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1, Introductien

The Working Group was convened by the WHO Regional Office for Eurcpe at the invitation of the
Ttalian Government, in collaboration with the Regilonal Govermment of Tuseany.

The purpose of the meeting was to obtain views of physiclans, nurses and medicosocial workers
on the subject, and:

- to discuss the situation with regard to working relationships and intercommunication among
health professionals employed in tesms currently established in Europe for the provisien of
community heslth care; and to exsmine factors assisting or inhibiting effective teamwerk in
community health services;

- to identify aress urgently requiring attention;

- ta propose alternative courses of action which would assist in overcoming the identified
problems;

- to prepare guidelines for the planning of educational programmes designed to promate team
affectiveness.

Tn all, 19 participants atcended the meeting as temporary advisers (see Annex III).

Participants were welcomed by Mr Giorgio Vestri, Minister of Social Security of the Region of
TusCcany .

Dr Leo A. Kaprio, WHO Regiomal Director, was represented at the meeting by Dr R. Glyn Themas,
Regional Officer Ffor the Development of Community Services.

In his opening address, Dr Glyn Thomas drew attention to a conclusien of a 1975 meeting in
Reykjavik thst "countries should establish and develop interdisciplinavy primary health care teams
of generalists, supported by a secondary level staff with relevant specialists from each of the
dinciplines comprisging the tean':! and to the ohservation in the Declaration of Alma-Ata that
primary health care reliee on "health workers, including physicians, nurges, midwives, auxiliaries
and community workers as applicable, as well as traditional practitioners, as needed, suitably
trained socially and technically to work asz = health team and to respond to the expressed hesalth
needs of the community".? In the European setting, the medicosocial worker is by implication
ineluded among such workers,

The overall aim is to make the delivery of health services more effective by collaboration and
teamvork.

The role and function of each health team member, the compositien of the team, assessment of
the consumer's needs, awareness of one's own function and tole, awareness of the place of
communication within the teasm, snd from the team to the individusl and the family, and the team's
relationships both within its own particular administrative structure and with other teams, are
issues which need to be closely examined,

The contribution of the team in the community health cate setting could be considered in
relation to the regional programmes on primavy health care, health care of the elderly, health
manpower development snd nursing/midwifery.

Miss M.-F. Colliire was appointed as Chairman of the Group and Professor P. Paci as
Vice-Chairman. Miss M,0, Abbott acted as Secretary and Dr Margarethe Lorensen as Rapporteur,

2. Background

The work of health service personnel in Europe hag in the recent past shown a ciear trend
towards community health care, &g health services in homes, factories, schools and other relevaant
non-hospital situations have become more extensive. Thisz development hgs arigen in part from a
neged to seek alternatives te incressingly costly institutignal care, in part frem a better
apprecistion of the problem due to charges in both the demography and the morbidity of European
populations and in part from a better understanding of the services required to meet the health
needs of the community.

I The definition of parameters of efficiency of primary heslth care and the Role of nursing
in primary health care: report on two Working Groups, Reykjavik, 1975, Copenhagen, WHO Reglonal

0ffice for Europe, 1976 (ICP/SHS Q39 and IOP/SHS 004), p. 25.

2 Alma-Ata 1978: Primayy health cave, Geneva, World Heslth OQrganization, 1978,
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It is now known that, in wany health sitnations, individuals in the community do not
necegsarily yeyuire the secvices of a physician, but may stand in need of general support, care and
halp which can best be provided by the professional nurse and/or other members of the health team.

A significant product of this situation has been a growing trend towards the develapment of
interdisciplinary teams and an increasing awareness of the impertance of communication. and
collaboration among the different health diseciplines concerned.

3tudies on cooperation among health professionals initisted by the WHO Regional Qffice for
Europe in 1977 (Annex 1) have demonstrated that there is frequently a lack of knowledge and
understanding of the function of the various Leam members, with consequent poor commuenication and
Limited collaboration. Furthermore, the laws governing health workers often hamper flexibility in
teamwork.

3.  The community health teap

3 General

A grear deal has been written abeut interdisciplinary teams, i.e., teams made up of A variety
of health workers from seversl professions.l Not much has actually been done in terms of
objective evaluation of factors which either help or hinder teamworic. However, studies have
pointed to certain common problems and three main categories of factors affecting the functigning
of a health team; (a) the health care system, (b) the administrative structure of the team and (¢)
its internal organization.

The Group's attention was drawn to what has been described as the nuclear primary care tegm
comprizing the physician, the nurse and the medicosocial worker,l and these were the disciplines
represented in the meeting. It is recognized thal there may be a varicty of staff of other
disciplines in a health team. The factors assisting and inhibiting the fupctioning of the team,
whatever its composition, are nevertheless likely to be similar in nature.

The assumption underlying the provision of community health care by teams is that
interprofessional collaboration is worthwhile in gqualitative and ceonomic terma, from the viewpoint
of the consumer and of those collaborating in the health team.

3.2 TFactors affecting the functioning of the team

{(8) Health care system

There is a need to define the place and role of the community health team in relation to the
total health care system, so that the team knows its role and functionm in that systom.

The gtructure of the country's health/illness and welfare services and their relationships
with each other and with other institutions will affect the team's work. The country's legislative
framework and political policies will influence the distribution of human and material resources to
the team, as well as the manner in which the team functions to meet the community's health needs.
By the same token the laws governing the different health professions, a8 well as the methods of
payment for the health services, can be a considerable constraint in the development of ceamwork
and the practice of team members.

The types of needs of the consumer, and the extent to which the team can meet thase needs, are
dependent on the society's cultural traditions, philesophies and values.

Human and macerial resources available to the team for services and education also depend on
the economic respurces. Priorities must be assessed and the share of the ta¥ money Lo meet the
demands of public services be weighed against other demands at local and national levels.

(k) Administrative organizmation of the team

The extent to which teams in community health care settings have developed in different
countries has been dependent on a number of factors, so that thers is no one single bast or jdeal
medel available for their organization. Lt can be gaid, however, that to bhe effective the team
which delivers heslth care to the community should be suited to the setting in which it must work
and that what the team can achieve will be subject to the limitations described under 3.2(a) above.

b owno Regignal Gffice for Europe. Trends in the development of primary care: Report ¢n a
Working Group, Moscow 1973. Copenhagon, 1973 (EDRQ 43007,
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The aim of the team's service should be one of erabling the consumer to manage the sifuations
which the individual/famiiy faces and, as far as possible, to participate in decisions affecting
hiz/the family's welfare. All team members should bhe actively involved in the identification a2nd
formulation of the team's goals which, it wust be reitersted, should reflect the conmunity's needs
for tealth care. The team should have some degree of autonomy for effective functioning. It
should be able to coutrol or gignificantly influence the performance of its work and the
availability and diseributien of its vesources.

A major influence in team functioning iz its administrative structure. Differences in the
conditions of employment and salsry scales for different team members have implications for working
relationships since, apart from any professional group sffiliation, each member is affiliated te at
least two groups: the team itself and the employing a2gency, which may be differeat for each
member, While dual membership in these groupings need not be conflictive, difficulties in working
relationships can arise. These may result in conflicts of accountability and definition and scope
of duties of tesm members, sll of which may be at odds with the priorities of the tean.

(¢} Internal organizalion of the team

Roles gnd funetionms of health workers have to be viewed in the context of changes in the
society in which the individual lives, e.g., change in the status of women, rapid increase in
technpjogy and decrease in economic and natural resources.

The development of positive working relstionships in the team requires a recognition of the
need for soma kind of equilibrium, for & balance betwsen the need for leadership and the
recagnition, on & basis of mutual respect, of the essential contribution of each team member.
Power strugples should be recognized and efforts be made to avoid them, each team member being
accountable for his ewn actions in helping the team to function at ifs optimum level in gehieving
the establiashed ohjectives.

Good communication betwean team members is crueial for team functioning. Effective teamwork
may require as much as 20% more time than individual praetice. Mueh of this time is taken yup with
communication hatween tenm membérs and consymers and hetween individusl team members. The Group
took the view that time for communication with the patient/ciient/family, as well ag in
interprofessional relationa, is a legitimate part of the health professional's work and is ene of
his most important tasks with far-reaching effects both for the tesm members and for the community
heing served,

Tasm development requires time for education on teams in general snd teamwork, and for
application of the knowledge. Several participants expresed the view that teamwork should be
learned preferably by actuslly working in a team or by observing a well-functioning team in sction.

There is great need for evaluation both within the team and together with the consumer. Team
members should sppraise their own performance and have a clear understanding of theirv
responsibility and accountability for their actions in the delivery of health services tg clients.

Work within the team, while enhancing the contribution of the individual professions, also
erédates pressures for the modification of roles and for the adaptsation of skills in directions
which are likely to move people away from traditional perceptions of appropriate tasks. The
consequence for esch team member i1s the emphaszis placed on the individual's self-confidénce snd the
need to have 3 secure professional identity.

It waz ackrnowledgad that the maintenance of team relationships requires regular conferences
attended by all team members. There is alse a need for continuity and stability within the team
and with clieats. Introduction of new Leam mambars requires a special effort in terms of
COmmUnication.

There should be a common record system (using lsnguage understandable to all), which should be
centrally placed and be available to all team members. The matter of accessibility of the consumer
te his records may uneed te be considered. Special attention should be paid to the storing, sharing
and ¢ollecting of dats on envivonmentszl problems and the needs of individuals and families for
health care and socisl services.



Edycation of health workers to serve in community bealth teams

In making proposals for planning and implementing educational programmes, consideration needs
to be given to pstterns of health and social isgislation, including decrees which extend beyond
national boundarigs, such as those being developed in the European Region.l, 2

4.1 Basic educsation

One major problem which commwnity health services face today is that basie education For the
health disciplines in moat of the Furopean Region does not prepare professionals who are capable of
providing the health or community-oriented care required fo meet the current needs of the consumer.

Studies of the community's health needs indicate that social, cultural, psychological and
economic needs are just as important as the physical ones. Educational programmes for most health
workers are generally dominated by theory and practice concentrated on care of the acutely sick in
the hospital, and provide little or no background for assessing or meeting the needs in other
areas. If these health workers are to make 4 significant contribution te the care of familiecs and
congumers in the community, their education should be drastically changed.

There is a need for the basic ecducation programmes in nursing, wedicine and medicosocial woerk
te produce generalist practitioners able to view each individual a5 8 totality. ‘The many medical
spacializations do in facr divide up the human body, There is a need in the disciplines te discuss
and clarify concepts of wellness and {lloess, since different professions, and professions within
themselves, do not have the same notion of thess phenomena or of the contribution which other
health sectors can make. People who are attracted to work in community health services are
differeat from those who are attracted to, and obtain job satisfaction from, caring far the aick:
and teachers need to be aware of this differenca,

If, for example, learning ewxperiences for nurses and physiciang, and othar categories of
health workers, could be provided in the community early in the particular training programme,
knowledge of the influence of enviromment, culture, value systems, and socioceconomic conditions on
the lives of individuals, families and groups would greatly promote student awareness of human
needs.

Encouraging experiences were reported of basic education programmea where social work students
have joined students from one or aseveral health disciplines in carrying out a regearch project.
The main goals in using the reasearch process as a learning tvel are to help students to (a) develop
4an awareness of the consumer's and community's needs, (b) acquire the ability to establish a
working interrelationship with other health professionals and & positive atiitude to interpersonal
telationships and group work, (¢) develop greater self-awareness as part of their personal growth,
as well as 2n adequate perception and understanding of their discrete roles, apd {d) sccumulate
systematically a body of knowledge of the discipline on which to base individual professional
practice.

4.2 Postbasic and continuing education

Cpportunities for postbasic studies, in addition to in-service and centinuing edueation for
personnel providing services to the cowmunity, should be an integral part of all employment of
health workers,

This training should help prepare the health worker to:

use the research process in planuing and evaluation of services in relation to the needs of
the ¢onsumer and community;

funetion in community health services;

work effectively with other people; and

unlezrn skills and practices no longer useful in providing effective health care.

1t was stressed that teachers responsible for such programmes need much better preparation.
Wide cultural knowledge and thorough knowladge of the prineiples of adult education/learning, and
of modern educational strategies and methodology, are required.

! Eutopean Communities, GCouncil Directives 77/452/EEC and 77/453/EEC of 27 June 1977 and
Couneil Degision 77/454/EEC of 27 June 1977 concerning nurses responsible for geperal cave.

Z European Communities. Council Directives, Declisions and Recommendations 75/36Z-369/EEC of
16 June 1973 concerning physiciang,
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The faet is that the lieence to practise for most health workers is swarded once snd for all,
with ao reguirement for evidence, at specified intervals, of competence being maintasined, All
health workers in this decade of rapid inecrease in knowledge in all disciplines need life-long
education if they are to keep abreast of knowledge in their field and maintain competence to
practise.

The Croup was informed about an experience in continuing education, aimed at analysing the
main ¢oncerns of health workers in the district in order to give an understanding of
socioprofessional interreistionships. The course was attended by 116 persons, all invelved in
health care delivery. The teaching was based on the method of gmall group discussicon on such
subjects &s: the concept of health, and the health situation in the district; the contribution of
different health services to the prowotioa of health; optimum wse of human resources; improvement
of interrelationships; dJdevelopment by health workers of a acheme of continuing education for
themselves; &nd community participation in solving health problems. The innovative aspects of the
course warg the participation of different professions and groups; the presence of an
interprofessienal teaching team; and the serting up of a steering committee to develop, stimulate
and impreve interprofessional relationsbips.

It was ¢lear that, while in many settings the provision of health services is still organized
on traditional patterns, there ia a lively awareness of the need to experiment and te change
approaches.

Attention was drawn te a study on the views of health personnel conceraing their needs for
continuing education, carvied out by the Regicn of Tuscany Depavtment of Health (Amnex IX),

In ¢onelusion, for individual team members to work tegether effectively, in a satisfying and
creative environment, there iz a need for:

= mutual agreement on goals and prieprities for actien;

-~ equality in status and personal interaction;

- a shared base of scientific and professional knowledge with complementary diversity in skills,
wxpartise and practice;

- nmutueal trust and respect for each other 2s a person and each other's competence;

- maintenance of knowledge in one's field and competence to practise.

The Group considerad that it is as yet too easrly to make a comprehensive appraizal of the
impact that community health teaws would have on health carve systems since at present they are net
yet a common feature of auch systems in Europe. WNevertheless, it was convinced that working in
teams should play an ingressingly important role in the delivery of health zare and that health
workers generally should therefore be resdy to function in a team setting.

5. Conclusions
The following conclusions were reached by the Group.

L. Working in teams to provide community heaith care represents a deamatic change in traditional
universally accepted approaches, aince it involves various patterna of health services and cuts
across professional boundavies. This change is emerging as 8 response to many factors, such as
conditions of life and culture, and health needs of individuals and families,

Z. Health workers may be brought toegether in a variety of ways te function as a team; for
exsmple, they may be delegated by the central authority or by loczl authorities and communities, or
they may be directly appointed by a central authority or by an individual interest group.

3. It ig important for all members of the team to have freedom to exercise thelr particular
skills and to perform their specific functions within the team. The individual contribution of
ezch team wmember, which is provided by virtue of his or her speeial professional expertise, should
not be taken over or supplemented by team members with different professional backgrounds,

4. It is degirable foy the team members to develop a shared approach to the problems they
encounter and to deploy the skills they have in commen, as appropriate, to meet the needs of

individuals and families, sipce ir is implicit in the concept of team activity that team members
should work together and help 2ach other.

3. The relation between the team and the community should be marked by a common concevyn, e.g. the
availability of services relevant to the community's needs. Thus the working houwrs of the team
should be decided mutually on the besis of censultaticon of the community regarding its needs and




page O

demands, Also, the team members should have knowledge of how to work with the community in
defining priorities for action, the implications of such action, and ways of applying the existing
human and material resources economically and effectively.

6. To help nealth workers to functien in teams in the community, utgent attention should be given
to the provision of appropriate education amd training at both basic and postbasic levels and of
programmes of continning and in-service educatien.

7. Basic education programmes should be arranged in such a manner that students of various health
fields, e.g. medicine, nursing, medicosocial werk, apart from reesiving instruction in their
individual discipline, can take selected courses together, as well as courses with students of
other disciplines.

8. Reference material and library resources, including 2ccess to journals and gther learning
materials, should be readily available in educatipnal and service inscitutions for the respective
disciplines and in shared fielde of professional expertise.

ER Health workers should be encouraged to engage jointly in continuing education activities which
should, among other things, prepare them for working in teams, research, teaching aund counselling.

10. Thought should bhe given to the feasibility of requiring evidence of completion of continuing
education programmes to be furnished at specified intervals by all licensed healeh workers as a
precondition of renewal of the licence to practise. The form of such programmes, their content,
duration, frequency, etc., will need to be carefully decided.

11. Education programmes at bzsic and postbasic/postgraduate levels should utilize a8
problem~solving approach for teaching and students should learn to apply this approsach in planning,
executing and evaluating their work.

12, To change the emphasis in teaching from illness ko health, studente should be introduced to

learning experiences concerned with the problems of everyday life of healthy and sick individuals
and families in the community, prior to gaining experience in the cave of the gick in institutipnsa.

13, It iz desirable that existing legislation which hinders the practice of either team members or
the team a3 a whole should be reviewed, and legislation which places restrictiems on programme
content should be amended,
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Studies on Cotmunication and Collaboration

berween Health Professionals (Physicians and Nurses: Teamwork)

[ Introduction

1.1 In the recent past, growing awarencss of the potential of community health services has
focused attention en the manner in which these serviges are orpanized and provided and the way in
which they relare to each other.  Such an interest arises in part from a need to seek alternatives
to increasingly costly institutional carve, 1o part from an appreciation of the problems due to
changes in both the demography and the morbidicy of European populatioms and in part from a bettaer
understanding of the potentlal of the services in meeting the health needs of the communicy. A
slgnificant aspect of this last development i% an appreciation of the role of nursing and social
work and of the way in which these professions may complement mere traditionzl forms of primary
medical care. The idea of the mulitiprofessional tesm as a form of organizatlon which enables

the three professions to enhance their individual contributlons hae gained growing acceptance In
the past 15 years although its orgins are much older (I}. The extent to whieh team practice has
developed in different countriles has, of course, been dependent on a number of factorss nor can
it be sald that there iz a single buest model for the organizatlion of teams and it is not desirable
that there should be. There is, however, & Substantial literature which reports cn a variety of
cxperiences in different settings and it was the purpese of thls study to try to determipe, in an
exploratory way, whether 1t was possible to Jdentify common features in these develeopments which
would be of value In obtaining a better understanding of the value of teamwork and its effectiveness
as a method of promoting mere effective health care.

1.2 [n the initial planning of the study it was necessary to adopt working definitions of the
terms "team” and "teamwork” if only to provide a frame of reference for its design. Since the
organizacion of most reams reflects the natlonal and lecal patterns of health gare in which they
are located it alse seemed fmportant to employ statements that were indewEndEn%z?f these modlfying
variables. The follewing definitions {rom WO reports, as quoted by Hegarth , were therafore
used:

"Team: a non bierarchical association of people with different professiomal backgrounds
but with & common objective, which in any piven setting 1= to provide patilents and families with

the most comprehensive health care practicable'.

"Teamwark: a method of working towards 2 commen goal which enables several persons to

make the best use of thelr qualities by combining their skills and experience"”.

it is important te stress that 1t was not the purpose of the study to establish judgemental
criceria of what did cor did not constitute a team or teamwork and these statements are not employed
in this way.

L. The objectives of the study were defined as describing patterns of nrofessional interactioen,
mainly of nurses, physicians and soclal workers in their orgenizaticonal context with a view te (a)
identifying the factors that promote or impede the effectiveness of teams and groups in health care
delivery: (b) developing a methodology for svaluating the effactivensss of teams and groups in
health care ‘delivery; (¢} planning educational programmes designed to promote team or group
effecriveness; and (d) identifying areas requiring research.

L.4 When considering pessible approaches te the design of a study that would fulfil these
ohjectives it was necesgsary to consider the forms of evaluation that would be appronrizte and, 1n
particular, the way in which effectivencss might be defined. Tn ideal gircumstances, one would
have wished to see measures of effectiveness expressed in terms of benefits to patients or clients
or in terms of improvements to the health of the wider communicy. In practice, of course, this
woutld have presented substantizl methedological difficulties and would, in effeect, have required
an assessment of the henefits of community health care, per se.

2 i 10050 15 otk o 2 v . i T e g DAL T PR
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Ag an alternative - though lezz than ideal - approach, 1t was agsumed that the pervices of
the ptofesrionals gomprising the team were of hepefit and an answer was sought to twe questions
concerning the effectivencss of the team as a form of organization. These were:

(1) whether participarionm in a team enhances, facilitates or improves the contribution of
1ts individual professional members: and

(2) whether the team provider a more halanced and coherent form of health care to the client
or to the communlty than would otherwise be the cage.

In the eveat it proved difflcult to previde answers to these questions Iin any direct, objective
sense due to the multiplicity of factors influencing the complex soclal interactions Implicit in
team rvelationships. Nonetheless, the questions were relevant as a gulde to the orientation of the
study and ss a reminder that it is in these terms that the validity of the tesm as z form of health

care must eventually be judged.

1.5 A final introductory comment is that in a brief study of this kind one's evidence is
inevitably incomplete and one's judgements to some degree subjective. In acknowledging the
%iyelihood of blas in the discussion that follows the comment of Charles Darwin, quoted by Micka

may be appositet

"How odd... that anyone should net see that all observations must be for or agalpst some
view'.
2. Study methods
2.1 The methods used Iin the study were largely determined by its exploratory nature and by
constraints of time and resoureces. In the plamming stages it was poesible to identify a fairly
large range of topics likely to he pertinent to the praectice of particular teams and to the degree
of collaberation achieved by the different professional members of the teams. In developing this

approach further, 1t bhecame clear that the issues could be regarded as falling into four bread
groups:

(1) factors having to do with health care planning and the level of rescurce provision
for community care; relationships with other inatitutions or organizations which may have
relevance to the health status of the cilent; the team's identification of 1its goals in
the context of the needs of the community;

(2) erganizationzl and administrative influences on the constitution of the team and on
ite members, and including legal constraints, the status of team members, and administrative
requirements for performance of tasks and the manner of werking;  other faectors such as
resource provision and the locatlion of the team in the context of the larger health care
gygstam;

(3} internal orpganization of the teanm; its constitution and the nature of the intetr-
disciplinary relationships; identification of goals and establishment of priorities;
sharing of information and nature of the record systems;  suppert facilities and thelr

management ;

{4) cducation for teamwork; preparation for werk in this getting and opportunitics for
appropriate continuing education; akill development; professional self-perception and

orientation and external influences on these factors.

2.2 Practical considerations limited the extent of the field Investigations that were possible
and so 1t seemed sensible to formulate a number of subject headings within the four groups of
isszues and to expleore thelr practical significance in the course of visits te a gmall nunber of
selected centres. The protocol in the Annex was draown up as the framework for discussions during
the visitsa, The latter were not seen as formal data-pathering exerelses, however, and the
questions posed In the Annex should not be Interpreted as a guestionnalre In whieh speeific answers
were sought. The visits were necessarlly of short duratioen and were intended to provide an
opportunlty for the discussion of the particular centre's experience of teamwork and the problems
it had encountered. Although the discussions were structured around the questions, they were
necegsarily of an informal nature, the obhjective being firstly to allow people to express thelr
own view of an issue and secondly to determine whether the topics identified in the protocel were
of consequence in practice. pecause of the method used, of course, the data collected during

the study, and the conclusions drawn from them, cannet be regarded as formal research findings.
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in the discussioa which follows, it 1s impertant to keep this provise in mind and to interpret
the arguments that are put forvard as a preliminary analysis of a cemplex situation in which anv
single factor 1s likely to influence - and be influenced by - any other fagtor.

2.7 Had resources permitted, it would hove been possible to select a falrly large number of
centres in 3 range of countries in which Interdi=sciplinary teams of various kinds have developed.
In the event, the cight centres that were visited were chosen on the prounds of their belng iikely
to demonstrate features of teanwork relevant to the purpases of the atudy; the main criterion was
simply that the centres were likely to have a sufficfent experience of professional collsboration.
to contribute usefully to a discussion of the topics identified in the planning stage. They were
not chosen on the grounds of thelr being typical of the community health services of the five
countries (indeed, several are not rypical}. Nor de the centres comprise a formal sample of
health care taams.

2.4 It is alse important to stress that the study was not econcerned with direct comparisons
between the participating centres or with judgemental assessments of the extent te which the staff
of 2 particular centre d1d or did not constitucte a team. Each centre has evolved in its own
context and with a background of diffevent influences on the provision of community heglth carae,
2.3  The eight participating centres, which were visited for one or twe days cach, were:

- Centre of the Secial and Haalth Administration, Roskilda Kommune, Denmark

- 13th Distriet Council Polyclinic, Rudapest, Hungary

~  1Bth District Council General Practice Centre, Budapest, Hungary

- Feljenoord Health Centre, Rotterdam, Netherlands

= Ummoord Health Centre, Rotterdam, Netherlands

= Dalby Health Centre, Lund, Sweden

- Kentish Town Health Centre, Londen, United Kingdom

= Weodside Health Centre, Glasgow, Unlted Kingdom
Conslderable help and cooperation were offered by the many people who took part im the discussione
at the centres. The study invelved asking many detatled and probing questioms shout the
ovgpanlzation of the centre and ahout working relationships and attitudes. All those conecernad
cooperated ip a frank and open way that did = great deal to show the characteristics of different
centres and te permit distinctions te he made between arpects of team relationships that are

genaral and those that relste to local circumstances.

3. Place of teams within health Lare systemg

3.1 Before discussing specific aspects of team practice and the issues thar appeared to be
significant to the centres, it is necessary to consider how each functions within the overall '
natienal health care system. These are Impovtant considerations becayse rhe concept or team care
in a4 particular health care aystem depends on the way in which the role of general practitioners,
nurscs and seelal workers is perceived, orn the way In which health care in the community is defined
and on the problems and priorities that are recognized. Team care is simply one model for the
organization of communlty health services and whether or not it 1s considered appropriate depends
on appreciation of the benefits ir provides when applied in a particular context and tradition of
health cara, This being so, it is scarcely surprising that the varjous ventres exhibited & range
of features that reflected hoth the substantial Influence of exrernal factors (for exampla, the
different wodes of employment of team members) and the mere local coneerps and responses of the
team members themselves.

3.2 Proadly it was possible to distinguish Eour different approaches to interdisciplinary
collaboration which derived from the overall organization of health and social serviees.
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The two centras in the Unlted Kingdom snd the two in Rotterdam have teams patterned on the
group practices of the physiclans as well as the populations served by these practices. In
Demmark, the stimulus for team organization (although ztill in a stage of early development) came
from the soeial and health administration of the town of Roskilde and the general practltioner
occupied a much less central position in the cvelution of team care. At Dalby, a rural Area near
Lund in $weden, the health centre is closely linked to the Department of Intermal Medicine of the
University of Lund and thus to a subsrantial programme of clinical and laboratory researchs the
pattern here iz of elose working togather of different services which stll]l retain a reparate
ldentity. Lastly, in the closely incegrated and well-defined progressive health care system of
Aungary, demonstrated by the two centres in Budapest, the general practitioner and community aurse
form part of 3 system, which has Iimplicatlons for both their individual roles and the rclationship
hetween tham.

3.3  The health centres in the United Kingdom are purpose-built imstitutioma offerins a range of
servicas to large inmer clty populatioms. Weodside is served by eight group practices which
vary in size, the general pattern comprising three to four physlclanas, twe health vigitora, two
communlty nurses and the services of one sacial worker who may be shared between teams. Each
group serves ahout 8000-10 000 patients. At Kentich Town there are twe larger practlces (with
six physicians in each) and, again, these constitute the basle organizatloen. In additiom to
community nurseas, there are practice nurses (a) whe undertake a range of practical activities and
to whom patiecnts have direct access for counselling and advice on a variety of problems. n both
centres the level of social work is falrly lew se that, while differing opinlons were expreszed,
it could be argued that the full potentizl of cellaberation with soclal workers has not been
realized.

1.4 In each centre it was possible to identify 2 number of organizatiemal features relevant to
the character and functioning of the multidisciplinary teama. The members of each prefession are
in faet, members of at least two groups: the team itself and different professional grouplinga
which to a greater or lesser extent also function as teams. At Woodside, for exmmple, the nurses
work within the hierachy of nursing management and are accountable to a nursing officer reaponaible
[or the coordination of nursing services throughout the centre. Although such dual membership
does not necessarily cause overt conflict, it dees create a dual loyalty and can bring problems

for the nurse in terms of the way she perceives her primary affiliatien. This difficulty may be
aceentuated by the nature of the physician's practice, his own mode of employment and the financial
artangements of the tcam, 21l of which emphasize the fact both the nurse and the accial worker

are attached to the practice and are less permanent members of the team or have a lesser commitment
to it. roblems of this nature are further sccentunted by the structure of the British National
Health fervice and the separately administered moelal service departments of the logal government
authorities. Although health centres are now guite common in the United Kingdem, they exist aa
facilitating institutions in whilch practice-based primary care teams and related services can he
accommodated. One consequence of this situation is that it is difficult to speak of the health
centre as an organizational entity able to determine its own priorities and evolve a pattern of
work from which common team objectives could emerge. At present, the team members are constrained
in their relationships by the thrae quite different orgamizatlonal or management structures to
which they relate.

3.5  The conflict between the needs of the team on the one hand and the requirements of the larger
gystem on the other was a recurring theme during the visits. The nub of the problem in the two
United Kingdom centres - and alse in the Netherlands (see pavas. 3.8-3.10) - 1s that the teaw

as such has no formal identity and no clear structeral relationship within the larger management
SysLem, This lack of identity creates = number of problems that interact in Inhibiting team
davelopment: these include difficulties in financing services and mecting the costa of teamwork:
the problem of dual loyalty, status and commltment within the team and the more complex question of
the extent to which a team can, ot the cne hand, be autonomous and accountable principally to the
population it serves or, on the other hand reflect the meeds and priorities of the larger system
and be wmore explicitly accountable to it.

(H%zgﬁgiggmgyrse: a nurse who is employed by a group of physiclans working tegether In general
practice and working only wlthin the physicians'premises.
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3.6  The acceptence of these arguments depends on a nuwber of factors: one's view of the
objectives of team practice; status differences between the professions and tha relationships
hetween them that are degirable: and the extent to whieh the multiprofessional team can be
envisaged as a4 unit for community health care provision. One can, for example, put forward the

confrary argument that the relationship hetween the general practitioner and his population of
patients is importent In 3 number of ways for both physician and patient and rhat to compromise the
distinet role - ar place in the system - of the physiclan, nurse and soecial worker by blurring the
organizatienal differences between thenm may have penalties as well as henefits for both the
professional and the client, On the present avidemee, it is diffieult to substantlate either
viewpoint; much of the literature (3) in this area is subjective in the sense that it Teports
pavticular experiences and thus reflects the attitudes and assumptions of those involved. One
conclusion of the visits to the centres in the United Kingdem and in the Netherlands, however, is
#imply that the capacity of a Multidisciplinary group to develop effective internal relationships
depends on the external professional and adnini=trative relationships of its members and on the
impertance that the team concept has in the larger management structure.

3.7 Froblems of this nature were reported in both the Kentizsh Town and Woodslide centres — although
they were percelved more acutely at Wondside, possibly because the larger practices in Kentish

Town resulted in larger, more self-contazined groups with a rather different pereeption of the role
and nature of the team, They appesred to be of even greater sigmificance in the Rotterdam centres
partly because both had more explicit geals for the development of their teams and partly because

a different administrative and financial structure made the problems more acute.

1.8 The Ommoord centre Is situsted in a suburh of Rorterdam with a population of about 28 QOC
puople, 18 000 of these being patients of rhe seven general practitionars in the centre which also
has six community gurses, three social workers, two midwives and four physiotherapiseg, This
group of 22 professional workers is divided to form two nuelear reams but the whole group, with
the inclusion of clerical and other staff form the health care tesm of the centre and have tried
from its ineeption about 12 vears ago to evolve a pattern of collective organlzation and cellabor-
ation; In terwms of the definitions quoted eariier this centre demonstrated the most advanced

form of reamwork of those that were visited zo that its organizational history is of particular
incerast.

3.9  In the Netherlands, the great majority of general practitioners are in single-handad

practice and recelve their income and practice expenses either from an annual capitation fee or
from feas charged to the patient. Community nurses are employed by Cross Organizarions which

are autongmous charitable boadies supported by public fonding: soctal workers are employed by

2 third crganization and physiotherapists apd midwives, like the general medical practiticmers

are in independant practice. Agailnst this background, the formgtion of a2 health care team presoents
a number of problems: there 15, first, the simple one of the provision of appropriate facilities,
1u the proper physical relationship, for the various members of the team; there are the
viganizational problems of dual loyalty noted above in establishing a working environment for the
team which includes achieving a proper balanee of team members, and there are the problems of
financing the collective needs of the team and of developing its activities,

1.10 Clearly, a great deal has been achieved by the group at Ommoord (&) and many difficulties
have been overcomeo. Because it is seen as an experiment, the team has received support from
external sources and it might also be argued that the group’'s determination to achieve g high level
of team collaboratlon has created diffieulries that might not have been encountered elsewhere - as
demonstrated, for example, by a general practioner's comment that effecrive teamwork requires abour
20% more time then ordinmary practice, The development have, in turn, led to financial nroblems
deriving in part from this changed pattern of work and in part from the general practirioner’s
having to subsidize the additiomal costs of team practice, Interim solutions - including the
general practitioners amd other independent members of the tentre's seaff becoming employees of

the city of Roetrerdam - have, in the centre's view, falled te overcome these difficulties; the
external constraint of the tripartite relationshlip between the three employing agencies continuea
to create internal stresscs within the team which therefore feels to some degree that it is unable
ro develop in the way 1t vould wish.

3.11 The health centre at Peljencord 1s situated in an old district of Rotterdam in the same
building ag an aetive community centre which provides a range of soclal and educational facilities
for the population of this relatively deprived neighhourhood.

e
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One feature of the population iz a high proportion of immigrant workers from southern
Mediterranean countries and Turkey. Although the health centre is formally a separate entity,
the health professionals werking therc have a broader commitment to the development of the
community and are concerned with the larger problems it encounters. In organizaticpal terms, the
geven general practitioners continue to have independunt practices (while working collaboratively
as a group) and relare directly to the five nurses amd four social workers who are also based in
the centre. A featuve of gocial work in the Netherlands is the distinction that is made between
material problems and problems concerning personal relationships or of a psychosocial nature. The
social workers who velate to health eare teams are concerned more specifically with thie latter
area and, as elsewhere, the health centre has developed this featurce of seeial work in the direction
ol group activities of varlous kinds in which both physicians and nurses are also fnvolved. An
additional feature of the centre (which alaso reflects its community orientation} has been the
inclusion of a dleticisn as a member of the team. While interesting ar a specific development,
this point also 1lluatrates two general [eatures of the evolution of teama visited in the United
Kingdom and the Netherlands; these are, firstly, the cpen-ended nature of health care in the
community and, secondly, a similar lack of precise defindtion of the concept of teamwork. The
nature of team, and the activities in which it engazes are, at the same time, 2 reflection of the
way it perceives the problems of the commupity and of the resgurces avallable te it At Feijenoord
the presence of 3 falrly large mumber of old people and non-European immigrants in the population
haz influenced the priorities and the nature of the services; these features and the particular
resgurces of the centre have combined to create a pragmatic approach to interdisciplinary relation-
ships znd team development.

3.12 All four of the centres so far discussed are examples of team development on the medical
practice model and cach, to a greater or lesser degree, ralses issues in the provision of health

care in the community which go bevond those of team carea. In other words, one cap argue that the
further evelution of team care in the context of this model will depend on mere fundamental
changes in the organization of community care. Such echanges involve a number of complex issues

vhich go beyond the scope of this paper but It iu important to note the importance of a clearer
definitfon of the role of primary care within the larger health care syatem g a prevequisite
for the further growth of the team.

3.13 At the level of the team, there are at present a number of upcertainties and ambiguities that
mzke changes necessary; in organizational terms, 1t is perhaps possible to reduce thepe to three
main lssues, These are: firstly, the relatienship of individual tsam members te external
organizations or agencies which influence and to some extent cemtrol the fulfilment of thedr
professional role; gecondly, the needs of the team as an organizacion and its capacity to evelve
ag A goherent group and to define its priorities in relation to its client population; and
thirdly, an dssue deriving from the first two, acknowledgment of the ream as an entlty within the
formal structure of health service management and thus recognition of 1ts status in the planning
and provision of community services.

3.14 Problems relating to ecach of these three basic and intarrelated issues were noted in all four
of the centres visited in the United Kingdom and the Netherlands, Difficulties in role fulfilment
and the - often indirect - control exercised by different employing autherities have been noted
above in references to the question of dual loyalty and, in one instance at laagt, were asleo
evident in more specific administrative definitlom of the xole and priorities of the nurse. The
method of payment of physiclans emphasizes thelr commitment to theiy practica, ag compared with

the involvement of other team members, and makes an important centribution to their deminance of
the team and the priorities ir establishes, It would be unjugt te leave the impression that this
dominance iz all-important; in different ways, each of the four centres are making serieus and
honest attempts to develop a genuinely egalicarian approach to collaberation within their teams.
The point to be emphasized 1s that the external conditfons for feamwork are such as to make the
criteria set out in para., 1.2 very difficult to satiafy.

3.13  An Impertant feature of the difficulties in the extsting situation was rhe ambiguity of the
team, ag a unit of community health care, in its relationships to the management of health and
social services. This lack of status, or of a formal position in the management structure,
creates an inherent confliet ip the development of the team which, by definition, seeks to adopt

4 néw gpproach to the delivery of services and to grow In response to its recopnition of the needs
of ita clients and 1te prefessional assessment of the services that are appropriate to these needs,
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In other words, a professicnaly derived concept of teamweork carries with it the implication
that the team wiil have at lesst a degree of autonomy; such autonomy would include ceontrol or
significant influence over the rescurces avallable to the team and ir also Implies the akility to
relate to the wider management structure In discussing ways in which the team might develop in
the future and the resources that it will have available, While it appeared that the management
relating to the four centres were in general sympathetic to the expressed needs of the teams
concerned, 1t was also evident that difficulties of this nature were also the source of frustration
and uncertainty. One consequence of this sitvatdien is a conservative reinforcement of the practice
ag the effective unit of primary health care and iphibition of the growth of the team. Without
a regolution of igsues of this nature It would seem to be difficult to go beyond the stage of
interdisciplinary sssociation in the development of teamwork.

3.16  Although not directly relevant te the team, as such, it may be worth noting that z further
congequence of the difficulties in recognition of the team s a unit of health care iz emphasis of
the medical medel of services in the provision of hezlth care. Nevertheless the Leams visited,
especilally irn the Netherlands, were seeking to break awsy from this model and ro develop other
approaches to the problems they identified.

3.17  The remaining four centres visited differ from the four already discussed and from each
othet; nonetheless, many of the issues that apply to the practice model of the team also apply
in these other situationg. Cne mest repeatc the point made sarlier that tesmwork reflects the
status of particular professions and the roles that they fulfil in the provision of health care in
the community; generalizations concerning the organizational context of a ream nay hold good 1in
different situations bur their significance varies according to the purposes of the team and its
remit.

3.18  The centre of the Secial and Health Administration of Roskilde Kommune in Denmark differs
from the other centres in that it is organized as a loecal government department with responsibility
for a wide range of soclal and welfare services for a community of zbout 50 QO0. Both zocial work
and community nursing services are a patt of the organization which, under recent legislation, has

a substantial degree of autonomy and 18 closely linked to the political administration of the
Kommune. The degree of llalson 15 such as to permit = flexible and direct approach to the planning
and delivery of services to 2 relatively small population. The general practitioners of the town
continue in independent practice but liaisen hetween specific aocial werk and nursing teams and the
general practitioners means that there is direct communication hatween individuals, One contrast
with the other centres is that the emphasils in Roskilde is on the development of supportive services
in the community in which the soecial worker and the turse have a fairly substantfal rale and the
general practitioners a2 much less central positien, Another feature of the Administration 1s tha
relationship between nurses and soclal workers and more specizlized support workers such as
occcupational therspists and physietherapists.

3.19  The interest of this form of orgunization is the contrast it provides with those already
described. Fer o populatlon approprizte for team development, it provides an ewample of formal
tinks between the community (represented by its politicians), the professional administration of
both local and national services (a) and the professionals responsible for the recognition of needs
and the delivery of services. There i{s therefore a clearer definition of the goals of service
provigion and greater opportunity for communication and feedback. More generally, this allows a
cloger relationship between policy, the planning and organlzation of services and the needs and
prievities of the gervice providers than is pozsible in management systems concerned with services
for larger populations and with more complex forms of administration.

3.20  Two further aspects of this model are that it ig essentially one of sccial care zand that,
in terms of the development of tesm relationships, its closemess to the formal administrative
Structure may mean that the growth of Interdisciplinery collaboration is modified or inhibited by
the needs of the larger system. In practice there was little evidenee that such inhibition is

a real problem and relationships between the different professions appear to be good; this said,
however, there are slso inhereat difficulties in the further develepment of teamwsrk in the sense
of the definition in para. 1.2 and its emphasis on the combining of skills and experience.

3.21  The independent position of the general practitioner (stremgthened by the financial
drrangements of his praetice) creates obvious difficulties of close collaboration, alse taking into
account the clearly defined responsibilities of the adminiztration.

C%%e decentralization of administration extends to parts of the social security system which
permits, for example, the integration of different aspects of socizl care for the disabled or
clderly.
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Apart from problems of communication at a falrly simple level, the model that 1s developing
at Roskilde aleoc has the effect of reinforeing the separate roles of eaech profession and may thus
heve the effect of restricting or inhibiting the evolution of a common approach to the client needs
with which thev are concerned. Tn the longer term, therefore, thiz may be a rather conservative
form of organization satisfactory in terms of needs appropriate to the role perceptions of the
protessions involved but allowing Iittle opportunity for the development of altermative forms of
shared care Iin which partlcular professional roles are less {mportant than the skills that are
shared within the team. One peint worth closer consideratien iz the role of the nurse in 2 social
modal of this kind. The zeparateness of the physiclan's pesition means that both he and the
seclal worker sre referring - ot having referred to them - patients whose needs are seen as relevant
to both professions. In addition, hoth may refer patients to the nurse. A conazequence of these
arrangements is that, for both prefessions, the nurse may come to be seen as someone who supplles
practical skills;  sghe becomes, in effect, a subsidiary member of the team and thus has difficulty
in developing her owa professional role. An objective agsessment of this problem is difficulc
because the rele of the nurse varles widely in Europe and it may be that the arrangementa obaerved
in Roskllde ace as much determined by the status of the community nurse in Denmark as hy a particular
administrative arrangement. Whichever reason comes first, however, it would appear that within
the general separation of functions inhevent in this eapproazch, the nurse is in a particularly
constralned situation.  The referral system, however, does not apply to the well-baby nurse as she
gets the notification of 211 ncwborn babies from the Social and Health Admimfstration Office.

3.22  The centre at Dalby has developed primarily as a unit for research and educatlen In community
health care, closely related to the Department of Internal Medicine of the Universlty of Lund.

The centre provides sevvices for a rural population of about 20 Q00 and brings together the services

of general practiticoners, social workers and community nurses in additfon to a number of more

specialized services alse related to regsearch aetivities (5). One particular feature of the centre

is that it has piconeered the development of a team of specialized nurses with s hiph degree of

clinical expertise in the management of diabetes, hypertemsion and psychlatric diserders (6.7). -

3.23  Tike that at Reskilde, the Dalby centre fits lesa clearly i{nto the specific team model secn,
for example, at the Ommoord centre;  in simple terms it is rather more an arrsngement for the
collaboration of scrvices with well-defined reles, although the location of thess services within -
one bhuilding and the coordinzstion required by the research and development functions of the centre
bring closer relatignships and a ciearer delfinition of the pattern of gervices for the pepulation
served.  One aspecet of this separation of szervices has been the opportunity to develop the role

vf the nurse whe, within a defined area of expertise, is able to exercise conziderable independence
in the clinical ecare of patients; there has been a parallel growth In the case of the geopraph-
ically-based community nurses whe are alse in a position to develop thelr own approaches to the
nuraing care in the smaller communities in which they practice. There are, of course, different
views about the appropriateness of specialization of this kind by nurses and it Is possible, tono,
to vaise complex questions concerning "decter-substitution" and the “proper' content of nursing
practice. The point of geperal Intercst in an assessment of team development, however, 1o the
extent o which an open appreach to the nursing role, combined with a relestive separation of
servieer, permits the growth of the nursing contribution amd sveids an external definition of

what are or are not appropriate activitica for the nurse in the community. The limitations of

the study did not permit a detailed comparison of the work content of the community nurses in
Roskilde and Dalby but, at a superficial level, the contrast was striking and would merit a more
detailed comparative analysis.

3,24 The centre at Dalby alzo illustrates another difficulty in assessing and loterpreting the
evolution of teamwork in different centres and in distinguishing between pereeptions of the role
of a particular profession and the more colloctive remit of the team. At Dalby, there was an
evident lack of close cooperation in terme of the relationship between Individuals - although
members of all three professions expressed a desire for better collahoration and for more of a
team approeach. The point may be that the recognition of common needs and difficulties that s
a prior reguirement of team development includes a mutual acknowledgement of the differentiation
of prafessional skills and the ways that they can be emploved In a complementary rather than a
separate way. That this process can be helped or hindered by organizational factors external
to the team is illustrated again by the separate nature of social work servieces at Dalby and by
the way in which the administrative relatlonships inhibilt closer collabaration,

3.25 In the Netherlands, and to a lesser extent the Unlted Kingdem, the sccial work members of

health care teams are primarily concerned with counseclling and problems of psychosocial malad- I
Justment and are not closely invelved with matters rvelating to material problems and the functioning

of the mocial security system in a way that requires them to be accountable to the system ag well

as to their client. -
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Social workers in Sweden do have such an accountable relationship and are, in additionm,
legally constrained in thely approaches, for example, to alenhalism and the care of children.
From the standpoint of interdisplinary collaboration, these requirements inhibit relationships in
a number of ways: firstly, the socilal work administration, In its remit, is required to make
an administrative definitien of the role of the social worker that may make full participation in
ceamwork difficule; secondly, the accountability relationship with the soclal security system
creates problems in the shering of information and the willingness of the physician or nurse to
discloge confidential information: and thirdly, the legal positien of the social worker may bring
his objectives into conflict, 1f only potentimlly, with the therapeutic goals of the physician
or the nurse - as, for example, in the case of the physician's management of the problems of a
mother and the social worker's duty with regard to her children.

3.26 There ste twe further features of the Dalby centre which have significance [or the development
of the team as an organizational model for the provisdion of community health care; these are the
relationship of the centre to a defined community and the availability of measures of need in that
communicy. The requirements for autonomy of a team, mentioned earlier, include the establishment
of such measures of need as a part of the process of defining the nature and concerns of the team.
The relstionship of Dalby to a larger academic facility places it im a faveurable position for

both satisfying this requirement, in a range of clinical and other diseiplines, and nroviding

an opporrunlty for evaluating mew services and supporting the skills of the primary team. One
could not, of course, expect that ail teams could have support of this kind but the geseral point
of the nead to support the team with information about its work and the environment of its practice
was wall f{llustrated in this centre.

3.27 The above comment concerning support is an extension of those made earlier (paras 3.6 and
3.15) shout the problem of the status of the team in the larger management structure, ipn that it
provides an example of the pesitive approach that larper organizations may have te asdopt in
encouraging the growth of teamwork. The less precise question of the relationship of the team to
its community 15 also illustrated at Dalby by the way in which the centre hes developed in
partnarship with the lecal community, which was responsible for the provision of capital resources
and which has faellitated its growth in other ways, There are parallels here with the developmentsz
observed at Roskilde and, less formally, with the community links which the two centres in the
Netherlands are seaeking to develop. The two Scandipavian centres are, of course, located in

much less compiex organizational settimgs than the Dutch and United Kingdom centres which have to
relate to the sdministrations of large cities and so it 1s difficult to generalize without
oversimplifying d1fficulr questions of social administration., The whole matter of the relationship
of the team, as a grouwp of professionsls, to the community it serves, including such igsues as the
nature of its "contract" with the community snd the ways the team is accountable to it, 1s central
to the concept of teamwork as a way of providing health services and is an area needing more
detalled study.

3.28 The professional and organizational philesophy of the liungarian health services, as
illugtrated by thoge of the 13th and 18th District Councils of Budapest, is in clear contrast with
that of the other centres inm the study and 1s important for this teasen. The essential difference
is that the local community services provided by the general practitioners and nurses form part of
& highly structured system of "progressive healeh care' In which a patient ig managed at a level
appropriate to his illness and its therapeutic requirements. For both physicians =nd nurses,
therefore, the concept of the tepm implies involvement both with a local grouping in the context

of a health centre or general practice eliniec and with a much larger grouping based opn = district
polycelinie which provides the first line of specialist services. Social services are organized

on 2 separate basis although at comparable levels to those of primary health care and with the
opportunity for close collebsration between the two services. The tole snd duties of both nurses
and general practitieners within this system are precisely defined with the latter working in groups
of six or elght, one of whom acts in 2 senier supervisory capacity and provides & formel link with
the pelyclinie hierarchy. Community nursing is organized in a similar way so that one physiclan
and one nurse work cleosely together in geographically defined practices of about 2500 people.

3.29 Before commenting on gpeclific features of this approach and their relevance to the concept
of rceam care, 1t 15 necessary to draw attention to other aspects of the organization of health care
in Hungary and #o the =zssumptions of the larger system of which community care forms only & part,
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Flestly, the description of the general practitioner inm the previous paragraph is highly I
synoptic; in contrast with the generallst role of the phyeileians in the other eentres, the
Hungarian general practitioner is more restricted in his practice and is less likelvy to involve
himself in such flelds as surgery or gynaecology where the patient may elther consult a speciallst
directly or be referred at an early stage of seeking help. Similarly, there is 2 separate service
for the care of children and there are additilonal specialist services clese to the community
(for cxample, mental health) which have the effect of defining the ceope of the general
practitioner's work in 2 much more specifie way than is the case of the general practitioners in
the other settings included in the study. A consequence of these health care arrangements Is that
the role of the individual professional becomes one of serving the needs of the larper system of
care and it 1s within thdis larper pattern of services that the health care team functions for a
fairly large populatien. A second feature of progressive health care in Hungary is the
relationship of the large district grouping to more complex technolopgy and to more specialized |
services, Tt 15 an assumpticon of this highly planned system that the treatment of an individual
will take place at that level ¢f the system most appropriate to his condition, whether this is
a local health centre or a clinie or a =mpecialized national institute; what follows from this iIs
a fairly precise differentiation of activities sppropirate at different levels of the aystem with
the reles of individuals being determined by the function of the particular setting In which they
work.

3.30 Yet another important contrast between the Hungarian model and thege seen In other contres
is that, at each level, It includes provision for explicit accountability which rombines overmight
of the general work content of the professionaal with ongeing assessment of the care of the patient
and the appropriateness of the level within the system at which that care is delivered. For the
general practitioner this system of controls includes 2 periledic acsegasment of his work but also
certaln pelicies ot rules of practice - as, for example, the pelicy that a patient's absence fronm
work through sickness for a peried of more than six days is reviewed by the supervising

member of the group of six general practitioners apd that sickness absence of meore than 28

days' duration is reviewed ul a specialise level in the polyelinic.

3.3l  The accountability desaribed above i apn integral part of the aystem and applies to the work
of nurses as wall as that of physicians; itz philosophy, in terms of the assumptions get out Iin
para. 3,29, may be difficult to rolate to the philoseophy of free—standing professfonalizin underlylng
the arguments about the nature of the team that have been put forward in the discussion of the

other six centres In the study. It is difficult to arrive at firm conclusions on the basis of

a short visit but two impressiomns should be recorded: the firsr is that formal accounts of the
organization of the Hungarian system may be misleading in suggesting that it 1a more rigid and
dogmatic thsn ig the case in practice; the second concerns the syatem of accountability where

the ure of the word "control™, translated from Hungarian, may have connotations In other settings
not Implicit in the activities carried out in the Bungarian setting. There 1s indesd 2 method

for control of the work of phyvelcians and nurses but, unless one also talkles account of an underlying
difference in the nature of the professional funetions and thelr relationship te the health care
system, one cannot fully understand the purposes of thls contrel and its Influence on the
functiononing of the system. While the method may differ, for example, from the techniques of
medical audit now evolving in the United States, the actual implications for the Individual may

not be too different.

3.32  Any attempt to confrast the pattern of teamwork observed in the two digtricta of Budapeat

with that of the other centres In the study Is incvitably confounded by the differences in hasic

aggumptilons between the Hungarian systom and those of the four other countries. At a simple level

une can note the clearly defined role of the physician and nurse within the larger, more complex
~ team and, congequently, the absence of ambiguity about the zeope and coatent of community health

care commented on earlier. Against this, 1t Is necessary to set limitations with regard te

the profeassional Independence and the imposition of external criterla as to what the scove

and content of community health care should be and the ways It is to be fulfilled, Tf one

takes the view that a benefit of teamwerk iz greater flexibility in adapting the proviaien

of care to the needs of clients, and 2z dezree of autonomy In the wav in which the team 1dentifles

1ts prioritles then 1t could well be that the pattern of service provision in Budapest ig

inherently conservative simply because of 1ts complexity and the need to define the tasks that

individuals will perform in quire precise terms.




page 19

ICP/BMD 054
page 11

It is certainly a mystem that omphasizes the medical wodel {ct. paras 3.i2 et seq.). But iy,
making this comment it is again {mportant to view the team and its evolution 1n the context of the
larger system and its prioritdies; Hungary has made substantial progress in improving health in
the past three decades (8,9) but the priorities of rhe syztemn of health care prevision and thus
the manner of its organization are not those of countries im which rhe madical model of care is
giving way to & more socially oriented approach te the planning of services.

3.33 It will be clear from this account of the external or organizational contexts of the centres
vigited that 1t is difficult to dyrmw general comelusions about the evalution of the team as a model
for providing community health care other than to say that such contexts are of overriding
importance in determining the nature of the team and the way it percelves its tasks. Althourh

not all of the points noted are relevant in all cases, there are perhaps three features which are
of particular significance:  dual loyalty; the professional status of the individual team member
in the wide scociety; and the relationship of the team to the management structure of the larger
health care syatem.

1.34  Dusl loyalty refers to role conflicts which may take various forms end which are also of
glgnificance to the interpal organization of the team, The problem ean include differences in the
wanner of employment of different team members, conflicts in the definition and scope of the duties
of team members as the team sees them and the exrernal imposition (either statutory or administrative)
of other tasks which may be at odds with the priorities of the team, There may also be a confliet
of accountability - to the team on the one hand and to another organization or to a hierarchical
superior on the other. From the viewpolnt of team development, Che effect of such conflicts is

to inhibdt the team's capacity for evolving its own priorities and for developing skilis and
activities in the context of the needs that the professional members of the team identify in their
practicae, This is 1likely to be of particulsr significance when the team seeks to move away from
customary professional roles and to cross traditional boundaries,

3.35  The professionel status of the diffsrent workers making up the team =lso has its effect in a
number of ways.  For instance, the answer to the question "what is nursing" has important '
implications for the nurse's status within the team and the role that nursing can play. There are
of course more complex aspecte to this question, including the legal standing of the different
profesaions, the degree to which the professional nature of the skills icg acknowledged and protected
end the degree to which educational background, for ewample, permits individual members to play an
aqual part in the concerns of the team and to take professional advantage of the opportunities it
offers.

3.36 Problems derivisg from the relationship of the team to the larger managemant structure include
those noted in the previoys twe paragraphs. A further problem of equal significance to development
of the team model of community carc is the constitutienal status of the team in the formal management
structure znd thus its ability to dea}l wich the superioy levels of the structure as an acknowledged
entlty and not simply az an ad hoc grouping of professionals. Thiz problem leads on to the question
of the extent to which it iz passible to regard the team as the primary unit of community health

care and rthus to complex questions concerning the organization and administration of community health
services, At the least, it is difficult to escape the conclusion that the teamwork model of health
tare cannet be easily =eparated from the wider system of community care and that this model has
implications for other aspects of poliey if its adoption is to be successful, Some of these
fmplications have been mentiomed in the discussien on the eight centres viafrad: one is that of the
relationship of the team to the community 1t serves and the relationship between needs and services;
another iz rhe accountability of the team both to rhe community and to the management structure.

More apecifically, reference has alsoc been made to (1) the team's own needs for support facilities

of various kinds, including the need for information conecerning the conditions of its practice and
for the orovision of apprepriate physical facilities, technical equipment and services and (1i) the
nature af the ream's relationships with more specilalized services of 2)1 kinds and all of the
participating professions,

3.37  Onme funcrien of teamwork that was indentified in the planning of the study but appeared to
have little application in practice, although recognilzed by team members, iz that of providing
feedback to the larger system about the nature of the client problems epcountered and the implications
of larger scale policies for the solution of these prohlems.
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The argument here is that the mewbers of the team are in a position to obzerve the grassroot
applicatiens of poliecy and that they should therefore perform a "signalling” function in feeding
back dnformation of this nature to the policy-makers (109. The problem of course lics in flnding
ways in which this activity can be developed In an organized or ceherent way, and this 1s thus

another illuatration of the larger issue of the relationship of the team to the menagement structure.

If une accepts the argument that the larger system should provide support for the team, feedback
provides an example of the converse process of the team's tole In making the system responsive to
the needa of the client and aware of the effectiveness of its policies.

3.38 This section has described certain characteristics of the eight centres vislted as they

appear to 1llustrate topics of relevance to the gtudy; in deing so, censiderations of mpace have
made 1b necessary to neglect some aspects of the centres’' organdzation and practice and to focus
primarily on the team and ite external relationships. The next secticn discusses the internal

wotking of the team and considers particular features of ianterprofessional cellaheration againot
this background.

&, Internal organfzation of teams

4.1 The diversity of membership of the teams visited makes it difficult to generalize asbout their
internal organirzation; i1t would be naive, in any case, to suppese that there could be an optimum
form of organization. It Is poussible, however, to comslder three issuves which provide a basis

for =asessing the functloning of the team and the factors that may influence its success 1n terms

of the defiritions in para. 1.2. These three imgues are; firstly, the definition of the purnoases
of the team and the extent to which it provides a satisfactory setting for the activitles of its
members; secondly, the organization of the team and the proviaion of an appropriate environment
for different professional contributions; and, thirdly, the internal adminfstration and manaAgement
of the team and the way in which pecessary group relatfionships are developed and maintained.

relationships necessary to cncourage the development of a coherent identity for the team and a
shared appreciation of its tasks. While these external conditions appear to be necessary or at
least desirable requirements for teamwork as it has been defined, there are in addition internal
matters of equal relevance, including the social organization of the team and the conduct of Its
affairs; problems of atatuas differences between the professions and the way these are ddentified
and overcome; and the acknowledgement of different skills and the capacity to adapt patterns

of work In a way that takes advantage of them. In more general terms, there 1s a need to seek
commen ground between the participating profcssions and te {identify shared copcerns as a means
of reinforcing the fdentity of the team. In the simplest terma, these factors on the one hand

relate to the ahility of Individuals to appreciate the ways that tfeam membership may he of henefit
to them and on the other hand teo thelr understanding of what it is they must contribute to achieve
these benefits.

4.3 The second igsue of the organizational leatures which influence the internsl working of the
team parallels that of the purposes and setting of the team described above, The provision of
facilities and equipment including appropriate physical aceommodation are obviously important both
for relationships between people and [or the capacity of the individual to contribute to the full
extent of his professicnal skills.  An aspect of this requirement 13 the need for equallty of
2tatus In veing the facilities that are availlahblea; similar needs cxist in the area of records
{or other informatlion) and the extent te which these are opea to each member of the team. The
avallability, access and control of the supporting services of the team and the relationship of
elerical and admlnistrative personnel te the different professionals are alse of great {mportance.
Mare complex features of the smocial organizetion of the team are noted in the followlng paragraph
but these basic features of team organizatien, which have major implications for communication
and control, are central to the composition of the team as a social proup and thus to the woy

1t conducta 1ts affairs.

4.4  Although the third isgue is treated separately here, the administration and management of
the team is elearly related to the matters raised in *he previous paragraph.
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The important aspects are those relatcing to the style of team manzgement and to the mechanisms
usad in creating and maintaialng the team. More precisely, they Iinclude such aspects as leadership
Ir: the team, the possibility of dominance of one group by another, the handicaps end difficulties
that individuals may experience Iin the team setting, and the naturc and conduct of team meetings
and other shared activiries such as case discussions. The brevity of the visits to the eight
coentres of the study did net permit geining more than an Impressiom of the ways that these various
factors interact Iin & given settilng to preduce a team with particular characteristics; without
a dotalled and perhaps prolanged study of individual teams, 1t is difficult to draw general
conclosions, Alsc it 1s falrly clear that traditional management theeries or models of management
are not particularly relevant either to the tasks of primary health care or to the close
interprofessional relationships necessary for teamworlk. This is therefore an area in which further
research, and sharing of the resuits, is necessary.

4.3  While it is difficult to generalize about how internal organization can promote team
development, It is possible to draw attentfon te some features of the teams that were visited
which did appear to have relevance to this question. One such feautre is the sharing of concapts
or agtivities to form a common ground providing cohesion for the team; to some extent a shared
approach of this kind iz achieved by having patients or clients in common and thus a shared focus
for individual ekills or actdvities. Such jeint activity may still fall short of a combination
of skills and experience as envisaged in para. 1.2 , however, and can perpetuate a situation
where traditional roles are largely maintained. The concept of "problem behavieur'" (as distinece
from illness or illmness behaviour) that is a feature of the team at the Ommoord centre (11) is an
example of & team concept of care in which different individuals centribute both =5 the providers
of professional skills and as members of a team which shares ways of characterizing (or diagnosing)
the problems of the client and the skills that are relevant to thelr soluticn. Clearly, there
are a numher of other activities or attitudes which can form a basis for team develcopment and this
Is simply one example; the polnt is that they offer two ways [or the individuasl to contribute

to the team - firstly, in the sense of s shared common attitude end, secondly, in terms of
providing a fremework in which individual skills can be developed.

4.6 There are a number of corollaries to the development of shared skills of this kind. One is
s{mply the need for continuity of team membership and willingnesg to invest time and effort in
achieving a common hasls for collaboration. It follows from this requirement that 1f, for any
reason, there is a changing team membership in cone preofession, the development of the team will be
handicapped and, perhaps more sigmificantly, the contribution of that profession limited by the
lack of experiance and sdaptation of the profession’s current representatives in the ongoing
avolution of the team. This preoblem is linked with the issue of dual loyalty noted in para. 3.34,
and, for varigus reasens, may ba partidcularly relavant to adrsing. Also, the mode of employment
and economic investment of the physician may mean not only that he is 8 more permanent member of
the team in the lenger term but alse that he will tend to be wmore dominant figure in the team.

4.7 Dual loyalty, or the serving of a hierarchical superior in additien to identifving with the
goals of the team, 13 of course a more specific barvier to team development insofar as it handicaps
an individual's ability to participate freely in formulating goals or exercisinmg an independent
professional role, In considering this issue ir s difficult *o escape the ¢onelusion that a
central diffieculty in the promotion of teamwork 1z that of achleving equivalence of status within
the team. This does not mean that the physician, the nurse and the soclal worker should be equal
in the larger societal sensej guch an argumant would be naive in igvneoring different professionsl
roles or purposes, differences in professional orlging and education and differences in self-
perception of the members of the team, What matters 1s the exercice of individual professionalilsm
on the part of thoze making up the team and an acknowledgement of it by aothers.  Pactors which
handicap its expression or which impoge a less-than-professional stance on some team members in
comparison with others will therefore diminish the effectiveness of the team as a whole. "Status'
in the sense of en inferior-superior relationship between the nurse and the physiclan is one
example of thls problem and "difference” in the instance of the =ocizl worker being "not 1like"

the nurse or the physician 1s another. Dual loyalty van be interpreted as implying conditiomsal
membership of thé team and thus has a similar consequence.

4.8 A velated aspect of team membership is that of professional self-confidence. By ity nature,
membership -of a team implies the exposure of onae's practiece and application of skills to the vicw

of others, with criticlsm by them from the stawmdpoint of other professions. In areaz of clear
professional overlap, team membership may invelve explicit cenflict over patient or cliant management
and treatment but, in more gemeral terms, there are likely to be difffeulties in recognizing or
appreclating the valuez and prioritiss of pthers,
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The point here is that without a clear awareness of one's own professional fdentity, team
membership may be a threatening experience leading eilther to fallure to participate fully or to
protection and maintenance of traditienal roles.

4.9 Difference in the nature and organization of the tezms in the study make it difficult to
make comment® on thelr management or internal organization that might contrlbute to team
development: clearly, the pattern of administration within a team is related to its purposes and
to the different organizationsl models described earlier. In the teams based on medical practice
{those In Rotterdam, London and Glasgow), in which relatively small groups have the opportunity for

determining their style of internal organization amd, to some degree at least, the content of their
practice, one can argue that the deflinition of team objectives and the overcoming of conflict
between the different membors of the team are central to its suecessful pperation. The organiza-
tional arrangements observed in Roskilde and in Dalby are related to the lposer relationships that
cxist between the different team members; the problem of sharing objectives in caring for the
shared clients of the different professions is also present, althouph at a rather different level.
The main difficulty here sppears to be that the mechanisms for achieving a common view of client
problems are less effective, making communication between the different profegsiconal groups a more
Important issue in the development of the team. The organizational model of the twe centwes in
Budapest illustrates a different set of administrative assumptions in this example, the work

of the local grassroot team is part of a larper complex of services based on the district polyclinic
and the team may thus be expected teo derive its patrern of internal organization frem the needs of
this larger grouping. Organizatlonal relationships between the different team members at the
local level are therefore determined by their roles within this structure and Interprofessional
eollaboration in the sense of the development of a local team is primarily influenced by the widev
administrative goals of the herlth and soclal welfare services,

4.10  While acknowledging these essential differences among the teams in the astudy, 1t is noted
that there are aspects of the Intermal organization of the teams which appear to have relevance
to their suceess and which would merit further study. One of these aspects 1y the prablem of
conflict, or potential conflict, betwesen team members and the wavs im which it may be reduced:

a second telated aspect iz the content of the work of the team and the ways In which the ides of
pocling of the skills existing within the team may be realized.

4.1l  The problem of confliet arises within an organizatien when cholces have to be made and when
different viewpoints have to be reconciled in making these choices. In authoritarian, hierarchical
organlzations the overt problem may be avoided by the deciasion -making rules of rhe structure but In
eialitarian organizations which by definition include different professional perceptions of the
obiectives pursued it 1s clearly necessary to examine the problem and to find ways of resolving

the difficulties. Although thils report 1s ohviously not an appropriate conmtext for a detailaed
account of the methods of conflict management, a number of features of thls process have en
important bearing on the internal organization of interdisciplinarv teams and the success of their
internal relationships. A complex analysis of these Factors and thelr interaction i3 offered

by March and Simon (12); in addition to other organizatieonal characteristics they identify, for
example, reward structure, commonality of goals, information sharing and interdependence on shared
repources as features which influence the degree of conflict within organizations and the ways in
which it may be resolved. Ali of these features clearly exist as relevant variables in
interprofessional relationships so It seems reasomable to propose that the extent to which they

are recoynized and the way in which they are ineluded in the mahagetent processes of the team are
slgnificant factors In the extemt to which it achieves its goals. The polnt here iz not that
abstractions of this kind are a useful way of analysing or criticiszing the organization of a
particular team (although that may be the case):; it iz that for anm interdisciplinary groun to
function in a genuinely collective way, It is necessary to recogpize and take aceount of factors

of thiz kind and to reflect them in the group's internal erganization.

4.12  Recognition of these requirements for team organlzation 13 of course related to Lthe work
content of the team, to the "lagitimacy" of particular agtivities and thelr acceptance as appropriate
CONCerns, In thls regard, it may be possible to argue that there are different stages in which

both the nature of professional relationsbips and the work content of the team develop cencurrently.
In the early stages of professional interaction, the relationship is easentially one Lp which
traditional roles are accepted and the work content of the team s the sum of the referrals between
its members, each of whom is "prescribing” the services of the other.
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This phase of development is primarily one of learning each other's skills and, as Lamberts
and Riphagen (13) have report [rem Ommoord, it may take 2 long time to move to a situation in
which common or shared skills are developed. Further, it is at this stage of development that
the external factors discussed in section 3 of the report have their greatest Influemes in either
encouraging or inhibiting closer relatienships. Establishing these relationships also depends
on resolving the {ssues noted in the previous paragraph and leads on to the situation, also
described by Lamberts and his co-workers, in which the content of teamwork begins to change. The
process here geems to be that shared perceptiens of the naturc of problems with which the team
iz congerned create differences in the recognition of what is legitimate in the provision of
primary health cara. Tn one example, in both centres in the Netherlands, there seems to have been
as regards the question of how to respond to the presentation of psychosocial problems, a
progression in developing a number of team sclutions which may be seen in different ways - as
concomitants, as alternatives and as additions to the craditional roles and responses of the various
team membars. The experience of these centres illustrates the way in which a team can become
"more thsu its parts" but alsc highlights two related aspects of teamwork. The first iz that of
shared philosophy, whereby individual members have attitudes and ideas in common and can thus
make gertain assumprtons about each other; the second is that of the shared atritudes providing
a basis for identifying the team as an organizational entity.

4.13 in adopting Lamberts and Riphagen's medel of the evolution of team relstionships (at least
as it applies to medleal-practice model}, 1t is fmportant te echo their caution in accepting the
vicw that the degrese of integration achieved at Cmmoord can be easily developed as a general health
service model. Clearly, a team's plece within the health care system is important in influencing
the envirenment of interprofessional collaboratiom: but heyond a certain stage the desves of
integration depends much more on the Iinterpersonal relationships and the self-perceptionz of the
Individuals coneerned, Bven with goodwill and determinatien at this level, the prohlems
encountered sre difficult ones that require a high degree of gommitment to the concept an the
part of thome concerned.

4.14  Une means of reducing these difficultics employed in the twe centres in Rotterdam (and
elsewhere in the Netherlands) is relevant to solving the problem of overceming the internal
stresses of team development; it is the use of a group counsellor who, as a consultant, works
with the team in helping them te determine tha nature of the stresses and to work out ways 1In
which they may be resolved. Group counsellors ate employed in the Netherlands to ENCOUTRZE ZrOUp
enterprize in a varlety of fields and so thelr involvement in health care teams is simply an
axtension of their role in other contexts; professionally, their background 1s in social and
crganizational psychology, so their function is that of apalysing the nature of existing group
relationships and of belping the members of a group to gain insight into the priging of their
problems and the changes that they must make in order to achieve the organizarional goals they
have set themsalvas, The approach and extent of invelvement of counsellors obviously depend

on particular eircumstances but thelr participation may cemprise a discussion leating two to three
hours each week over, say, a six-month period with the pessibility of being recalled at a later
stage i1f issues which threaten the integrity of the team arice.

4.15  Alchough related to the more general organizational climate that exists in the Netherlands,
where the sctivity did not appear to pese any sort of threat to those taking part, such commetting
merits more detailad description and consideration of its possible applicatiom inm other situatioas.
H the analysis of internal erganizational factors cutlined in this section of the report ig
correct, then it seems logical to argue that assistance in developing team relationships that goes
beyond simple administrative measures is a necessary part of encouzaging 2 more general adoption

of the team model of health care.

4.16  Before concluding the discussien of the internal relationshipas of the team, it is pertinent
to draw attention to other fearures which may have relevance to its development. tne of these

is the availlabllity of time for team activities and the extent to which they conflier with other
priority aetivities or encroach on the free time of individuals. Quite obviously, the development
of team relavionships requires time for meetings and other discussions and a failure to ascknowledge
this peed will lead to frustration or dissatisfaction: in addition, different professions may
have different needs for discussions of this kind so that a further requirement is a willingness

te acknowledge and respond to the difficulties expressed by other groups. Thig problem can also
arige when team members are part-time and have other commitments elaevhere as, for example, in

the case of a part-time nurse with domestic commitments or a physician who undertakes respounsibllities
vutgide his ordinary practice and thus outside the team,
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In the former example, frustrations may arise because of the ipability of the part-time member
to contribute as completely as full-time colleagues; in the latter Instance, friction may arise
for similar reasons through comparison between the larger concerns of rhe physician and the needs
of, say, the nurse and tha sccial worker whosa professional focus may be mere closely related to
the population served by the team.

4.17  The problem of dual loyalty was discussed garlier in terme of the ways £t may blur the
identity of the team and lessen the zbility of its members to commit themselves teo 1its geals. At
the game time difficulties may arise from the administrative definition of profesaional roles
within the team, as the team members must be able to sustain and develop thelr professional
identity and not have 1t distorted or subverted; it Is important to ensure, for example, that the
nurge develops as 4 nurse and is not turned into a dector's assistant. This doeg not appear to

he a seriousz hazard in the centres visited except, possibly, in the rather particular case of the
speclalized nurses at the Dalby centra; but it is nonetheless important to give attention to

this possibility 1n the discussion of team development. There are two aspects to the preblem:
firatly, the individual needs to be supported in his or her contribution to the team by Ldentifying
and zeeking to correct zpeclific defliclencies or difficulties either educationally or by such

means ag proup counselling; and, mecondly, it iz necessary to provide opportunitles for exchange
of cxperlence and the discussion of common problems in ways that allew them to be formulated in
mpre gensral terms and thelr implications understood. It ig not a criticiam of the individuals
concerned to say that one impression of the vigits to the elght centres was that the need for
guppert mctivities of this kind, although felr by al! team members, was expressed most clearly

by nurses. While one can here only speculate ahput the possible reasonsg for this, it may be

that nurses in the community are more exposed to problems of reole definition, on the one hand,

and educationally less well prepared to resolve them, on the other.

4.18  An interesting comment in this context was expressed by a nurse; 1t 1s that the leadership
cxerted by physiciang in team situations ir only in part ettributable to such reasons as thelr
traditional status and dominance and that a further reason for their leadership 1s more simply
that they are educationally better fitted for the internal debate and external negotlatlon that
the team requires in its organization. The real causes of medical dominance, which waa clearly
evident in all elight centres, mest of course be many and complex and 1t iz outside the competence
of this study to do more than draw =attention to it. The significance of the comment reported
abpove 18 not that 1t offers a partial explanation of the present role of the physician but that
it draws attention to the percelved disability of the nurse. In more general terms, ft is an
aryument for regarding the educational needs of the nurse in a wider way than has traditionally
been the case.

4,19 In discussing the internal organization of the team it has been difficult to aveld a
tendency to relate the dssues that seem relevant to a theoretdical appreoach to team care. In
coneluding this section, therefore, it may be as well to draw attentiom to comflicting features

of the discusaion. First 1t iz necessary to relterate that there is no one hest way of organizing
teamn care and to enderse Hicks' view (3) that interprofessional relatlonships are ln wmany senses
"parsonal” to those involved in them.  Further, the traditions of different caring professions

and their adminigtrative history together with the profegsional self-perceptions of the team
members and the role medels with which they identify are Important determinants of team practice.
This said, howevaer, there dogs appear to be a legle of team care in the sense that if one beging
with the definition of teamweork queted in para. 1.2 and adopts it as a desired goal, then a series

of further concerns must be considered. Within the team there 128 a need to achleve a balance of
team nembership which allows a coherent range of skills to develop; to create group Identity
which perhaps requites the performance of activities that team members can have in common; and to

establish equality of involvement in the management of the team's affairs which in turn {implies
gquite sophisticated understanding of the dynamics of the group and the ways it can satisfy the
needs of its members. All of these requirements for team care have gonsequences in themselves:
for the deployment of persomnel, for the provision of faclilities and for professional educatlon.
The general problem presented by the concept of the team, therefore, is that its adoption as a
goal in the provislon of primary health care requires that positive changes be made in policy
which will not only create the enviromment in which teams may evolve but wlll alse encourage thils
precess of evolutlon in specific directions. These changes would Include, for example, changes in
the content of primary health care (ef. the example of lepitimacy In para. 4.12), ir the role and
statun of the different profassions (specifically, nurses and secial workers) and in the education
that is appropriate for team practice.




page 25

ICR/EMD 054
pagea 17

4,20 It ig imporrtant to stress agalin that the above are conclusions based on the impressions
gained in a shotrt study; the most important conclusion iz that all of these general statements
raquire exploration in greater depth and a wuch more specific analysis of thelr Implications.
There 1s therefore a good case for detalled research In a number of areas. Many of the types

of research are evident from the feregolng discussion but they Include: comparative studles of
differant forms of team organization and management; studies of changes in professional skills,
attitudes and self-perceptions as a consegquence of teem practice; studies of the resource

neadg of teamms and their capacity to establish cellective prioricles and to respond to them;
studies to determine educational needs in team practice and the way they may be satisfied; and
asrudies of the alternative forms of health care that may evolve in teams end thelr evaluation.
Thiz ig only a partial, exemplary list of topigs for study; it is evident that each gives rise
to a much larger onumber of specific questions for which answeys should be szought through research,
As a finmal comment, it is worth drawling attention to the desirability of research which will
alletwr comparisons to be made between different centres and experience to be shared, Although
there are guite obvious differences betwoen the ceatrez In the study and the organizational
environments in which they funetion, there are also similarities - principally the fact that

all eight centres are concerned with broadly similar problems in the populations they serve. it
would he unfortunate if the obvious differences acted as a deterrent to collaboration in areas

of significant similaricy.

5.  The individusl within the team

5.1 In the intreductery gection of this report the question was raised of whether particpation
in a team enhances, facilitates or Improves the individual professional contribution of its
membera. The study 15 not designed to answer this quastion in a formal comparative sense and
the best answer that can be offered as 2 result of the visits to the centres is that all of those
with whom the question was diseussed find participation in a team preferable to the alternatives.
This comment of course leaves open the further question of whether these individuals are in some
way self-selected, so that teamwerk may be satisfactory for them but not for the geperality of
their peers.

5.2 There are no simple answers to the problem of formally evaluating the team In terms of its
value as a basis for professional practice; this 1s partly because the content of the professional
task is neither [lxed nor caslly defined and partly because teamwerk Iz a complex activity which
may enhence some features of the professional contributlon while leaving others relatively
unaffected. One is thus left with the difficulty of meking judgements about the wvalue of
different aspects of the role of the Iindividual professions. Such judgements are In fact made

as part of the ongolng process of professional self-perception so that one pragmatic way out

of this difficulty is simply to determine whether a particular organizational arrvangement satisfies
the prevailing expression of needs and values in a better or worse way thap another. Evidence on
this point may be available in the case of teamwork in some countries (in the Netherlands (14)

and the United FKingdom (15,16) for example) but even then one is lefit with the problem of whether
such evidence can be generally aceepted In the absence of experience of alternatives. A more
sericus cbijection concerns one's view of the extent to which the self-interest of individual
professions should be subject to the differently perceived goals of community health care. In
other wordg, in seeking to assess the team as a form of professional prganization, it masy be
necessary to balange the benefits to the professions, as such, against the benefits that the team
may collectively provide in cering for lts clients.

5.3 The balance of evidence in the study is that the arpument concerning evaluation may be more
theeretical than real but in stating this conclusion It is important to emphasize cone of the
underlying themes of the report: namely that teamwork, while facilitating the contribution of
individual professions, also creates pressures for the medification of roles and for the adaptation
of skills 1in directicens which are likely to move people away from traditlonal perceptions of
appropriace tasks. The consequence for the individual is the emphasis placed on professional
self-confidence as noted in para. 4.8, and the nced to have a secure professiocnal identity in a
situation where one'’s role is Jess easily described in terms of the tasks it encompacses. In

part this comment leads ons back to the matter of the adminiscrative definition of professional
tasks, which at least provides a more secure view of the nature of the job, but it also draws
zttention to another feature of teamwork which may be significant for the individual. in general
terms this feature is the ability of team members to acknowledge and support the role of others oy,
alrernatively, the potential for conflict gver Individual reles withing the team and the possibility
of modif{ying or distorting the contribution of one team member In order to serve that of another.
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The latter diffieculty can find expression in a vartety of situationa but one which i3 perhape
most likely to be encountered is that of the risk of the purse becoming a "docter's assistant”
and diluting her nursing contribution with simple mediecal tasks.

5.4 Although administrative arrangements both inside and outside the team setting affect the
harerds of teamwork, Lt iz also clear that professional education at all stages Is perhaps the
one single factor that most influences the successful evelution of team care. Much of this report
has been conmeerned with teamwork as an expression of profegsiemal cellaboration and much of the
discussion has hinged on such topics as the roles of the individual professions and the factors
that either encourage or ighibit their development. Since it 1s threugh professional education
that the individual acquires net only the skills of hig discipline but a view of its role in
society together with that of related disciplines, it fellews that the individual's capacilty to
meet the demands of team practice (in contrast to the simpler practice of one's own profession
outside the team, as discussed in para. 4.8) depends on the orientation of his education and the
values it engenders. Flaboration of this issue requires a lenger critique on professional
cducation than is appropriate to this report and particular comments would of course need to be
relevant to the educatienal arrangements for different professions in different countries.

5.5 The sbove comments motwithstanding, ome cen draw attention te educationz]l toplcs that may

be of significance for later team relationships;  these include improved appreetation of the
nature of the different professions and thelr skills (2 process at present often left o ad hoc
encounter); recognitlon of the wider educatlonal needs of some professions (for examole, nursing)
{f their mewbers are to play an effective wider part im the management of the team;  and
identification of skills that are of particular relevance to team im contrast to individual nractlee.
Gallagher (17), in a review of the educational problems of teamwork, guotes REennls (18) as
identifying three criteria of "erganizational health' and discusses the need for education to

1t individuals for team practilce. The throe criteria are: adaptabllity or the abllity te

solve problem# and react with flexibility to changing environmental demands; a aenzge of identity
which ig =imilar to the notion of professional sell-ceafidence mentiened earlier; and the
capaclty te “test reality" which is a rather more complex criterion related, In thls context, to
the ability to relate professional skills to the characteristics of the client populatiom,
Gallagher poes on to comment that conventional training programmes de mot satisfactorily mect

goals of this kind. The argument iz of course ome that breaks away from the traditional appreach
to profeasional education in emphazising manner of applicatlon of professional gkills in addition
to the gaining of the skills themsclves. The evidence from the present study is impressienlstic
but, such as it is, the experience of individuals in the teams visited during the study suggests
that the argument is one that merits further exploration and discussion.

5.6 The study does not specifically inelude an engulry into methods of team education, although
informal evideace was obtained of continuing education related te teamwork in most of the centras
vigited, There ta a case for cleater identification of the educatienal needs of the individuals
working in teams and of the methods that may be appropriate for thig purpose. There arc three
areas on which such a further study might focus: the nature of the postbasic education needed
as preparation for membership of a team; the nature of continuing education in the context of
teamwork, including ldentification of the educational needs of both the team and its members;

and the collective education of the team. This last tople has two agpects: that of enabling
memhers of the team te learn more about the skills of other members and the conmtributilon they
mizht make; and that of enabling the team, as a group, to develop and extend its activities in
arecas that are not traditiomally part of the sum of individual skills contributed by the team
menbers.

5.7 In concluding this discusslon of the relationship between the individual and the team it 1g
neceasary to go back to comments made at the begining of the report. The team 1a one form of
organizing the provision of health care in the communiry and adoption of this mode of orgmanization
has important implications for the ways in which individual professiens will change and develop.
Fducation For teamwork is important because it Invelves assumptions about professicnaliam, as
illustrated by the contrast between the centres in Hungary and those in the Netherlands, and thus
about the status and functions of professions. In this sense the team 1g the end point of a much
more complex process of change so that, in asking vhat onc wishes the team te be, 1t ls necessary
first to ask questions about the nature of different professional grouns, thelr relatlonships to
zach other and the changes one wishes to bring about. Fducatien for teamwork 1s thus a part of

this much larger process.




page 27

ICP /UMD 054
poge 19

6 Conclusions

Bl Tn this report an attempt has heen made to identify the general issues that relate to the

developmant of health care teams;  iIndeed, the nature of the study on which it is based makes it
diffieult to do more than map those toplcs that appear to he relevant te the concept. In coneluding
therefeore, 1t is perhapa worth repeating the distinction made earlier between genersl factors
pertinent to the growth of teams and local factors which share teams In thefr individual settings.
The report has focused on the former set of issues and may, for ihis reason, appear to be overly
thearetical.  This sppreach was adopted for two reasons: (1} to examine the concept of teamwork
as an aspect of health care policy and to relate it to the mueh wider igsues, such as the nature
and content of primary health care, from which the concept derives and (ii) to glve an account of
the influences on team growth and development which might be of value in setting the situation of
Individual teams and the problems they experience in 8 broader context. It has not been poszsible
to devise a methodology for evaluating the effectiveness of teams, as mentioned in para. 1.3, but
it may be that the problems and difficulties described in the report will provide a framewerk

for anslysing the progress teams have made in the context of partigular administrative and
protesaional assumptions.

b2 The relationship between the team as a form of local organization and health care policy is
clearly an important issue in a number of ways, perhaps the most signiffcant observation from the
standpoint of this report is that, with the possible exceptionm of the highly structured system
observed in Budapest, many of the teams appeared to have a relationship with the larger system that
was to some extent ad hoc and was sometimes at odds with the administrative setting in which they
were located. At the same time, however, msny of the problems the teams appeared to encounter,
and many of the checks on thelr further development, derived from these external relationshins
rather than trom the collabaration bhetween the members of the team themselves.

6.3 Issues of this kind are relevant in 4 number of ways, 411 of the health care systems of
Burope are facing a changed pattern of demography and marbidity, with emphesis on such problems

as the care of the elderiy and the long—term management. of chronie 1llness and consequent
difficultries in containing the increasing costs of health care. There iz a growing appreciation
of the need to seek =2lternatives to traditional forms of health care provizion (19) and it iz =t
this level that teamwork as a concept must first he tested. Does the team provide a more
satisfactory alternative to the traditicnal organization of communlty health care and, if one can
answer thls question affirmetively, what consequent changes of policy are necessary to extend and
develop this medel as a general organizational pattern?

6.4 An attempt to snswer this question would require a review of primary health care policy that
gors well beyond the scepe of this report; 1t iz sufficient to zay here that the guestion is one
that needs to be askad, A partial answer iz found in section 3 of the report, however, where
various external influences on the development of teams are identified, The three lssues of
greatest significance In this section appear to be (i) the autonomy of the team and fts
accountability both to the larger system gnd to the population it serves, {ii) the pessibility of
regerding the teem a8 the basic unit of primary health care and, as a consequence, the ’
organizatrienal and administrative assumptions that may nesc to be modified and (iii) the nature of
the support needed by the team 1f fic is te function as the primary unit of health care for defined
compunities. At one lavel it is possible to treat these issues separately and to seek pragmatic
solutions in each case; indeed, at the stage of team development observed in the study 1t may be
preferable to adopt such an approach. At a more [fundamental level of policy formation, however,
the three {ssues are really expressions of a theme that underlies much of the discussibn of section;
a: nemely the nature of the relationship between the professions together with thelr perceived
tagks and the larger healel care system together with its percelved objectives and responsibilities.
Perhaps the cane firm conclusion that emerges from this aspeect of the study is that the relationship
iz not well understood and merits more detailed analysis.

#,% When, in section 4, one turns to the internal organization of the team a similar set of
problems emerges in the semse that it 1is rvelatively easy to mzka the comment that the team is A
complex arganizatien subject to a variety of intermal pressures that are susceptible teo social
acience research and analysis. The difficulty is primavily that while it iz possible to
characterize such situations by analogy with other examvles of small group behaviour, regearch in
these aspects of health care teams is relatively scarce although, where it has becn undertaken
(20,21), 1tz value as a gulde to organigational practice becomes cvident.

T
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Section 4 discusses a range of internal organizatior topice that tc some extent form geparate
Aanalyses; but some are related to the lasues raised esarlier, As an example, the fesue of the
team as a unlt of community health care can also be seen as one of wider policy hut it ralges a
number of questioms sbout the Internal organization and functiening of zuch 8 group, If {t is
te function satisfactorlily from an external point of view it wil?! be necessery te ensure that it
can meet the conditions for internsl collaberation and cooperation. Thim point is discussed with
simple examples, in paras 4.5 to 4.8 which deal with the develppment of shared skills, the problenm
of dual lovalty and the need for continuity of team membership. Thus the study has dealt with
problems of this mature but It has not been possible to determine their real significance or to
evaluate their congequence in an obiective way. Thelr influence on team development and the
ways in which they may be overcome 13 an area for further research.

6.6 The last section of the report, which briafly reviews the relationship of the team to the
individual professlons, brings the argument in a full cirele and again shows the tcam as the point
of Interaction hoth between the health professions and between the professions and the organizational
setting in which they function. The argument here has a number of aspects. The soelal role of
the professions ls changing and while teamwork may be an expresslon of this change it 18 also
1ikely that the team will itself contribute to change, influence ita divection and to dome extent
alter the ways in which professional tasks and responsibillities are defined. These changes have
Implications for the lepal or administrative statug of individuals; but, more Importantly, the
growth of teamwork as a form of organization has relevance for professional educaztion in fitting
the individual for a wmore {lexlble, adaptive approach to professicnal practice which does not at
the same time distort or comprise professzional identity. In parenthesis, but also es an
illustration of thiz point, 1t would be of interest to compare in some depth the professional
characteristics of nurses working In health care teams in Burope with those of nurse practitioners
In the United States.  Although in many ways different, both modez of employment of the nurae

are extensions of the tradicional pattern and may thus fllugtrate alternative approaches to

prefesaional development. The argument comes in a full ecircie becausze it again shows the team
as a model for the organization of zervices in the community: and at the organizatieonal level 1t
is necegsary to ask what, In terms of wider policy, the team 1z expected to be or to become. The

same applies to the professions, for the guestion of their relationshiﬁ to the team and its
influences on them follow prior questions asbout their role and the tasks they are expected to
undertake.

6.7 By lts nature, this report and the study on which it is based have attempted to examine the
present state of teamwork, setting out difficulties, problems and shortcemings, Inevitably,
therefore, it has tended to present the negative =ide of the halance sheet and has underemphasized
the concern for good practice, the enthusimsm and the commitment to the concept evident in all of
the participating centres, And yet thisg is, perhaps, the most Important conclusion of the study.
It would be naive to imagine that the problems identified in the report are smes for which there
are edsy solutions or for which short-term adaptations of the exlsting environment can be made,
The study has provided evidepce of problems In the climate of team care bur 1t alse demonstrated

a hlgh degree of commitment to the care of the cllent linked to iwpressive standsvds for the
provision of that care. If it is agreed that "observations must be for or againat some view"
then the evidence of the vizita to the centres was that teamwork iz a rewarding form of orpanization
which dees have benefits both for those whe practise it and for those who experfence 1t as clients
or patlents.
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Studies on Communication and Collahoration between Health Professionals

(Physicians and Nurseas: Teamvorlk)

Toplc headings for discussions during visits to teams

The headings set out below are intended to provide a framework for discussions of the more
penaral lssues described in the Notes on the Study to which thias document forms an appendix,  Their
purpoge 1s simply to provide a framework for the discussions and te outline more specifically the
topics that appear relevant to the development of teams. In this context, "the team" is taken to
be composed primarily (although not exclusively) of physicians, purses and seclal workers; 1n a
glven settlng, it should he interpreted as relerring Lo the group concerned with the delivery of
patient servieces and to the mode of organlzation of the group. (To aveld confusion, please noke
that this ls not a questicnnaire.)

A, Background information

(1) The organization and "frame of reference” of the team: 1ts size and composition; 1ts
telationship with other organizations and institutiens; dits place within the larger
health care systems.

(142 ITte relationship to the community, the population it serves and its characteristics,
the seope and nature of its services,

(11i) 7The membership of the team; thelr skills and background; thelr manner of working and
the role of cach menber within the team. How is the ceontribution of cach member
delined?

(iv) The origins of the team and the manner of ite crestion; factors influencing the numbers
of different team members and their relationship to workload.

(v) Facllities for different team members and thelr use.

(vi) The management of the team; 1its organization and "econstievution".

B, Regource provision and accountabllicy
(1) The percelved objfectives of the team; the identificarion of goals and the formulation
of priovities. How are these determined? What are current priorities?

{11) How are the resources of the team obtained; what 1s its relationship to other organi-
zations or Institutions In this regard; how do resources relate to prioritcies?

(111) What are the "accountability" relationships of the team? How does it aee fts relation—
ghip to the larger system and how autonomous {sg 1e7

(1v) Is the team constrained by a lack - or an imbalance — of resources and 1g {ts practice
(as defined {n (i) above) Iimpaired by this lack? In what wavys?

(v) How is the contribution (and, separately, the role) of individual team members
influenced by the answers to {(i)-(iv} above?

G. The environment of the team
(i) How deoes the relationship of team members to external agencies Iinfluence thelr membership
of the team and the collective working of the team?  Such relationships are taken to
ineludet

(a) financial or mode of employment;

(b} definitions of tasks or scope of duties which may be either traditicnal or of
specific definition;

(¢} "control" by superlors.
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(i1} What =stresses or inhibitions do factors of chis kind bring the evolution of the team
&g an organization?

{(1ii} Heow significant are legal eor related constraints to individual professional development
within the team and to the team itgzelf? Conversely, to what extent do they protect
the professional identity of the individual?

(1v) What is the relationship of individual team members to eothers of the same profession?
To what extent are relatlonships of this nature {mpeortant to the maintenance of
professional identlty and hew does membership of a team influence hoth the necd for and
the nature of thelr relationships?

{v) What support services are avallable to the tesm in terms of:

(a) obtaining iaformation =bout itself and its activities,

{(b) administrarive and organizatlfonal support,

(¢) secondary - or speclalized - services and their relationship to the team,
(d) other forms of adminiserative or professional assistance?

{(vi) How are the support services of the team managed and to what extent are they avallable
to all members of the team? What constraints or inadeguacies are identified?

D. The internal organization of the team

In this secrion there 1g an apparent repetition of Iitems listed above; the difference is that
earlier reference 18 largely devoted to the external envircoment of the team whilst tn this secr:ion
the tople relates more specifically to the {nternal working of the team and to reletionshios
between itg members.

(1} Day-to-day working of the team, its organization and "construction", pattern of meetings
and discusaiong, decision-making; ddentification and rescluticon of problems and
difficulties.

(i1) The organization of patient services; access to individual team members; referal
between team members; development of '"new'" services and extemsisn or expansion of
team gkills - by whom, at whose Initiative and with what oriemtation?

{111} Reeord keeping, the form of reecords, access to them; the sharing of informatien
mechanisms of communication,

{iv} The influence of organization (or workload) constralnts on the development of team
identity (and thus (1)-(i11) above}; the relationship of factors of this kind te the
atatus of individuals within the team,

{v} Professional status snd i3 influcnce on participation in the team; perceilved
incapacities and problems of professional identity within the team; recognition of
these difficulries and mechanisms for overcoming them,

{vi) The enhancement or extensiton of individual gkills; the recognition of a "pool of skills
-~ the identification of needed skills and the way they may be obtalned; recognition and
"appreciation” of the skills of other members and the maintenance of professional
ldenticy within the team; adaptabllity and flexibiliry.

{viil) 7he relationship of the team and team members to its suppert services and facilities:
receptionists, nursing aides, home helps, etc,

(viii) The influence of other commitments outside the team setting, which include other
professicnal activities, social or domestic commitments; the effects of part=time
working.

i
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Education for teamwork
(i) The adequacy of professional education for work in the team setting; perceived

deficiencies; professional orientation and fts approvriatepess to team needs and
goals: conflicts of professional "interest” and their relationship to the suceess of
the team.

(11> fpecific educational preparation for working as a team; the identification of apecifir
needs and ways they might be satisfied.

{ii1) “The definition of team skills, the expansion and extension of Individuzl skills and
provision for their development,

(iv) Collegtive team education; education in the skills of other team members and the
contribution they might make.

(v) The avallability and appropriateness of continuing education; the ildentifilcation of
the educationz] needs of both the team and its individual members; ways that they are
met,

General appralsal of team experience

(1) Docs the team facilitate or enhancs the fulfilment of Individual professional functions
(and converzely, to what extent does it inhibit ar distert them)?

(112 Does the team encourage (discourage) the exercise of independent professional Jjudgment?

(111) Does the service provided by the team comprise more than the sum of its parta? In what
ways does the team provide services that are different Iin terms of type, gquality or
effiecacy than thoge that might be provided by fndividuals working separately?

{iv) As a corollary te (1il1), is there opportunity for a pooling of available skills in the
joint practice of the team?

(v) Does the team improve access to appropriate skilla on the part of the patient/elient?
Pocs 1t alter the understanding of the "relevance" of a partieular professional
contribution to the client's perception of his problem end itz solutilon?
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Main Features of the Repert

paragraph
refarence

1, The report describes an explaratory study of development of the concept of teamwork
In the provision of communlty health care. For the purposes of the study, the
definicions of "tea' and "teamwork” 2re those employed by Hogarth:

"Team: & non-hierarchical aggociation of people with different professional 1.2
backgrounds but with & common objective, which in any piven getting i= to

provide patients and families with tha most comprehengive health care

practicable."

"feamwork: a method of working towards a common goal which enable several
persons to make the beat use of their qualities by combining their skills amd
experience,"

In exploring the methodology appropriate for such a study, twe broad questions
concerning the effectiveness of the team as a form of organization are posed:

= lirstly, whether participacrion in a team enhances, facilitates or improves l.4
the contribution of its individual professional members, and

- secondly, whether the team provides a mere balanced and coherent form of
health care to the client or to the community than would otherwize be
the case,

2, In examining these questions, four topics are {dentified:
(i) factors relating to health care plsnning and the provision of 2.1
resources for eommunicy health care
(1) organizational and administrative influences
(114) lnternal organization of teams, and
(1v) education for teamwork.
These topics are elaborated in a list of questions providing a basis for discugsion Annex I

in the participating centres. Roughly, section 3 of the report iz concerned with
toples (1) and (i1}, section 4 with topic (iii) end secrion 5 with topic (iv).

3. Elpht centres participated in the study and were visited for ong ot two days 2.3
each, namely:
The Sccial and Health Administration of Roskilde Kommune, Denmark

13th District Council Polyclinie, Budapest, Hungary
18th District Council General Practice Centra, Budapest, Hungary

Feijencord Health Ceatre, Rotterdam, Netherlands
Ommoord Health Centre, Rotterdam, Netherlands

Dalby Bealth Centre, Lund, Sweden
Xentisk Town Health Centre, London, Unlted Kingdom
Wocrdside Health Centre, Glasgow, United Kingdom

4. Section 3 describes the prircipal fearures of the centres., Four different 3.1 -« 3.38
approaches to interprofessional collaboration are ldentified, namely:
{a) 2 practice~based model (Rotterdam, Glasgow, London) . 31,2
(b} & soclal service/mursing model (Koskilde)

(c) a2 grouping of services rather than individuals (Dalby), and

{d) a patctern of organization in which the locgl team is part of a complex
structured system (Budspest).




page 36

TICF/HMD 054

Annex IT

page 2
paragraph
referance

5.  Becauge of differences of basic structure, 1t was difficult to draw general
conclusions that would apply in all cases but three factors of partiecular
gipnificance became apparent. These are the problem of "dual leoyalty™, the
professional status of the individual team member, and the relationship of the
team to the management structure of the larger health care system.

6. Dual loyalty refers to role conflicts duc to the way people are employed 3.34
and the requirements of thelr occupational position; it may be of particular
sipnificance in changing traditiopal roles and responsibilities.

The professional's pesition in socisty 1z subject to influences which
include legal status, aducational background and, more loosely, 3 view of the
nature and scope of a particular profession. These will have an effact on the
capacity of individuals to contribute to team development, 3.35

The relationship to the management structure of the health care system
involves consideration of the constitutional position of the team within the
gtructure and its accountability to the syatem and to the community. lazues here 3.36
are the team's ahility to determine Its priorities and to negoriate for resourcesg,
itz need for support of various kinds and its capacity to feed information back

inte the gystem and thus influence policy. 3.37

7. Section 4 is concerned with the internzl organization of the team and focuses 4.2 = 4.3

on thres topics: definicion of the purposes of the team and the extent to which

it provides a matlafactory serting for the activities of 1ts members; its 4,3 - 4.8 v
organizational environmant; and its internzl adminigtration and management. 4.10=4.18

a4, In discussing these toplecs, the report identifies other features of small

group relationships that are pertinent to team practice. These include the need w
for shared concepts or activities that provide common ground for the team; the

importance of continuity of team membership; and problems of professienal self- 4.5

confildance In exposing one's practice te criticlism from cther professioms.  Other 4.6, 4.8

matters discussed are conflict and its resolution, the "legitimaey" of different 4.11

activities and thelr relationship to the evolution of the team. The section 4.12,4.13

concludey with & statement of areas of needed remearch and a list of toples in

which rescarch might be pursued. 4.21

9. Section 5 im concerned primarily with the relationship of the team to its

copstituent professions. Tt emphasizes the relationzhip between professional

cducation and work in the team and states three cirteria of "organlzational healtgh"

which may be necessary for team develepment; these are adaptability, a sense of 5.5
professional identity, and the capacity to "test realicy” in using professional

knowledge to mest the needs of people. The argument iz put forward that attention

should be pald to matters of thiz kind in professional education. The section

concludes with a further comment on relatiomships within the team as a form of

organization and complex processes of change that raisze questisons as to the nature

of different profesasional groups. 5.7

10. The gonelusion brings teogether the different topies covered in earlier sectlons.

It notes the problems created by ambiguity about the external relationships of the 6.2
team but goss on to argue that the teamwerk concept must essentially be tested as a
means of providing health care in the context of modern patterns of demography and 6.3
morbldiry, e.g. in the care of the elderly anmd 1 the management of chronic illness.
The last paragraph notes the concern for good practice and commitment to the concept 6.7

of teamwork encountered during the study and comments that this may be 1tz most
important conclusion.
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OPINIONS, FEELINGS AND PERCEFTIONS OF HEALTH
PERSONNEL CONCERNING THEIR NEEDS FOR CONTINUING EDUCATION:
PROBLEMS OF INTERPROFESSIONAL RELATIONSHIPS1

The Study grew out of the concern of a group of eighteen healcth workers about the rapidly
decressing human dimension of care, particularly in hespitals. Members of the group came from a
large regionel, & payehiatric, and & small district hospital run by a religious order, the
Univeristy and the municipal health and social services of the commune oF Florence. The group
included ten professiomal nurses, three soeial worker:z and five physicians, of whom four were
psychiatrists and one an internist,

Previous experiences of the group in providing continuing education to activities had produced
little change in the behaviour of the health personnel., The group was convinced that continuing
education ghould be programmed around the problems ideatified by the persennel in their work
situation. Further, it was felt that tha learning process should begin with the members of the
group itself.

A study was designed and carried out jointly by che group members as a leayning experience in
working together to reach a common goal, (The group went through all the phases of an
interprofessional group: enthusiasm, warm-up, uneasiness, insecurity, tug-of-war, appearance of
negative behaviour, hestility, trying teo come to grips with different value syatems, identification
with others, and closing,)

Purpese of the study

The general purpose of the study was to secure information on the problemns perceived by health
persommel in the work situation, which might facilitste their participation in continuing education
activigies. Factors in the organization of work which might be contributing to the deterioration
of care were thought to be associated with:

- the lack of integration of health workers at the inter= and intra-professional levels;

- the inadequate perception of ciienr neads;

- the over- and under-use of health personnel, particularly in relation to the fulfilment of the
paychologicel neads necessary to, and inherent in, colleboration.

The specific objectives of the study were:

(1) to develop and test 2 guestionnzire to be used as an interview guide for the golleation
of data an the perceptions, attitudes and epinions of health personnel which motivate
them in carrying out their work;

{2) to gather information on the motivations of health persennel to participate inm planned
continuing education activities in order to improve the quality of care;

(3) to gather information on the problems encountered by health personnel in the delivery of
care, which could serve as g basis for programming continuing education activities,

Method

Defimitions. A list of words and phrases used in the stud§ wag drawn up by the group and
certain definitions from the WHO Glossary of Health Terminology’ were accepted for the study. In
all 23 definitions were used. Examples include; motivation, informatien, role, health care,
nursing care, nurse, secial workers.

1 Summary veport of a study caonducted by an interdisciplinary group in Flotence and published
by the Department of Health, Region of Tuacany, Italy.
{translation prepared by Miss M.E. Marchi, Dr Vers Maillart and Dr M. Rosszelli)

z Hogarth, J. Glossary of health care terminology. Copenhagen, WHO Regiomal Qffice for

Europe, 1975 (Public Health in Eurcpe No. 4)
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Instrument. A questionnaire was deaigned especially for the study , consisting of 13
open-ended questieng and sub-guestions which fouched uvpon both intrinsic and extringic factors
related to work, uwader the Eollowing headings:

(1) jeb satisfaction

(2) content of work (i.e. the work itself)
(3) interpersonal relationshipa

{4) desire for continuing educatiom.

The questionnaire, dezigned te be used as an interview guide for all categories of health
persommel, was tested onm a4 small groep. Resulte showed that only the physicians understood all the
questions. Separate questionnaireés in move simple and appropriate language were prepared for the
suxiliaries and the practieal and professional nurases, In addirion, five questions were added to
inerease the information on interpersonal relations, thus bringing the total of questions and
sub—questions to 28.

Subjects. The subjects studied were physicians, professional and practical nurses, social
workerTs, midwives, psychologists, paychiatric nurses and auxiliaries working in hospitals and in
extra-hespital services in Flovence.

Sample. A random stratified sample of the above-mentioned categories of health personnel was
drawn from 471 persons ewmployed by the Department of Medicine of the Regional Hospital, the
psychiatric and mental health services, and the public health and welfare serviees of the commune
nf Florence, The tota! sample comprised 91 health personnel.

Collection of data

The expressed interest of the President of the Hegional Hospital had a salutary effect on the
participation of subjects drawn in the sample. ¢mly 15 of those drawn did not participete in the
study, either because they did not wish to do 2o or because Chey were absent or unable to arvange
time for an interview. Thus data were collected from 76 pealth workers, i.e. & physicians, 18
professional aurses, B practical nurses, and 15 auxiliaries from the hospital services; and 7
physicians, 4 public health nurses, 3 midwives, 5 social workers, 3 auxiliavies, 4 psychiatric
nurses and 1 psychelegist from the extra—hospital services.

In all 76 interviews were conducted between May 1974 and April 1975, with time out for
vacations, by trained interviewers. Anonimity of the interviewees was guaranteed and, with their

permission, the interviews were taped for transcription and conteat analysis of the responses., Of
the 1916 responses, 59 were discarded as tape fidelity did net permit retrieval of the information.

Analysis of data

Data were tabulated according to place of work, category af personnel, position in the
hierarchy, years of experience, age (which was not always available or easy te secure, eapecially
for persomnel in the extra-hospital services).

Responses were classified into type of response, i1,e. generic {more or less general statements
such as “change everything", "decrease patients', "'increase beds and inerease persennel');
pertinent (conerete suggestions of steps to be teken with either a negative or poatitive
orientation); and evasive (a "get-away" comment, an answer that had no relationship to the
question, or "I wouldn™t knew'').

A simple three-point seale of the intenzity of feeling in the responses was based on the key
words used to modifiy the content of the response, i.e, words such as "slightly, seems, may, soma',
or "normally, usually”, or "absoiutely, definitely". The key words permitted an estimate of the
conviction of the interviewee in responding to questions. Data were swmmarized in a percentage
distribution for each question and sub-guestion.

Content analygie wze done by panels composed of the group mewbers, Where there were doubts
about agreements on the content, & panel of experts was used.

Criteria for classifying the content of the rezponses were adapted from Ardoino's model of the
comprehensibility of organizations. This model distinguishes five levels of functioning in every
more orf leas stru¢tured organization:

- at the level of the person {problems of behaviour, motivation, professional attitudes,
knowledge)

~ at the level of interrelationships {choices, interactions, sympathies, autipathies,
indiffereace, dependencies, rivaliries, quality of work, interpersonal relations);
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~ at the level of group (groups, sub-groups, leadership, roles);

= at the level of organization (techmical aud operationzl dimeasion of groups, how functions are
structured for carrying out roles, defining objectives, cholees of procedures, work
organizacion, handling of information);

— at the level of the institution (policy and legal problems, rules, standards, values that
define rights and duties, status, power, the responsibility of the group as an institution).

Rezults

Ualy 2 few of the general treads which show the orientation of rha interviewees can be
mentioned, and these way serve to racall the complexity of the cask set before the Group. There
wag almost complete unanimity in the responses to five questions by all categories of health
peraenael, which may be summavized as follows:

L. The quality of inter- and intra-professienal relstionships styouply affects the quality of
care given by health workers. The three interviewses who did mob §o believe, it is
intevesting to note, were working in the extra-hospital services,

2, There 15 both a need and a desire to participate in continuing educstion activities, evan
though many respondents were unable to specify inadequacies in their basic preparstion or
expressed satisfaction with it. OQuly four respondents expressed no such need or desire,

3. Continuing education activities were needed also for the auxiliaries. This question was
inserted because of the incressing participatios of suxiliaries in patient and family care for
which they have little or no preparation, Only four of the respondents did not believe
preparation was needed for the auxiliaries.

4, Patients and families have health problems which pass unnoticed or are missed by physicians.
All categovies of health personnel were of this opinion., Unnoticed or missed problems were
specified as; human problems, problems of daily living, the personszl, family, affective and
work problems of clients, problems which hsve their roets ocutside the hospital and are brought
into the hospital on admission of the patient, and psychological problems,

3 People should collaberate in theiy own care, Many suggestions were made for ways of
encouraging such collaboration, especially for those ethnic and cultural groups who might
oppose such practice,

The two motives which appear repeatedly in the responses are;

t.  The expressed desire of health personnsl £o have the opportunity to provide parient and
family-centered care.
This motive was affirmed by physicians as the most impertant aspect of their werk., Wnile all
phiysicians working in hospitals asserted the importance of care based on patient needs, theay
indicated that under the present conditions, time did not parmit Lheir dedication to the
psychological needs with whieh the nuvsing personnel would have to be concerned. On the other
hand, nursing personnel perceived the psychological needs as fundamental in care, but expressed
insecurity im coping with them,

It should be noted that care was organized largely around techniques and proceduras with
patiente and families as objects; that health workers seemed unaware of the objectives the
agencies proposed to reach, both in relation to the client and to the social milieu of which he is
4 patt; that there was little or ao continuity of care between hospitals and extra-hospital
gservices, :

2. The need for coliaboration within and among the professzions through democratically-struetured
teams or working groups.

This motive was found in the responses to questions concerning the meaning of collaberation, the

ways of improving the quality of care, and the quality of inter~ and intra=professional

relationships,

it may be interesting to note that existing difficulries in teamwork were not revealad by such
direct questions as, "How would you describe your relationships with your colleagues? Your
relationships with your superiors?" which, when answered, were indicated as “Excellent; very
good; good". The difficulties inherent in the varieus components of collaboration in the work
sifuation were shown by responses to more indirect yuestions, such as "Would you feel free to
discuss your work problems with vour colleagues or others with whom you work? Would you feel free
to discuss youy persomal problems with your colleagues or others with whom you work? If you had
the responsibility for jmproving the quality of care, where would you begin? How do you thimk the
quality of inter- and intra-professional relationships could be improved?"
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The various perceptions of collaborarion converged in three dimensions: professional
commitment communication and exchange of informatien; and group solidaricy in problem-solving
and deciszon-making.

Among others, the following needs suggested by the interviewees are relevant to all five
aspects of the work situation which were identified:

(1} to provide an opportunity for health personnel to participate in decisions and to decide
aboyt those problems which they face at the level of their own work and for which they
have the needed skills;

(23 to provide for a more democratically-structured approach to the delivery of care by
health personnel (away with the hierarchy and with the tendency to form self-defensive
groups based on friendship, cultural, social and profesaional affinitiaal);

{3} to provide for communication and exchange of information needed to earry out wark and
improve the quality of care (in the words of ene interviewse which summarize what
appeared to be the feeling of almost all the healrh personmel: "Information? There is
rather a syndrome of disinfermation!');

(4) to provide for continuous exchange of information abeut patients and families;

(5) to provide for clear definitions of the functions and duties of all personnel who
participate in gcare:

(6) to provide for more and improved preparation of health personnel in the organization of
work and in the psychological dimensions of care.
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