and P4, the informants were most definite in their judgment that the
teamwork not only increased the quality of patient care but also gave patients better
health and well-being. At P3, several informants pointed out that team follow-up was
particularly useful also for their listed population, where many had an immigrant
background, were economically poor, had a low education level, and for various
reasons did not follow up their own illness(es) well enough.

In the case of P4, the choice of the block funding model had enabled the GPs to
switch from variable income to having a fixed salary. Several of the GPs were satisfied
with this. The funding model had given them the opportunity to hold meetings and
follow up patients without being worried about finances.

In P5, the results of PHT were assessed differently within and between the profes-
sional groups. The nurses and some GPs talked about positive results for the patients
in the same way as the informants at the other practices, but there were also infor-
mants among the GPs and medical assistants who either thought it was difficult to
assess the results because the PHT objective was unclear or believed that the PHT had
not brought about any change whatsoever.

Although the quality of patient care and the health-related results for the patients
were noted as the most important, many of the informants at P1, P2, P3, and P4
pointed out that the teamwork provided job satisfaction and security for themselves.
It also gave them someone to share their joys with—someone who knew the patient
and, for example, knew the effort that had been put in to get to the position where
they could help someone who was mentally ill. The PHT had changed their attitudes
and the respect they had for each other. It had increased their understanding and
appreciation of everyone’s contribution. The impact of the PHT on job satisfaction
was mentioned to a lesser extent by the informants at P5.

7. Discussion

This study shows that becoming real and effective micro- or macro-teams in
general practice involves extensive, targeted, and time-consuming development and
change work. In addition to clear leadership, actual change requires buy-in and a
significant effort linked to structuring the teamwork. The organizational context for
teamwork, which is most clearly reflected in the informants’ stories about teamwork
nature, buy-in, leadership, and individual satisfaction, varied widely between the
five practices. P1 and P2 largely fulfilled the criteria, conditions, and processes set
by Hackman [24, 25] to create team effectiveness. The other three practices (P3,

P4, and P5) had been less successful in this. However, despite variations in the
organizational context, the informants at P1, P2, P3, and P4 agreed that functional
teamwork produced good and relevant results, primarily for the patients as well as
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largely for themselves as it increased their job satisfaction. These results are in line
with findings in other studies [4, 15, 34, 40]. The stories told by the informants at
P1 and P2 indicate an increase over time in their ability to collaborate. Role clarifica-
tion and a reasonable distribution of labor in both the macro- and the micro-teams
ensured that different skills were used well. This teamwork viability was present

to a lesser extent in P3, P4, and P5. Important reasons for this seem to be turnover,
especially among the GPs, and a lack of both macro- and micro-team leadership. It
cannot be ruled out that the reason for turnover was a lack of success in changing to
teamwork. Lack of structure, leadership, and support had a negative impact on the
assessments of team effectiveness; for example, the team members to a lesser extent
had a common perception of the purpose of the teamwork, and the distribution of
responsibility and tasks was to varying degrees agreed upon in the macro-teams. The
negative impacts of turnover and a lack of leadership are known, from other studies,
to hamper teamwork [7, 9, 41, 42].

The patient list system set natural frames for the micro-teams, and the medical
assistants seemed to have no function or enhanced role in these teams. This contrasts
with the way in which the micro-teams were normatively described as part of the pilot
[31] and with findings from other studies [33, 34]. However, the medical assistants
had an important role and contribution to the macro-team and the functioning of the
practices. Our study shows that a micro-team (i.e., a GP and nurse) can function well
even if the practice does not achieve a unified way of micro-teamworking. However,
the fact that certain micro-teams function less effectively reduces the overall team
effectiveness in the practice. The informants’ descriptions indicate that different
aspects determined the micro-team practice. The GP’s buy-in was important, and
what seemed to be decisive was whether the GP took the expected leadership and
managed the micro-team for the benefit of their listed patients in the target group.
The GP’ experience was also important. New GPs needed time to get to know their
listed patients and find out who might benefit from team-based follow-up. In addi-
tion, it seemed that new GPs were not sufficiently socialized into PHTs and only
partly understood the concept, which is related to a lack of macro-team leadership,
buy-in, and support at the practice. On the other hand, some young GPs connected
more easily to teamwork because they were used to it from hospital settings, while
some old GPs wanted to continue in their usual way of working.

Hackman’s normative model for assessing team effectiveness (1987) has been a
suitable theoretical starting point for our study. However, the model is not specifically
developed for assessing teamwork in general practice. It emphasizes the importance
of real teams as a condition for team effectiveness but does not pay particular atten-
tion to aspects related to turnover in teams. Turnover was a significant issue at three
of the practices (P3-P5) in our study. Turnover, especially among GPs, probably
creates some unique challenges in a patient list system. It takes time for new GPs to
gain an overview of their listed patients’ needs. At the same time, the Norwegian list
system is largely built on self-employment and individual contracts between GPs and
the municipalities, which promotes GPs’ autonomy and not teamwork. For studies in
general practice, it may be appropriate to add team stability as a condition for creating
team effectiveness.

The funding models (activity-based or block funding) did not in general seem to
have a decisive impact on teamwork effectiveness. This might relate to self-selection
into the funding models. However, the fact that teamwork could give a lower income
to self-employed GPs funded on the activity-based model was highlighted as an
explanatory factor for the lack of interest in teamwork among informants at P3,
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while the opportunities that came with the choice of the block funding model were
highlighted by the informants at P4 as something that enhanced teamwork. Similar
perceptions have been identified in previous studies [42, 43]. The fact that our
informants did not place more emphasis on financial aspects may have to do with the
fact that Hackman’s model does not include these aspects. This could be a potential
weakness with the model when studying team effectiveness in a general practice
model based primarily on self-employed GPs.

Tuckman’s [44] sequential stages of development for groups solving tasks together
(forming, storming, norming, and performing) is an alternative theoretical frame-
work that can help make sense of team development. In the forming phase, boundar-
ies for work tasks and relationships are tested at the same time as the individuals
adjust to management, other team members, and the existing system. The storming
phase is characterized by resistance and often conflict, linked to team influence and
expected involvement. In the norming phase, resistance is overcome, the content
of the collaboration and cohesion develops, and new standards, roles, and trust are
established. In the performing phase, the structures are in place and support the tasks
to be performed. Our findings suggest that at the time of the interviews, the five
practices were in different phases. P1 and P2 had probably reached the performing
phase, while it is likely that P3, P4, and P5 were still in the forming phase, mainly due
to turnover and an absence of leadership. Awareness of Tuckman’s four stages could
be useful for studies on teamwork implementation in GP practices. Our study demon-
strates that moving from one stage to the next does not happen automatically.

A strength of this study is that we interviewed almost all the health professionals
at the practices and that the interviews were structured. Participation in the pilot
was based on self-selection of the practices. There is reason to assume that at the
participating practices, there was a genuine interest, among at least some of the staff,
in bringing about a change to a more team-based way of working. Even though both
time and interest have been present, our findings show that effective teamwork has
not necessarily been achieved.

In their systematic literature review, Buljac-Samardzic et al. [17] show that stud-
ies on improving team functioning in healthcare focus on four types of intervention:
training, tools, organizational (re)design, and programs. Programs refer to combina-
tions of different interventions. Although the review mostly covers studies conducted
in hospitals, the interventions seem relevant in connection with an eventual scaling-up
and spread of PHT in Norwegian general practice. Our study shows that the manage-
ment training offered to the PHT managers as part of the pilot had a positive impact
on the development of teamwork, on both the macro and the micro levels. This could
be a selection effect. On the other hand, it suggests that the PHT management training
should be maintained. Our findings indicate that there will also be benefits in manage-
ment training for all GPs so that they can acquire competence to lead effective micro-
teams. This can, for example, be part of the specialist training in general practice.

Further, our findings indicate that the practices that participated in the PHT pilot
have each spent a lot of time developing procedures for the team-based follow-up
of different target patient groups. As part of the scaling-up and spread, such proce-
dures should be standardized at national level with associated instruction manuals,
including possibilities for sensible local adjustments [45]. Several of the practices in
the PHT pilot have used information technology to carry out efficient, systematic
searches of the patient lists to identify residents in the target groups who could benefit
from team-based follow-up. This could develop into standard procedures. Both our
study and others show that clear structures to ensure communication in the team are
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extremely important. Coombs et al. [32] find that the use of huddles (structured,
brief, routine (multiple times a day), and face to-face communication between all
members of a team) is both common and effective.

Organizational (re)design focuses on intervening in structures, which will con-
sequently improve team functioning. Norwegian general practice is largely based on
self-employment and individual contracts between each GP and the municipality
through the general GP scheme system. Most GPs are organized into group practices.
It is currently not an option for the municipality and a group-based practice to
establish a contract on broader group services. Structural change that provides oppor-
tunities to enter into collective agreements on team-based services could support the
development of teamwork to a greater extent. The interventions we have pointed to
could form a program to support the further development and eventual scaling-up
and spread of structured teamwork in Norwegian general practice.

8. Conclusion

Our findings indicate that well-functioning PHTs will be able to provide patients
with good-quality primary care and that those who work in well-functioning teams
are likely to experience increased job satisfaction. Well-functioning teams require
leadership, buy-in, and a significant effort linked to structuring the teamwork and
thus are resource-demanding. At general practices that are unable to create this type
of team effectiveness, the positive results for patients and healthcare personnel are
less likely. Based on our findings, we assume that on a large scale, there will be prac-
tices that will not succeed in becoming effective teams. There is also reason to believe
that GPs in some practices will not be interested in teamwork at all. Our findings
raise the question of whether it is a sensible use of resources to scale up and spread
PHT to all general practices in Norway. The danger of a full-scale implementation
of PHT is that the allocation of resources to this kind of teamwork might be a waste
and create larger differences in the population’s health service provision and associ-
ated health outcomes. On the other hand, knowing the many benefits of effective
teamwork, it is important to look for strategies that can facilitate a stepwise full-scale
implementation. Our study shows that it is important to have time and expertise for
overall management of the macro team at the GP practice. However, it appears that
micro-teams can function well regardless of the nature of the macro-team. Specialist
training in general practice may be a favorable arena for providing GPs with expertise
in the management of micro-teams. A low-threshold facilitation of micro-teams may
give an opportunity for individual GPs and other health personnel to experience the
benefits and challenges of teamwork.
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Chapter 6

How to AID Leadership and
Followership in Multidisciplinary
Healthcare Teams

Neil E. Grunberg and Erin S. Barry

Abstract

Effective healthcare requires meaningful teamwork among individuals who have
diverse knowledge, expertise, experiences, and perspectives. Members of multidisci-
plinary healthcare teams include many different healthcare professionals—including
physicians, nurses, dentists, psychologists, nutritionists, physical therapists, social
workers, technicians, researchers, staff, and administrators—as well as patients and
their significant others. For multidisciplinary healthcare teams to work effectively
and efficiently, it is important to understand teams, members of teams, team pro-
cesses, relevant principles and practices of leadership and followership, and how to
create and maintain high performing teams. This chapter describes each of these con-
cepts; how to assess and develop team members; and how to integrate and apply three
particular leadership/followership approaches to optimize or “AID” multidisciplinary
healthcare teamwork: adaptive/allostatic, innovative, and distributed/shared/collec-
tive leadership and followership. In addition, this chapter discusses how to optimize
cohesiveness, morale, performance, and communication of multidisciplinary health-
care teams in the ever-changing contexts in which they work.

Keywords: leadership, followership, adaptive, innovative, distributed, teams,
healthcare

1. Introduction

Modern healthcare is a team activity and multidisciplinary teamwork is essential
in all healthcare contexts—including preventive medicine and activities to promote
health and well-being; at the point of injury/accident and onset of illness; during
medical transport; during visits and treatments in clinics, hospitals, and healthcare
offices; in home care and hospice; while conducting healthcare research; during
healthcare policy and strategic planning; and while administering and conducting
healthcare procedures. The traditional, individualist, all-knowing physician working
alone and making house calls is a paradigm of the past. Today, optimal healthcare
requires input, performance, collaboration, and meaningful teamwork among
individuals who have diverse knowledge, expertise, experiences, and perspectives,
and who work in multiple settings, both in-person and virtually.
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Multidisciplinary teams work across disciplines, generations, professions, and
groups to determine how best to provide “STEEP”—safe, timely, effective, efficient,
equitable, and patient-centered—care [1]. For multidisciplinary healthcare teams to
operate effectively and efficiently, it is important to understand and apply relevant
principles and practices of leadership and followership to create and maintain high
performing teams.

This chapter first identifies four categories of the many types of multidisciplinary
healthcare team members. Next, we discuss what constitutes a team, the two dis-
tinctive categories or roles of team members (i.e., as leaders and followers), and
team processes. Then, we address how to assess and develop leaders and followers.
With this information as a foundation, we describe three leadership and follower-
ship approaches that we believe are best suited to “AID” multidisciplinary teams in
healthcare settings: adaptive/allostatic; innovative; and distributed/shared/collec-
tive. Finally, we present ways to optimize team morale, cohesiveness, performance,
including seven strategies for high performing teams and effective communication
principles and tips for team members.

1.1 Current members of multidisciplinary healthcare teams

Members of multidisciplinary healthcare teams all contribute to healthcare and
well-being. These team members can be categorized into four groups:

a.healthcare professionals and practitioners who deal directly with patients and
healthcare activities, including: physicians and nurses with a wide variety of spe-
cialties, dentists, psychologists, nutritionists, physical therapists, occupational
therapists, social workers, medical equipment and laboratory technicians, case
managers, counselors, spiritual advisers, and others

b.healthcare researchers and staff who investigate and identify healthcare best
practices and who perform essential operational functions, including: scientists,
administrators, fund raisers, operation supervisors, strategic planners, budget
and financial analysts, physical plant maintenance workers, purchasing agents,
insurance reimbursement staff, policy makers, and others

c. patients and their significant others who are now considered to be members of
the healthcare team because it is their care and involvement that is central to
mission and because they have ready access to healthcare information via the
Internet

d.technology and artificial intelligence (AI) might also be considered as an addi-
tional group within multidisciplinary healthcare teams because of contributions
to the other three groups’ activities.

These groups differ with regard to backgrounds, experiences, education, roles and
responsibilities; yet all contribute to and are essential to the well-being of patients
and healthcare successes and failures. The challenges for multidisciplinary healthcare
teams are: (1) how to work together effectively and efficiently to obtain desired
outcomes for patients; (2) to maintain and enhance the well-being of the healthcare
team members; and (3) to support the mission and vision of the institutions and
systems in which they work. There are opportunities for each individual to contribute
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meaningfully, to experience pride and joy from their contributions, and to receive
support and share comradery with colleagues and the healthcare team of which they
are members. For multidisciplinary teams to succeed, it is important to understand
teams and team processes; the types, roles, and responsibilities of leaders and follow-
ers on teams; leadership and followership approaches best suited to multidisciplinary
teams in healthcare settings; and how to maximize team performance and well-being.
With such a diverse group, it also is critical to know how to optimize communication,
cohesiveness, morale, individual and team performance.

1.2 Whatis a team?

Teams consist of “two or more individuals brought together by an organization
or shared mission who are working or interacting on important common goals and
are assigned different roles and responsibilities while embedded in an organizational
system with linkages to the broader system” ([1], p. 128). More simply, teams are
two or more individuals with different roles and responsibilities working together
to achieve common goals. Effective teams are: cohesive, have high morale, com-
municate to achieve mutual understanding, and perform well. Effective teams also
reduce errors, improve outcomes, increase job satisfaction, reduce burnout, and use
resources effectively [2, 3].

1.3 Members of a team: types and their activities

Teams consist of individuals who are leaders and individuals who are followers (or
team members). Leadership and followership refer to activities performed by leaders
and followers.

1.3.1 Leaders and leadership relevant to teams

Day [4] defined “leader” as referring to human capital and intrapersonal knowledge,
skills, abilities, attitudes, and motivations, whereas “leadership” involves social capi-
tal, interpersonal relationships, and organization culture. Of the many definitions
offered for each of these words, perhaps the most common single word that describes
leaders and leadership is the word “influence” [5-8]. With this emphasis in mind, itis
important to recognize that leaders are aspirational and inspirational individuals who
influence other individuals, groups, organizations, and systems. Leadership involves
the activity of influencing individuals and groups by enhancing behaviors (actions),
cognitions (perceptions, thoughts, and beliefs), and motivations (why we act and think
as we do) to achieve goals that benefit the individuals and groups [5-8].

Many leader types have been defined, described, and championed as the “best”
way to lead. But, in fact, various leader types can be effective depending on the indi-
vidual leader, team of followers, situation, and context [9, 10]. A partial list of leader
types and approaches (in alphabetical order) include: adaptive, affiliative, allostatic,
authentic, authoritative, autocratic, change, charismatic, coercive, collective, coura-
geous, cross-cultural, culturally-competent, democratic, distributed, facilitative,
heart-centered, innovative, inspirational, laissez-faire, participative, principle-
centered, resonant, servant, shared, situational, strategic, thought, transactional,
transformational, virtuous, and visionary [7, 10-33].

Each of these leader types and approaches has value and may be well-suited
for particular individuals, teams, and situations. However, even a relatively brief
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description of each of these types of leaders and leadership would require many pages
and we believe that is unnecessary to address all of these types and approaches in this
chapter about healthcare teams. Instead, we submit that there are three types and
approaches that are particularly appropriate and relevant for multidisciplinary teams
in healthcare settings:

* Adaptive/allostatic
¢ Innovative
¢ Distributed/shared/collective

These three types and approaches “AID” multidisciplinary team success in health-
care settings and are discussed in detail below.

1.3.2 Followers (team members) and followership relevant to teams

In the past, the term follower often has been used to describe individuals who are
passive, dependent, or submissive. But this is not how followers are considered today.
It is certainly true that leaders usually have more power and authority than do fol-
lowers. But the importance of leaders is often overestimated, while the importance of
followers is often underestimated. Followership refers to the activities of individuals
who are not in designated leadership roles.

Followers or “team members” are members of a team who contribute (or not),
align (or not) with the leader, and adapt (or not) to the situations and contexts in
which they work. Follower types have received much less attention than have leader
types. Robert Kelley, Barbara Kellerman, and Ira Chaleff each have written about
and described various types of followers. Kelley [34, 35] proposed five follower types
classified on two dimensions: dependent-independent thought and passive-active
involvement:

* Passive followers do not think for themselves and act passively

* Conformist followers do not think critically, depend on others, and act in accor-
dance with others

* Alienated followers can think for themselves but act passively

Effective followers are independent thinkers and actively contribute
* Pragmatic survivors adapt to the situation

Kellerman [36] distinguished among five follower types along the dimension of
low to high engagement:

* AnlIsolate is a person who is either physically of psychological assigned to the
group, but is not engaged

* A Bystander appears to be physically present and engaged, but does not
contribute
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* A Participant is probably the most common type of follower and is engaged and
contributes to the team’ activities

* An Activist is engaged and also initiates conversations, offers ideas and perspec-
tives, and suggests alternative approaches for the team to achieve its goals

* A Diehard is a do or die extremist; it’s their way or no way at all

Chaleff [37, 38] focused on whether followers have the courage to either support or to
oppose the leader and identified seven ways followers can either be courageous or not:

* Assuming responsibility for self, team, and organization

* Serving the leader

* Challenging others about what is ethically and morally right

* Participating in transformation if change is needed

* Taking moral action if they decide to oppose the leader

* Speaking to the hierarchy about the organization

* Convincing leaders to listen to followers in support of courageous followership

Barry and Grunberg [39] built upon all three of these models of follower types by:
using a dimension of engagement based on Kellerman and similar to Kelley’s activity
dimension; adding an orthogonal dimension ranging from aligned or not aligned with
the leader and/or team; and indicating that followers may or may not have the courage

(per Chaleff) to align or not align with the leader. According to this integrated model
of follower types (see Figure 1):

Aligned
Diehard
Activist
Participant
Isolate Bystander
Low Engagement High Engagement
(Feeling and doing ! (Passionately
nothing) Participant committed)
Aclivist
Diehard
Not Aligned

Figure 1.
Follower styles along the axes of engagement and alignment.
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* AnIsolate is neither aligned or not aligned with the leader and/or team

* A Bystander may appear to be aligned with the leader and/or team, but their lack
of engagement leaves them essentially neutral with regard to alignment

* A Participant can either align with the leader and/or team or cannot align, pos-
sibly depending on and in accordance with the alignment of the other followers

* An Activist can align with the leader and/or team and contribute in ways to sup-
port the leader and/or team or cannot align and contribute in ways that oppose
the leader and/or team

* A Diehard is the most extreme type of follower and either aligns 100% with the
leader and/or team or opposes the leader and/or team 100%

In Figure 1, notice that the position of the five types is not linear on the alignment
dimension, but exponential as once followers start engaging, there is more evidence
of alignment or no alignment with the leader and/or team.

It also is noteworthy that follower type, with regard to engagement and alignment,
might vary (or adapt) depending on situations and context where context includes
urgency of mission/goal, time, resources, leader and leadership types and approaches,
and relationships among team members. It is also important to note that being “not
aligned” is sometimes the best approach. For example, if the leader is taking the group
in an inappropriate direction, then followers should have the courage to not align. Or,
if the demands required to align with the leader are unreasonable or impossible, then
the followers should have the courage to not align.

Each of these follower types has value and may be well-suited for particular
individuals, teams, and situations. However, as indicated above regarding leader
types, we submit that the three types of leader/leadership that we advocate as particu-
larly appropriate and relevant for multidisciplinary teams in healthcare settings, also
should be applied to followers/followership on multidisciplinary teams in healthcare
settings:

* Adaptive/allostatic
¢ Innovative
¢ Distributed/shared/collective

These three types of leadership/followership that AID team success are discussed
in more detail below.

1.4 Team processes

Leaders and followers can interact effectively in different ways. According to
Richard Hackman [40], the roles and responsibilities of leaders and team members
(i.e., followers) can vary, but that it is important for all members to understand
their roles and responsibilities and the team process that is operating (see Figure 2).
Specifically, in:
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Set Overall
Direction

—— Leader
Design Team & eade

Organizational
Context
Monitor, Manage,
& Lead Work
Execute Team
Tasks
Leader-led Self-led Self- Self-
Teams Teams designing governing
Teams Teams

Figure 2.
Team processes based on Hackman [40].

* Leader-led teams, the leader sets the overall direction, designs the team and
organizational context, monitors and manages the work of the team, while team
members perform the team tasks

* Self-managing teams, the leader sets the overall direction and designs the team
and organizational context, while the team members monitor, manage, and
perform the work

* Self-designing teams, the leader sets the overall direction, while the team mem-
bers design the team and organizational context, monitor, manage, and perform
the work

* Self-governing teams, team members set the overall direction, design the team
and organizational context, monitor and manage the work, and perform the
tasks

As mentioned above, it is important to think about leadership and followership as
activities and not as static positions [41, 42]. Based on this principle, anyone can lead
and anyone can follow, from any position, anytime, anywhere. One person may lead
the group in particular situations or through specific tasks while other team members
follow; and other team members (who are usually followers) may either lead when
they have knowledge, skills, or perspectives to share that will optimize team perfor-
mance and goal attainment. To lead, you must take ownership of what you are doing
and engage others to get them engaged to achieve mission and common goals.

1.5 Team processes in healthcare settings

The particular team process best suited to multidisciplinary teams in healthcare
settings depends on several factors, including: knowledge, experience, skills of
the team members (including leader and followers); the healthcare setting and
conditions; resources available; time and urgency of decision-making and actions;
potential outcomes and consequences of actions. For example, the best team
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process in a busy Emergency Room with an unstable patient, where decisions and
actions must be made quickly differs from the best team process in a discussion

of a complex, multifaceted medical case for which the patient is stable. The best
team process in a field setting (e.g., at the site of a traffic accident, military conflict
under fire, or humanitarian relief effort to a natural disaster) differs from the best
team process during a strategic planning session among hospital financial analysts
and administrators discussing what healthcare specialties or services to add or to
cut and what real estate to purchase. The best team process for laboratory bench
scientists studying biopsychosocial mechanisms underlying a particular disease
differs from the best team process for researchers and staff conducting commu-
nity outreach and gathering survey data. The best team process used by a team

of experienced members who have worked together successfully for years differs
from a team led by an experienced individual and staffed by novice followers. It is
important for all members of a team to understand their roles and responsibilities,
team process options, and which team process is being applied and why in order to
optimize buy-in and meaningful participation from all members and to minimize
interpersonal conflict that often results from misunderstandings or poor commu-
nication. It also is important for teams to regularly reevaluate the team process that
is in effect to determine if the process should be changed as the team members and
situation change.

2. How to assess and develop leaders and followers (including oneself and
others): the leader-follower framework (LF2)

Regardless of individual leader and follower types as well as the team process best
suited to each multidisciplinary team and each healthcare setting, it is essential to be
able to assess and develop ourselves and other team members as leaders and as follow-
ers as well as assess and develop as a team. One conceptual framework for assessment
and development is the Leader-Follower Framework (LF2) [5, 6] that was developed
through a comprehensive review of the relevant, extant, scholarly, and historical
literatures and the leader development approaches used by the U.S. Army, Navy, Air
Force, Coast Guard, and Public Health Service. The LF2 includes four “C” elements—
Character, Competence, Context, Communication—that are applied and interact
across four psychosocial levels—Personal, Interpersonal, Team, and Organizational.
We believe the LF2 provides a valuable way to assess and develop all members of
teams. Each element of the LF2 is briefly explained below.

Character (Who we are) includes physical and psychological aspects of each
individual. Character includes physical demographics and appearance, personality,
attitudes, beliefs, and values. To know and understand our own Character requires
internal self-awareness. To know and understand how others perceive and react to
us requires external self-awareness. Effective leaders and followers work to develop
Character in positive ways, adapting to situations, changing to meet new situations
optimally, and adjusting to team processes and to other team members to optimize
team morale, cohesiveness, and performance.

Competence (What we know and do) refers to the knowledge and skills relevant
to perform a particular role (e.g., health care professionals, practitioners, scientists,
administrators, support staff, patients, significant others). Competence also includes
the broader knowledge and skills that transcend those particular roles (e.g., critical
thinking, decision-making, problem solving, motivating others, conflict resolution,
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emotional intelligence). Effective leaders and followers work to develop Competence
in themselves and others to optimize team morale, cohesiveness, and performance.

Context (When and Where we act) includes physical states outside of us (e.g.,
day/night; hot/cold; urban/rural), physical states within us (e.g., full/poorly nour-
ished; rested/tired; healthy/unhealthy), our psychological condition (e.g., calm,
anxious, depressed), social group and team (e.g., number of people, relationships
among the individuals), and cultural (e.g., lived experiences, cultural norms, values,
belief systems) environments. Context also includes effects of stress (physical and
psychological) that can alter well-being, individual and team interactions, and perfor-
mance. Demands and consequences of healthcare activities and outcomes are often
extremely stressful and must be addressed and mitigated to avoid deleterious effects
on individuals and teams, including burnout and medical errors.

Communication (How we exchange information) includes both sending and
receiving information, verbally and nonverbally. Verbal communication can be
transmitted in writing or orally. Nonverbal communication includes body language,
spatial distance, facial expressions, and paralanguage (e.g., volume, tone, phrasing,
speed). Verbal and nonverbal communication must be clear, respectful, and consis-
tent to optimize team performance. Sending and receiving communication skills are
relevant to communicate critical information and to achieve mutual understanding.
Clear, understandable, and accurate information is of the utmost importance among
all members of multidisciplinary teams in healthcare settings. Communication is
so important to team success that Principles and Elements of Communication are
presented in more detail later in this chapter.

Personal refers to each individual. Interpersonal refers to dyadic relationships and
interactions among any two people, including leader with follower, team member
with another team member. Team refers to all of the members (leader and followers)
of the group of people who are mutually committed to common goals. Organizational
refers to large groups, institutions, and systems.

3. Leadership and followership approaches for multidisciplinary teams in
healthcare settings

As discussed above, there are many different types and approaches relevant to
leadership and followership. The best approach depends on the individual people
involved as well as the situation and resources available. However, we believe that
there are three approaches that are especially relevant to multidisciplinary teams to
optimize performance, mission accomplishment, and well-being of team members.
We offer the acronym “AID” to help remember that the application and integration of
these three approaches—adaptive/allostatic, innovative, distributed/shared/collec-
tive—will help multidisciplinary teams succeed in healthcare settings. Each of these
three approaches is described below.

3.1 Adaptive/allostatic leadership and followership

Heifetz et al. [16] described “adaptive” leaders as those who use their skills and
insights to respond and adapt to challenging situations; manage themselves depend-
ing on environmental demands; and help team members tolerate and respond to
challenging conditions. Adaptive leaders respond effectively to variable, uncer-
tain, complex, and ambiguous (VUCA) environments. As such, this approach is

119



Multidisciplinary Teamwork in Healthcare

well-suited to the challenges, demands, and opportunities of healthcare situations
and settings to perform effectively and to avoid burnout.

Yarnell and Grunberg [23] built upon Heifetz and colleagues’ notion by advocating
for “allostatic” leaders and leadership—adaptation that includes learning, chang-
ing, and strengthening following each experience. These ideas can, and should, be
considered within followers and followership as well. The process of allostasis refers
to adaptive processes that involve “achieving stability through change” [43]. This
type of adaptation is in response to a given situation or challenge and often results
in a post-challenge strengthening. Allostatic individuals, therefore, adapt to, learn
from, and change in response to experiences and challenges in ways that improve their
abilities to respond effectively to future challenges and to minimize negative responses
and burnout. Using a physiological analogy, increases in heart rate and blood pressure
to physical or psychological stressor are adaptive and return to baseline values post-
stress. In contrast, immunological responses to infections are allostatic as they adapt
to the infections and are changed and strengthened post-infection to be prepared to
better respond to future, similar infections. Similarly, adaptive individuals respond
to challenge, whereas allostatic individuals adapt and change in response to a chal-
lenge. Both adaptive and allostatic approaches are valuable for all members of mul-
tidisciplinary teams in healthcare settings where adapting to challenge is necessary.
Additionally, the strengthening post-challenge is valuable to maintain physical and
psychological well-being to be well-prepared for subsequent situations and challenges.

3.2 Innovative Leadership and followership

Innovative leadership and followership emphasize acceptance of (or “structured”)
change within oneself; the team members; and the skills, knowledge, and tools
relevant to each situation. Innovative leadership and followership seek to maximize
engagement, cohesiveness, and performance of the team. Innovative individuals
constantly develop and grow by learning new, relevant approaches and unlearning
old, outdated approaches. This approach also requires understanding, inspiring, and
engaging followers/followership to change appropriately in order to achieve team
successes, cohesiveness, and morale. Innovative leadership and followership are
especially relevant to healthcare settings today because of the rapid and profound
changes in knowledge and best practices, as well as current advances in technology
and Artificial Intelligence relevant to healthcare issues. In fact, Metcalf et al. [44]
recently addressed these issues in Innovative Leadership and Followership in the Age
of AI: A Guide to Creating Your Future as Leader, Followey, and AI Ally. The Innovative
approach encourages innovative individuals to exercise:

* Strategic activities—inspiring team members and setting organization vision
and culture

* Tactical activities—influencing team members’ actions and organization systems
and processes

* Holistic activities—aligning team members with their organization

* Self-awareness—consisting of internal self-awareness (i.e., awareness of our val-
ues, personality, style, strengths, biases, and so on) and external self-awareness
(how others perceive our values, personality, style, strengths, biases, etc.)
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In addition, it is relevant to consider and develop the seven elements central to the
Innovative Leadership Framework. These elements are categorized either with regard
to Individual Development (for oneself and others) or Organizational Development:

Elements of Individual Development

* Leader type refers to core predispositions, traits, and attitudes

* Developmental perspective is how to make sense of experiences

* Mindset includes beliefs, attitudes, and assumptions that guide thoughts and
actions

* Resilience is the ability to adapt to change

Skills and behaviors are specific abilities and actions
Elements of Organizational Development

* Organizational context and situational analysis involve understanding interac-
tions with teams and organizations

* Lead followers and organization to optimize wellness and performance of team
members

3.3 Distributed/shared/collective leadership and followership

In addition to applying leadership and followership approaches to multidisciplinary
health settings that emphasize Adapting and Innovating, it also is essential for the
members of healthcare teams to understand and embrace approaches that allow and
encourage those team members (i.e., designated leaders and followers) who have the
most relevant knowledge, skills, perspectives to perform leadership activities. There
are three related, but distinct, approaches to achieve this type of team activity: distrib-
uted, shared, and collective leadership and followership. Each of these approaches is
of value to teams in healthcare settings. Which of these related approaches is optimal,
depends on the members of the team, situation, and the context.

3.3.1 Distributed Leadership and followership

Distributed leadership and followership focus on distributing the leadership and
followership roles, tasks, and decision-making authority across various individuals or
teams within an organization depending on the situation and context. This approach
often involves different units or departments within an organization, where leader-
ship responsibilities are divided based upon knowledge, skills, and specializations
enabling a flexible, adaptive structure. Distributed leadership and followership
emphasize interactions among units and team members [24-26].

3.3.2 Shared leadership and followership

Shared leadership and followership emphasize the active participation and
collaboration among all members of the team who, as a whole, collectively influence
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and guide the group’s decisions and activities. The key to shared leadership and fol-
lowership is the influence of the group versus the influence of one or a few members
of the group. This approach usually occurs within a specific small team, where team
members collaborate and share leadership and followership responsibilities based
on their differences in expertise. Shared leadership and followership involve all team
members contributing to the team’s performance in service of mission and goals
where every team member assumes responsibility for their contributions to the team
and mission [27-30].

3.3.3 Collective leadership and followership

Collective leadership and followership emphasize collaboration and equal par-
ticipation among all members, regardless of each individual’s roles or positions. The
focus is on leveraging diverse perspectives and fostering a sense of shared ownership.
This approach is more holistic and encompasses the entire organization or com-
munity—everyone is encouraged to contribute their own unique insights, perspec-
tives, knowledge, and skills to achieve the common goal. This approach maximizes
inclusive and democratic decision-making process [30-33]. Collective leadership and
followership emphasize consensus building and, where necessary, conflict resolution
regarding team-relevant decisions requiring mutual trust, effective communication,
and shared learning among team members as roles and responsibilities shift [45].
Collective leadership and followership emphasize transformation, participation,
collaboration, and commitment [46].

4. How to optimize team morale, cohesiveness, performance

Understanding leaders/leadership, followers/followership, team process options,
and leadership and followership approaches will help to optimize multidisciplinary
team cohesiveness, morale, and performance in healthcare settings. It is important
to be aware of and to apply strategies that are central to high performing teams. In
addition, it is useful to be aware of characteristics of effective versus dysfunctional
teams.

4.1 Seven strategies for high performing teams
There are seven strategies to optimize performance of teams.
4.1.1 Vision

Creating a clear vision, sense of purpose, and goal(s) for the team is extremely
important and is built on communication. Without a clear vision or sense of purpose,
teams will struggle to know what to do, to feel valued, and to want to complete the
work [47]. When everyone knows the end state, the team members can work col-
laboratively towards the goal and hold each other accountable. This communication
allows leadership to let everyone know where the team is heading, but they do not
need to provide every detail about how the team will get there. Interestingly, the best
way to lead a team is when the leader specifies the ends (i.e., goals) but does not tell
the team members exactly how to achieve the goal (i.e., the means) [40]. This strategy
enables team members to offer their own ideas, approaches, and skills to achieve the
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team goal, allowing each team member to maximize contributions and feel valued
and part of the team. In many cases, leaders assume that they need to specify both the
ends and the means, yet this approach often leads to wasted human resources because
it does not allow or encourage team members to offer their own ideas or maximally
contribute their knowledge and skills to the work. When neither the ends or the
means are specified, the result is likely anarchy—team members do not know the goal
they are working towards and they do they know how to work towards that unknown
goal. When ends are not specified, but the means are specified, team members have
no idea what they are working towards, but they are being micromanaged and told
exactly what to do, which may lead to apathy and burn out.

4.1.2 Clarity avound roles

All team members need to have clarity around roles. They need to understand
their own roles and responsibilities as well as the roles and responsibilities of the other
team members. Without this information, individuals may unknowingly complete
the same tasks, which could lead to conflict, misunderstandings, and wasted time and
resources. When roles are known to all members of the team, they are able to com-
plete their parts and also step in to help others when needed. It also allows for teams to
work collectively towards the common goal and can improve decision making, action
plans, and commitment to the team [47-49].

4.1.3 Respect

Teams that have mutual respect and appreciate all team members—Ileaders and
followers—are highly effectively. Each member of the team recognizes that each indi-
vidual has valuable skills and experiences to bring to the team. This perspective allows
all team members to value each other and to feel valued as members of the team [47].

4.1.4 Flexibility

Flexibility is essential from all team members to allow them to adapt to on-going
changes within the team and the context in which they work. In many cases, health-
care teams work in physically and emotionally challenging environments that may
constantly change [50] and team members need to be aware of the context and how it
is relevant to team performance [47, 48].

4.1.5 Safety

It is also important to create a psychologically safe environment for all mem-
bers of a team to allow for transfer of ideas, conflict management, and movement
between leader and follower roles [47, 51, 52]. Every team member should be able to
speak up and to contribute to the team, including input that criticizes some aspect
of the current team or identifies an emerging problem. In a psychologically safe
space, all team members can offer ways to improve the team’s functioning, even
if that means speaking up against the direction set by the leader or by other team
members. For teams to operate with psychological safety, it is particularly important
for members to [53]:

* Demonstrate engagement (e.g., being present and focusing on the conversation)
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¢ Show understanding (e.g., summarize input from others and indicate
understanding)

* Beinclusive in interpersonal settings (e.g., express gratitude for input from
others)

* Be inclusive in decision making (e.g., solicit input from others)

* Show confidence and conviction without appearing to be inflexible (e.g., manage
effectively)

4.1.6 Manage conflict

It is important for individuals to effectively manage conflict that occurs on the
team and to be aware how each team members perceives conflict. Many people have
a negative perception of conflict, whereas others perceive conflict as opportunities to
understand others’ viewpoints. How individuals deal with team conflict can impact
team effectiveness. Adam Grant [54] distinguishes between relationship conflict and
task conflict. Relationship conflict refers to personal, emotional clashes that include
friction and animosity, and task conflict refers to clashes about ideas and opinions. In
his research Grant found that poor performing teams focus more on relationship con-
flicts. High performing teams minimize relationship conflict and, instead, focus on
task conflict to emphasize finding the best path forward rather than personal feelings.

4.1.7 Celebrate achievement

Individual and team achievements should be clearly valued and celebrated. When
team members feel valued and respected, they will want to perform to the best of
their ability to support the team. Feeling valued can build trust and cohesion and a
supportive environment where teams can more effectively adapt when challenges
arise.

5. Communication principles and elements to optimize team performance

As discussed above, Communication is the “how” of leadership and followership.
Effective communication is critical for multidisciplinary teams in healthcare settings
because whether communication is clear and understood or unclear and misunder-
stood can be the difference between sound healthcare versus medical errors, well-
being versus injury/illness, life versus death. Effective communication also is central
to establishing and building high performing teams. Therefore, we address principles
and elements of communication in more detail here. The principles listed below are
based on the extant psychology literature regarding persuasive communication. The
elements listed below are how to best structure communication.

5.1 Principles to optimize effective communication among team members

* Authenticity is best conveyed when you have high self-awareness of your values,
attitudes, beliefs, biases, and genuinely express your views, interest in others,

124



How to AID Leadership and Followership in Multidisciplinary Healthcare Teams
DOI: http://dx.doi.org/10.5772/intechopen.1004644

commitment to your role and responsibilities, and awareness of how you are
perceived by others

* Clarity refers to whether information is understandable to the receiver of
communications

* Cognitive heuristics and biases refer to ways of perceiving and thinking that affect
whether we believe, understand, remember particular information, and make
decisions

* Consistency of verbal and non-verbal communication is important to strengthen
and reinforce a given communication

* Perceived credibility refers to the credentials, expertise, or standing of an
individual relevant to information conveyed and influences the impact of the
communication

* Perceived self-interest refers to whether the communicator has a real or perceived
vested interest or personal interest in the information conveyed which can
undermine or weaken their credibility

* Point/counterpoint refers to presentation of alternatives with support and opposi-
tion to the alternatives that are presented

* Primacy refers to the fact that people tend to focus on and remember information
that they first receive and first impressions

* Recency refers to the fact that people also focus on and remember the most recent
information they receive, including “take-home” messages

* Repetition refers to the fact that people focus on, believe, and remember informa-
tion that is repeated

* “Sleeper” effect refers to the phenomenon that people tend to forget the source
of information while remembering content or emotion associated with a com-
munication. Therefore, the power of information has the greatest long-lasting
effect

5.2 Elements of communication relevant to effective communication

* Be present because effective communication requires senders and receivers to
convey that they are genuinely interested in others

* Body language, including hand gestures, touching, distance, can affirm or
detract from effective communication and should be consistent with content

and intent

* Facial expressions can be as or even more powerful and informative than words,
so they must be consistent with words and communication intent
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* Humor can be a powerful part of communication, but senders must be sensitive
to receivers’ reactions, especially when conveying serious information common
in healthcare settings

* Phrasing of oral words within communications affects understanding (e.g.,
grouping subjects, predicates, asides, series, and other elements of sentences)

* Pitch and intonation in oral communications convey emotion and should be
consistent with content and intent

* Rhythm in speech conveys emotion, can come across as more relaxed versus more
serious and, therefore, should be adjusted depending on content and intent of
communication

* Silence is important at appropriate points in communication for information to
be processed, exchanged, and understood

* Tempo is the speed of delivery and depends on individual differences, culture,
age, and state of arousal, and should be adjusted to maximize understanding

* Tone of voice conveys emotions and should be consistent with content and intent
of communications

¢ Verbal tics refer to the unintentional sounds or words that add “noise” to commu-
nications and should be avoided. They include: um, ah, you know, sort of, kind
of, I mean, right

o Vocabulary, phrases, jargon, grammay, syntax includes words and phrases that
accurately represent the information intended to be conveyed and should be
understandable to receivers of communications

* Volume is how loud or soft the sender communicates verbal information
and must consider setting, ambient sound, receivers hearing, and intent of
communication

6. Summary and conclusions

Effective multidisciplinary teamwork in healthcare settings is essential to maxi-
mize team success and well-being. Members of multidisciplinary healthcare teams
include: healthcare professionals and practitioners, healthcare researchers and staff,
patients and their significant others; technology and Artificial Intelligence. To create
and maintain effective multidisciplinary teams in healthcare settings, it is important
to understand: types and activities of team members (including leaders and follow-
ers); team processes; how to assess and develop team members. It also is important
to understand leadership and followership approaches, especially three approaches
that can “AID” multidisciplinary healthcare teams: adaptive/allostatic; innovative;
distributed/shared/collective. In addition, to optimize team cohesiveness, morale,
and performance, it is important to practice high-performing team strategies and to
communicate effectively.
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Chapter7

Perspective Chapter: Opportunities
and Barriers to Effective
Multidisciplinary Teamwork

in the Education and Training
of Allied-Healthcare Students

Kirpa Chandan, Russell Hitchen and Rupal Lovell-Patel

Abstract

Collaboration between different allied-healthcare professionals through
multi-disciplinary teamwork can help lead to integrated care and subsequently better
outcomes for patients. Based on their experiences, the authors reflect upon both the
advantages and the challenges to effective teamwork in a healthcare setting. They
consider how higher education and training of allied-healthcare students could
benefit from greater cross-professional collaboration, and they give their perspectives
on the barriers and constraints to collaboration across disciplines. Within this chapter,
the three authors who are all both university educators and allied-healthcare profes-
sionals, also deliberate on a specific example of head injury/concussion where there
is potential opportunity to improve collaboration across their respective professions
of Audiology, Physiotherapy and Optometry. They explore how cross-professional
collaboration may help to provide improved patient-centred care.

Keywords: multi-disciplinary teamwork (MDT), patient-centred care, collaboration,
allied healthcare, head injury/concussion

1. Introduction

This chapter considers both the opportunities and barriers to employing
multi-disciplinary approaches in both healthcare settings and in the training
of allied healthcare students. The authors’ experiences of multi-disciplinary
approaches in healthcare and cross-professional collaboration in education will
be examined. They discuss some examples within their own specialisms of cross
collaboration in the academic setting. This discussion is set in the context of the
continued importance of allied healthcare professionals providing individualised
patient-centred care.
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2. Multi-disciplinary approaches within healthcare settings

The World-Health Organisation (WHO) [1] states that current health services are
not sufficient for 21st century challenges and that half the world’s population does
not have access to essential health care. It is evident that even in developed first world
countries, healthcare settings are posing ever more challenging for medical, nurs-
ing and allied-healthcare professionals for multiple contributing reasons including
but not limited to: the ageing population; increases in waiting lists for assessments,
diagnoses, and interventions/treatments; shortage of resources; difficulties recruit-
ing staff and difficulties retaining staff; sometimes ineffective training pathways
for some professions; lack of funding and variation in referral pathways. Therefore,
it is particularly important to continue to develop more effective and streamlined
processes and procedures in healthcare. There is a gradual move towards increasing
holistic and multidisciplinary approaches in healthcare [2].

A multidisciplinary team (MDT) is defined by the United Kingdom’s (UK)
National Health Service (NHS) as a group of health and care staff from different
organisations and professions that work together to make decisions regarding the
treatment of individual patients and users [3]. Typically, patients want efficient
organised healthcare suited to their needs [4]. The main driving force in introduc-
ing multi-disciplinary approaches in healthcare is to help to provide patient-centred
care [4]. Such multi-disciplinary approaches in healthcare settings are becoming
increasingly more important because they can also potentially help with ever increas-
ing cost and waiting list challenges. Additionally, for more complex pathologies, one
may argue that a multi-disciplinary approach is the most efficient and useful way to
manage such patients [5]. A MDT can come together to achieve a common goal for
patients with complex pathologies [5].

3. Multi-disciplinary approaches within higher education

Traditionally, students studying healthcare programmes were educated in “silos”
throughout their studies [6]. Yet when they graduated, they were expected to func-
tion as part of a wider MDT where they would have to collaborate with other medical,
nursing and healthcare professionals [6].

As aresult of ever expanding scientific, technological, research, and other discov-
eries, there needs to be a reflection on the entire professional training curriculum [2].
It is important that future generations of healthcare professionals are encouraged to
engage in MDT working from early on in their studies. Many allied healthcare profes-
sional subjects/specialisms are taught at tertiary, higher education level. Amongst
these different subjects, there is considerable variation in the level of cross subject
and/or multi-disciplinary learning and teaching. Often, it is the case that the level of
collaboration is limited in the respect that it is typically more generic topics such as
research methods, professional skills, clinical governance, and so forth that may be
taught to multiple groups of students across multiple disciplines at once. It is often the
case, that the subject specific items are taught by the subject specialists to students in
that particular subject area. In many cases, students are taught within the confines of
a discipline-specific curriculum and students studying these programmes have little
exposure to working with other disciplines [6]. Over time, there has been a shift to try
and provide more interactive learning between and amongst individuals from vari-
ous health professions [6]. Yet, there is potential scope for much more collaboration
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amongst teaching professionals across multiple subject areas. This increased collabo-
ration amongst teaching professionals could potentially enhance the learning experi-
ence for the learners. An example of this type of first-hand reflection on collaboration
in healthcare education is the current first author whose specialism is Audiology being
invited by the second author whose specialisms is Physiotherapy, to deliver lectures
on head injury and the audio-vestibular system to a group of Physiotherapy and
Sports Medicine students. Other allied healthcare professionals such as Optometrists
and Dentists were also invited to deliver topics on head injury and the effects on

the visual and oral systems. Having other allied healthcare professionals teach the
Physiotherapy and Sports Medicine students resulted in giving the students, who are
future allied healthcare professionals, a deeper understanding of the possible effects
of head injury on the auditory, vestibular, oral and visual systems. It also gave them
more of an awareness of the role of these other professionals and how and when these
professionals can help in the patient pathway for head injury patients. This example

is discussed in more detail later in this chapter. One may argue that by introducing
teaching from other allied healthcare professionals at the stage of education and
training is optimum as it encourages trainees from an early stage in their profession to
understand, appreciate and be aware of the roles that other professionals can play in
the patient care pathway.

In order to enhance cross-professional collaborative practice in healthcare training,
there needs to be more innovative strategies devised, these must be developed and
implemented [6]. One such strategy to help promote more collaborative practice is by
introducing more multidisciplinary, team-based learning activities [6]. These can help
promote effective communication, increase teamwork and critical thinking skills [6].

The authors pose that increased multi-professional collaboration across education
would be possible if embedded at early educational design stages at the programme
and curriculum development stages of setting up new programmes or at programme
review stages of existing programmes. This could be achieved in a variety of different
ways: one mechanism would be when designing new programmes or reviewing exist-
ing programmes to consider if there are any modules which overlap across professions
and would benefit from being taught by multiple educators of different professions.
To some extent this is sometimes already executed particularly in larger universi-
ties for generic subject areas, which allows students from different programmes the
opportunity to engage with each other, and also has other added benefits of reducing
staffing needs and costs. Often though, a singular lecturer may be in charge of the
generic subject as opposed to there being an actual MDT approach to teaching.

Another point of introducing multi-disciplinary teaching and learning could be
later in the design process at modular level when designing individual modules or
reviewing them. The level of cross collaboration could vary dependent on the subject
and scope for collaboration. At a minimal level this could be something similar to the
example above where Audiology, Optometry and Dentistry academic staff lectured
Physiotherapy and Sports Medicine students. However, it would be more beneficial
if this was at a much more enhanced deeper level. For example, when designing
the module, academics from these different professions could converge and all be
involved in the module design. They could design the module in a way that could
be relevant to multiple professions and allow multiple student groups to be taught
together. This MDT approach would mean that the training itself was tailored to work
for multiple groups of students who would benefit from becoming more aware of the
roles of professions other than their own and understanding how they could work
together with these professions. This type of MDT in module design would have the
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added advantage of reduced staffing and costs in the mid to long term. Nevertheless,
there are a number of envisaged constraints of trying to introduce multi-disciplinary
teaching and learning strategies in the design stages including: the practicality, for
example, different programmes develop and have reviews at different stages so the
timelines which may suit one profession well may not be ideal for all other profes-
sions; most allied healthcare professions are accredited by their individual regulatory
bodies which have stringent requirements and the priority of meeting these require-
ments would typically supersede other needs such as MDT needs; such programmes
nowadays can be delivered in different modes of delivery so one group of students
from one profession may be taught face-to-face when others are taught online- so
there may be a mis-match in mode of delivery requirements and scheduling needs;
such programmes often incorporate a placement or work-based learning element and
again these schedules may be different across subjects.

3.1 Third level education examples promoting cross professional collaboration

3.1.1 Reflection on a module on concussion and the opportunity to involve other
professions

This reflection is set in the context of a three-day block taught module that is
delivered within a MSc Sports Medicine programme at a university in the UK. The
20-credit module ‘Concussion, Head and Neck Injuries in Sport’ was initially included
within the MSc Sports Medicine programme as the prevalence of concussive injuries
are increasingly being recorded within sport [7]. At the time of module delivery (May
2022), the Consensus Statement from the Berlin 2016 International Conference on
Concussion in Sport [7] was the most current recognised guidance on concussion
management, and it refers to the ‘11 Rs’ of sports related concussion (recognise,
reduce, remove, refer, re-evaluate, rest, rehabilitate, recover, return-to-learn/return-
to-sport, reconsider and residual effects). The content of the module had to reflect
these aspects within its learning outcomes, delivery content and assessment as part of
constructive alignment [8].

To be able to achieve the module learning outcomes and cover the ‘11Rs), internal
and external guest speakers to the university were invited to deliver sessions as
outlined in Figure 1. In addition to the delivery content, assessments were held the
following week to assess students learning from the module with a reactive practical
demonstration to a case study and a viva oral examination. These two assessment
methods were chosen to assess practical skill demonstration with clinical reasoning
(practical demonstration) and to assess wider knowledge around specific subject

Session Monday 15/05/22 Tuesday 16/05/22 Wednesday 17/05/22 | Thursday 18/05/22 Friday 19/05/22
9.00am —11.00am | Concussion, head and Practical pitch side assessment | Research in concussion
neck injuries: Basic and management of head and | and future management
science and anatomy neck injuries
Break
11.30am - 1.30pm | Management, C-spine extrication Exam preparation
rehabilitation and return
to play
Lunch
2.00pm —4.00pm | Dental Injuries Treatment room assessment of | Complications of head
head and neck injuries injury in sport

Figure 1.

Initial management of concussion, head and neck injuries in sport module content and delivery timetable
academic year 2021-2022.
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areas taught on the module (viva). The inclusion of both assessment types would
reflect and promote Vygotsky’s structural learning theory [9] (practical demonstra-
tion) and Paiget’s cognitive development theory [10] (viva).

Once the module was completed, feedback from educators and students indicated
that the dental injuries talk was very interesting as it provided wider learning and
taught additional acute pitch side management skills to that of conventional concus-
sion, head and neck pitch side management. These skills would include tooth avulsion
management with immediate re-implantation or tooth storage advice for subsequent
re-implantation in clinical dental settings. The session also discussed the wider MDT
members that could be required if an athlete was subjected to facial injuries and
required dental or maxillofacial input. This would have extended the perception of
MDT members within Sports Medicine when supporting athletes.

This feedback led to a discussion within the academic postgraduate medical team
on how the programme team could further improve the ‘Management of Concussion,
Head and Neck Injuries in Sport’ module with crossover from other departments of the
medical school. It was discussed how the sport concussion assessment tool 5th edition
(SCATS) included questions around vestibular and vestibular-ocular symptoms but
did not directly assess with relevant tests or provide reasoning for why such symptom
questions are included. Therefore, knowledge around visual and audiological impair-
ments as a result of concussive type injuries, would provide deeper knowledge oppor-
tunities to the students supporting the pedagogical approach of deep learning [11].

3.1.2 Enhancing cross collaboration in the delivery of head injury/concussion module

When designing the module for the subsequent year, the programme team decided
to include sessions on ‘concussion and visual impairment’ and ‘concussion and audiol-
ogy’ to incorporate knowledge around the audio-vestibular and vestibular-ocular
systems as discussed previously. The programme team also added a session on ‘review
and critique of latest guidelines’ as a considerable amount of literature was being
published from the International Concussion in Sport Conference held in Amsterdam
2022, which would feed into the release of the Amsterdam Consensus Statement and
new SCAT 6th edition [12]. New evidence [13] suggested that athletes with delayed
concussion symptoms of dizziness and balance problems for 10 days or greater,
should receive vestibular rehabilitation to reduce symptoms and aid return to sport.
This recommendation was added to the Amsterdam Consensus Statement [12] which
was later released. The updated block module was scheduled as in Figure 2, to include
the additional sessions.

During preparations of the teaching materials for the delivery of the visual and
audiology sessions, one of the barriers encountered was presenting the knowledge
at the correct level for healthcare professionals who had little prior knowledge of
these subject areas. Although students were masters level students, the content had
to start at a basic level, then progress into making links to concussion pathology and
understanding how symptoms present the way they do. By using Bloom’s taxonomic
ordering of cognitive skills [14], students would firstly start off with remember and
understanding of basic eye and ear anatomy and physiology. Later in the session they
would then translate that knowledge into interpretation of light and sound changes
with concussion pathophysiology, and how visual and audiological pathologies can
occur with direct and indirect blows to the head. These links would challenge student
learning with the upper orders of Bloom’s taxonomic levels of apply, analyse and
evaluate [14] over a very short time span. It was decided by the teaching team that to
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Session

Tuesday 16/05/23

y 17/05/23

Thursday 18/05/23

Friday 19/05/23

Monday 15/05/23

9.00am - 11.00am

Concussion, head and
neck injuries: Basic

Practical pitch side
assessment and

Research in concussion
and future management

Dental Injuries

science and anatomy management of head and

neck injuries

Break
C-spine extrication

Concussion and
audiology

Concussion and visual
impairment

11.30am — 1.30pm Management,
rehabilitation and return

to play

Lunch

Treatment room

1t of head and
neck injuries

2.00pm — 4.00pm Review and critique of

latest guideli

Complications of head
injury in sport

Exam preparation

Figure 2.
Updated management of concussion, head and neck injuries in sport module content and delivery timetable
academic year 2022—2023.

be most effective, less content would achieve more understanding and application of
the knowledge.

Another challenge observed within the session was the lack of pre-reading stu-
dents had completed due to the compacted schedule of the block taught module with
the additional sessions. Student feedback reported that although content was good
and applicable, students had far too much content delivered within a short period
of time, limiting their ability to pre-read before sessions and process teaching con-
tent once delivered. The use of block delivery modules supports a ‘block and blend’
approach where immersive scheduling provides face-to-face activity-based learning
alongside blended learning of online learning materials [15]. Students may not have
been familiar with this style of delivery, but the additional sessions from last year did
make the schedule more concentrated. To support students, the assessments were
held one week later than the previous year to allow students more time to prepare and
drop-in revision sessions were timetabled to allow further support if needed.

As students completed the block taught module, an appreciation of visual and
audiological pathologies in relation to concussion onset was established as evidenced
in their viva assessment. Specific questioning around vestibulo-ocular symptoms
allowed students to demonstrate their understanding and show links to the anatomy
they had learned. Students also had the opportunity to discuss visual and audiologi-
cal pathologies that would require referral following recognition of their signs and
symptoms. This achieved the goal of widening the MDT approach with concussion
management and allowed further understanding of the symptom checklist used in
the SCAT 6th edition.

3.1.3 Digital devices, vision and ergonomics: the collaborative role of Optometrists
and Musculoskeletal clinicians in digital vision

The current ways in which people use their vision and eyes has changed faster that
the visual system is evolving. This means that Optometrists are having to provide care
to patients whose daily living demands are greater than what the eyes and the body
can cope with. One of the main changes has been in the use of digital devices which
are electronic units that can send, receive, generate, and display communications [16]
Access to internet and digital devices has changed the way in which we interact with
each other and our work-life. There has been nearly 50% increase of internet users
since 2005 [17].
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Between 1992 to 2000, the percentage of workers using a computer all the time
at work increased from 7.6% to 11.9% [18]. It appears that before the 2000s, most
of the digital device use was in workplaces [18]. As the years progressed, use of
digital devices became more common place in social situations as well as the work-
place. Since the Covid-19 pandemic, there has been increase in digital device use in
education [18]. Globally, in 2023 79% of ‘youth’ compared to 65% of the ‘rest of the
population’ use the internet [19]. The term ‘Youth’ is referring to people between 15
and 25 years of age who use the internet as a percentage of the total population aged
between 15 and 25, the ‘rest of the population’ is referring to and includes all people
under 15 or over 24 years old [19].

In addition to the shift from a typical working age group using digital devices
to broader age groups, which includes school aged children, the traditional display
screen equipment (DSE) or visual display units (VDUs) have been replaced with more
mobile units. There has been a shift from just using the static (desktop computers)
or hand-held devices (tablets or mobiles) to wearable devices such as smart watches,
smart home devices or smart glasses [17].

The following are the potential impacts on how Optometrists care for their
patients:

Ergonomics and posture

The advice on setting up a workstation has been based on the traditional desktop
computers where the patient’s eyes need to be 50-70 cm from the screen, the top of the
screen needs to be at eye level and the arms need to be straight when using the key-
board. This set-up ensures that patients’ eyes can focus (accommodate) comfortably
for the distance that the screen was set. The visual system (eyes) will need between 1.5
dioptres to 2.0 dioptres to focus on a target which is set at 50-70 cm. It has been theo-
rised that to reduce overstrain of the visual system, one third of the patient’s accom-
modative/focus power needs to remain in reserve [20]. It was this theory which has
been used to set out the workstation requirements and the continued clinical advice
that Optometrists give their patients in terms of digital screen use related eye strain.
The alignment of the screen to the eyes is based on the posture of the spine and the
angle of the arms to the keyboard. In relation to the ergonomics of the desk and chair.

As the Global Overview 2023 report [17] indicates, the use of traditional desktop
computers is falling, and most people will have a set up where they are looking at a laptop
on a desk as well as looking at a held-held device such as a smartphone or a tablet. This
means that the viewing distance for the held-held device is around 40 cm away from the
eyes whilst the laptop screen is around 55 cm away. The laptop screen is usually closer
than the static desktop monitor as the keyboard is attached to the screen on a laptop. This
means that when someone is using a laptop, they need to arrange their arms in a com-
fortable position to allow them to type using the attached keyboard making the viewing
distance of the screen closer. The position of the screen is below eye level and patients
have to bend their heads downwards and maintaining this position for a prolong period
of time can cause muscular strain in the neck and the base of the head.

As the viewing distances of mobile phones and tablet is much closer to a viewing
distance with a computer screen, the constant moving of focus between these differ-
ent distances throughout the day can cause eye strain. Visual fatigue in VDU users
has been reported for many years [21] and this has since been renamed as Digital Eye
Strain (DES). A recent review in 2022 showed that the prevalence of DES in chil-
dren rose to 50-60% [22]. The review discussed management options to reduce the
symptoms of DES but it only considered the role of the eye care practitioner rather
than looking at it holistically.
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Optometrists regularly hear patients report both symptoms of DES and an
increase in neck and back ache, therefore the advice given by Optometrists to their
patients’ needs to include guidance about good musculoskeletal health. 47% of com-
puters users have complained of low back pain after three to four hours of use [23].
This means that there is a need for Optometrists and Musculoskeletal specialists to
collaborate when advising patients on good habits around digital device use to ensure
that patients do not experience prolonged/sustained problems which can affect the
quality of life. Setting up an optometry programme within a university’s medical
school, meant that Optometry staff had the opportunity to deliver a programme with
input from different disciplines such as Musculoskeletal specialists.

Outside of the academic setting and multi-disciplinary teaching of clinicians,
the importance of these professions working together can be seen in the 2023 “Love
Your Eyes at Work” World Sight Day campaign by the International Agency for the
Prevention of Blindness where a poster which indicates 6 ways to reduce eyestrain
mentions ergonomics [24].

The posture of Optometrists

As digital devices become part of everyday life, they are also changing the work
environment of Optometrists. Due to the strange sitting positions that Optometrists
need to work, and the repeated nature of these tasks, there is a history of complaints
of back pain amongst these professionals [25]. Optometrists must be sat to one side
of the patient but be able to stretch to reach across the patients’ eyes, stand over the
patient to look into the eye to assess the health of the eye and to swing machinery
around to bring it in front of and away from the patients, and this is typically repeated
many times a day for each patient.

In addition to the existing musculoskeletal issues, the digital screen use within
the consulting rooms has increased — vision testing charts are now often either LCD
screens or computer screens, often nowadays, record cards are computerised, and
referrals are electronic. This means that alongside the usual awkward positions that
an Optometrist has to adopt to assess a patient’s eyes, compounding this they now
have to use digital devices on a daily basis. Most digital devices are added to the
consulting rooms after the clinical equipment has been installed and therefore the
working distances and set-up required for use of computers is not followed making it
an uncomfortable working environment.

In the authors’ current university, as part of the training of Optometry students,
students are taught about digital eye strain and posture recommendations for their
own self-care. This is to reduce the risk of musculoskeletal pain in terms of the pos-
tures the students need to adopt to carry out specific clinical tests using the guidance/
advice from Physiotherapy lecturers. This is the same advice that Optometrists offer
patients about digital eye strain. A few years ago, an ergonomic specialist sat in for a
day to observe Optometrists in their work environment and the ergonomic specialist
provided some stances and sitting positions which would reduce the strain. These
stances and positions are now included in the clinical skills teaching of Optometry
students at the university and represents a positive impact of a multi-disciplinary
working.

The involvement of eye care (Optometrists, Dispensing Opticians,
Ophthalmologists and Orthoptists) and Musculoskeletal professionals is intertwined,
and thus the there is a need to further explore the collaborative working partnership
between these two disciplines. As technology changes and how people work and live is
constantly evolving, multidisciplinary working is going to be paramount for offering
quality care to patients.
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3.1.4 Further opportunities for enhanced cvoss collaboration approaches in healthcare
and higher education

Working within a multi-disciplinary setting within the university has the
benefit of giving staff the opportunity to learn from other professions; an example
for Optometry staff is the learning from colleagues within the Physiotherapy and
Sports Medicine courses. This collaboration has had a positive impact as when teach-
ing Optometry students about prescribing for DES/VDU users in the sub-topic of
occupational Optometry, the ergonomic advice and good posture guidance is taught
alongside the optical theories. It is envisaged that this initial exchange of specialist
experiences and learning will be developed into an interprofessional module where
Optometry, Ophthalmic Dispensing and Physiotherapy students can be taught about
digital eye strain and ergonomics. As discussed earlier, there is already a unit within
the Concussion module where a multi-disciplinary approach between Optometry,
Audiology, Dentistry, and Sports Medicine is being utilised for teaching students.
Continued collaboration is planned in this area with the planning to grow the joint
teaching sessions in several different programmes.

Due to the ageing population, the incidence of falls is increasing. Falls are one of
the most common problems in older adults [26]. The prevention and management of
falls is a global challenge [27]. Managing patients with falls is another area where the
authors of the current chapter feel there is scope to cross collaborate across their three
respective professions to help better manage patients with falls. Policymakers and
healthcare providers need to seriously consider and focus on both prevention of falls
and intervention [26]. Simple changes can help reduce the risk falls including; provid-
ing assistive equipment, proper lighting within homes, regular eye examinations in
the elderly, and proper footwear [26]. This type of prevention would require a MDT
including Physiotherapists, Social Workers, Optometrists and Podiatrists. Whilst
prevention is key, for those who do have falls, diagnosis and intervention and reha-
bilitation can significantly impact the quality of life of an individual. Audio-vestibular
Physicians, Audiologists and Physiotherapists can work together in the diagnosis and
rehabilitation of those with vestibular problems who may have had falls or are at risk
of falling. As discussed in the example earlier in the chapter in an educational setting
there has been some cross professional teaching in this area. However, there are many
more opportunities for this to evolve in the future whereby at the next programme
review Medical, Audiological and Physiotherapy professional academics could con-
sider how they could teach and design these modules together. In the healthcare set-
ting, for patients with problems in the balance system, there is a lot of cross-over work
between the professions particularly in the rehabilitation of these patients, therefore
it would be advantageous to consider the elements of training of some elements for
these professions together. Falls is just one example where the authors of this current
chapter and their respective professions could collaborate.

There are many other areas in ageing where MDT would enhance care of this
population. For example, one particularly challenging area is cardiovascular dis-
ease. It accounts for 17,500 deaths globally and this represents nearly half of all
non-communicable disease (NCD) deaths [28]. Jennings poses that it the collabora-
tion between multiple professionals including Physicians, Nurses, Pharmacists,
Psychologists and other allied healthcare professionals which will help to win the
battle against NCDs [28].

Alzheimer’s Disease (AD) is another common occurrence in the older population.
AD is the most common form of dementia affecting the ageing population [29, 30].
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The eye has been shown to be an early biomarker for AD [29, 30]. There is also

an indication that there are links between dementia and hearing loss [31, 32] and
that Presbyacusis (age-related hearing loss) can be an indicator for dementia [31].
Although a lot more research is needed to get a consensus on the association between
hearing loss and dementia, it is clear that it would be advantageous if there was more
collaboration amongst Audiology, Optometry and other professions in the patient
pathway for patients with dementia. Multidisciplinary approaches adopted for AD so
far have made substantial contributions in helping to understand both the cognitive
and physiological changes associated with it [33].

4. Opportunities and barriers to MDT within healthcare settings

Huddles are short briefings which are designed to give healthcare staff oppor-
tunities to meet, they help professionals to stay informed, evaluate things that have
happened, and make plans which helps to result in well-coordinated patient care [34].
A systematic review in 2021 has demonstrated that daily multi-disciplinary huddles
can help improve both teamwork and healthcare professionals’ job satisfaction [35].
Collegiality is important for both staff and patients [35]. Multidisciplinary
huddles can help teams to address issues such as safety concerns and staffing
issues [35]. Huddles are a mechanism to look at an individual patient’s goals of care
collaboratively [35]. Introducing daily multidisciplinary huddles into healthcare are
an opportunity to increase collaboration amongst professionals. However, often time
constraints and increasing waiting lists can make this difficult. Therefore, even if
daily huddles are difficult to schedule, weekly huddles may be another option, which
could help facilitate more MDT.

Other barriers to MDT in healthcare settings are typically: financial constraints;
lack of flexibility in systems; reluctance to collaborate; hierarchical systems; time
constraints; having a designated organisational lead to arrange MDT meetings/
huddles; logistical issues such as a mis-match in different professionals’ rotas;
adversity to change; and a lack of motivation as MDT set-up may require time in the
initial stages. Therefore, the authors pose the question that in order to overcome/
address some of these challenges, whether MDT should be incorporated at a higher
strategic management stage of healthcare organisations as a target/goal so that when
this filters down into individual departments, it is easier to accommodate MDT and
in turn MDT becomes the “normal” way of working? Therefore, there needs to be a
shift or movement towards prioritising MDT in healthcare settings. The collaboration
between specialisms and reducing “silo” working should be encouraged from the top
of organisation down to those working “on the ground” directly with or for patients.
Having this “buy-in” from higher up would help create protected MDT times which
would overcome one of the main current barriers to collaboration.

5. Opportunities and barriers to cross professional collaboration in higher
educational settings

The authors believe that with the ever changing and demanding healthcare
environments, that the education of allied healthcare students could be further
enhanced and modernised in order to help meet the growing and challenging work-
force needs. As discussed earlier, for many years often generic transversal skills have

140



Perspective Chapter: Opportunities and Barriers to Effective Multidisciplinary Teamwork...
DOI: http://dx.doi.org/10.5772/intechopen.1005187

often been taught in universities to multiple groups of students in the same session.
However, there are many more opportunities to develop and increase the level of
MDT between academics teaching different healthcare subjects. One such way is to
introduce modules on “hot” topics such as ageing, one such example may be a module
on Multidisciplinary Approaches to Ageing Processes. This type of module could be
designed and taught by MDT and would benefit the students’ training. Additionally,
by gaining this training from different professionals will aid trainees in the future, as
by the time they become graduates they will already have seen how to work as part of
teams across disciplines. It will make them more aware from an early stage of train-
ing/career how other professionals contribute to a patient’s care pathway. The authors
envisage that one of the main challenges would be accommodating such modules in
often already tight time constraints of a programme delivery. This type of module
would work well for primary training of healthcare students, the level of this primary
training can differ, in some professions it may be at foundation level, in others at
bachelors level or other healthcare training is at masters level.

The collaboration within the professions mentioned is slowly developing for
students studying these disciplines but there is scope to develop a further range of
continuous professional development (CPD) courses for clinicians who are already
providing care for their patients. One such example as discussed earlier is the growth
of the use of digital devices which is on an exponential growth and the prevalence of
digital eye strain and musculoskeletal issues will increase. In the near future com-
bined clinics where a patient can have an eye examination as well as a physiotherapy
appointment with a combined management plan is a strong possibility.

CPD is a key lifelong component of a healthcare professionals working life. Micro-
credentials are a key mechanism to support ongoing CPD for the busy healthcare
professional. The impact of the acceleration of online learning post the Covid-19 pan-
demic has widened a world of training opportunities including the increased volume
of micro-credentials available or employees wishing to enrol on CPD courses [36].
Having short courses available online makes CPD training more accessible and with
an ever-increasing international focus on both population health and public health,
it is timely to start to widen the CPD opportunities for healthcare professionals. As
well as having subject specific short CPD courses, there is a potential growth for more
generic multidisciplinary modules that would be attractive to different healthcare
professionals, modules could be around evolving areas such as: Multidisciplinary
Challenges and Complexity of Healthcare Provision for Older Adults; Innovation in
Support of Active and Healthy Ageing; and Innovation in Healthcare Technologies.
These suggestions are all topics which are emerging and of use to the modern allied
healthcare professional.

6. Conclusion

It is evident that the future of healthcare and meeting ever complex healthcare
needs is a continuing global challenge. However, the authors pose that more MDT
working may help alleviate some of the current burdens and challenges on health
services. More strategic and streamlined processes encouraging MDT are needed.
There are also many new and current developments which may further assist/ sup-
port healthcare challenges. Modern technological developments and innovations may
complement implementation of multidisciplinary approaches. One such development
which may be used to positively contribute to more streamlined healthcare processes
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is Artificial Intelligence (AI) [37]. Sezgin poses that Al is creating a paradigm shift

in healthcare by complementing and enhancing the skills of medical and healthcare
professional [37]. In addition, to increasing MDT in the healthcare setting, it is crucial
to look at opportunities to increase more MDT in the training of future allied health-
care professionals. In order for this MDT to be effective, it is better to incorporate this
at a higher early stage of programme design and module design in higher education so
that MDT is not just an “add-on” or “after thought”, but instead an overarching ethos
of all allied healthcare programmes and in turn all healthcare professionals of the
future.
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