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Abstract

Objective: There is a growing literature on the relationshgiween teamwork and
patient outcomes in intensive care, providing nesights into the skills required for
effective team performance. The purpose of thvere is to consolidate the most
robust findings from this research into an ICU tgaerformance framework.

Data Sources. Studies investigating teamwork within the intensoage unit within
Pubmed, Science Direct and Web of Knowledge da&shas

Study Selection: Studies investigating the relationship between etspaf teamwork
and ICU outcomes, or studies testing factors foinohfluence team working in the
ICU.

Data Extraction: Teamwork behaviours associated with patient off-stéated
outcomes in the ICU were identified.

Data Synthesis. Teamwork behaviours were grouped according to éaentprocess
categories of ‘team communication’, ‘team leadgr'shiteam coordination’, and
‘team decision making'. A prototype framework explag team performance in the
ICU was developed using these categories. The parpd the framework is to
consolidate the existing ICU teamwork literatured do guide the development and
testing of interventions for improving teamwork.

Conclusions: Effective teamwork is shown as crucial for prowglioptimal patient
care in the ICU. In particular, team leadershipegpp vital for guiding the way in

which ICU team members interact and coordinate woiliers.

Key words: ICU; Teamwork; Team performance framework; Training

interventions; Patient safety; L eader ship
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Teamwork refers to the way in which team memberxtion and coordinate to
produce ‘synchronised’ output (1). Patient safegearch has demonstrated that poor
teamwork is a causal factor underlying criticalidents in the intensive care unit
(ICU) (2). Due to this, a growing amount of reséahas been conducted within the
ICU in order to identify the specific componentsteAmwork that influence patient
outcomes (3,4). The main purpose of this researdb guide the design of training
materials and workplace interventions to improwarteork. However, at present the
findings from studies investigating ICU teamworle atisparate and lack synthesis,
therefore the extent to which they can influencgcpee, training and future research
is limited. This review takes an industrial psyawt perspective to summarise the
ICU teamwork literature, and develops a concepteaim performance framework

tailored for intensive care medicine.

Team performance frameworks

Psychology researchers in high-risk industries. (@ation, military, nuclear power)
have found effective teamwork as crucial for mamtey safety within these domains
(5,6). In order to better understand the relatignshetween teamwork and
performance in these settings, team performanceeefnarks (or models) have been
developed. These show team outputs (e.g. teamtigéfeess, performance, errors) to
be influenced by group ‘processes’ related to temmmunication, leadership,
coordination and decision-making (7-11). Furthemmorgroup processes are
influenced by a range of ‘inputs’ (e.g. group stanes, member characteristics, work
tasks) (12-14). The purposes of team performaracedworks are three-fold. Firstly,

they systematise the mechanisms that predict teaformance, thus facilitating the
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design and structure of evidence-based team tcamiaterials and interventions for
improving teamwork. Secondly, they detail the ctinds, structures and procedures
known to be indicative of effective teamwork, tHere providing valuable
information for the training and assessment of teark skills. Lastly, team
frameworks guide the evaluation of teamwork intatwans through developing a
structure against which to test expected changg. (attitudes, behaviours,

performance).

In aviation, team performance frameworks have hessd to develop sets of team
competencies for flight crews (15). With respecthialthcare, it is necessary to
develop tailored team performance frameworks et the demands of specialities
such as intensive care medicine (16). This papeewes the ICU teamwork literature
in order to consolidate knowledge on the relatigndfetween teamwork structures,
behaviours and performance in the ICU, and to bélgendevelopment of a team
performance framework. It uses a standard groupegsomodel from psychology to
consider studies that have collected data on theioleship between teamwork

behaviours and ICU outcomes.

Method

The identification of ICU teamwork related studiegolved a search of the Pubmed,
Science Direct and Web of Knowledge Psychologylutesas for papers on teamwork
in the ICU published since 1990. The search temethod and inclusion criteria are
shown in figure 1. Articles captured by the seatrhtegy (initially 984 articles) were

selected (by TR) on the relevance of their titled abstracts with respect to whether
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the article considered the topic of teamwork andfopmance in the ICU. The
remaining articles (n=59) were then filtered in@rtb ascertain whether they actually
provided empirical information on the relationshygtween ICU teamwork and
outcomes (whether quantitative or qualitative).examination of reference lists from

the filtered articles (n=31) uncovered a furthétedns.

INSERT FIGURE 1 HERE

Results

In total 35 studies were identified as having iniggged teamwork in the ICU. This
set incorporates 31 peer-reviewed articles (of wi® were published in medical
journals), two book chapters and two peer-reviewedference papers. Among the
articles was a human factors error analysis oicatiincident data that reported on 10
studies of error in the ICU (17). This paper waduded rather than the individual
critical incident studies discussed in it. The deddlection methods used for the 35

studies included in the review varied considerasahgd are listed in table 1.

INSERT TABLE 1 HERE

Of the papers not included in the final selectimany did not empirically investigate
teamwork, and focused on topics such as educagimmoting multidisciplinary
teamwork, decision-support mechanisms and commiumicavith patients. The
sections below discuss the key findings from thetB@lies that were identified by the

search strategy. The findings are considered imdeof four teamwork processes
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(team communication, team leadership, team coatidimand team decision-making)
identified as crucial for predicting team perforroamwithin the psychology teamwork

literature (7-14).

Team Communication

Team communication relates to the transfer of information, ideas arpginions
between the members of a team (18). Observation€Wfteams (19) have shown
errors in the ICU to be concentrated after commatioa events (e.g. shift changes
and handoffs) and 37% of errors to be associatddssmmunication between nurses
and physicians. Pronovost’s group at John Hopkinssersity have analysed ICU
adverse event/critical incident data from incidegporting systems (20-22). Their
analysis has identified recurring team communicatiailures that lead to patient
harm, with written and verbal communications durnogitine care, hand-offs, and
crises being found most susceptible to error. Mepecifically, they found critical
incidents to occur due to a reluctance of nursitadf $o0 report observed errors or
patient care issues, a lack of communication batvwatieicians and nursing staff on
treatment changes, inaccurate information trartsé¢ween different ICU care teams
and poor information dissemination on newly admdifp@tients. Survey and interview
research have also examined the relationship batW&d team communications and
patient outcomes (23), with timely, accurate andropommunication between nurses
and physicians being shown as predictive of patemgth of stay and staff turnover

(24).
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Observations in high-fidelity simulator studies gastudied team communication
behaviours. Video analysis of teamwork during seted patient resuscitations has
found the communication skills of ICU residentslte rated most highly if they
communicate clearly at all times, encourage teanmipee input, listen to staff
feedback, and consistently use directed verbal ama-verbal communications.
Conversely, the communication skills of residents i@ted most poorly when they
fail to acknowledge staff communications and do une¢ directed verbal and non-
verbal communications (25). High-fidelity simulat@search has also established a
relationship between team communication and teahmpierformance (26), with ICU
teams being assessed during the management ot stuick. Teams were rated
highly if team members made clear and direct raguesmployed closed loop
communications, communicated the urgency of patipriblems and shared
information on the patient care plan. Teams wetedrpoorly if team members did
not request appropriate information, or did not ommicate treatment priorities and
problems with patients. Teams rather than indivielugere assessed and correlations
were found between ratings on technical performgecg. making diagnoses) and

scores on the behavioural aspects of performanged@nmunication).

Thomas and colleagues (27) have built on measursni@enassessing teamwork in
commercial aviation in order to develop an obseowal rating system for assessing
teamwork skills during neonatal resuscitation. Theisearch has investigated the
relationship between assessments of teamwork anecomopliance with Neonatal
resuscitation standards during 132 videoed neonegaliscitations (27). The
frequency with which NICU teams were observed tmaolestrate team behaviours

related to communication (e.g. information shariagking questions about infant
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status or treatment plans), and also managementead@rship, were found to be
weakly correlated with compliance for Neonatal sesiation standards. Furthermore,
interns who received team training as part of nedn@suscitation training were
shown to display more teamwork related behavioarg. (nformation sharing) than

those who did not receive training (28).

Survey research has investigated aspects of tearotise, and in particular how
status hierarchies influence perceptions of teark\{29,30). For example, a majority
of physicians report highly positive perceptionscommunication openness between
nurses and physicians, as compared to just ovéiré of nurses (30). A similar
difference was found between senior and junior igiesss. Survey research has also
shown that ICUs with teams reporting high levelg@fup development (e.g. whether
team members trust one another, discuss goalsat@ndot in conflict) have lower
risk-adjusted mortality rates (31). Observatioredearch during the ICU round has
shown team member roles to influence interruptiehdviours, with physicians
interrupting other caregivers roughly twice as ofts nurses do (32). Ethnographic
work in Canada has identified factors that inflierehether ICU team members
communicate collaboratively (33). These include thbe the team has a shared
perception of who was in the decision-making ralerty a specific scenario; whether
team members work together to reach an understgrahnpatient conditions, and

whether there are demanding time constraints odéheery of care.

Team communication research in the ICU has showmuanication to be linked to
safety and performance, and that team structures draracteristics influence

teamwork. Research in military and aviation hastbgimilar trends (34), with team
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leadership being identified as particularly impattéor structuring and regulating

team communication processes (35).

Team L eadership

Data from ICU critical incident studies have indexh the importance of effective

team leadership for safety (17,22). Team leadership refers toghelance of a team

(36), and involves defining goals, setting expeéactet, organizing team resources and
coordinating team activities (37). Studies of leat® in industry and acute medicine
tend to concentrate on four levels; action leaderg. ad-hoc emergency teams),
operational leaders (e.g. unit-level supervisotagtical leaders (e.g. departmental
managers) and strategic leaders (e.g. board lewvettdrs) (38-40). Leadership

research in the ICU mostly focuses on the ‘actlexél. For example, simulator and
real-life observations have shown associations &etwatings of performance and
leadership behaviours such as encouraging team aranput, stating and evaluating
plans, asserting opinions when appropriate, lisgrib staff feedback, delegating
tasks effectively, prioritising aspects of care amduring team member comfort with

allotted duties (25-27).

Simulator research has shown that team performathgeng cardiovascular
resuscitation is optimal when the first arrivingute leader (e.g. senior nurse, junior
physician) demonstrates more immediate directivaddeship behaviours (i.e.
coordinating the teams), and when the late arriwagior physician systematically
evaluates the situation and guides the team rdbi@ar taking charge immediately

(41). Stockwell and colleagues (42) have investidathe impact of physician
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management skills on the care provided to paedid@iU patients. Using the
Physician Management Index (PMI), 827 residentsfaliows rated daily the ability
of 8 attending physicians on 20 dimensions, inelgdheir ability to effectively lead
and communicate with the ICU team, to manage ressyto set high standards, and
to provide support on issues of performance anch téavelopment. The study found
higher overall daily ratings by staff for attendimipysicians on the PMI were
associated with higher numbers of patient goalsgoeompleted during NICU shifts.
However, due to the small sample of physicians deassessed, it is not clear which

specific attitudes/behaviours lead to this assmriat

Although effective team leadership appears importan the ICU, there are still
relatively few in-depth investigations of seniorypitian leadership skills (43). Data
from trauma centres, which face many similar clmgies to the ICU, provide
interesting insights into the nature of team leskligr in acute healthcare teams.
Observational and interview research with traumareeteams has shown that team
leaders demonstrate ‘dynamic delegation’ behavjonrsereby the senior physician
delegates and withdraws the leadership role tajypiysicians in order to spread the
intense workload and to build junior physician c¢dehce (44). Furthermore,
scenario-based research investigating leadershimgdurauma resuscitation has
indicated that leadership behaviours vary accordinghe situation. Team leaders
show more directive leadership behaviours whenstheerity of trauma is high, or
when a team is inexperienced (45). However, whauantia severity is low, or teams
are highly experienced, team leaders delegate memponsibility to junior team
members. This indicates the ‘contingent’ naturdeafm leadership within the ICU,

whereby leadership behaviours are adapted accotdlithg situation (46).

10
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Research in neonatal ICUs has also indicated tteigadership style of theam
leader influences teamwork. Specifically, leader inclesiess (e.g. listening and
encouraging junior team member ideas) has beenrshowesult in team members
becoming more involved in ICU quality improvementogrammes (47). Such
research resonates with a long tradition of psymwl research investigating
leadership style (48,49). Additionally, leadershinented interventions that focus on
training teamwork skills (e.g. conflict managemetat)senior nurses and physicians
are shown to result in staff having positive peticgis of unit leadership (50).
However very little research has been publishedh@n ICU senior physicians lead
medical teams whilst managing ICUs on a day-to-dmsis, and a better
understanding is required of how team leadershipaweurs influence the

communication and coordination behaviours of ICahtanembers.

Team coordination

Team coordination refers to the concerted and synchronous perforenaficvork

activities by team members, with each team memla@ntaining an awareness of one
another’'s work (51). Researching team coordinattan be challenging, as it is
difficult to distinguish between these behaviouasid team communication and
leadership behaviours. Both of these are precufgogs distributing workloads) and
integral (e.g. information transfer) for effectit®am coordination, yet do not fully

account for how team members adapt their activibegovetail with one another.

11
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Analyses of teams managing critical events duringisc management training has
indicated errors to result from poor coordinatifm,example nurses being overloaded
with requests, poor task delegation and a lackriofipsation for care activities (52).
Additionally, attitudinal research with ICU stafa$ found positive perceptions of
team coordination (e.g. timely information transfawareness of team member
activities, team member role clarity) to be asgedawith lower error rates (53).
Survey research has also shown high levels of catipe between ICU nurses and
physicians to reduce reports of staff burnout (%servations during the real-life
provision of ICU care have been used to study #tebiours ICU team members use
to coordinate activities together. These behavionctude nurses cross checking
physician-generated patient care plans, physicegnts nurses providing ‘heads-up’
alerts to each other about pertinent informatiotside of the rounds and patient
summaries being used to recap the discussion adidht the core duties of team
members (55,56). Lastly, structured observationhhé&NICU have shown effective
workload management (i.e. task distribution andngrsation) to be associated with

independent measures of neonatal resuscitatioityy ().

Although team coordination is determined by factsush as team communication
and team leadership, attempts have been madettactese ICU tasks to improve
coordination. For example, an intervention to inygrgoatient transfers between
surgery and ICU has adopted coordination princifies Formula 1 racing pit-stop
teams (57). Through segmenting the handover proicgssdifferent stages (pre-
handover, equipment and technology handover, irdion handover, discussion and
planning), using checklists, and assigning ICU sundjical team members clear roles,

there were improvements in teamwork (e.g. less sioms of patient information) and

12
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fewer technical errors (e.g. equipment preparatidajing intra-team handovers.
Interventions have also focused on ICU rounds tkenthem more concise; to ensure
patient care plan information is explicit; to eresdecision-makers are present, and to
generate a secure team-based environment (58)ré&3ulted in ICU staff reporting a
better understanding of patient care plans aloegsigher levels of satisfaction with
rounds. Furthermore, adopting daily goal sheetsadfwktructure the round process)
has been shown to result in ICU residents and subsdter understanding their
patient care duties, and in turn reduced patiemjttes of stay (59). This resonates
with the psychology ‘shared mental model' literatuwhereby teams communicate
and coordinate more effectively when members foshared mental model for goals,
tasks and team member roles and responsibiliti@s (fhese shared mental models

facilitate team decision-making, which has alsonbafeinterest to ICU researchers.

Team decision-making

Team decision-making relates to decision-making (either by the leadebehalf of
the team or amongst the members of a team) thromtglgrating information and
perceptions from the members of a team (61). A$ wglam coordination, team
decision-making is influenced by team communicato leadership. In the ICU,
collaborative decision-making has been linked tgrioned patient outcomes. For
example, units with higher levels of collaboratibatween nurses and physicians
during patient-transfer decisions have lower raiesisk-adjusted mortalities and
higher levels of nurse and resident job satisfac(&®). High levels of collaboration
have also been suggested to potentially improveoétite care (63). Poor decision-

making processes, for example the application appmopriate plans and the use of

13
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unsuitable techniques, have been shown to congributthe occurrence of critical
incidents (17). Clinician encouragement of team ip@mcommunication and
contributions during the ICU round patient decisioaking process is associated with
a reduction in adverse event rates (64). Furthegmaurses and physicians tend to
agree that junior team members should be able @stiqun senior physician decision-

making and that decision-making should includequteam member input (65).

Observational research in the ICU by Patel and Bag®&6) has shown that levels of
collaboration during decision-making processes iafieienced by the severity of
patient conditions. When patient illnesses are weterstood, team communication
processes tend to be more ‘democratic’, and dewsawme made after contributions
from all team members. However, for more complidgpatients, senior physicians
tend to make key decisions autocratically, and withrses communicating after
performing information-gathering tasks. This reffe@indings from trauma centres,
which indicate team leaders to adapt their behasi@gcording to the situation. In
particular, during high pressure phases of workgicsephysicians adapt their
behaviours to effectively lead the team (e.g. tgloadopting a swift and autocratic
decision-making style) (45,67). This is alignedhntite literature on decision-making
and incident command within the military, emergensgrvices, and aviation
industries (68). Perceptions of caregiver involvatnduring decision-making in the
ICU have also been shown to be influenced by teaaminer-role. When asked to
report perceptions of involvement in patient derismaking during the ICU round,
senior nurses and junior physicians tend to refemling uninvolved compared to
senior physicians (69). This is consistent withveyrresearch showing that nurses

report finding it difficult to speak-up during demn-making, with fewer nurses than

14
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physicians feeling that disagreements in the IC& @mpoperly resolved, or that input
from nurses about patient care is well received. (FFQrthermore, ICU management
tend to overestimate the extent to which nursekhaiVe positive attitudes towards
teamwork, with variations in attitudes even exigtivetween the ICUs of a single

institution (71).

Discussion

The findings from the ICU research investigatingntevork are incorporated into a
prototype team performance framework for the ICugFe 2). In the framework,
team processes are sub-divided into the procedsesnomunication, leadership,
coordination and decision-making. These processed hehaviours drawn from the
literature that are indicative of effective teanogesses) are shown as influencing
ICU ‘outputs’. Additionally, the inputs of ‘teamtask’, and ‘leader’ are listed. These
are factors which have been shown in either the ¢€general psychology literature
to influence teamwork processes (7-14). The coscegtuded in the framework are
limited to those that have been directly addreseethe ICU teamwork literature.
However, it must be noted that there a number amteork concepts within the
applied psychology literature that have yet torbeestigated within the ICU, yet have
been shown as important for safety and performamogher high-risk settings. For
example, shared mental models for teamwork andvagkinformation (72), team
adaptability to changing circumstances (73), anel ithfluence of organisational
culture upon teamwork behaviours (74,75) are jashes of the additional factors
known to influence team performance. Furthermolte framework does not

necessarily illustrate the frequent changes in teamposition that occur in ICU, the

15
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influence this can have on performance (73), or tewhniques that are used to
mitigate the impact of constant changes in teansguerel (e.g. having a well-
established understanding of team roles (76)). stlyait is worth noting that the
framework better reflects the leadership struciareclosed’ ICU, where unlike in

‘open’ ICUs, leadership and decision-making terdsest with the intensivist (77).

There are a number of issues for discussion regguthis literature review. Firstly,
the article search strategy focused on the relghipn between teamwork and
performance outcomes. It did not fully consider tbasistency or quality of the ICU
teamwork measurement tools. For example, data h@em published on safety
climate surveys containing subscales that focuatttudes towards teamwork (65,71
78), and several observational measures have lm@toged to assess teamwork (25-
27). It was beyond the scope of this review to ss$& compare measures for their
reliability or validity. However, there does exstneed to develop a comprehensive

listing and review of the various tools availalide measuring teamwork in the ICU.

It is also necessary to consider the types of @aifreport, observational, attitudinal,
interviews) that have been collected to understaadgnwork in the ICU (table 1).
Each have well-documented limitations (79), suchthess Hawthorn effect (80) or
common method bias (81), and studies vary condiieran design, sampling
strategies and statistical analysis. For exampleeys and observations in simulators
tend to associate quantitative data measuring tesknand patient/team outcomes,
whereas real-life observations and interviews tendeneralise from the behavioural

patterns observed by investigators or practioniégatons on teamwork. This makes

16
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it difficult for this review to compare the weigbt significance of individual study

findings.

Lastly, it was found that the majority of reviewstlidies supported the relationship
between teamwork and ICU performance. As with awemw of published literature,
it is likely to be influenced by a publication big&2). However, it is noticeable that a
number of papers reported non-significant relatips between teamwork and
outcome data. For example, although teamwork ietgrons and perceptions of
teamwork are often associated with reduced patength of stay, they are rarely
associated with risk-adjusted mortality (24, 42Furthermore, when ICUs are
compared against one another, units with higheingat of teamwork do not
necessarily perform better on measures of unippeidnce (23). Lastly, many studies
use correlation analyses to test the relationskigvéen measures of teamwork and
measures of performance. More complicated predicivalyses are required to fully
understand the relationship between teamwork psesesand technical or
organisational outcomes. This in itself poses nwoerdifficulties, for example
ensuring that study sample sizes are adequatehahtemwork metrics are reliable.
Furthermore, there is need to develop longitudieakarch designs and to identify a
wider range of ICU outcome data that can be useddsessing team performance

(16,83).

Conclusions

The prototype team performance framework (figurec@hsolidates the existing

knowledge regarding teamwork and outcomes in tHe, l&d provides a structure

17
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against which to design and evaluate teamworkvatdgirons. An emerging direction
for future research is the relationship betweemtezadership and team performance.
Due to the hierarchical nature of acute medicamteathe behaviours of senior
physicians appear to significantly influence thecpptions and behaviours of other
team members. In developing interventions and té@ming programmes, it is

therefore critical to fully understand the rolel@ddership in ICU teams.
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Stage 1: Initial search
Electronic Search: Pubmed, Science Direct and Web of Knowledge

Keywords: Intensive care OR critical care AND / teamwork /
communication / leadership / decision-making / segation
Limitations: Articles in English and published after 1990. $har
inclusive of adult, pediatric and neonatal inteastare units
Results: 984 articles
A 4
Stage 2: Screening of results
Filter: Titles examined for relevance, THEN
Filter: Relevance of abstract examined in order to assess
information presented in the study
Results: 59 articles
A 4

Stage 3: Article selection

Inclusion criteria 1: Study investigated relationship between teamwarkl€U
outcomes, OR

Inclusion criteria 2: Study investigated the factors found to influetezem
processes in the ICU, OR

Hand search: Search of reference lists from included studiesrder to
identify further items of interest
Results: 35 articles

Figure 1. Literature review flow diagram
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Table 1. Methods used to study teamwork in the literatuéeng

Methods used to study teamwork  Total number Study reference number
of articles
Observations in real-life 8 19, 27, 28, 32, 55,%K,66
Observations in a simulator 4 25, 26, 41, 52
ICU staff interviews 2 23,33
ICU staff surveys 17 24, 29, 30, 31, 42, 47, 50,%8 58, 59, 62, 64, 65, 69, 70, 71
Error analysis 4 17, 20-22
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Input

| Team
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= Team hierarchies

= Team member roles

= Team climate

= Team communication norms

= Team member expectancies of one another
= Motivation, and ability to cope with stress
= Teamwork training

= Individual team member knowledge and experience
= Individual team member attitudes and personalities

| Task

= Task structure

= Protocols for completing task

= Checklists

= Requirement for team member collaboration
= Complexity and importance of task

= Time pressure

= Available resources

= Ergonomic design of work environment

Team processes

| Team communication |

= Information tr during written/verbal handoff
= Information disseminated on newly admitted patients

= Information distributed on patient treatment plans

= Appropriate information requests during patient emergencies

= Directed verbal and non-verbal communications

= Team ige commt ions (closed loop)

= Clear and direct requests made for team member assistance

Leader

= Leadership style

= Technical skills and prior task experience
= Personality

= Attitude towards team working

= Delegate and prioritisation skills

= Ability to assess abilities of team member
= Resilience to stress

Team decision-making

= Collaboration during decision-making processes when appropriate

= Junior team members able to discuss decisions with team leader

= Input from junior team members well-received

= Junior team focus on info ing for i patients
= Reduced discussion during emergencies and extreme pressure

= Junior team members show speaking-up behaviors 1
I Output
1

Team leadership 1 | Patient outcomes |

= Appropriate and clear delegation of workload 1 o

= Aspects of care are prioritised 1 ] Ad\{erse evenFs and critical incidents

= Discussions on patient It y = Patient mortality

= Team member input encouraged, and feedback listened to 1 - Patient length of stay

. ing team are with care plans 1] " Qu‘allty'o'f end of life care

=l ip and ibility when appropriate = Unit ef.f|<:|ency.

= Directive leadership during crises 1 - Compl.lance with protocols

~ = Thorough situation assessment on late arrival during emergency N * Technical performance
7 ,I
1
Team coordination | Team outcomes

1

= Team members are aware of one another’s activities 1 « Satisfaction with team workin

= Workload is distributed evenly and according to ability « Job satisfaction 9

= Core duties for team members are clearly outlined 1 « Staff morale

= Timely il ion transfer b team 1 « Stress

= Plans are ‘cross-checked' to ensure a shared understanding « Burnout

= Team members provide ‘heads-up’ for critical information 1 « Staff turnover
1
L o oo o o oo o o oo o e e e o

Figure 2. ICU team performance framework
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