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ABSTRACT 

 

  The search for effective leaders and the need for the creation of a balanced team have troubled 

theorists and professionals for a long time. Industries and services have initiated various programs and 

leadership models in their effort for better outcomes. Healthcare, although a late starter, has recently 

taken initiatives and implemented new leadership models which aim to guide healthcare professionals 

into the changing future. Several occupational groups, such a nurses and physicians have developed 

their own leadership models which apply to their own needs. However, despite each group’s efforts, 

healthcare remains a field where teamwork is needed, in order to achieve patient safety and quality 

care. Interdisciplinary teams seem to be the solution in this directions. The purpose of this study is to 

review and analyze in depth, leadership practices that were implemented in healthcare globally over 

the past decades and discuss with an impartial stance their outcomes and possible suggestions for 

improvement. 
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 INTRODUCTION 

  Leadership is a notion intertwined with human kind’s evolution. Throughout the history of man, from 

ancient times up until the twenty first century, people demand effective leadership; leaders that get 

results.  

  But what makes a leader great? How should a leader behave? If one asks these kind of questions to a 

variety of people, from construction workers to chief executives, they will certainly receive a sweep 

of answers. Despite the seemingly infinite possible answers, researchers have managed to categorize 

some of the desired traits a leader should possess. 

  Healthcare as a field has also taken initiatives in an effort to improve patient safety and quality care 

by modernizing current leadership models and introducing interdisciplinary teams that act across 

departments and are responsible for completing different tasks in different levels. Leaders of such 

teams face the challenge of creating a common vision for employees with different agendas and 

sometimes conflicting ideas. 

  This study aims at reviewing past and current leadership practices applied in healthcare in various 

countries, while simultaneously providing a critical view of these practices’ results and suggestions 

for improvement when necessary. 

 

METHODOLOGY 

  For the purpose of this study several online databases were used, including PubMed 

(www.ncbi.nlm.nih.gov/pubmed), Web of Science (https://webofknowledge.com) and Google Scholar 

(scholar.google.gr). More than fifty online books and articles were reviewed, in order to distinguish 

the best leadership practices and theories and their implementation in healthcare as well. These 

practices applied in several countries are not only mentioned but also thoroughly discussed in an effort 

to extract safe conclusions about the necessity for a change in current leadership behaviors and the 

effectiveness of healthcare interdisciplinary teams in this direction. 

 

 

 

https://webofknowledge.com/
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PART 1: LEADERSHIP REVIEW 

DIFFERENT STYLES OF LEADERSHIP 

  According to a research carried out by the consulting firm Hay / McBer, six distinct styles of 

leadership have been pointed out, all of which derive from different aspects of emotional intelligence 

[1].Each style has its unique effect on the climate of the workplace, either positive or negative. These 

styles are the following: 

1. The coercive style: it has mostly a negative effect but it is useful and productive in times of 

crisis or when a need for change is demanded. 

2. The authoritative style:  it maximizes the engagement of the team members. However, it fails 

when a team’s members are equal. 

3. The affiliative style: this style is used for creating bonds between the team members. Failure 

to correct bad performance is its major disadvantage. 

4. The democratic style: it creates a sense of belonging but has poor results during a crisis or 

when the employees are inadequate. 

5. The pacesetting style: it destroys the positive climate but has the best results in teams with 

highly skilled members. 

6. The coaching style: it creates the feeling that the leader cares deeply for the employees. It is 

the least used style. 

  The research concludes that a successful and effective leaders tends to fluctuate between those six 

styles and uses each style depending on the circumstances. This is a skill that can be learned and not 

an inherent trait of the leader. The summary of the research is shown on Table 1. 
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 Coercive Authoritative Affiliative Democratic Pacesetting Coaching 

The leader’s 

modus 

operandi 

Demands 

immediate 

compliance 

Mobilizes 

people 

towards a 

vision 

Creates 

harmony and 

builds 

emotional 

bonds 

Forges 

consensus 

through 

participation 

Sets high 

standards for 

performance 

Develops people 

for the future 

The style in 

a phrase 

“Do what I 

tell you” 

“Come with 

me” 

“People come 

first” 

“What do 

you think?” 

“Do as I do, 

now” 

“Try this” 

When the 

style works 

best 

In a crisis, 

with 

problematic 

employees 

When a clear 

direction is 

needed 

To motivate 

people during 

stressful 

circumstances 

To build 

consensus or 

to get input 

from 

valuable 

employees 

To get quick 

results from a 

highly 

competent team 

To help an 

employee 

improve their 

performance 

Overall 

impact on 

climate 

Negative Most strongly 

positive 

Positive Positive Negative Positive 

Table 1: The six leadership styles at a glance [1] 

  According to developmental psychology what makes effective leaders succeed, is their ability to 

understand their own action logic. A research that was carried out over the course of more than 25 

years in Europe and North America describes seven action logics that correspond to seven styles of 

leadership [2]. These ways of leading are the following: 

1. The opportunist: tends to put personal gain first, bends the rules, rejects feedback. 

2. The diplomat: avoids conflict, keeps the balance in a team, and creates problems in top 

leadership positions. 

3. The expert: exhibits a large amount of knowledge, seeks continuous improvement, and 

dislikes collaborations. 

4. The achiever: challenges and supports the team, creates a good atmosphere, enables the 

creation of bonds between team members. 

5. The individualist: uses the differences between values and actions to achieve further 

development. 

6. The strategist: creates shared visions, adapts organizational restraints, deals with conflict and 

succeed in bringing the change. 

7. The alchemist: deals simultaneously with many situations in multiple levels, always reinvents 

oneself 
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   % of research  
 

Action Logic Characteristics Strengths 

sample profiling at  
 

this action logic  
 

     
 

Opportunist Wins any way possible. Self-oriented; Good in emergencies and 

5% 

 
 

 

manipulative; “might makes right.” in sales opportunities. 
 

 

  
 

 

     
 

Diplomat Avoids overt conflict. Wants to belong; Good as supportive glue 

12% 

 
 

 

obeys group norms; rarely rocks the within an office; helps bring 
 

 

  
 

 

 boat. people together.  

 

 

    
 

Expert Rules by logic and expertise. Seeks Good as an individual 

38% 

 

 

 

 rational efficiency. contributor. 
 

    

 

 

Achiever Meets strategic goals. Effectively Well suited to managerial 

30% 

 

 

 

achieves goals through teams; juggles roles; action and goal 
 

  
 

 

managerial duties and market oriented. 

 
 

  

 

 

 demands.   
 

    
 

Individualist Interweaves competing personal and Effective in venture and 

10% 

 

 

 

 

company action logics. Creates unique consulting roles. 
 

  
 

    
 

 structures to resolve gaps between   

 

 

 strategy and performance.   
 

    
 

    

 

 

Strategist Generates organizational and personal Effective as a transforma- 

4% 

 

   
 

 

transformations. Exercises the power tional leader. 

 

 

  
 

 

of mutual inquiry,vigilance,and 

  
 

   

  

    
 

 vulnerability for both the short and   
 

 

 long term.   
 

    
 

Alchemist Generates social transformations. Inte- Good at leading society-wide 

1% 

 
 

 

grates material,spiritual,and societal transformations. 

 
 

  
 

 

 transformation.    
 

   

 

 

  
 

Table 2: Summary of the seven action logics [2] 
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  The research also indicates that a leader can transform from one action logic to another, through 

personal experiences, relationships with colleagues and formal educational and developmental 

procedures. The seven action logics apply on teams and organizations as well. 

WARMTH AND STRENGTH OF A LEADER 

  Another trait that can be found in good leaders is their ability to balance between their warmth and 

strength. People, and especially leaders, are often judged by their intentions towards others. The 

problem is that leaders usually focus on their competence and strength in the workplace, which can 

alienate colleagues. Behavioral science has indicated, after years of research, that leaders will find a 

clearer path towards influence if they project their warmth over their strength. It is a difficult task but 

not impossible. Leaders that take advantage of their colleagues need to affiliate, to belong and their 

desire to be understood, are the ones who are judged to be more effective [3]. The ideal combination 

of warmth and strength projection creates the “happy warrior” which is the leader that everyone looks 

up to in times of crises. These leaders deal with stress without being stressed and are able not only to 

keep their influence but also expand it. 

 

 

 

 

 

 

 

 

 

 

 

 

 

HOW WILL PEOPLE REACT TO YOUR STYLE? 

suggests that the way others perceive your levels of
you’ll elicit and your ability to inluence a situation. 

 

 

 

PASSIVE HARM 

 

PASSIVE SUPPORT 

 

 

 

COMPETENCE  

ACTIVE 

ENGAGEMENT 

W
A

R
M

T
H

 

Image 1: People’s reactions depending on projection of warmth and strength [3] 



11 
 

  The potential to enable innovation within employees is one other characteristic a leader should 

possess, especially during the current globalized environment. Innovative work behavior is the term 

used to describe the creativity and innovation aspects of the desired leader. Innovative work behavior 

consists of idea generation, idea promotion and idea realization. The most important factor for 

innovation to be achieved is leadership; more specifically transformational leadership. 

THE IDEA OF TRANSFORMATIONAL LEADERSHIP 

  Transformational leadership is defined in the terms of the leader’s effects on the follower. 

Transformational leaders are able to influence others by connecting their self-concept to the mission 

of the organization and by modifying their values. This results in a change of the followers’ behavior 

towards a willingness to contribute to the group’s objectives. Moreover, the greater good is put first, 

ahead of personal interests, as followers are motivated by the fear of disappointing the leader [4].   

  According to Bass, transformational leadership is comprised of four different elements [5]. 

1. Idealized influence is about the leader’s charismatic role modelling behavior. 

2. Inspirational motivation refers to the setting of a common goal which boosts employees’ 

output. 

3. Intellectual stimulation means that leaders challenge their followers to deal with old problems 

in new ways. 

4. Individualized consideration refers to mentoring and coaching behaviors of a transformational 

leader. 

  Research and Development organizations (R & D) are in great need of innovation and as a result, 

there is a great amount of research in the field of leadership. There are several leadership roles essential 

for innovation, such as idea generating, entrepreneuring / championing, project leading, gatekeeping 

and sponsoring / coaching.  [6] Each of these roles focuses on leadership behaviors within a project 

group. 

 

1. Idea generating: involves developing and testing new ideas and creative problem solving. 

2. Entrepreneuring / championing: involves obtaining ideas and selling them to those outside 

the project group. 

3. Project leading: includes motivation, coordination and project completion 
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4. Gatekeeping: focuses on activities both inside and outside the project group, such as 

information management. 

5. Sponsoring / coaching: provides guidance and develops team member’s abilities. 

 

  Research has shown that leaders who engage into multiple roles and try to expand their influence 

outside the project team’s zone will be more successful and effective than leaders who only focus 

inside their team’s perimeter. Also, leaders will be more effective product champions than nonleaders.  

 

RELATIONALLY AND TASK FOCUSED LEADERSHIP STYLES 

 

  Recent studies suggest that leadership is described by four key elements: leadership is a process, 

entails influence, occurs within a group setting or context and involves achieving goals that reflect a 

common vision. Based on these four elements, leadership styles can be categorized into approaches 

that focus on people and relationships to achieve the common goal and those that focus on the tasks to 

be accomplished [7]. 

 

  Relationally focused styles of leadership include: 

1. Transformational leadership that motivates people to do more than the initially planned and 

often more than they thought was possible. 

2. Individualized consideration which focuses on understanding the needs of each follower and 

works continually to get them to develop their full potential. 

3. Resonant leadership which inspires, develops, coaches or even includes others in the face of 

adversity. 

 

On the other hand, task focused leadership styles include: 

1. Transactional leadership that focuses on the exchange that takes place between leaders and 

followers to achieve their goal. 

2. Dissonant leadership that undermines the emotional foundations required to support and 

improve staff success and is characterized by pace setting and commanding. 

3. Instrumental leadership focuses on the strategic and task-oriented aspects of the leaders. 

4. Initiating structure refers to the degree to which leaders set clear goals, create well defined 

communication channels and focus on attaining goals. 

5. Passive avoidant leadership reacts only when problems have become serious and demand 

corrective action and usually avoids making any decisions. 



13 
 

6. Active management-by-exception emphasizes on monitoring task execution for any problems 

that might arise and correcting those problems in order to maintain performance levels. 

7. Laissez-faire styles are described as avoiding decision making and accountability.  

 

THE IMPORTANCE OF THE TEAM 

 

  People want effective leaders to guide them into the future with success. However, it should be noted 

that a leader, especially nowadays, never acts alone. There is always a team, a group of persons, 

colleagues or followers who surround their leader and set a common goal. Therefore, it is safe to say 

that an effective leader makes an effective team and vice-versa. 

 

  Teams are complex and dynamic structures which are always in motion and as a result defining them 

is rather difficult. Most commonly teams are viewed as three-stage system where they utilize resources 

(input), maintain internal processes (throughput) and produce specific products (output). In order to 

define the effectiveness of a team, three different features of teamwork are used which are described 

below [8]. 

 

  Organizational structure: Teams, or whole organizations in a larger scale, should have a clear 

vision, which encompasses the underlying values. There is a need for clear definition of tasks and 

accountability. Shared values are transformed into behavioral norms. Within a team, individual roles 

should be clarified, understood and respected by everyone. A successful team needs a specific number 

of members in order to be productive. Adequate resources are essential in creating a safe environment. 

Finally, the more complex a team’s task is, the more an effective leader is required. 

 

  Individual contribution:  Relationships between team members are essential to a team’s success. 

Trust may be slow to build but once settled creates willingness to share, which boosts a team’s 

productivity. Each individual brings a unique role to a team and before a person can contribute to their 

maximum, they must be self-aware. All these bring commitment to a common goal. Nevertheless, 

flexibility is needed in order for a team member not to feel confined. 

 

  Team processes:  It is a leader’s task to balance the team’s complex processes. Leaders must 

coordinate their colleagues and employees to perform their roles. Leaders create effective 

communication channels and keep the team cohesive, despite any differences the member might have. 

A successful leader copes with sometimes hard decision making, is responsible for resolving and 
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possible conflict and ensures that social relationships are enabled. Finally, performance feedback is 

needed for the team to move ahead.  

 

Organizational 

structure 

Individual 

contribution Team processes 

   

Clear purpose Self knowledge Coordination 

Appropriate culture Trust Communication 

Specified task Commitment Cohesion 

Distinct roles Flexibility Decision making 

Suitable leadership  

Conflict 

management 

Relevant members  

Social 

relationships 

Adequate resources  

Performance 

feedback 
   

 

Table 3: Characteristics of effective teamwork [8] 

 

  One key factor that a leader should take into consideration in order to get the desired results is the 

team’s climate. Enhancing supportive behavior between team members through a common goal, 

creates commitment to innovation. This support for innovation may increase the number of ideas 

developed within the team, because team members are more open to sharing their thoughts. However, 

sharing ideas might sometimes lead to a declination from the goal. Thus, creating a climate for 

excellence among the team members, moderates the relationship between support for innovation and 

team innovation, because a high climate for excellence can ensure the quality of ideas generated and 

implemented [9].  Under a high climate for excellence team members will first reflect upon their ideas 

before sharing them with the rest of the team. Additionally, through team processes these ideas can be 

moderated or even sometimes rejected. Finally, a high climate for excellence makes the members more 

willing to work harder and to the maximum of their abilities, becoming able to overcome obstacles 

through the implementation of their ideas. 

 

MODELS AND PRACTICES FOR EFFECTIVE TEAMWORK 

 

  Managing a multigenerational workforce is another problems that modern leaders face. Today’s 

workforce comprises Traditional, Baby Boomers and Generation-X employees. Effective leaders must 
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understand the times and generational characteristics of these employees and assure that employees 

understand and respect one another’s differences. 

 

  The ACORN model is often used in order to manage multigenerational team members [10]. A leader 

should: 

  Accommodate employee differences by clarifying expectations of each employee and assuring 

generational values and work demands are met. 

  Create workplace choices by deleting activities that do not add value and providing opportunities for 

cross training. 

  Operate from a theoretically-sound, sophisticated management style by being prepared to enact their 

role, review and learn, respect their employees’ competences and by providing feedback. 

  Nourish retention by providing on-the-job training and using generational characteristics as 

advantages.  

 

  Several leadership practices have been proposed for managing multigenerational workforce. Image 2 

below shows some of them as proposed by Bardwick in his article “In praise of good business”. 

 

 

Image 2: Good business and leadership practices [10] 



16 
 

  In the wake of the twenty-first century new leadership models emerged which have been marked by 

the emphasis on the task of management. While leadership itself enables people and organizations to 

face new challenges, management addresses situations where the current level of learning is sufficient 

to face the circumstances. Therefore, an alternative view of leadership has been shaped, where leaders 

cannot control the culture of their organization, but can only influence that direction as it emerges. 

This is because leadership is viewed as a collective cultural activity and as a result the notion of shared 

or distributed leadership is shaped [11]. 

 

PART 2: LEADERSHIP IN HEALTHCARE 

 

  One can easily understand that effective leadership is a very important subject that has troubled 

mankind almost since its birth. Years and years have passed with experts trying to apply leadership 

models in various aspects of human kind’s avocations.  From military to industry and from public 

administration to high technology companies, everyone is searching for the most successful leadership 

style and pattern. 

 

  Healthcare is another field that has recently demanded for new types of leadership. Due to the fact 

that healthcare services are almost globally organized in a certain way – that is the existence of separate 

“hubs” of workers within a hospital, such as doctors, nurses, para-medics and administrative staff, that 

have their own tasks and hierarchy but must work together most of the time - the need for new ways 

of leadership and the search for effective leaders and teams was almost non-existent. 

  

 However, the current globalized economic environment is becoming increasingly dynamic and 

competitive. Higher quality of living has created an increase in people’s life expectancy which as a 

result translates into more patients, with more health problems. It has become obvious that healthcare 

is a field in great need of change in its culture, and leadership is one aspect that many changes occur. 

 

THE PARTICULARITIES OF HEALTHCARE  

 

  Although the demand for effective leadership and teamwork is the same for healthcare as it is for 

other fields, it should be noted that healthcare services possess some particularities. For instance, there 

is a certain need for a change in organizational culture, but most importantly there is the factor of 
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patient safety along with quality of care. Thus, healthcare leaders not only have to attend to their 

employees’ needs but also to their patients’.  

 

  According to Weingart and Page in their article “Implications for practice: challenges for healthcare 

leaders in fostering patient safety”, modern leaders in healthcare services have to face five major 

problems, in order to make sure that patient safety is not compromised [12]. 

   

  First of all, the organization of the hospital and the clinic contribute importantly to the level of the 

patient safety. This includes electronic systems, new technologies and an organizational culture that 

foster patient safety. The fact that most healthcare organizations are monitored by governmental 

regulations should also be taken into notice. 

 

  Additionally, healthcare leaders have the difficult task to monitor and measure the care their 

organizations provide. The difficulty comes from the fact that there is not a single, universal 

measurement system.[12] Spreading and sustaining change is one of the most difficult challenges, due 

to the fact that are many barriers within healthcare organizations with deep roots, but the need for 

innovation seems to be greater than ever.  

   

One more challenge comes from the fact that healthcare leaders are accountable to consumers as well 

as to regulatory and accreditation bodies for the quality and safety of the services delivered by their 

organizations. Making a public commitment to patient safety seems to be the solution, although 

discrepancies may occur. 

 

  Finally, because of healthcare organizations’ mission to heal, leaders must not only deal with 

accidental errors and mistakes, but also with the injury itself and its meaning to those involved. Taking 

the pulse of the organization is an important step a leader should not forget. 
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allenges in patient safety leadersh 

1. Organising care  
 

 What goals should executives set with respect to patient safety?  
 

 What management and governance structures are useful and what responsibilities should 
be laid out and assigned explicitly, in order to move a patient safety programme forward?  

 
 Should quality and safety remain distinct organisa-tional entities or would the 

combination offer economies of scale?  
 

 What is a safety culture and how can health executives create one?  
 

 What are the implications of patient safety strategy for human resources development of 
the healthcare workforce?  

 
 How can we align incentives within an organisation to improve patient safety?  

 
 How can we engage staff over whom we have little direct control?  

 

1. Monitoring and measuring safety  
 

 How should we monitor our progress in achieving safety milestones?   
 What metrics are most useful?  

 

2. Spreading and sustaining change  
 

 How can leaders nurture, disseminate, and maintain successful innovation, particularly 
when faced with competing priorities?  

 
 How should leaders choose among best practice recommendations and potentially 

expensive invest-ments in technology?  
 

3. Public reporting and accountability  
 

 What can a leader promise consumers about their next episode of care?  
 

 What kinds of events are they obliged to report to regulators?  
 

 

 What should be reported publicly in order to satisfy the executive’s obligation to 

consumers, employees, and the public good?  

 

4. Self-management  
 

 How can the executive communicate the safety mission in a way that is taken seriously? 
What arguments and behaviours make the case?  

 

  Table 4:  Challenges in patient safety leadership [12] 
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THE NEED FOR PATIENT SAFETY: THREE GRADES OF LEADERS 

 

 The need for patient safety leadership is major, however, very little research has been carried out in 

the healthcare field. On the other hand, leadership for effective safety management has been the focus 

of research attention in industry for a number of years, especially in energy and manufacture sectors 

[13]. As a result, several industry approaches for leadership have been proposed for a possible 

application in healthcare. Transformational and transactional styles of leadership are used and three 

grades of leaders are recognized. 

 

  Supervisors are the front line leaders who in healthcare equate with leaders of established groups, 

such as ward sisters. These leaders are responsible for achieving and maintaining the well-being of the 

team. Transformational leadership is found to be very effective in encouraging safety behaviors from 

the employees. Enabling open communication channels between supervisors and employees, assures 

safety commitment and lower accident rates. Safety is achieved when employees participate in 

decision making.[13] However, in circumstances such as operating tables where team members often 

change, transactional leadership is found to be more effective because of the high stress levels and the 

need for immediate action. 

 

  Middle managers’ behavior is crucial for high safety performance. Transformational leadership 

assures that safety comes first. In terms of direct results, leaders can prioritize safety over productivity, 

especially when their goals are in conflict. Participative, transformational leadership seems to be more 

effective, but it should also be taken into consideration that middle managers are also responsible for 

channeling the supervisors’ vision towards the senior managers [13]. 

 

  Senior managers are usually located away from the operational activities. In healthcare, they equate 

with chiefs of staff. Senior management has an important influence over safety. These leaders are 

highly transformational and demonstrate personal commitment to safety symbolically, engage 

everyone in decision making and are clear and transparent about safety. They view occupational health 

and safety as an integral part of productivity [13]. 
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Table 5: Leadership behaviors for safety [13] 

 

QUALITY CARE AND TRANSFORMATIONAL LEADERSHIP  

 

 One of today’s healthcare most requested goals is quality of service. Healing the patients may be the 

ultimate goal but achieving it through qualitative productivity is the key. Different types of leaders 

affect quality in different ways, including the effects they may have on the stress or well-being of their 

staff, which in turn is related to the quality of care produced, and as a result conflicts might appear [14]. 

 

  Transformational leadership continues to be considered the most desirable leadership style for 

healthcare services, because of its focus on staff motivation and embrace of change. However, it is not 

 

Transactional behaviors Transformational behaviors 
 

 
 

   
 

Supervisors 

 

   Monitoring and reinforcing 

workers’ safe behaviors Being supportive of safety 
 

  initiatives 
 

 

Participating in workforce safety 

activities 

Encouraging employee 

involvement in 
 

 (can also be transformational) safety initiatives 
 

Middle 

managers 

 

 

Becoming involved in safety 

initiatives 

Emphasising safety over 

productivity 
 

 (can also be transformational) Adopting a decentralised style 
 

  

Relaying the corporate vision for 

safety to 
 

  supervisors 
 

Senior managers 

 

 

Ensuring compliance with 

regulatory 

Demonstrating visible and 

consistent 
 

 requirements commitment to safety 
 

 

Providing resources for a 

comprehensive safety programme Showing concern for people 
 

  

Encouraging participatory 

styles in 
 

  

middle managers and 

supervisors 
 

  Giving time for safety 
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easy to be achieved since change is usually imposed by the very methods of transactional leadership 

which a leader in healthcare services tries to avoid.  Moreover, the greater the need for change, the 

more a leader is having difficulty in creating participative decision making [14]. 

 

  Another conflict healthcare leaders must face is that between quality and efficiency. Management 

must mean what it says and the message should be clear. It is not about choosing between quality and 

efficiency. All employees should share the vision that these two concepts complete each other [14]. 

However, in healthcare, sometimes a choice must be made because the decision to save a patient’s life 

comes before both quality and efficiency. 

 

  The third conflict is more fundamental to healthcare services than other fields. Non-clinical leaders 

tend to avoid the front line. It is true that care sometimes is not good enough. Mistakes do take place 

and people suffer as a result. Leaders need to be close to both the patients and the employees, in order 

to make the right – although at times hard – decisions [14]. 

 

CURRENT CHALLENGES IN HEALTHCARE: FRAGMENTATION OR CONCURRENCE 

 

  The beginning of the twenty first century has imposed several structural changes in different areas of 

healthcare organizations.  The increased demand for financial resources along with the latest technical 

developments has forced administrative management to search for new models of organizational 

structure and leadership. Healthcare leaders have the obligation to guarantee safety and quality of care. 

Simultaneously, they have to face considerable tensions and conflicts between occupational groups 

within the organization e.g. nurses and doctors. Moreover, the ability to influence the outcome of a 

medical treatment seems to be limited. All these indicate the need for the development of new styles 

of healthcare leadership. 

 

According to Willkstrom and Dellve [15], modern healthcare leaders must meet three different logics: 

the administrative logic which is found to be stressful and time-consuming for clinical leaders, the 

employeeship logic which involves supporting both individual employees and the collective 

development of employeeship, and the strategic logic which main challenge is the creation of space 

and time for future strategic plans. 

 

  Fragmentation leadership seems to be one answer for these challenges. Leaders define the challenges 

they have to face and structure the management of them, in order to avoid everyday interruptions [15]. 
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Routinisation and prioritization are the key words. Leaders also allocate logics based on individual 

talents and personalities. The creation of new leadership and employeeship models within the 

organizations demands respect and understanding of the other person’s abilities and competences. 

 

  The other answer seems to be concurrent leadership. This model integrates the strategies for 

managing challenges as part of a continuous strategic work. Leaders who follow this example, possess 

a proactive style in their management of conflicts. Instead of separating the different logics, they 

choose to emphasize on their dependencies and mutual points. They try to motivate their employees 

through participative leadership and as a result they face every day’s dilemmas with success [15]. 

 

  Healthcare services have a particularity which is not easily found on other fields, such as military or 

industry. There is a strong presence of female workers, especially among nurses, who have the 

competencies and the desire to lead. However, different gender sometimes means different style and 

as a result, new challenges arise. 

 

THE ROLE OF GENDER 

 

  Women are just as capable of leading complex organizations, such as hospitals and clinics, as men. 

However, they tend to face far more challenging aspects of family, social and gender roles. Under this 

prism, women are found to take on transformational styles of leadership, rather than transactional. 

They want to inspire and motivate others and create a shared vision among team members. Women 

are underrepresented in key positions of health care management, thus they approach a style that emits 

love and not fear [16].It should also be taken under consideration the fact that mentoring plays an 

integral part in women’s style of leadership. They guide and encourage younger colleagues far more 

easily than men, perhaps due to the fact that most of them had mentors themselves early in their career. 

 

HEALTHCARE TEAMS AND LEADERS 

 

  Because of the complex characteristics of health care services, effective leadership gets the best 

results via effective teams. Health care teams have become a widespread tool of achieving quality and 

safety patient care. Team cohesion is strongly linked with productive outcomes. Commonly, teams are 

defined as a small number of members who share a common vision. In healthcare, where several 

different “hubs” of workers are noted and conflicts among individuals are inevitable, the term of team 

has a more open meaning of a dynamic system with members constantly rotating. In addition to all 
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these, there are interdisciplinary teams where members of different origins and with different agendas 

try to achieve a common goal. 

 

  Needless to say there is not a single prescription for the formation of a successful health care team. 

Obstacles will always arise. However, there are some characteristics which seems vital to the function 

of such a team. Firstly, the goals of a team should be clear because they act as an intermediate link 

between the purpose of the team and its outcomes. These goals must be set collaboratively. Leadership 

influences the activities toward goal achievement [17]. Good leaders are able to manage conflicts, co-

ordinate, give direction and provide feedback. Communication channels must remain open so that the 

diversity of team members’ skills can be exploited. Cohesion creates a mutual team spirit and lengthens 

the team’s cycle life. Finally, mutual respect between team member is essential in creating the belief 

that a team is effective when all opinions and talents are heard and used. 

 

  A mention should be made about one core competency for health care administrators – that of 

emotional intelligence. The growing interest for emotional intelligence in all businesses recognizes the 

importance of interpersonal skills and the ability to get along with others. A modern healthcare 

administrator, whether clinical or not, can no longer ignore feedback and fend-off any advances 

through head-to-head competitive measures. Collaboration is the new vehicle to get safe and quality 

results [18]. 

  

 However, healthcare has not embraced emotional intelligence, although the recognition of a leader’s 

personal values can actually strengthen his or her position within the organization. Health care 

professionals may have a hard time believing that they need to improve their interpersonal skills or 

they cannot simply comprehend that most of their every day’s actions derive from the components of 

emotional intelligence. 

 

  New developments in recent years push for assessment of healthcare management, which is found 

inadequate. After the healthcare professionals realize the crucial importance of emotional intelligence 

in their own managerial style, a training program should begin. These programs often have four phases: 

(1) preparation, (2) training, (3) transfer and maintenance, and (4) evaluation. The ultimate goal is to 

increase motivation, build trust between the trainer and the participants and make sure of a continuous 

effort for evolution. Several emotional intelligence assessment tools are used during those processes 

[18]. 
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Component  Definition 

   

Self-awareness 

 

 

Having a deep understanding 

of 

  one’s emotions, strengths, 

  

weaknesses, needs, and 

drives. 
 

Examples of application 

 

Confidently making decisions when budgets must 

be trimmed in medical areas. 

Knowing that the values of the health care system 

are not congruent with yours. 

Recognizing that the late night committee 

meetings are affecting your family relations. 

Self-regulation A propensity for reflection, 

ability 

 

to adapt to changes, saying no 

to 

 

impulsive urges. 

 

Knowing when to step away if having an 

argument with a provider. 

Acting to correct medical billing compliance 

issues rather than ignoring them. 

Accepting responsibility over additional 

healthcare facilities 

Self-motivation Driven to achieve, being 

 

                    passionate over profession, 

 

                                enjoying challenges 

Setting up a senior manager retreat to allow the 

best environment for planning.  

 

Being optimistic even when census is low.  

 

Embracing diverse populations of patients and 

employees.  

 

Social awareness  Thoughtfully considering               

                              someone’s feelings when            

                              acting.                                           

Thinking of the family’s perspective when 

involved in bioethical decisions. 

Being compassionate when dealing with 

employees and their personal problems affecting 

their work 

 Being patient-centered 

Social skills Moving people in the 

direction 

 

you desire. 

 

Being able to negotiate a favorable managed 

care contract.  

 

Having employees satisfied with their 

performance evaluation.  

 

Using good listening skills when talking with 

governing board members.  

 

Table 6: Healthcare administration application to emotional intelligence [18] 

 

PART 3: LEADERSHIP AMONG NURSES 

 

Perhaps the first occupational “hub” in healthcare – and by far the largest in size – that realized the 

importance of drastic change in leadership, was that of nurses. Nurses are described as front line 

soldiers by all healthcare professionals, no matter the department they belong to. From emergency 

room to psychiatric wards, nurses are the first who make contact with the patient and are responsible 
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with multi-functional tasks such as comforting the patients, making sure that rules of public health and 

cleanliness are applied, or even that the right treatment is administered. 

 

  Nursing staff comprises mostly of women. This means that there are a lot of transformational actions 

and thoughts, whereas doctors, either men or women, are usually linked with the transactional style. 

Furthermore, nurses work globally in cyclic hours, except of chief nurses, which makes the co-

ordination of a team quite difficult. There is of course a certain amount of respect in chain of command, 

but nurses most of the time are free to take initiative and are the first to be alarmed if a problem arises 

about a patient’s safety. 

 

  Nowadays competition is obvious in every sector of healthcare and nurses apart from seeking for 

further education and skills, look also for improvement in leadership development. This is perhaps due 

to the fact that although they comprise the largest occupational team within a healthcare organization, 

they are universally considered to be a sort of sidekicks to the doctors. They cannot decide the course 

of treatment, but are responsible for assuring it is applied. 

 

Three are the major factors that seem to drive nurses for further leadership improvements. These are: 

the need for achieving better quality and safety patient care, the creation of a warm climate between 

staff members and most importantly the longing to excel in their own game and differentiate from the 

major counterweight – the doctors. 

 

PRACTICES IN GREAT BRITAIN’S NHS 

 

  The national health system (NHS) of Great Britain was one of the first organizations that understood 

and embraced the need for change in leadership. Tired of the bureaucratic, transactional style that was 

predominant in NHS, nurses tried to make a difference by applying leadership models which were 

more ideologically close to their constant struggle for patient care. 

 

  According to a case study back in 2003 by Genevieve L. Thyer of Ward U of NHS, nurses 

implemented new transformational leadership styles and managed to overcome difficulties in 

communication, low morale and problematic staff-patient relationships all of which led to many 

departures from the clinic. Nurses felt trapped within a structure that operated without taking into 

consideration their needs and their competency standards. In addition the division of tasks between 
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registered nurses (RN) and enrolled nurses (EN) only complicated things more, because of the existing 

culture of “us vs. them” [19].  It should also be mentioned that in this case study the goals were seen 

from two different points of view. The manager saw them from a transactional perspective whereas 

the clinical nurse specialist (CNS) took a transformational stand. 

 

In Ward U, members of the staff understood that their team was ineffective and the need for change 

became obvious. Nurses decided to organize meetings where opinions would be exchanged and 

proposals would be heard. Decision making remained with the manager, but nurses are now able to 

participate in the process of decision making and take charge of immediate patient care issues every 

day. [19] 

 

  Management in Ward U also created a new vision for the organization that was expressed in its 

mission statement. The main problem with nurses seemed to be the lack of sense of belonging, which 

comes to contrast with their transformational nature. New leadership tries to link vision to goals and 

motivate staff for more involvement in the mission. 

 

  A learning environment was also enabled. Nurses are questioning old ways and find new solutions to 

old problems. Nurses, doctors and patients now interact as equals and ensure that maximum patient 

care is provided. Professional development is encouraged and staff morale has increased. In addition, 

autonomy of a team member is ensured by awareness of a person’s talents, gifts and power. Quality 

patient care is not only achieved between nurse and patient but also between nurse and nurse [19]. 

 

  However, years of transactional ways and cultures are not easy to be ignored. Teams in Ward U are 

not quite effective yet. This ward is currently functioning at a reactive level where focus is on the past 

and individuals are more concerned about themselves rather than the team’s well-being. Changing 

outlook to a more transformational style will actually save money and improve staff’s morale, but the 

rhythm of change is slow and patience is needed. 

 

  Great Britain’s NHS has recognized the need for change in leadership as a whole organization and 

several development programs have been deviced to meet this need, at national, regional and local 

levels [20]. One of the first programs developed was the Royal College of Nursing (RCN) Clinical 

Leadership Program which started in 1994. It runs over a course of eighteen months and helps clinical 

nurses with leadership positions to improve the quality and safety of patient care. Five key areas are 
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the focus of this program: self-management, team management, patient centered care, networking and 

political awareness.  

   

Due to need for radical change and the fact that programs must be as realistic as possible, another 

approach was developed at national level: the Leading Empowerment Organizations Program (LEO). 

The philosophy of this three day program is based on the principles of empowerment, respect and 

dignity. It improves relationship management and helps nurses at problem solving and risk taking skills 

[20].  

 

  The regional evaluation of LEO conducted by Werrett et al. in 2002 was positive and the overall 

program was recognized as useful by the participants. However, only a few of them managed to report 

a specific occasion where LEO in fact helped them in their clinical care. New skills and knowledge 

were developed, but the extent to which this had “improved” practice was less clear. The most 

interesting results from this evaluation address the participants’ opinion of their own healthcare 

organizations [20]. The majority of them described their organization as a machine, where leadership 

is executed by senior management. Less participants characterized their organization as a “choir” with 

a shared vision about the future. Only a few of those questioned considered their organization as living 

and able to adapt to the constantly changing circumstances of the environment. 

 

PRACTICES IN CANADA 

 

  In Canada the importance of nursing leadership in patient safety and quality care was recognized 

from as early as the early 1990’s. Several studies were conducted trying to measure leadership and its 

outcome on patients’ course. According to Wong, the adoption of a transformational leadership style 

on behalf of the nurses has major impacts on patient satisfaction, mortality and safety outcomes, 

adverse effects and complications [21].  

 

  Positive leadership behaviors such as transformational ones, are associated with an increase in patient 

satisfaction. More specifically, the charge nurse’s span of control moderates the relationship between 

nurses and patient. A wide span of control decreases the positive effects of transactional leadership on 

patient satisfaction [21].  
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 High staff expertise along with staff stability and effective leadership play a key role in keeping the 

mortality rates low. Moreover, stable leadership with positive behavior manages to face unexpected 

complications in a more effective way [21]. 

 

  The strongest relationship between leadership and patient outcomes in all the studies was that with 

reduced adverse events. Practices such as, open communication, participation in decision making, 

formalization and relationship oriented leadership reduce the prevalence of adverse events in nursing 

home residents and create a safer patient environment [21].   

 

  The absence of strong leadership in combination with the results of several studies had a great impact 

on Canadian healthcare organizations’ decision for strategic initiative changes. Nurses in Canada 

understood that without transformation leaders who are able to inspire and engage people in a shared 

vision for the future, sustainable healthcare reform was not possible. 

 

  Back in 1991, an in-house management training program was developed for nurse managers in a 

community hospital setting, using situational leadership theory as its framework [22]. It lasted over a 

period of six months and the evaluation results indicated positive changes in leadership styles, although 

the sustainability of those changes was not confirmed.  

 

  In 1997 a transformational leadership course was developed for nursing students which included both 

classroom and experiential components. Students were required to design, implement and evaluate an 

entire change program. The results showed and increase in the participants’ competencies in major 

leadership behaviors, such as communication, association, delegation and initiation [22].  

 

  The Canadian Leadership and Organization Development (LOD) team developed the Leadership Life 

Cycle model. This model highlights the core elements needed to implement change in current nursing 

leadership behaviors within Canadian healthcare organizations.  The program was first implemented 

in a healthcare organization of twenty thousand employees, serving approximately one million 

residents. The program’s innovation was the elimination of the chief nurse role and the creation of a 

new role called patient service coordinator [22].  

 

Participants were educated with four two-day courses which included teaching, group discussions, 

selected readings, case studies and self-assessment. After this, six weeks were given for the participants 

to complete their assigned projects. These projects involved specific improvement opportunities in 
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their work environment. Once these proposals were approved, they were required to examine the 

underlying causes and develop new solutions. At the end of the first year of the program, senior leaders 

recognized the commitment and contribution of the new frontline leaders [22]. 

 

  Several improvement proposals from the Leadership Cycle Model were applied, such as the reduction 

of the frequency of incomplete employee incident reports, the increase of staff participation in unit 

team meetings the improvement of waitlist management procedures or the increase of staff 

immunization. 

 

  All in all, the program was evaluated with positive results [22]. It had major impact on participants’ 

confidence and willingness to lead, awareness of leadership opportunities, communication, problem 

solving and the ability to support their teams in times of change. 90 percent of the participants had a 

development goal they were working on. Job satisfaction was improved. The only downside was that 

the program was addressed only to nurses and neglected other professions, such as doctors, and the 

need for creating interdisciplinary teams. 

 

PRACTICES IN THE AMERICAN HEALTHCARE SYSTEM 

 

  Nurses in the United States of America (USA) also found themselves in an urgent need for drastic 

change in leadership. After a series of national commissions which documented significant problems 

related to safety and quality, nurses of the US healthcare system, decided that they should be prepared 

with a different set of competencies, than those they had already developed. Challenged by the 2003 

Institute of Medicine (IOM) “Health Professions Education” report, nurses were motivated to deliver 

patient-centered care as members of interdisciplinary teams and emphasize on evidence based 

practices [23]. As a result, the Quality and Safety Education for Nurses (QSEN) program was 

implemented. This program was designed to facilitate execution of changes in nursing education. 

 

  One competency that QESN tried to develop for nurses was that of leadership along with 

collaboration and teamwork. A licensed nurse of the US healthcare system should be able to function 

effectively within both nursing and inter-professional teams and as a team leader to foster open 

communication, mutual respect and shared decision making. The ultimate goal is to achieve quality 

patient care. Moreover, nurses are encouraged to use evidence-based practices only. Through the 

combination of best current evidence, clinical expertise and patient preferences and values, they should 

opt for the maximum healthcare delivery [23].  
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  The evaluation of the program in 2006 indicated that although a significant amount of time was 

devoted to fostering teamwork and focusing on positive leadership behaviors within a nursing team, 

participants acknowledged that little was done to develop the same skills and communication methods 

essential to interdisciplinary team functioning [23]. They emphasized on the fact that better clinical 

outcomes are achieved when there is a quality team collaboration. The results about evidence-based 

practices were more encouraging, since most nurses were up-to-date with the latest methods and 

clinical skills and understood the constant need for further education. 

 

Knowledge Skills Attitude 

 Describe own strengths, 

limitations, and values in 

functioning as a member of a 

team 

 

Demonstrate awareness of 

own strengths 

and limitations as a team 

member 

Initiate plan for self-

development as a 

team member 

Act with integrity, 

consistency and 

respect for differing views 

Acknowledge own potential 

to 

contribute to effective team 

functioning 

Appreciate importance of 

intra- and inter-professional 

collaboration 

  Describe scopes of practice 

and roles of health care team 

members 

 

Function competently within 

own scope 

of practice as a member of 

the health 

care team 

Value the perspectives and 

expertise of all health team 

members 

  Describe strategies for 

identifying and managing 

overlaps in team member 

roles and accountabilities 

 

 

Assume role of team member 

or leader 

based on the situation 

Initiate requests for help 

when 

appropriate to situation 

Respect the centrality of the 

patient/family as core 

members of any health care 

team 

  Recognize contributions of 

other individuals and groups 

in helping patient/family 

achieve health goals 

 

Clarify roles and 

accountabilities under 

conditions of potential 

overlap in 

team-member functioning 

Integrate the contributions of 

others who 

play a role in helping 

patient/family 

achieve health goals 

Respect the unique attributes 

that members bring to a 

team, including variations in 

professional orientations and 

accountabilities 

  Analyze differences in 

communication style 

preferences among patients 

and families, nurses, and 

Communicate with team 

members, 

adapting own style of 

communicating 

Value teamwork and the 

relationships upon which it is 

based 
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other members of the health 

team 

 

to needs of the team and 

situation 

Demonstrate commitment to 

team goals 

  Describe impact of own 

communication style on 

others 

 

Solicit input from other team 

members to 

improve individual, as well 

as team, 

performance 

Value different styles of 

communication used by 

patients, families, and health 

care providers 

Discuss effective strategies 

for communicating and 

resolving conflict 

Initiate actions to resolve 

conflict 

Contribute to resolution of 

conflict and disagreement 

Describe examples of the 

impact of team functioning 

on 

safety and quality of care 

Follow communication 

practices that 

minimize risks associated 

with handoffs 

among providers and across 

transitions 

in care 

Appreciate the risks 

associated 

with handoffs among 

providers and across 

transitions in care 

Explain how authority 

gradients 

influence teamwork and 

patient safety 

Assert own 

position/perspective in 

discussions about patient 

care 

Choose communication 

styles that 

diminish the risks associated 

with 

authority gradients among 

team 

members 

Identify system barriers and 

facilitators of effective team 

functioning 

Examine strategies for 

improving 

systems to support team 

functioning 

Participate in designing 

systems that 

support effective teamwork 

Value the influence of 

system 

solutions in achieving 

effective team functioning 

Table 7: Teamwork and Collaboration in EQSN [23] 

 

  Due to the transformational nature of the nursing profession, it became clear that senior nurses take 

over mentoring roles for younger colleagues. In this direction, the Clinical Scholar Model was 

implemented. This model has nurses with leadership positions act as clinical scholars who challenge 

nursing practices through inquiry, observation and analysis and simultaneously encourage new 

professionals to ask questions and take initiative [24]. Clinical scholars assist other team members in 

navigating through the process of using evidence-based practices effectively and help them develop 

competencies essential to future leaders such as creativity, courage, compassion, strength and vitality.  
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PRACTICES IN OTHER COUNTRIES 

 

  Nurses in other countries have also rallied for a change in the current leadership patterns. According 

to associate professor Karien Jooste, South Africa has recently taken initiatives in order to develop 

new leadership styles for nurses in their healthcare system. 

 

  More specifically nurse leaders are now taking a more pragmatic approach in their leadership styles 

in order to face the challenges that the future brings in the healthcare system of a culturally diverse 

country, such as South Africa [25]. Under the new policy that the Ministry of Health is trying to 

implement, nurse leaders are expected to maintain principles such as, stewardship, respect, caring the 

patient’s needs and preferences, advocacy, honesty, confidentiality and high ethics values.  

 

  However, South Africa seems to be unable to keep on track with the changes in healthcare leadership. 

Although a program has been announced, few initiatives have been taken and people seem to rely 

mostly on older values of healthcare leadership [25]. This comes as no surprise, as South Africa has to 

face different cultural diversities and years of discrimination along with the effort for an economic 

rise. Willingness for change exist, but more steps must be taken. 

 

PART 4: LEADERSHIP AMONG PHYSICIANS 

 

Arguably the core of healthcare systems around the globe consists of the occupational “hub” of doctors. 

Doctors are the ones who decide the course of treatment, watch the patient’s health progress day by 

day and ultimately take the full responsibility for any case of possible adverse events. For years they 

seemed to be the sole holders of knowledge about human’s health and their decisions met no doubt. 

Furthermore, they were allowed to consider themselves above other professional teams, such as nurses 

or administrative staff, and act in this way. 

 

  However, the late technological achievements along with the widespread use of the Internet, shared 

the knowledge about humans’ health universally. Patients started questioning their doctors’ decision 

and motives. On the other hand, other employees of the healthcare systems initiated their own change 

in leadership, in an effort not only to modernize but also challenge doctors’ leadership scepter. 
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  Doctors used to lead in a transactional way where they would take the role of a pacesetting or coercive 

leader and expect of their team members to follow them through. Nowadays it has become obvious 

that doctors must change their leadership style too. Under this light, efforts have been made in order 

to make the change feasible and enable positive leadership behaviors. Besides, doctors are expected to 

lead in interdisciplinary teams with equal, highly expertized team members, rather than in teams 

comprised only of doctors. 

  

PHYSICIAN LEADERS IN GREAT BRITAIN’S NHS 

 

  Great Britain’s National Health Services (NHS) has launched a number of leadership initiatives over 

the past twenty years. Recent high profile media cases along with the reality that a change was an 

ultimate necessity for healthcare delivery services, have raised the issue of clinical in the public mind. 

These initiatives include primary care group leadership, clinical governance and chief executive 

programs and in practice involve team building, risk management, reflective practice, management of 

inadequate performance and employee motivation [26].  

 

  Nurses were the first healthcare team to realize the need to play an important role in the 

implementation of the new NHS. As a result, several nursing leadership programs have emerged. On 

the other hand, the medical response to these programs was at first rather negative, due to the prevalent 

opinion among doctors that the NHS is in danger of having “too many chiefs” [26]. However, current 

economic and technological circumstances have altered this point of view. 

 

  One of the first changes that doctors implemented in their effort to achieve a fundamental 

improvement in healthcare delivery, was the implementation of total quality management (TQM) 

principles in their clinical tasks. TQM creates the special opportunity for doctors to become both 

leaders and manager in their organizations. The British medical profession tried to achieve the 

transformation needed for a future proud, capable, supportive and satisfying to work NHS. [27] 

 

  NHS doctors who embraced the principles of TQM, started developing new clinical skills. The first 

and most important was the ability to perceive and work effectively in interdependencies. Doctors are 

now approaching other team members in order to share their opinions and ask for ways of 

improvement. In addition, they are now able to work in team with open communication channels, 

leaving behind years of transactional tradition [27].  
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  Work is now understood as process. In healthcare that means clinical care. Processes lead physicians 

– and everyone else in the team – to the sort of empathetic and collaborative behavior that fosters 

improvement [27]. Physicians under the TQM guidance, developed skills in collecting, aggregating, 

analyzing and displaying data on outcomes of care. Finally, they are able to design healthcare practices, 

bringing a balance between the constant battle of protocols and the need for autonomy. 

 

  However, these TQM principles are even today hard to be embraced, due to the fact that years of 

transactional tradition along with the lack of time and trust by other employees have set barriers to the 

doctors’ effort to change and act in a more transformational way. Moreover, physicians tend to deny 

the fact that their work is in constant interdependency with other healthcare professionals’ work [27]. 

 

  All the initiatives of the NHS physicians in their way to changing leadership shared one characteristic: 

the need to combine leadership with clinical commitments. The maintenance of contact with patients 

provides doctors in leading positions with credibility among colleagues and personal satisfaction. 

However, most doctors in chief executive positions are described as “keen amateurs” [28]. This is partly 

due to the fact that medical professionals still believe they are only leaders and not team members. 

Furthermore, all the changes in leadership styles were implemented without any real advice and 

training.  

 

  Perhaps the most crucial step in NHS effort, was the foundation of the Modernization Agency, whose 

purpose is to give national leadership to patient-process redesign work. The agency aims at further 

individual education, team training, change of current organizational culture and management of larger 

systems and environment [29]. Modernization Agency is considered a “package” designed to create 

and aligned set of resources and incentives for concrete improvement in the levels mentioned above.  

 

  The proposal for the new NHS, as far as the medical profession is concerned, seems to balance carrots 

and sticks. An increase in medical staffing and pay levels is guaranteed, along with an investment in 

personal development [29]. However, physicians must understand that they now act as leaders of a 

team, and need to change their own working culture, trying to achieve quality patient care and 

employee motivation, while being confined by protocols and use of evidence based medicine.  
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PHYSICIAN LEADERS WITHIN THE US HEALTHCARE SYSTEM 

 

  The U.S. healthcare system is under great pressure during the past few years to reduce costs. Doctors 

are they key drivers of healthcare spending and are part of the solution to the problem of cost reduction 

with a simultaneous quality care improvement. Many tools have been designed in this direction, but 

all of them demand active physician participation. Effective physician leadership seems to be critical 

to achieving collective accountability for outcomes [30]. Thus, US healthcare system identified new 

leadership models that actually help doctors become more effective leaders and accomplish quality 

and safety patient care.  

 

  Several studies conducted in the United States of America confirm that physicians, despite years of 

unchallenged tradition, are reluctantly changing their leadership agenda and alternate more effectively 

between transactional and transformational styles. Transformational physicians build trust and 

follower responsiveness, in order to have their transactional processes perceived as fair. They also 

encourage a mind-set of compliance, but simultaneously develop a climate of commitment which 

allows employees to pursue goals that are fostered by transformational leadership [30]. 

  The difficulty in applying these changes derives from the common wisdom that the term “physician 

leader” is oxymoron. A physician leader faces two seeming irreconcilable challenges: followers’ 

expectations that he or she ought to protect their clinical autonomy and organizational expectations 

that he or she should facilitate providers’ collective accountability for organizationally salient 

outcomes [30]. 

 

  According to David F. Caldwell in his article “Implementing strategic change in a health care system: 

the importance of leadership and change readiness”, although healthcare organizations in the United 

States of America are under great pressure from a variety of factors, change is rather difficult for them 

[31]. Professional standards, resources constraints, unique organizational structures often prohibit the 

implementation of strategic changes. Some groups within a healthcare organization, however, are 

better at implementing these changes than others. 

 

  Doctors were found to be more effective as leaders in the organizations’ effort to change when they 

are supportive of the new directions. This, of course, requires constant, direct communication with 

other team members. They must help staff members understand both the benefits of the change and 

the risk of continuing the current status quo. Adaption of transformational styles of leadership is the 

key solution to this problem, along with the implementation of norms in the work processes [31]. 
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  Cleveland clinic developed a program for improving physician leaders. It followed in the footsteps 

of other similar programs initiated by organizations such as Mayo Clinic, the Medical Group 

Management Association (MGMA) and the American College of Physician Executives. These 

programs deal not only with the challenges created within a healthcare organization, but also with the 

external environment, new technologies, personnel management and balance between costs and patient 

safety and quality [32]. 

 

  This program identifies several leadership success factors such as, mastery of visioning, 

communication, change management, team building, systems thinking and emotional intelligence 

(E.I.). There is an effort to improve the leadership deficits that classical medical training produces, 

without compromising the quality or safety of the healthcare services provided [32]. Current trainees 

acknowledge the need for leadership development in their field, in order to face the challenges health 

care brings. Becoming an effective physician leader demands not only excellent medical training and 

constant education but also features such as, collaboration, fellowship and resonant leadership.  

  

DIFFERENCES AND SIMILIARITIES BETWEEN GREAT BRITAIN AND USA 

 

  It should be taken into consideration that unlike Great Britain’s NHS, which operates as a living and 

constantly evolving organization, the US healthcare system is quite different. Most hospitals and clinic 

run without a constant governmental restrain and administrative services are rather decentralized [33]. 

Thus, it is more difficult to implement the critical changes in physician leadership needed. On top of 

that, years of transactional leadership ways along with the growth of defensive medicine, set their own 

barriers in the way of strategic change. 

 

  Despite the two countries’ differences in healthcare systems, there was one common need: the need 

for evidence based medicine, which was intertwined with leadership change. Clinical leaders must 

take important decisions usually as individuals (although there are group settings such as medical 

rounds and meetings) and in a relatively unconstrained context. On the other hand, managers take 

decisions after discussion with others, but they are more restrained by organizational barriers. As a 

result, the need to bridge the gap between managerial and physician leadership and create a common 

ground, led to the foundation of the Center for Health Management Research (CHMR) [33]. 
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  One of the CHMR’s main goals was to contribute to evidence-based managerial decision making in 

its member health systems. Its projects cover issues such as the evaluation of physician-organization 

arrangements, physician-system alignment, and the impact of organizational and clinical factors on the 

use of clinical guidelines [33]. Of course the ultimate goal is to improve the value of healthcare services 

for patients and communities. CHMR also inquiries care management practices, physician productivity 

and incentives and physician commitment and identification with systems and processes. 

 

PHYSICIAN LEADERS IN CANADA 

 

  Canada was one of the first countries to acknowledge the need for change in healthcare leadership, 

especially from the medical profession’s point of view. Instead of planning ambitious, national-wide 

developments, Canadian Ministry of Health first implemented a model of shared leadership – which 

states that those who are doing the job are the in the best position to improve it - at St. Joseph’s Health 

Care Parkwood Hospital, London, Ontario, in 1998 [34].The organization’s focus was on ambulatory 

care, rehabilitation, chronic care, long-term care and mental healthcare services. Both management 

and staff made a commitment to ensure there would be a successful implementation.  

 

The implementation phase started in some clinical units in 1996, while in others the proceedings were 

initiated in 1998, but the evaluation of the program took place in 2000, regardless of each unit’s starting 

date. Several drivers were acknowledged in order to succeed in the program’s implementation. 

Physicians used effective communication as a tool to gain information within each team’s members. 

There was constant education on the principles of shared leadership and the board provided the 

essential resources [34]. Chief physicians were responsible to make the rest of the employees develop 

a sense of belonging, appreciation and respect. Their support and involvement was believed to be the 

cornerstone of the model.  

 

  However, several barriers to the program’s implementations were noticed. Firstly, most employees 

were unable to use the concepts of shared leadership in a practical forum or to accept and personalize 

the need for change. Furthermore, communication often did not value council members or promote the 

sharing for information for decision making. This led to a lack of expectation that the program could 

be fully applied to the whole organization. Most physicians could not commit to the program as a 

participating team member [34]. It should also be noted, that when it comes to medical teams, junior 

members, such as residents and interns cannot be fully involved in a shared leadership model, since 

their position is by law denying them responsibility for patient safety or quality care.  
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  The Ontario province in Canada explored the trend in medical leadership models even further. After 

interviews with chief executives and physicians of the fifty two hospitals of the province and 

evaluations of their answers, a leadership action plan was initiated. Priority setting review sessions 

were established between hospital boards and chief physicians. These sessions aim for the 

strengthening of the relationships and the creation of alignment between staff members. All in all, the 

action plans’ main goals are to foster collective vision, nurture relationships between doctors and 

council members, live ethical values, create alignment and establish fair process [35]. 

 

PART 5: THE NEED FOR INTERDISCIPLINARY TEAMS IN HEALTHCARE 

 

  It is rather clear that regardless of the nurses’ or physicians’ various efforts for a change in leadership, 

most programs are characterized as less successful than anticipated. This can easily be understood by 

the fact that each proposed model addresses to one healthcare occupational hub only and ignores the 

other employee groups. In the wake of the twenty first century however, under the prism of a globalized 

environment and new technological advances, it is immediate for healthcare professionals to 

cooperate. 

 

  The goal of communication and cooperation is achieved through the formation of interdisciplinary 

teams. Healthcare services’ ultimate goal is the ensuring of quality patient care and safety. Patients are 

nowadays well informed about their health status and medicine is practiced in the most defensive way. 

The formation of such teams where physicians along with nurses and paramedic staff work together, 

in order to achieve the best treatment for the patient, while trying to deal with adverse events, seems 

to be the new solution to an old problem. 

 

  Interprofessional teams usually comprise of few member, both doctors and nurses. Their purpose is 

to ensure that a patient receives the best care possible, while simultaneously factors such as cost 

management and adverse events are taken into consideration. Their evidence-based practices give the 

staff the necessary freedom to act without the constant fear of mistakes, since protocol guidelines are 

followed. These teams are very useful in operating rooms and emergency situations, such as while 

performing cardiopulmonary resuscitation (CPR). 

 

  Leaders of these teams are obliged to use several styles of leadership and “fluctuate” between them, 

depending on circumstances. For instance, while performing a CPR cycle, team leaders should be 
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rather coercive or transactional, because the effort to bring a dead person back to life is one of the most 

stressful crises and a firm direction is needed. However, while not performing CPR, the same leader 

must be transformational or authoritative, in order to develop open communication between team 

members and gather information about better actions during the next crisis [36]. 

 

  Several countries have developed different types of interdisciplinary teams in healthcare 

organizations, share the same ultimate goal. The optimal performance of their staff and the best patient 

care. 

 

INTERDISCIPLINARY TEAMS OF GREAT BRITAIN’S NHS 

 

  Great Britain’s NHS developed strategies for interdisciplinary healthcare teams as early as 1990. 

Primary healthcare teams are usually composed of ten to twelve people, but at occasions they can ever 

reach forty or fifty members. Leaders of such teams use strong leadership while simultaneously are 

engaged in creating a cohesive team with a high drive for constant improvement [37]. Members of these 

teams are doctors, trust nurses, practice nurses, midwives, and administrative / clerical employees. One 

other feature of these teams is that most members are of female gender, which is actually an advantage 

in the effort of keeping open communication between team members.    

 

  After several years of applying primary healthcare teams, several studies were conducted, which 

reported that these teams lowered hospitalization rates and reduced physician visits, while maintaining 

function for elderly patients with chronic illness and functional deficits. Significant cost savings were 

made, which more than accounted for the costs of setting up the teams. Primary healthcare teams also 

appear to produce better detection, treatment, follow-up and outcome in chronic diseases such as 

hypertension [37]. The result of professionals working together in these teams was a reduction in 

duplication, the creation of streamlined patient care and the ability of those professionals to use their 

skills more cost effectively.  

 

  Primary care teams also produce enhanced patient satisfaction. Patients receiving care at home 

reported to include a higher mean number of social activities, fewer symptoms and generally a slightly 

improved feeling of overall health. Furthermore, caregivers of the team also expressed significantly 

high levels of satisfaction. An effective team not only improved staff motivation and job satisfaction 

but also mental health of team members [37]. Teamwork and satisfactory working relationships lead to 

promotion of innovation, which is essential to the healthcare sector. 
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  After the successful implementation of primary healthcare teams, NHS went forward with the next 

step of creating community mental health teams (CMHT). In terms of the number of individuals 

employed within each team, this ranged from six to fifty one. As expected, nurses comprised the largest 

occupational group. Other professions included psychiatrists, psychologists, occupational therapists, 

administrative staff and social workers. Multidisciplinary mental healthcare teams were constituted 

mostly of women, due to the fact that female gender was predominant in most professions, except of 

psychiatrists [37].  

 

  Psychiatrists were usually the atypical leaders of these teams, although at occasions a senior nurse 

could be in charge. Due to special nature of mental healthcare practicing, there was a positive climate 

between team members, while the leaders embraced authoritative and coaching styles [37]. However, 

it was indicated that teams which had more than one psychiatrists were less reflexive and with less 

innovative ideas. This was attributed to the physicians’ competitive attitude and their tendency to rate 

themselves above the team’s average.  

 

  All in all, interdisciplinary mental healthcare teams face many challenges. They are tasked with 

complex responsibilities. Moreover, team members are employed within two very different 

bureaucracies: those of health and social care. Each member must cooperate with another and current 

education and training is found inadequate. NHS’s current policy agenda is outcome oriented. Teams 

are expected to monitor their performance and effectiveness. The core organizational culture of those 

teams revolves around the idea that a team is more than the sum of its diverse constituent members 

acting individually. On the other hand, the National Health Service Patients’ Charter for Mental Health 

Services sets outs rights and expected standards of service for users and potential users of these 

services. As a result, mental healthcare teams must ensure that they “listen and act upon people’s needs 

and views” [37].  

 

  Interdisciplinary teams were found to be effective within hospitals and clinics too. These teams, often 

of professional staff with a number of members ranging between five and fifteen, have the task of 

delivering care or service to patients in a boundary spanning role, across departments, wards and 

specialties.  

 

  The coronary care unit team is heavily used in teaching hospitals of Great Britain’s NHS. This team 

provides care for patients with cardiovascular disease and problems associated with it, both acute and 



41 
 

chronic. Members of this team include nursing sisters, staff nurses, enrolled nurses, one domestic and 

three doctors (a consultant, a senior house officer and one house officer. Special care is delivered by 

using highly specialized and technical equipment. Therefore, complex decision making is demanded. 

Team members are involved with both the patients and their families and take an essential role in 

rehabilitation. More experienced members act as mentors and coaches for the newest recruits. The 

team leader is the medical consultant who is responsible, at board level, to the Clinical Director of 

Medicine [37].  

 

  Another multidisciplinary team is that of the Child Health Management. This team co-ordinates the 

Children’s Service in the community. A general manager, an assistant general manager, a primary care 

manager, a district dental care officer, a manager of speech and language therapy, a finance manager, 

a care group planner, a consultant pediatrician, a personnel manager and a nurse manager comprise the 

team. The general manager acts as team leader. This team is considered the top management team for 

the Child Healthcare Group [37].  

 

  The main purpose of the Clinical Management Team is to manage the General Medicine Directorate, 

while answering directly to the Trust Board. There are seven team members: one clinical head of 

service and a deputy clinical head (both doctors), a speciality manager, two nurse managers, a bed 

manager and a secretary. The clinical head of service is considered as the leader of the team. Tasks in 

this team are clearly separated and because members are highly skilled, the leader acts on a more 

pacesetting style [37]. 

 

  The Surgical Oncology Team provides care for patients suffering from cancer in busy teaching 

hospitals. There are fourteen members: two consultant surgeons, two ward sisters, two medical 

secretaries, two senior house officers, four surgical house officers, and two oncology care nurses. This 

is a complex decision making team that provides diagnostic services, treatment and follow-up care for 

cancer patients, using in-patient and out-patients resources. The team leader is the senior consultant. 

Because of the high prevalence of breast cancer, there has been recently formatted a highly specialized 

Surgical Breast Oncology Team which focuses on breast cancer patients only [37].  

 

The Medical Practice Team is part of an urban community Trust providing a comprehensive healthcare 

service to a practice population that involves working across the boundaries of local and community 

care. The team consists of nine members: two district nursing sisters, a community staff nurse, a district 

staff nurse, a community nursing auxiliary and four health care visitors. This team balances between 
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primary and secondary healthcare and has the district nursing sister act as its leader. National 

vaccination and prescription of chronic drugs are among the current programs run by the Medical 

Practice Team [37]. 

 

  Another interdisciplinary team in healthcare services that is considered highly successful it the 

Transplant Team. This team is responsible for the bone marrow transplants in adults and children alike 

and provides care before, during and after the transplant. Apart from the clinical tasks, this specialist 

team is involved in the development of new techniques, training and research at an international level. 

There are five key members, all doctors: one acts as program coordinator, while the other consultants 

are in charge of pediatric and adult patient care. The team leader is the specialty director. Due to the 

nature of the transplant itself, several other members are involved in the Transplant Team’s processes, 

including nurses, psychologists, administrative and clerical staff. The clinicians are involved in highly 

complex work that requires the use and understanding of medical and surgical techniques, drug 

therapies and technical equipment. By definition, team members are obliged to operate across the 

boundaries of several departments and medical specialties [37].  

  The General Medical Team has a broad remit providing treatment for any social or medical problem. 

It consists of a consultant physician, a registrar, a senior house officer and a pre-registration house 

officer. The consultant physician is the team leader and a strict hierarchy is followed within this team. 

The leader is required to act in a coercive or pacesetting style to get the desired results. Decision 

making is rather complex since the team provides care for patients within the hospitals and the 

community for a wide variety of acute and chronic conditions [37].  

 

  The usefulness of interdisciplinary healthcare teams has been expanded with the creation of 

administrative support teams. The Clinic Notes Team is a small team that provides medical records for 

patients with outpatient clinic appointments. Physicians, nurses and administrative employees work 

together as part of a team, in order to minimize waiting lists and achieve quality care. Team members 

undertake tasks that require coordination across many departments within each healthcare 

organization. Their main goal is problem-solving. Leaders act mostly in a democratic style of 

leadership. Information technology skills are well developed and education is constant [37].  

 

  The Outpatients Quality Improvement Team is a temporary team whose aim is to improve the quality 

of patient care within the Outpatients’ Department, which covers a broad range of care across medical 

and surgical specialties. There are six team members: two outpatients’ service managers, a quality 

assurance coordinator, a senior midwife, an outpatient senior sister and a medical records manager. 
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This team is involved in generating many problem solving strategies, in order to achieve the standards 

set by each hospital’s board and NHS regulations. This is not the principal team for most of its 

members and shares many similarities with a quality circle [37] 

. 

  In summary, the majority of these multidisciplinary teams are complex decision making groups, 

which undertake multiple healthcare tasks. With the exception of the quality improvement team, all 

are permanent teams with a clear goal and ongoing work remit [37]. Different occupational groups 

comprise the majority of these teams. Furthermore, there are differences of status, pay, conditions of 

service and hours of work across each team.  

   

  One disadvantage in the evaluation of interdisciplinary teams is that there are no unitary measures of 

effectiveness common across these diverse types of teams. In addition to the above, the nature of their 

tasks varies across organizational settings as well as across team types. It seems that three are the key 

factors that determine each team’s effectiveness: the sense of belonging to a highly skilled and 

specialized teams buffers employees and negates work stress, team processes have a positive effect on 

members’ mental health and open communication channels enable the creation of trust and respect 

between team members. 

 

Leadership in multidisciplinary teams must create alignment around shared objectives and strategies 

to attain the. Leaders help team members to coordinate activities, continuously improve, develop their 

capabilities, become more flexible, and learn of better ways of teamwork. Leadership is representing 

the interests of the healthcare organization, protecting its reputation, helping to establish trust with 

external stakeholders and helping to resolve conflicts between external and internal partners. Leaders 

need to be skilled in responding appropriately to meet the needs of their team [37]. For instance, the 

can be more or less directive in supporting a team, depending on the circumstances. A sense of 

autonomy is required. When supported by a warm work climate and an autonomous environment, a 

team achieves more highly by becoming self-directing in its development and work. Leaders who find 

themselves in a difficulty of moving from a directive / supervisory role to one of participative or shared 

leadership can cause lasting problems.  
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AMERICAN INTERDISCIPLINARY TEAMS 

 

MODELS FOR LEADERSHIP CHANGE 

  American healthcare was in need for major improvement, as it was documented in the first two 

Institute of Medicine watershed reports. These reports suggested that the ultimate goal of quality of 

care could only be achieved by reforming education and professional development across the health 

professions, while using leadership change as its cornerstone. In response to the call for a common set 

of competencies across the professions, the National Center for Healthcare Leadership (NCHL), 

developed an empirically derived program which focused specifically on leadership in healthcare [38]. 

The program’s goal was to provide a common language and framework to guide future healthcare 

management leadership, planning for improved performance of individuals and teams.  

 

  The recognition of the need for change led to the development of the Health Leadership Competency 

Model (HLCM), now used in many healthcare organizations and post-graduation programs. This 

model is based on the definition of “competency” as those behavioral and technical characteristics that 

discriminate effective leadership performance from typical performance across all health professions 

and interdisciplinary teams [38]. The HCLM was developed in two phases: Phase I was about 

identification and specification of the core leadership characteristics, such as knowledge, skills and 

other behaviors, while Phase II further expanded the baseline framework for interprofessional 

education and development.  

 

  After the first application of the model was evaluated, several changes were imposed. As a result, 

nowadays there is HLCM’s version 2.0 which is “current” rather than “final”. The current version 

provides useful resource for persons seeking to lead a team in healthcare management, the educational 

programs assisting them and organizations identifying and developing an effective cadre of managers 

and leaders in the field. NCHL is sponsoring a number of national demonstration projects in graduate 

educations, nurse team leadership, multidisciplinary team leadership and total leadership system 

development [38]. These initiatives will be used to refine and further develop the model to assess the 

impact of competency-based development in the field of healthcare. The NCHL is also used as a 

catalyst for initiating continuous dialogue regarding essential behavioral skills for leadership across 

professions in healthcare in the decades ahead.  
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THE NEED FOR LEADER INCLUSIVENESS 

  Several studies conducted on account of American Healthcare System, proposed the construct of 

leader inclusiveness, which in fact stands for words and actions exhibited by leaders that invite and 

appreciate others’ contributions in a team. Healthcare professionals today face three dynamic trends: 

the staggering rate of change in medical knowledge, the increasing specialization of healthcare 

professions and the increasing interdependence, since new technologies and practices demand 

reciprocal interactions [39]. Moreover, despite the obvious need for collaboration between members in 

interdisciplinary teams, a number of barriers must be overcome. Dealing with human life is a risk that 

can jeopardize the willingness to engage in the chaos of team brainstorming and experimentation. 

Cross-disciplinary teamwork is difficult in practice, because of the many differences between 

physicians, nurses and other health workers. Finally, a well-defined status hierarchy exists in medicine, 

making it difficult to speak across professional boundaries. Medical training instills a culture of 

autonomy and reluctance to communicate which can have adverse effects on patient care. Hierarchical 

communication patterns that derive from status differences are responsible for many medical errors.  

 

  Team leaders’ behavior, in general, have been shown to heavily influence dynamics within a team. 

Therefore, leader inclusiveness has been proposed to be applied in healthcare interdisciplinary teams, 

since it captures a leader’s attempts to include others in discussions and decision making and create 

open communication channels. Leaders take on a coaching behavior and facilitate team processes, 

clarification and feedback. Leader inclusiveness – through direct invitation – creates psychological 

safety for team members and help people believe that their opinion is appreciated. It eliminates any 

status differences and engages employees in the effort of quality improvement [39].  

 

THE EXAMPLE OF NEONATAL INTENSIVE CARE UNITS (NICUs) 

  Neonatal Intensive Care Units (NICUs) in the United States were one of the first healthcare 

departments to embrace on leader inclusiveness. NICUs provide care for premature infants, infants 

weighing less than 1500gr and infants born with complications. Many health professionals of different 

statuses work within the environment of a NICU. Through leader inclusiveness cross-disciplinary 

teams were encouraged to work together in specific improvement areas [39]. For instance, clinical, 

organizational and operational changes were applied in order to improve infection control, respiratory 

care management and discharge planning.  

 

  The evaluation of the leader inclusiveness program in NICUs during 2003-2004 showed some 

interesting results. Although physicians in NICUs are not only team leaders but also highly skilled 
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technical experts, the use of leader inclusiveness showed that physicians are now encouraging nurses 

to take clinical initiatives and ask for the input of team members that belong to other professional 

groups. This behavior leads to an increase of psychological safety, despite the possible professional 

status differences. Furthermore, this safety buffers employee engagements. Health workers are found 

to often sacrifice personal time in order to address patient and co-workers’ needs. Improvements have 

been made, such as the development of better delivery room for infant resuscitation, which required 

physicians, nurses and respiratory therapists to share their expertise and recommendations with one 

another, to ensure that the plan would be include up-to-date and accurate practices from each group 

[39]. However, one drawback of team inclusiveness is that it cannot compete with traditional medicine 

training, which results in physicians not valueing the opinion of others equally.  

 

CREW RESOURCE MANAGEMENT 

  If an interdisciplinary team in healthcare organizations is to be effective, it is only logical that a 

certain team training should take place. Under this prism, the American Institute of Medicine along 

with the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) proposed a team 

training program as part of a comprehensive Patient Safety plan, which is analogous to aviation’s Crew 

Resource Management (CRM) [40]. CRM includes frequent briefings by the team leader to the other 

members, where open dialogue is encouraged. In addition, training of team members is essential and 

constant, in order to ensure quality and safety services. Finally, a team leader must alternate his style 

between coaching and pacesetting, depending each time on the current circumstances.  

 

  An early application of CRM in healthcare organizations was established by David Gaba at Stanford, 

with a training program in the department of anesthesia, that was entitled Anesthesia Crisis Resource 

Management (ARCM). Gaba paved the way for interdisciplinary teams and advanced anesthesia 

simulators, with the use of new technologies and resource management tools [40].  

 

  After this early application, the Agency for Healthcare Research and Quality (AHRQ) has proposed 

and funded several projects that look at various aspects of team training. The Center of Excellence in 

patient safety research based at the University of Texas Health Sciences Center in Houston, Texas has 

been funded to look into translating some of the error reduction strategies from aviation into healthcare. 

Other teaching hospitals are looking at error reduction in interdisciplinary teams of emergency rooms 

by using CRM principles. The same principles are applied in resuscitation teams at the University of 

Maryland.  
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  However, there are some concerns regarding the application of CRM into healthcare. The leading 

role in developing CRM type programs in healthcare is currently being taken by private corporations. 

This is due to the lack of resources and the cultural characteristics of medicine. Physicians focus on 

patient care and leave the development of new technologies to private corporations that are mostly 

driven by future profits. Moreover, there are concerns about the fact that CRM type programs are 

heavily influenced by aviation and lack adaptability and do not take into consideration the healthcare 

organization that needs them. As a result team training might not be as effective as expected [40]. 

 

  It is rather obvious that hospitals, healthcare organizations and teaching centers must take control of 

the development of CRM type programs. Physicians, in particular, need to take a leadership role in 

designing and initiating the kind of training that interdisciplinary teams need. In terms of training, this 

entails education about basic human performance, formal training in running small groups and the 

opportunity to practice such training until it become part of the normal operational system. Mistakes 

are allowed during learning time [40]. However, as medicine becomes more complex, healthcare 

organizations must find ways of allowing mistakes and new practices without putting patient safety at 

risk.  

 

EFFECTIVE CARDIOPULMONARY RESUSCITATION (CPR) TEAMS 

  One of the fields of acute medicine that uses interdisciplinary teams is that of cardiopulmonary 

resuscitation (CPR). Early initiation of CPR and defibrillation are critical for reducing mortality and 

morbidity in patients after cardiopulmonary arrest. However, although there are guidelines for the 

healthcare providers to follow, results remain poor. Characteristics of individual CPR team members 

such as technical skills, previous experience, communication and leadership skills influence the course 

of action during a resuscitation [41]. Despite the fact that training and compliance with the algorithms 

is ensures, the American Heart Association has highlighted the importance of leadership skills and 

teambuilding in the areas of Advanced Life Support (ALS) and Advanced Pediatric Life Support 

(APLS). 

 

  The need for better results led the American Heart Association to implement new strategies in the 

formation and actions of CPR teams in hospitals across the country. Firstly, simulations were initiated, 

aiming at better education and research. These simulations provided practice of situations that 

happened infrequently but demanded rapid application of essential skills and knowledge. Video-

assisting debriefings allowed further education and training. Moreover, they provide a realistic, yet 
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safe environment, using human size mannequins that interact with trainees and ensure that guidelines 

and algorithms are followed [41].  

 

  Perhaps the most important characteristic of this new strategy was the identification of the need for a 

correct team building. In-hospital cardiopulmonary arrests demand immediate and skilled actions. 

Because of the standard hierarchy of healthcare organizations, where physicians are considered as de 

facto leaders, nurses who are usually the first responders to cardiac arrest are, according to studies, 

hesitant to take lead in the CPR algorithm and wait for the physician to arrive. As a result, valuable 

time is lost. If a team considers one member as qualified for a certain task at hand, they defer to that 

member and may volunteer fewer ideas and information in the process of completing the task [41]. 

These hierarchies create complex communication barriers, thus pre-formed CPR teams are formatted. 

Members of these teams are equally trained and competent and despite the unavoidable status 

differences they perform significantly more uninterrupted CPR times and better patient outcomes. 

 

 Despite the equal training and competencies of CPR team members, leadership remains a core element 

of those teams’ effectiveness. Leadership in these teams is dynamic and change of a team member may 

even provoke a change in leadership command. Nurses usually act as leaders until a resident or a senior 

physician arrives at the place of resuscitation.  Leadership in these teams must be adapted to the 

situation and to situational changes [41]. While on resuscitation mode, a leader must be both expert and 

alchemist. They possess the needed knowledge and must coordinate tasks on multiple levels. When 

the CPR team is not facing a cardiac arrest crisis, their leader acts as an achiever and strategist. They 

constantly seek improvement, in order to face the next crisis with success.  

 

  The results of the implementation of emergency cases simulations and careful team building in CPR 

are encouraging. However, human errors and adverse events are still a major problem. Studies have 

shown that factors such as heavy workload and ineffective communication between team members are 

important causes of adverse events in cardiopulmonary arrest. For instance, a pediatric resuscitation 

study revealed that a large proportion of medication orders were incorrect or did not specify the correct 

dose. Most errors were not noticed until the drug was administered. This happens because team 

members are focused on completing different parts of their task and lack an integrated view of the 

overall task [41]. Some countermeasures have been applied, such as the assignment of one member to 

record interventions and events. This helps the team in improving their outcomes in future situations. 

Furthermore, patient information is usually ambiguous and an incorrect diagnosis is set. An adequately 
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trained leader can easily rule out the false diagnosis and direct the rest of the team to the desired 

actions. 

 

A. Effective leadership principles for healthcare professionals. 

I. Consider existing leadership. Is it adequate and adapted to the situation? 

II. Make orienting remarks. Invite contributions. 

III. Ask questions that highlight perceived problems. 

IV. As a leader, avoid performing tasks and procedures yourself; instead assign tasks. 

V. Promote exchange of information. 

 

B. Effective leadership instructions for teaching leadership (adapted from Hunziker et al.) 

I. Assuming leadership is important: explaining the importance of leadership in a resuscitation 

situation. 

II. Announce to your colleagues what you do and tell your colleagues what they should do! 

Assign and distribute tasks according the algorithm (e.g., “I am in charge of ventilation and you are in 

charge of chest compression.”) 

III. Decide what to do; be affirmative (e.g., “We defibrillate now.” [instead of “Should we 

defibrillate?”]). 

IV. Monitor adherence to instructions and to algorithm! Always ensure adherence to your instructions 

and to the algorithm. (Make sure that the person you advise really 

does what you told him or her to do, and check whether the team’s performance adheres to the 

algorithm; refer to the algorithm.) 

V. Make short and clear statements 

Table 8: Principles of effective leadership [41] 

 

I. Voice specific findings; avoid diagnosing 

The team member assuming the leadership role should encourage information sharing and ask 

questions as opposed to suggesting diagnoses, 

especially early on during the crisis. 

 

II. Think out loud—“talk to the room” 

All members of the team are encouraged to verbalize ongoing observations as the crisis unfolds. 

Effective leadership can facilitate this process 

by querying the team for observations. 

 

III. Perform periodic reviews of quantitative information (drug dose, time, and response) 

Noted changes should be verbalized to the team, highlighting the change in the status of the 

information. Effective leadership can facilitate this process 

by querying the team for observations. 

 

IV. Double-check crucial data 

All members of the team are encouraged to double-check crucial data and tasks, and verbalize any 

doubts 

Table 9: Principles of effective teamwork to avoid medical errors [41] 
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INTERDISCIPLINARY TEAMS IN CHRONIC CONDITIONS 

  Not only acute medicine is in dire need of effective interdisciplinary teams. Chronic conditions such 

as diabetes or congestive heart failure are also easier to be treated with the use of cross-disciplinary 

teams whose members come from various occupational hubs of a healthcare organization. Teaming is 

critical but it does not happen spontaneously; it takes leadership. Of course, the ultimate goal is patient 

quality care without risking safety. Leaders of such teams need to frame the work, create a safe work 

environment and facilitate structures that make teamwork easier [42].  

 

  Chief Operating Officer at Children’s Hospital in Minneapolis, Julie Morath provided a framework, 

in order to help clinicians understand how their individual work interacts with others’ and what ways 

existed to prevent harm. She introduced the systems theory of healthcare delivery to the hospital, 

organized group discussions and built teams with member of different occupational origins. As 

clinicians saw their work under a different light, they collaborated with people across clinical groups 

and ensured continuity of patient care safety [42]. Moreover, she implemented the use of 

communication tools, such as SBAR (Situation, Background, Assessment, Recommendation) initiated 

by the American and European Resuscitation Council, by team leaders and members alike. These tools 

structure clinical interaction in ways that improve hand-offs and significantly lower the risk of crucial 

omissions related to a patient’s care.  

 

 Congestive heart failure (CHF) is a chronic condition which indicates that a patient’s heart cannot 

manage the amount of body fluids, leading ultimately to difficulty in breathing. Most patients, 

especially those who are diagnosed for the first time, do not fully understand their condition and leave 

hospitals scared and confused. As a result, avoidable emergency room visits and readmissions are 

rather common. Studies have shown that cardiology departments are mostly occupied with CHF 

patients, although they could avoid admission if they had a better understanding of their condition and 

followed their treatment orders [43]. Nurses and physicians would save a serious amount of time and 

would ease off their workload, while physicians would avoid adverse events such as in-hospital 

infections.  

 

  Essentia Health in Duluth, Minnesota seems to have found a solution by putting in place a small 

interdisciplinary, full-time team to better serve patients discharged from the hospital with CHF. This 
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team was first introduced in 1998 and initially consisted of just a nurse practitioner, a physician 

assistant, a part-time medical director and an on-call cardiologist. This team has by 2016 grown to 

seven nurses and and nurses practitioners and keeps tabs on more than 2500 CHF patients. Senior 

nurses act as an atypical team leader and focuses on building a relationship between team members 

and patients with the first meeting taking place one week after discharge [43]. Clinicians try to 

understand each patient’s life, explain the purpose of each medication and clarify that communication 

is open at any time. Furthermore, nurses proactively check in with patients from time to time in order 

to deepen trust. The results are: healthier patients, fewer hospitalizations, fewer emergency room visits. 

Both patients and healthcare organizations win.  

 

 

INTERDISCIPLINARY TEAMS IN ISRAEL 

 

  Israel is one of the many countries that understood the importance of effective leadership behaviors 

in interdisciplinary teams in healthcare services. The National Health Insurance Law of Israel took 

effect in 1995 in an effort to set healthcare on a more economic path. In order to manage competition 

between the nation’s four nonprofit health funds, primary healthcare teams were implemented and a 

new innovation-oriented strategy of delivering care was set out. These teams are part of primary care 

clinics and each clinic is managed by a practice manager who is responsible for the coordination 

between team members and the ongoing functioning of the clinic [44]. Health education, preventive 

medicine, screening, post-hospital and home care are integral parts of the program. Residents are 

treated within the context of family and community through the family-medicine program.  

 

  Several studies conducted about the effectiveness of primary care teams indicated that leadership 

style represents an intervening construct that enhances team processes, which in turn promote team 

outcomes. Participative leadership is positively associated with effective team function and reflection, 

especially on teams with high heterogeneity. Participation actually facilitates and fosters the processes 

of team reflection through complex mechanisms [44]. However, under the condition of low 

heterogeneity, it is suggested that directive leadership can promote team reflection and better 

outcomes. Teams with members of similar professional backgrounds, knowledge and abilities, need a 

directive approach by their leader.  
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SWEDEN’S CROSS-DISCIPLINARY TEAMS 

 

  One of the pioneer countries in the implementation of healthcare interdisciplinary teams was Sweden. 

The interprofessional model of team organization is applied in psychiatric care, social, neuropediatric 

and vocal rehabilitation, school healthcare and occupational health service. These teams were created 

as a solution to complicated problems such as the need for effectiveness, constant education, patient 

satisfaction, better work climate. Outcomes are accomplished through a high level of communication, 

mutual planning, collective decision-making and a participative leadership. Senior physicians usually 

take the role of leader [45]. 

 

  In Swedish interdisciplinary healthcare teams, senior physicians function as coaches. They create the 

feeling among team members that they deeply care for their worries and goals. Tasks are mainly 

interdepended and leaders coordinate everyone’s activities, while trying for the employees’ future 

improvement. According to Thylefors et al [45], these teams are considered to be quite effective among 

healthcare workers and patients, while a warm climate is achieved between team members. However, 

it is indicated that at certain cases a more directive approach is needed, on behalf of the leader.  

 

THE CASE OF GREECE 

 

  Greece is a country that can be characterized as a “slow starter” in matters regarding leadership and 

interdisciplinary teams in healthcare. Most hospitals and clinics still operate under the traditional 

operational model of many independent occupational hubs, where nurses, physicians, administrative 

and cleric employees avoid collaboration and act on their own. The reality of state-controlled hospitals 

along with the lack of employee motivation seems to set barriers to any possible effort for 

improvement. 

 

  Few hospitals, such as General Hospital, “G. Papageorgiou” in Thessaloniki, Greece have slowly 

integrated interdisciplinary teams in their organizational culture. This hospital initiated the 

implementation of a cardiopulmonary resuscitation team which consists of physician, nurses and 

stretcher bearers. Members of this team are ensured to receive the proper training and become 

advanced life support providers, certified by the ECR [46]. The innovation is that members rotate on a 

weekly basis, thus making their participation in this team a side project, parallel to their usual 

workload. A senior physician, usually anesthesiologist, takes the role of the leader. The purpose of this 

team is to ensure that quality care is provided in cases of in-hospital cardiopulmonary arrest. However, 
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since the implementation of this program is rather new, further research must be conducted in order to 

decide the effectiveness and the positive outcomes of this team.  

 

 

DISCUSSION 

 

It is rather clear that people and organizations across the globe have studied leadership styles and 

behaviors. Fields such as military, research and development (R&D), public administration and heavy 

industry explore the dynamics of leadership in their effort to achieve as best outcomes as possible. 

People have always looked for someone they can count on to be their leader and guide them into the 

future. Several theories have been proposed about the characteristics an effective leader should possess 

and the behaviors he or she should adapt. Whether coercive or democratic, authoritative or coaching, 

diplomat or opportunist, expert or alchemist, followers demand for a leader that will get the desired 

outcomes, while simultaneously respect, mutual understanding and a good climate are guaranteed. 

Other theories, suggest that leaders can choose between transformational and transactional styles. In 

other words, they can encourage participation through decision-making processes and even share an 

amount of their leadership load, or they can be more directive and ensure they separate each member’s 

tasks. Despite the style a leader chooses, it should be noted that effective leadership cannot be achieved 

without an effective team, where members of different backgrounds share a common goal. 

 

  Healthcare services soon followed the example of other fields and tried to incorporate the basic 

principle of leadership skills into their own organizational culture. However, healthcare had several 

difficulties in applying the abstract ideas of leadership effectiveness and teamwork to every day’s 

routine. The existence of different occupational groups with their own agendas created many 

difficulties. Physicians or nurses tried to understand the need for a leadership change but only on their 

own group’s framework. The very nature of healthcare is collaborative, since most tasks are 

interdependent, but most professionals lacked the willingness to be part of a larger team. 

 

  Inevitably, interdisciplinary teams became reality in healthcare too. These teams usually consist of 

few members, who derive from different occupational groups and aim at improving the outcomes their 

patients receive. In most cases physicians act as their leaders (with nurses taking their share in 

leadership too) and the most common characteristic is their implementation of participative leadership. 

Decision-making is shared, open communication is encouraged and mutual planning is applied. The 

purpose of this leadership behavior is to create a warm climate between team members that can be 
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translated into better outcomes for the team and the patients. Besides, effectiveness in healthcare is 

congruous with quality care and patient safety and satisfaction. However, some teams that lack 

heterogeneity and team members are highly skilled demand a more directive leadership approach. 

Boundaries must be set and goals must be clear, in order to avoid undesired behaviors. The most 

important thing for a leader in an interdisciplinary healthcare team is to remember that quality of 

patient care is what team effectiveness actually means. 

 

  It seems that the implementation of formal interdisciplinary teams in healthcare along with the 

practice of participative leadership is the key to improving healthcare services, employee and patient 

satisfaction. However, there are other opinions who find interdisciplinary team leadership problematic. 

According to McCallin, shared leadership is confined only to the core staff of large teams or to the 

small teams who choose their members. Clinicians often rotate between departments and members can 

constantly change [47]. Therefore, it is suggested that interdisciplinary team leadership is does not 

occur automatically by assigning a label to a work group, and at the same time, understandings of the 

meaning of the label may well vary depending on the organization.  

 

  All in all, healthcare is at the forefront of organizational change. While leaders of the past focused on 

helping staff survive the chaos of organizational change, today they must influence many disciplinary 

groups and design the health services of the future that bear almost no resemblance to the current state. 

The word leader is used without discrimination to refer to those who have a high profile, but whether 

these persons are leaders is debatable. [47] No matter what the case may be, a leader in modern 

healthcare services needs to be a pioneer, prepared to follow a vision and guide a number of colleagues 

from different disciplines into an unknown future. An interdisciplinary team needs an experienced 

clinician, someone who is well respected by colleagues and encourages mutual respect within the team, 

someone who is interested in each individual and is able to challenge and question a member’s 

contribution to the team in a non-threatening way. Some people already have the skills but at the same 

time more research is need to explore further the models of interdisciplinary leadership. 

 

 

 

 

 

 

 



55 
 

REFERENCES  

1 Daniel Goleman: Leadership that gets results, Harvard Business Review March – April, 2000  

2 David Rooke and William Torbert: Seven transformations of leadership, Harvard Business Review May, 2005; 

published online at https://www.researchgate.net/publication/7929214 [Last accessed 2016, December 18] 

3 Amy Cuddy, Matthew Kohut and John Nefinger: Connect, Then Lead, Harvard Business Review July – August 2013 

4 Mark Reuvers, Marloes L. van Engen, Claartje J. Vickenburg et al: Transformational leadership and innovative work 

behavior: exploring the relevance of gender differences, Leadership and Innovation p 227-244 [published online in 2008 

Journal Compilation Blackwell Publishing] 

5 Bernard M. Bass and Bruce J. Avolio: Transformational leadership and organizational culture, Public administration 

quarterly Vol.17, No 1 (Spring 1993) p 112 -121, accessed online at: 

www.jstor.org/stable40862298?seq=1#page_scan_tab_contents 

6 Terri Elkins and Robert T. Keller: Leadership in research and development organizations: A literature review and 

conceptual framework: The leadership quarterly 14 (2003), p587-606 , accessed online at: www.sciencedirect.com 

[Last accessed 2016,December 18] 

7 Greta G. Cummings, Tara MacGregor, Mandy Davey et al: Leadership styles and outcome patterns for the nursing 

workforce and work environment: a systematic review; International Journal of Nursing 47 (2010) p363-385; accessed 

online at www.elsevier.com/ijns [Last accessed 2016, December 18] 

8 Sharon Mickan and Sylvia Rodger: Characteristics of an effective team: a literature review; Australian Health Review 

Vol 23 (3), 2000 

9 Silke A. Eisenbeiss, Daan van Knippenberg and Sabine Boerner: Transformational leadership and team innovation: 

integrating team climate principles; Journal of applied psychology 2008, Vol 93, No 6, p1438-1446 

10 Betty R. Kupperschmidt: Multigeneration employees: strategies for effective management; Healthcare manager, 2000, 

19 (1), p65-76 

11 John Edmonstone and Jane Western: Leadership development in healthcare: What do we know?; Journal of 

management in medicine, Vol. 16 No 1, 2002 p34-47; accesed online at: www.emeraldinsight.com/0268-9235.html [Last 

accessed 2016, December 18] 

12 S. N. Weingart and D. Page: Implications for practice: challenges for healthcare leaders in fostering patient safety; 

Quality safety healthcare 2004, 13(Suppl II):ii52–ii56. doi: 10.1136/qshc.2003.009621 

13 R. Flinn and S. Yule: Leadership for safety: industrial experience; Qual Saf Health Care 2004;13(Suppl II):ii45–ii51. 

doi: 10.1136/qshc.2003.009555 

14 J. Firth-Cozens and D. Mowbray: Leadership and the quality of care; Quality in Health Care 2001;10(Suppl II):ii3–ii7; 

accesed online at: http://qualitysafety.bmj.com [last accessed 2016, December 18] 

15 Ewa Wilkstrom and Lotta Delve: Contemporary leadership in healthcare organizations – fragmented or concurrent 

leadership; Journal of health organization and management 2009 Vol23, No4 p411-428; accessed online at 

www.emeraldinsight.com/1477-7266.htm [last accessed 2016, December 18] 

16 Paula M. Lanz: Gender and leadership in healthcare administration: 21st century progress and challenges; Journal of 

healthcare manager, 2008 Vol. 53 No5 

17 Sharon M. Mickan and Sylvia A. Rodger: Effective health care teams: a model of six characteristics developed from 

shared perceptions; Journal of interprofessional care, August 2005; 19(4): 358 – 370 

                                                           

https://www.researchgate.net/publication/7929214
http://www.jstor.org/stable40862298?seq=1#page_scan_tab_contents
http://www.sciencedirect.com/
http://www.elsevier.com/ijns
http://www.emeraldinsight.com/0268-9235.html
http://qualitysafety.bmj.com/
http://www.emeraldinsight.com/1477-7266.htm


56 
 

                                                                                                                                                                                                   
18 Brenda Freshman and Louis Rubino: Emotional Intelligence – a core competency for health care administrators; 

Health Care Manager, 2002, 20(4), 1–9 

19 Genevieve L. Thyer: Dare to be different: transformational leadership may hold the key to reducing the nursing 

shortage; Journal of Nursing Management, 2003, 11, 73–79 

20 Alistair Hewison and Maggie Griffiths: Leadership development in health care: a word of caution; Journal of health 

organization and management, Vol.18 No6, p464-473 2004 [Last accessed: 2016, December 18] 

21 Carol A. Wong and Greta G. Cummings: The relationship between nursing leadership and patient outcomes: a 

systematic review; Journal of Nursing Management, 2007, 15, 508–521 

22 Lory A.M. Block and Linda J. Manning: A systemic approach to developing frontline leaders in healthcare; Leadership 

in health services Vol.20 No2, 2007, p85-96; accessed online at www.emeraldinsight.com/1751-1879.htm [Last 

accessed: 2016, December 18] 

23 Linda Cronenwelt, Gwen Sherwood, Jane Barnsteiner et al: Quality and safety education for nurses; Nurs Outlook 

2007;55:122-131. 0029-6554/07 Copyright © 2007 Mosby, Inc. All rights reserved.  

doi:10.1016/j.outlook.2007.02.006 

24 Ellen Finout-Overholt, Bernadette Mazurek Melnyk and Alyce Schultz: Transforming health care from the inside out: 

advancing evidence-based practice in the 21st century; Journal of Professional Nursing, Vol 21, No 6 (November–

December), 2005: pp 335–344 

25 Karien Jooste: Leadership – a new perspective; Journal of Nursing Management, 2004, 12, 217–223, 2004 

26 Lynne J. Millward and Karen Bryan: Clinical leadership in healthcare: a position statement; Leadership in health 

services Vol.18 No2, 2005 p13-25. Accessed online at: www.emeraldinsight.com/1366-0756.htm [Last accessed: 2016, 

December 18] 

27 D.M. Berwick, A. Endhoven and  J.P. Bunker: Quality management in the NHS:  the doctor’s role – II; published in 

BMJ 1992;304:304-8 

28 Chris Ham, John Clark, Peter Spurgeon et al, Doctors who become chief executives in the NHS: from keen amateurs to 

skilled professionals; J R Soc Med 2011: 114 104: 113–119. DOI 10.1258/jrsm.2011.110042. Downloaded from 

jrs.sagepub.com by guest on August 20, 2016 

29 Ewan B. Ferlie and Stephen M. Shortell: Improving the quality of health care in the United Kingdom and the United 

States: a framework for change; The milbank quarterly, Vol.79 No2, 2001 p281-315 

30 Sudha Xirasagar, Michael E. Samuels and Carleen H. Stoskopf: Physician leadership styles and effectiveness – an 

empirical study; Medical Care Research and Review, Vol. 62 No. 6, (December 2005) 720-740 

31 David F. Caldwell, Jennifer Chatman, Charles A. O’Reilly III et al: Implementing strategic change in a health care 

system: the importance of leadership and change readiness; Health Care Manage Rev, 2008, 33(2), 124-133 

32 James K. Stoller: Developing physician leaders: A call to action; published in J Gen Intern Med 24(7):876–8 

DOI: 10.1007/s11606-009-1007-8 © Society of General Internal Medicine 2009 

33 Kieran Walshe and Thomas G. Rundall: Evidence-based management – from theory to practice in health care; The 

milbank quarterly Vol.79 No3, 2001 p429-457 

34 Sandra Jackson: A qualitative evaluation of shared leadership barriers, drivers and recommendations; Journal of 

management in medicine Vol.4 No3/4, 2000 p166-178. Accessed online at: http://www.emerald-library.com [Last 

accessed: 2016, December, 18] 

http://www.emeraldinsight.com/1751-1879.htm
http://www.emeraldinsight.com/1366-0756.htm
http://www.emerald-library.com/


57 
 

                                                                                                                                                                                                   
35 David Reeleeder, Vivek Goel, Peter A. Singer et al: Leadership and priority setting: the perspective of hospital CEOs; 

published in Health Policy 79 (2006) 24–34. Accessed online at: www.sciencedirect.com [Last accessed: 2016, 

December, 18] 

36 Andrew Lockey, John Balance, Hans Domanovic et al: Advanced Life Support – ERC guidelines 2010 Edition 

37 Carol S. Borrill, Jean Carletta, Angela J. Carter et al: The effectiveness of health care teams in the national health 

service. Accessed online at: www.sciencedirect.com [Last accessed: 2016, December 18] 

38 Judith C. Calhoun, Loraynne Dollett, Marie E. Sinioris et al: Development of an iterprofessional competency model for 

healthcare leadership; Journal of healthcare management Vol.53 No6, 01-11-2008. Published by the American College of 

Healthcare 

39 Ingrid M. Nembhard and Amy C. Edmondson: Making it safe: The effects of a leader inclusiveness and professional 

status on psychological safety and improvement efforts in health care teams; Journal of Organizational Behaviour J. 

Organiz. Behav. 27, 941–966 (2006). Accessed online at: www.interscience.wiley.com [Last accessed: 2016, December 

18] 

40 David M. Musson and Robert M. Helmreich: Team training and resource management in health care: current issues 

and future directions; Harvard health policy review, Vol.5 No1, 2004, p25-35. Accessed online at: 

https://www.researchgate.net/publication/255600195 [Last accessed: 2016, December 18] 

41 Sabina Hunziker, Anna C. Johansson, Franziska Tschan et al: Teamwork and leadership in cardiopulmonary 

resuscitation; Journal of the American College of Cardiology Vol. 57, No. 24, 2011 p2381-2389 

42 Amy C. Edmondson: The kind of teams health care needs; Harvard business review. Published on hbr.org 2015, 

December 16 

43 Chris Trimble: The best way to improve health care delivery is with a small, dedicated team; Harvard business review. 

Published on hbr.org 2016, March 09 

44 Anit Somech: The effects of leadership style and team process on performance and innovation in functionally 

heterogeneous teams; Journal of Management, Vol. 32 No. 1, February 2006 132-157 

45 Ingela Thylefors, Olle Persson and Daniel Hellstrom: Team types, perceived efficiency and team climate in Swedish 

cross-disciplinary teams; Journal of interprofessional care March 2005; 19(2): 102 – 114 

46 www.papageorgiou-hospital.gr 

47 Antoinette McCallin: Interdisciplinary team leadership: a revisionist approach for an old problem? Journal of Nursing 

Management, 2003, 11, 364–370 

http://www.sciencedirect.com/
http://www.sciencedirect.com/
https://www.researchgate.net/publication/255600195

