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Introduction

Teamwork has been extensively studied in the private sector, and lessons learnt there are now being applied and studied in the health care sector. In an era of major change and accountability in health care, teamwork, especially multidisciplinary teamwork, is increasingly being seen as an answer to concerns about fragmentation of care. Teams make up the building blocks of health care
 and are themselves made up of different health professionals possessing a diversity of skills to ensure delivery of effective care.
 

Better recognition of the process and effectiveness of teams has shifted emphasis from organisational leadership alone, to the concept of the team itself.
 The effectiveness of teamwork has been shown to be an important variable in staff morale, satisfaction and turnover, and in patient outcome.
,
,
,

Mickan and Rodger recently reviewed what we know about the characteristics of teams in health care.
 Teams are complex functions requiring recognition of the relationships and interdependence both between and within them. Furthermore health care teams demonstrate a number of unique features not seen in other settings. Firth-Cozens (2001a) suggests that this can be related to varying professional allegiances within the team and between team members and their professional groups. History and professionalism make issues of authority and responsibility much more complex than in the private sector.

Other ways of assessing health care teams consider them as work groups and apply theory derived from small group process research.
,
,
,
,
,

Concept

There is broad recognition that teams are defined by their common purpose. In addition teams adopt mutual goals and hold themselves mutually accountable.
 A systems theory approach suggests three phases, Input (resources), Throughput (process) and Output. This forms the basis of the general “heuristic model of group effectiveness” of Cohen and Bailey (1997), as well as earlier work by Hackman and Morris
 and Gladstein.
 Team development concentrates on input and throughput while evaluation focuses on output. 

Brannick and Prince
, amongst others, suggest a tripartite analysis in defining the characteristics of effective teams, Organisational structure, Team process and Individual function. In this model the organizational and individual domains represent input, and the team process domain represents throughput. 

Mickan and Rodger suggest an examination based on this three domain model should include the following features;

Seven Organisational structure features
-Culture, roles, leadership, purpose, task, membership, and resources;

Seven Team process features
-Coordination, communication, cohesion, conflict management,
-Decision making, social relationships and performance feedback; and 
Four Individual function features
-Self knowledge, flexibility, commitment and trust. 

Attributes

Although a large number of attributes are associated with teams, team work in health care has been seen to involve five main attributes within these three domains;
,
 
Two Organisational attributes (Goal directedness, Role recognition); 
Two Team attributes (Communication and Conflict resolution) and;

One Individual attribute (Flexibility). 

Italicised features are dealt with further here in the above order, while Conflict Management and Resolution is discussed in a separate document.
 

Organisational Attributes

Goals form the focus for a team and enable members to transcend traditional hierarchies and boundaries.
 Role recognition and understanding combats fragmentation and isolation.
 
Team Attributes

Communication involves appreciating how others gather, use and understand knowledge, by no means universal concepts.
 Mechanisms and opportunities for recognising and working through Conflict can become constructive venues for growth.
,
 
Individual Attributes
Flexibility allows the valuing of different perspectives.

Organisational Structure

Organisational culture 
,

The context within which the team functions will reinforce or undermine it. Teams need to understand where they fit in the overall context, as well as the expectations and accountability structure.
 If the overall corporate structure encourages sharing of successes, teams are more likely to succeed, while on the other hand clinical standards espoused by the team may be in conflict with organisational resources and mission. 

Goals

In health care, goals are supposedly well recognised, namely patient centred delivery of safe, high quality care.
,
 As such, clear agreement and recognition of purpose and goals is paramount for focus and cohesion.

Roles

Individual roles need to be understood by all, yet be flexible.
 An example of how differently team members can perceive roles and functioning is provided by Miller, who asked 15 members of a health care team to draw a map of the team and how the team functioned. Every map differed not only in who was recognised as members of the team but also in how they interacted.
 Embling (1995) noted that while concepts of teamwork appeared to be recognised in health care systems, this was often difficult to achieve in practice. Although roles may be a source of conflict, working across interdisciplinary boundaries in the best interest of patients tend to minimise these.

Leadership

Leadership
 tasks include supporting vision, facilitating goal setting, education and evaluation.
,
 

While leadership functions co-exist with management, they have inherently conflicting tasks that must be recognised. Management relates to stability and order while leadership relates to vision, and change, both adaptive and constructive. Understanding of leadership requires consideration of the characteristics of both leader and led, the context in which these take place and the means by which leaders achieve that position. 

Leadership style

Effective leadership in terms of safety in industry requires warmth, friendliness, self-confidence and the ability to make decisions in the face of pressure,
 also described as ‘agreeableness and emotional stability’.
,
 Yet this contrasts with those characteristics considered desirable in health care contexts,
 namely a more participatory model, and one associated with minimising stress
 and maximising satisfaction in health care workers.
 If leaders learn to delegate responsibly they improve empowerment of team members.
 

Other leadership traits that have been considered desirable in health care are the opinion leader,
 and the charismatic leader.
 However from an evolutionary point of view, leadership qualities most valued in the past were transactional,
 based primarily on power and authority, emphasising problems and mistakes. In contrast the more participatory model valued in today’s health care system is considered transformational
 based on engagement in the process of work and motivation. The former model is more typical of government. Alimo-Metcalfe (2000) found that in contrast to earlier models based on surveying managers, that health care workers state a preference for transformational leadership. They found that transactional managerial competency was simply insufficient. This is supported by subsequent research,
 and adds to the drive towards evidence-based managerial practices in the healthcare sector. 

In Alimo-Metcalfe’s model, the most valued attributes of a leader were concern for others, followed by the ability to communicate and inspire. The authors describe this as ‘leader as servant’, as opposed to leader as ‘hero’. As Alimo-Metcalfe states bluntly;

 ‘Cultures of blame, authoritarianism, narrow mindedness and reckless disregard for staff are not to be tolerated…the model which emerges here is one of down-to-earth decency, humanity, humility, sensitivity and respect for others, but this is no soft option.

'It is fired with a passionate commitment to living the values, to engaging all in sculpting the vision, to creating an environment where challenging, questioning and turning mistakes into catalysts for learning are regarded as the norm.'

Hamlin’s (2002) work cited above suggests that managerial skills are universal rather than context specific. Although to date transformational leadership has not been conclusively demonstrated to be more effective than transactional (although both are superior to laissez-faire),
 this in turn is likely to be dependant on the context in which this is examined and on the outcomes chosen. 

Since in practice leaders are likely to display a mixture of traits, it is important that they also possess good insight into their own traits, and balance these while being able to recognise and reward others who effectively display other traits. Furthermore certain aggregate managerial tasks, e.g. audit and quality assurance, require a more transactional style, so that both possessing, and knowing which styles are most appropriate in which context, is likely to be the most productive. Sometimes these tasks are better performed by others than those identified as leaders. 

Conflicts in leadership

Leaders in health care face unique challenges, some of which are inherent conflicts in what they are expected to achieve. Leadership is full of conflict, not only between styles, but between goals. 

One of the central conflicts that leaders need to reconcile is that between central accountability versus discretion, participation, creativity and recognising and respecting the uniqueness of the individual. This suggests that accountability is better developed from a bottom up participatory culture, than imposed from above.
 Binney and Williams
 quote a member of senior manager at Nissan “To achieve real quality everyone in the organisation has to genuinely believe it and act on the belief”.

Quality and efficiency, particularly in the face of almost inevitable inadequate resources, are potentially mutually unresolvable issues and sources of workplace stress which have to be acknowledged and faced. Inconsistencies in leadership messages are paid for with organisational cynicism
.

Managerial bias in leadership

The cognitive psychology literature indicates that managers develop biased constructions, and become overconfident, and invested in their beliefs, and therefore resistant to seeking out or listening to information to the contrary (Langevoort 2001). Unfortunately these beliefs all too often find resonance in a too cohesive team that resists other ideas (see below).
Leadership in health care

Similarly health care leaders have to face the realities of problems on the front lines in an imperfect world, what Firth-Cozens and Mowbray (2001) refer to as ‘the dark side’, and face up to the fact that things will inevitably go wrong or fall short of expectations. The National Health Service has recommended leaders spend more time at the coal face, the so-called ‘walk of shame’
, facing the unacceptable. 

Leadership and the quality of care

The quality of leadership can dramatically affect the output of their organisation, in this case patient care (Firth-Cozens and Mowbray 2001) and is one of the prime determinants in team functioning.

While leadership can directly affect safety in highly controlled environments such as aviation, leadership in health care requires much more emphasis on the qualities of the whole team, to which leaders are able to promote and impart values to. 

There has been less research on the direct effect of leadership on safety and quality of care in the health sector, but it is consistent with that demonstrated in the private sector. For instance a direct correlation between leadership attributes and patient satisfaction has been demonstrated by Corrigan.
 

Indirect associations are also consistent with this. A pathway of care can be traced through a health care team from leadership to the patients themselves. Much of this involves stresses within the team, the psychological wellbeing of the team intimately affecting the quality of care provided, and patient satisfaction (Regrut 1991), while team stress levels are themselves correlated with the level of team functioning (Carter and West 1999). Better teams care for the individual members within the team more effectively.
 

The perception of leadership to health care teams’ needs and views relate directly to both team function and stress (Firth-Cozens and Rayner 2000), the larger the gap in perception between leader and team, the more ineffective the function and care. This model holds up in industry as well.
 

Since leadership attributes are the primary determinant of workplace stress (Hogan 1990), good leadership produces well functioning teams that have lower stress levels and deliver better care. 

Assessment of leadership

Based on these considerations Firth-Cozens and Mowbray (2000) suggest that the qualities of leadership are better assessed, not by the ability to meet targets but by staff wellbeing, absence, turnover, and disruptive behaviour as found by Townsend (2000).
 

Assessment of leadership has too often been based on performance monitoring and not on looking at leaders’ effects on staff wellbeing and the degree to which they are enabled to develop their strengths, and the extent to which they can demonstrate the ability to learn from the problems which perennially afflict health care. Alimo-Metcalfe (2000) suggests that assessing leadership and communication skills should be built into the continuous appraisal of health professionals.

It is clear that certain traits including authoritarianism may be prejudicial and others such as sociability and confidence are facilitatory, but there is scope for a variety of styles as long as there is recognition of the need for a good mix within the team, the roles that such styles play and flexibility.

Leadership skill has too often been neglected in choices for administrative positions within the healthcare sector. In the UK, research into effective leadership within the broader framework of clinical governance has been made a priority within the NHS since at least 1999,
,
 and currently embraces the development of the transformational model.
,

Team Process

Team process translates input into output via organisation and interaction. Education in the dynamics of teamwork is essential for promoting interpersonal team processes, and minimising attitudinal differences.
 

Coordination

Coordination involves harnessing diversity and utilising the unique skills each individual brings to the group. 

Communication

Communication involves interchanges of information, power, attitudes, and values (Loxley 1997). Individuals need to listen to each other and collaborate, and develop mutual knowledge. Joint decision making enhances communication (Headrick 1998). To enhance communication, clear agendas, and management to enhance contribution of all members are needed (Loxley 1997). Delineating contributions as those enhancing patient care should transcend those of contribution to the team process by itself.

Cohesion

Cohesion depends on team members achieving the highest satisfaction by maintaining their independence while cooperating to meet goals.
 Cohesion is maintained by accurate performance feedback and shared successes. 
 This is further discussed in the next section in association with Decision making and Social relationships. 
Group Processes, Dynamics and Effectiveness
Another way of examining the functioning and performance of a group of individuals is to use what we know of group process and dynamics, particularly social influence. There is now an extensive understanding of the effectiveness of workgroups within organisations,
,
,
 largely from the world of business management. Workgroups are defined as “intact social systems that perform one or more tasks within an organizational context” (Bettenhausen 1991). Under Cohen and Bailey’s (1997) heuristic model of group effectiveness, a distinction is made between outcomes that are considered ‘task-performance’ and those concerned with the ability of the group to function, evidenced by its ‘cohesiveness’, sometimes referred to as ‘task’ and ‘maintenance’ criteria of effectiveness respectively. 
Group Processes

Amongst the key group processes that influence the effectiveness criteria, are effort norms, the group’s collective knowledge and skills and their usage, cohesiveness, and cognitive conflict.

Effort Norms are a group-level construct that reflects shared beliefs in the degree of effort an individual commits to a task
. The collective knowledge and skills of the group needs to distinguish between identifying these resources, and the degree to which they are put to use,
 an important distinction, because as Jackson
 states;

“an implicit assumption often made in the management literature is that expertise will be used, assuming it is present, psychological research clearly indicates that the availability of expertise in a group does not guarantee the use of that expertise.”

Cohesion and Group Maintenance

In this model, cohesiveness is the extent of mutual attraction of group members and their motivation to remain members of the group.
 Higher levels of attraction are associated with greater satisfaction (Katz and Kahn 1978
, Summers et al. 1988), higher levels of commitment to the group
 and reduced turnover.
,

,
 Since organizational commitment is linked to prosocial behaviour and a willingness to exert effort on behalf of the organisation
, higher levels of cohesion might be expected to indirectly affect these attributes, and hence task performance. However the task and maintenance criteria are not independent variables. Cohesiveness exerts a more direct effect on task performance.
 

Cognitive Conflict
This is ‘task-orientated differences in judgement among group members’ (Forbes and Milliken 1999). Another definition is ‘disagreements about the content of the tasks being performed, including differences in viewpoints, ideas and opinions”.
 These differences are likely to be accentuated in complex environments and where decision making involves uncertainty,
 both conditions existing in health care teams. 
Cognitive conflict acts in a positive sense by invoking ‘critical and investigative interaction processes’
 and thus enhancing performance. Such conflict leads to a consideration of both more alternatives and more careful evaluation of those alternatives, resulting in improved quality of strategic decision making.
,
 (Jackson 1992). Groups perform better when multiple viewpoints are represented together with exchange of both negative and positive comments,
 while diversity of solutions positively influences the effectiveness and quality of group decisions.
,

Not surprisingly, the relationship is not monotonic, since high levels of conflict can arouse negative emotions that diminish interpersonal attraction and diminish satisfaction, commitment and cohesion. Thus, it is managed conflict, that produces the overall best results.
Cohesion and Groupthink
In interactive tasks interpersonal attraction within a group influences task effectiveness,
 however the relationship between cohesiveness and task performance is complex (non-monotonic and curvilinear). A minimum level of interpersonal attraction is required in order for communication and deliberation to occur, as is a degree of trust (see below) in each other’s expertise and judgement. Also cohesiveness facilitates earlier and more extensive discussion of alternatives.
 
Groupthink

On the other hand high levels of cohesiveness are detrimental. A high level of interpersonal exchange distracts from task performance, and high cohesiveness is the major antecedent of ‘groupthink’
, a potentially disastrous (Pagliari 2001) dysfunctional group decision making, in which there is a low level of independent critical thinking and a relentless pursuit of unanimity.
 Cohesive groups implicitly censor nonpreferred points of view and any information inconsistent with this (Langevoort 2001). The process is often at a subconscious level designed to reduce stress preserve solidarity. One of the most cited examples of this was the Challenger disaster of 1986.
 Janis
 originally described this as;
‘a mode of thinking that people engage in when they are deeply involved in a cohesive in-group, when their members’ strivings for unanimity override their motivation to realistically appraise alternative courses of action’

While cohesiveness is a necessary determinant of groupthink, it is not a sufficient condition, since it also requires a low level of cognitive conflict. In highly cohesive groups, people engage in self-censorship, and pressure ‘deviants’ to conform to the majority opinion (Forbes and Milliken 1999). The interplay between all these factors is complex, which Forbes and Milliken attempt to portray in schematic form. As Jackson (1992) states, groups may simultaneously display high levels of interpersonal attraction and task-orientated disagreement simultaneously, which many authors have depicted as the most effective combination.
 (also Eisenhardt et al 1997) Thus cognitive conflict acts to prevent cohesion imposing groupthink, by fostering an environment that is both task orientated and tolerant of multiple viewpoints and opinions.
 (also Janis 1983) In Janis’ (1983) original description it was stated that “for most groups, optimal functioning in decision making tasks may prove to be at a moderate level of cohesiveness”. The balance between diversity and collegiality is a difficult one given the natural tendency towards collegiality, and a tendency to hire or appoint people who ‘fit’. The pressures to conform are high, not only implicit in the original appointment but also in the resulting social ties, that eventually lead to a colouring of how members evaluate others that may be perceived as threatening to one or more group members.
 Decisions once made, tend to be overcommitted and resist evidence that mistakes may have been made. Reinforcement of decisions tends to take a dominant role over appraisal of evidence, such that poor previous decisions are defended in the face of evidence rather than threaten the esteem of group members and hence cohesiveness (Pagliari 2001). These attributes tend to mirror the inherent biases in managers, mentioned earlier. 
Demographic Diversity

Diversity exerts its effects in a variety of ways. Milliken and Martins (1996)
 describe it as a ‘double-edged’ sword, increasing both aggregate resources but also effecting interaction, conflict, integration and use of knowledge and skills. Diversity influences perception, processing and response (Milliken and Martins 1996, Williams and O’Reilly 1998) thus increasing cognitive conflict.
,
,
,
,
 Group members from different backgrounds bring with them information and perspectives derived from outside the group (Ancona and Caldwell 1992), and may be unaware or unappreciative of each other’s skills or expertise and their applicability to the perceived tasks. The frustrations that arise from this lead to a reluctance to share information or opinions other than that derived from the group.
,
 
Diversity diminishes interpersonal attraction and cohesion (Williams and O’Reilly 1998). Differences in attitudes (O’Reilly et al. 1989) and language
 lead to less satisfying interactions and weaker psychological ties.

Collegiality and Cooperation

Invitation to join workgroups often emphasise attributes such as ‘compatability’ and ‘fit’,
 while groups often prize consensus over conflict.
 Yet the dominant view in corporate governance theory is that emphasis on teamwork and conflict-avoidance is likely to create an illusion of effectiveness, as opposed to reality, and replacing this model has been the centre of academic management research, based on organizational behaviour and social cognition. Intuition has made cohesion a plausible hypothesis.
 Equally intuitive is that multiple view points and different sets of information should have a positive impact on the deliberative process, while dissension will reduce commitment to a group (Forbes and Milliken 1999), compared to the productive work environment of a highly collegial group. 
Conclusion

Forbes and Milliken (1999) set out a series of propositions which can be summarised as;
1. Effort norms, Cognitive conflict and use of Knowledge and skills are positively related to group performance;

2. Cognitive conflict is negatively related to Cohesiveness

3. Cohesiveness is related to Performance curvilinearly

4. The relationship between Cohesiveness and Performance is moderated positively by conflict (Cohesiveness is prevented from negatively influencing Performance by conflict)
5. Diversity is positively related to increased Knowledge and skills and Conflict, but negatively related to Cohesion and use of Knowledge and skills.
At the same time is important to realise that all of these factors are capable of mutual interaction (e.g. high effort norms stimulate participation and conflict and use of knowledge and skills, while conflict generates relevant knowledge. While knowledge itself can generate more conflict, moderate conflict enhances effort norms, but high levels of conflict diminish them if the differences are considered irreconcilable. 
High levels of group awareness and skilled leadership are necessary to ensure that all of these processes work to maximise both performance and satisfaction. 

The factors that most influence team performance are the corporate values in which it is embedded, its leadership and group processes. The contribution of the individual composition is relatively weak. A degree of diversity and conflict is healthy. Too much emphasis on collegiality and unanimity will likely lead to poor quality decision making and impair performance. Leadership is a key factor in mitigating social influence.
 (also Pagliari 2001). 
Individual Function

A given is that teams will be composed of variety of unique personalities and experiences and background. Effective management of these disparities is a critical component of effective teamwork.
 

Self-knowledge

Individuals within a team have a number of images of themselves, the team, the other members and other members’ perception of themselves.
 Of these Maple (1987) identifies self-knowledge as the most influential, while Blechett et al. found that self-awareness is an antecedent to respect for others. 

Flexibility

This involves receptiveness to the ideas of others, and requires honesty, self-knowledge, reflection and regulation. Without understanding the diversity of values, individuals tend to judge others by their own value systems. In effective teams colleagues assist each other in meeting patients’ needs.

Commitment

Commitment stems from self-knowledge and trust and is manifest in making some personal sacrifices for a greater good, and the ability to maintain their effectiveness under adverse conditions.
 Teams generate commitment through shared goals and a belief that those goals are best achieved through teamwork (Proctor-Childs 1998).

Trust is developed further in the next section.

The Role of Trust in Effective Health Care

Although Mickan and Rodger identified trust as an individual attribute, increasing emphasis is now being placed on trust as a key characteristic at all levels of effective health care organisation and delivery (Firth-Cozens 2004). Trust is the extent to which one is willing to ascribe good intentions to, and have confidence in, the words and actions of others.
 Trust in itself translates into group cohesion, job satisfaction
,
 and job effectiveness,
 all of which impact on patient care. Again we can look at trust at different levels throughout the health care system, and they are discussed here using the same three part model as previously.

Organisational Structure
Organisational characteristics
 include an open culture where people are encouraged to speak freely
,
 and constructively without fear,
 where people are encouraged to participate in decision-making,
 that supports, empowers
 and values
 the individuals in the team, and provides incentives, rewards trust, displays an ethical environment and a commitment to common and understandable goals at all levels. 

Other factors promoting improved trust include less bureaucracy (flatter organisation) with more visible management, a feature which mergers potentially threaten. This places more decision making at the front line, or ‘sharp end’. By extension, organisational factors will be dependent on the society and culture in which the organisation is embedded. Health professionals who see themselves as part of a team show lower stress levels than those who do not.

Open communication is most consistently identified with high levels of trust in organisations, and rumour with low levels (as in the AACN report, below: AACN 2005), needs to be two-way, and be both verbal and non-verbal. Key messages to communicate are that people’s opinions are valued, their understanding is needed, and that information is being transmitted honestly. 

At the centre of trust is culture.
 Those institutional cultures which enshrine values associated with trust reward managers and staff who value these attributes, and display ‘trustworthy behaviour’, and vice versa.

Effective management delegates decision making, provides access to information and resources, supports teams and provides opportunity for learning and development. 

Leadership

As previously discussed, effective leadership characteristics
 include support of individuals within the team, clear understanding of respective roles, and trust of team members. Good leadership is essential for patient safety (Firth-Cozens 2001e). Control is a poor substitute for trust in terms of effective teamwork and erodes trust, and diminishes effective patient care (Chidester 1991, Edmondson 1996).

Team Process
Teamwork involves interdependence and hence trust. Teams with a clear role image, whose members feel supported and display good internal and external dialogue display less stress and provide better care (Carter and West 1999, Firth-Cozens 2001b). 

Individual Function
Important individual characteristics for team function include trust, the ability to set aside individual needs and goals for a common goal, the ability to see that teams can achieve more than a collection of individuals, and a clear understanding of the individual’s role within a team and where it interfaces with the roles of others.

The ability to trust originates from self-knowledge and competence, and must be built within a team. Trusting individuals are those willing to share knowledge and skills without fear, and have increased capacity for learning (Bassoff 1983). Trust involves respect for the skills of others (Ivey 1988, Loxley 1997), derived from open discussion of similarities and differences, and focussing on how these translate into improved patient care.

Recognising the inherent diversity in teams rather than attempting to eliminate it, actually improves the care delivered.
 Embracing diversity is a helpful tool for avoiding the problems of ‘groupthink’
 mentioned earlier, and this is as important in health care teams as in other workgroups, as mentioned above. 
Nature of trust

While trust may vary between individuals, it is largely a learned characteristic
 which health care workers overall report poor experiences with in the workplace
,
, and requires nurturing and reinforcement by leaders to prevent it from being extinguished. In turn it reciprocates, in that if a worker feels trusted they are more likely to place trust in those who trusted them in the first place. In general a propensity for trust is more reflective of the organisational culture than of the characteristics of the individual (Carnevale 1992). 

Unfortunately a recent study commissioned by the American Association of Critical-Care Nurses (AACN)
 suggests that in fact there is widespread distrust within the health care system.

Case studies on team functioning

When Miller and colleagues (2001) studied examples of health care teams to determine their effectiveness and functioning, they found considerable variation, not only in observable structure, but in how team members interpreted the concept of ‘team’ and ‘teamworking’.

Integrated teams

The most effective team pattern, they labelled ‘integrated and collaborative’, in which the patient was the focal point at the centre. It was from this focus that the structures and processes evolved. They identified the key factors as falling into those characterised by the organisational context, the group dynamic and the individual.

The most effective team worked in a context of stability and predictability, facilitating in-depth knowledge of both patients and fellow team members, and were not overlapping with other groups, allowing the development of identity and allegiance. 

The team meetings were directed to two goals, the needs of individual patients, and reflection of team practice. Team note-keeping focussed on specific patient problems rather than individual input. 

Openness in communication was characterised by members being encouraged to raise issues about patients, professional concerns and personal difficulties. The cultural norm was one of continuous challenge to the status quo, creating what was perceived as a ‘safe’ learning environment. The structures and processes were facilitated by leadership and management that was focussed across professional specialties rather than within them. This allowed the issues raised by those at the ‘coal-face’ to be addressed and dealt with readily. This was fundamental to a concept of team as one that was evolutionary and negotiated. 

This then translated into benefits to patients, which included continuity, consistency, and reduced ambiguity in messages. 

Similarly Jenkins identified misunderstandings in roles in a breast cancer team that could lead to critical breakdowns in patient care. 

Paradoxically and potentially misleading, is the observation that poorly functioning teams have fewer errors (Edmondson 1996). A closer inspection revealed that the poorer teams exhibited more authoritarian leadership suggesting poor reporting and a lack of openness.

Identifying Problems in Effective Team Function

Individual team members may not only differ in understanding each other’s roles and responsibilities but also in understanding what outcomes are desirable as well as how to best achieve that end. 

Carter and West suggest that much of the ambiguities and conflict lie in historical attitudes and structure.

Addressing Problems

Health care teams work in a high stress environment
,
,
,
, well above that of the general workforce - 

“a culture characterised by anger, blame, guilt, fear, frustration and distrust”
 

and facing increasing pressures from calls for accountability. This in turn results in relatively high levels of staff morbidity and decreased levels of patient safety, care (Firth-Cozens 2001d)
 and satisfaction.
 Despite the rhetoric on the value of diversity, effective working is often difficult to achieve (Firth-Cozens 2001a). However team function is an important predictor of staff stress levels (Carter and West 1999, Firth-Cozens and Rayner 2000), although leadership is the most important.

Embling identified the difficulties of making teams work, and described the major barriers as leadership, decision-making, and membership, concluding as follows;

“Understanding key teamwork issues may be an important first step for health care teams who wish to improve their performance”.
 

Which having said, evaluating team performance has turned out to be extremely difficult, and more often political than empirical,
,
 and coloured by hierarchical and boundary considerations. 

Mickan and Rodger identify a hierarchy of effectiveness in terms of addressing poor function in teams. Most effective is addressing organisational structure.
 Optimising organisational structure optimises individual contributions through group processes and manages conflict.
,
 Teams are for people, and maximising team environment channels individual resources into the common purpose. The more the team is focussed on its common purpose, the less scope there is for conflict, lack of vision and ineffectiveness (Firth-Cozens 2001a).

Prevention

Identifying and nurturing factors that lead to better team function produces higher staff morale, decreased turnover and stress and improved care. However recognition is only part of an equation that requires resources to train leaders and members in team function and provide adequate time and facilities for good communication between team members. Maintaining good functioning teams is an ongoing process that requires a great deal of skill but is preferable to reactive problem solving. 

Conclusions

Evolving understanding of how teams function in health care settings demonstrates that there is health in diversity, but that maintaining a focus on the common purpose and output, namely good patient care, transcends many traditional hierarchies, boundaries and differences.

The primary determinant of team function and quality of care delivered is the quality of leadership.

Effective interventions need to concentrate on organisational structure and emphasise leadership and the collective team attributes rather than individual contributions. Effective teams and leadership require ongoing evaluation and support to continuously develop, maintain quality and face the ongoing challenges of a dynamic health care system. 
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