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Multidisciplinary teamwork: the good, bad, and everything in
between

See article on page 70

Teams make up the building blocks of health care and every
team—from the executive to the coal face—is composed of
diVerent professionals, ideally possessing a variety of skills
necessary to produce safe and eVective care.1 We are
constantly reminded of the value of diversity within teams,
but the reality is that working together from a variety of per-
spectives is sometimes diYcult to achieve. The paper by
Jenkins et al2 in this issue of Quality in Health Care shows, for
example, that, unless roles are well defined and understood,
responsibility for giving diVerent types of information to
patients could easily result in overload to the patient, diVer-
ences in messages, and gaps in certain areas.

The diYculties of multidisciplinary teamwork are also
apparent in diVering attitudes towards the way to bring
about a good outcome, and even what actually constitutes
a good outcome. For example, in teams caring for patients
with stroke there are a number of “ideal outcomes” from
the various stakeholders and staV involved—complete
mobility is desired by the patient, physical immobility but
good mental ability by the carer, compliance with the
regime is required from some health workers, and (I have
heard say) death from the contracts manager. Just as feed-
back from the cancer team audit would be helpful in pro-
ducing better communication in the future,2 so discussing
diVerent approaches to care and diVering ideas of best
outcome will also keep the team on what is inevitably a
wavy line along the best practice meridian.

What makes healthcare teams so diVerent from those in
other types of organisation is that team members have dif-
fering allegiances, not only to the team but also to their
professional groups. For example, if a member of the nurs-
ing staV abuses a patient on a psychiatric ward, who has
ultimate authority to deal with this—the nursing line man-
ager or the consultant psychiatrist who is seen by some as
the team leader? In commercial organisations such
questions would be easily answered, but history and
professionalism play their part in making questions of
authority and responsibility in the health service team
much more complex.3 Reinforcement of the supra-goal—
patient safety—can help to push people beyond profes-
sional barriers, but clarity about authority and accountabil-
ity in health care teams is long overdue.

There is another warning to heed against complacency
in terms of teams: in these days of constant measurement
and the drive towards reporting of poor care,4 we need to
look beyond the data laid before us. A study by Edmond-
son5 on medication errors in nursing teams showed that

poor teams produced fewer errors; however, poor teams
had authoritarian team leaders and so the likely explana-
tion for this surprising finding is that data were being
manipulated in poor teams and shown honestly in good
open communicating teams. Clearly, teams need to be
rewarded for their reporting systems and use of feedback
rather than for the data alone.

These are not issues to dodge, but neither do they make
good multidisciplinary teamwork an impossible task to
achieve. Such teams are the reality that we work in and,
although rarely captured in data, their diversity does actu-
ally help patient care.6 It is possible that this happens
because of the increasing findings which show that
members of good teams are significantly less stressed than
others.7 Moreover, in a study of house oYcers, those who
appreciated that they were part of a multidisciplinary team
(as opposed to simply being bottom of a medical hierarchy)
had far lower stress levels than those who did not,8

probably because they were able to learn from the diversity
of skills that surrounded them and could look further than
their medical colleagues for support. Since we know that
lower stress means better patient care,9 it is also likely (as
well as common sense) that better teams produce better
care through having more cheerful staV, probably through
their greater sense of participation and support. Some-
where in this equation lies the issue of suYcient
resources—suYcient to allow time for good communica-
tion within the team and with the patient.

So multidisciplinary teams are likely to be better for
everyone, but to keep them working well needs skill as well
as recognition that this is always a long term task requiring
constant attention and adjustment. Good team leaders are
essential for maintaining patient safety1 and the sooner we
get them the training and support they need for this task,
the better the quality of care is likely to be.
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Choosing eVective strategies for quality improvement

See article on page 76

Since 1998 the UK government has developed a compre-
hensive strategy for quality improvement for the National
Health Service (NHS). This includes national guidelines
and standards for clinical care, a national system of inspec-
tion and monitoring, and a requirement for all NHS
organisations to implement quality improvement
strategies. A clinician has been appointed with responsibil-
ity for quality improvement within every NHS organisation
(the clinical governance lead), but these doctors and nurses
have been given little specific guidance on what actually to
do. The choice of quality improvement strategies is largely
for local leaders to decide.

What does the literature suggest is most likely to be
eVective? On the whole, single interventions have relatively
little eVect. Simply distributing guidelines or educational
material rarely changes clinical behaviour.1 These may be
more successful if combined with audit with feedback,
computerised prompts, or academic detailing.2–5 Financial
incentives can produce change,6 but are a blunt instrument
and risk producing perverse incentives. Multiple interven-
tions are generally more eVective than single ones.7

Substantial claims are made for continuous quality
improvement or total quality management strategies,8 9 but
there is little clarity about the circumstances in which they
produce major change.10 11 Information on quality of care
which is released to the public is mistrusted by doctors, but
making information available may stimulate provider
organisations to change care.12

Given an imperative from the UK government to do
something, and a certain amount of guidance from past
research on what is likely to work, we now have information
from both primary and secondary care on what is actually
being done. In this issue of Quality in Health Care Wallace
and colleagues report the results of a survey of 86 hospital
trusts.13 Virtually all had implemented educational pro-
grammes, had developed local protocols or guidelines for
care, and had established local quality improvement
groups. These were followed closely by formal or informal
assessment of care by peers. Feedback of performance data
was being used in just over half. Campbell et al14 have
reported the results of a comparable survey in primary
care. Educational activities were again the most commonly
reported and in over half the primary care groups surveyed,
the whole primary care group (approximately 50 doctors)
was closing for one afternoon a month for joint educational
activity—a major cultural change for UK general practi-
tioners. Joint audits across practices were common, with
half of the groups surveyed feeding back or planning to
feed back identifiable comparative information. Unlike the
survey of hospital trusts, more than half were providing
financial incentives linked to quality improvement.

Wallace et al asked their respondents whether these
strategies are likely to be eVective. Despite the eVort put

into educational programmes and guideline development,
fewer than half the respondents perceived these to be
eVective approaches—a view supported by the literature.
Creating clinical groups to focus on specific issues was
regarded as the most eVective of the techniques being used.
Clinical governance leads are faced with a paradox. They
are under strong pressure to demonstrate activity. Yet some
of the things which the literature shows to be most eVective
agents for change—such as academic detailing—are also
heavily resource intensive. Both surveys indicate that mod-
ern approaches to behavioural change are being used, with
active involvement of clinicians high on the list; in Camp-
bell’s survey over 90% were encouraging the development
of personal learning plans by general practitioners. What is
clear from both surveys is that a range of simultaneous
techniques are being used, which is consistent with the lit-
erature on multifaceted interventions being more eVective
than single ones. This was certainly the experience of one
recent quality improvement initiative in UK primary care
where major changes in behaviour appeared to have been
brought about by a combination of clear leadership and a
range of financial and professional incentives.15

So what can be made of progress so far? There is no
doubt that much activity has taken place. This is perhaps
not surprising since a legal “duty for quality” has been put
on NHS organisations, and chief executives of NHS trusts
can probably expect to lose their jobs where serious
deficiencies of quality are found. A wide range of quality
improvement activities are now reported, many of which
are at least compatible with the literature on interventions
likely to produce change. We do not know how the activi-
ties reported by clinical governance leads reflect actual
change on the ground, or even whether the respondents
have the ability to know if such change is taking
place—development of IT systems to monitor quality are a
high priority across the NHS, but currently they are woe-
fully inadequate. Likewise, we do not know whether those
clinicians who have volunteered for roles as clinical
governance leads have the experience of organisational
change that is needed for them to be eVective. In response
to this potential deficit, the NHS has started a development
programme for quality improvement leaders.

In terms of top down strategy, the UK NHS probably has
the most ambitious quality improvement strategy in the
developed world. Local leaders have been appointed
throughout the NHS with freedom to develop a range of
quality improvement programmes, though with no option to
do nothing. In terms of actual results it is too early to tell
whether the strategy is being successful. Activities reported
so far are limited by the resources available, and clinical gov-
ernance leads identify lack of time and resource as the major
barriers to progress. The success of the policy is likely to
depend on whether there is continued investment in an
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