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Problem-Solving and Decision-Making: Teamwork Problem
[bookmark: _Toc111573597]Introduction
Effective teamwork is a source of success in every aspect of human life. Healthcare professionals need effective teamwork to achieve quality of care and patient safety. Studies have consistently shown that the way or nature of the partnership between healthcare professionals, particularly support workers or nurses and doctors determines patient outcomes, including patient mortality, medication errors, and patient stay durations (Health Service Executive, 2016). Experts understand effective team functioning. In a healthcare setting, effective healthcare teams boast of functional team leaders, effective communication, clear goals, and shared aims. Such teams are cohesive and members are respectful (O’Connor et al., 2016). Cahill et al. (2018) established that effective doctor-nurse team relationship yields shared mental models, collaboration, communication, coordination, and leadership. However, poor quality collaboration and communication between doctors and support workers, like secretaries and administrators cause conflict. The purpose of this report is to analyze teamwork problems using SWOT analysis and find a solution to the issue in the healthcare setting.
[bookmark: _Toc111573598]Nature and Impact of Teamwork Problem
Teamwork problem hurts the performance of support workers and healthcare professionals in the industry. Many healthcare studies have tried to address teamwork problems by emphasizing training interventions (Cahill et al., 2018). For example, these scholars identify different training interventions by assessing non-technical skills and checklists. Cottrell (2011) affirmed that these scholars link the crew resource management model to the training options. However, many of these interventions are a subset of teamwork challenges and demonstrate the inability to address the teamwork complexities. Therefore, understanding the nature of this teamwork problem and related causes must be understood. In this case, conceptualizing these problems in healthcare and evaluating the available interventions are critical to achieving complex solutions to the teamwork problems. 
The socio-technical theory is modeled to address and identify teamwork problems. It focuses on jointly optimizing technical and socio aspects of a firm (Cahill et al., 2018). The model gives the theoretical background of the teamwork problem experienced in an organization. The theory recognizes that work activities require non-technical and technical skills (Maund et al., 2017). In most cases, people need others to engage in joint actions enhancing the achievement of common goals. Importantly, the cooperative efforts of individuals in teams allow for the realization of the common goals of an organization. Belbin (1993; 2010) explained that an effective team paid attention to team roles and functional roles. Since team effectiveness is never given, team members must develop their knowledge, skills, and expertise over time.
Psychosocial risks influence teams negatively. These hazards affect employees' social, mental, and physical well-being (Cahill et al., 2018). Staff and patients remained concerned with their wellbeing and health. The biopsychosocial approach recognizes different factors influencing human wellbeing, such as psychological, medical, and social aspects. Support workers and other practitioners require resilience skills to adapt to the teamwork challenges. The team members must have the potential of responding to stressful situations. For example, the Soldier Adaptation Model highlights the concept of resilience processes by identifying the coping responses affecting the outcome of any stressful events (Bliese & Castro, 2003). The characteristics of the organization and individuals can influence the outcome. Teamwork in healthcare is a priority for all providers and practitioners. In the UK, the London Protocol provides the processes that nurses or clinicians use to investigate incidents (Health Service Executive, 2016). The protocol recognizes the role of teamwork in clinical incidents. Also, WHO (2009) has established a conceptual framework classifying patient safety based on staff factors causing clinical incidents. Teamwork problems relate to the team factor.
Teamwork problems are evident in the health service complaints, and malpractice cases reported. In a recent analysis, Health Service Executive (2016) discovered serious incidents that caused malpractices due to team factors. For example, Health Service Executive established that 69% of the investigated clinical incidents were related to teamwork. Healthcare teams are composed of different cadres, including support workers, medical staff, doctors, and nursing staff. In most cases, teamwork issues emerged from specific hierarchies, namely medics, nursing staff, and the multidisciplinary workforce. The nature of multidisciplinary teams varies. Currently, clinical processes are undefined, but things could be changing (Department of Health, 2016). Researchers have emphasized the significant roles of patients and their families in decision-making and participation. The healthcare environment entails hospitals, primary care, community care, and social care aspects (Health Service Executive, 2018). Since the hospital setting is busy and noisy, it can never accommodate social bonds or cohesion. The healthcare teams work in different settings but are characterized by fast-team formation, multiple team involvements, and dynamic memberships. Wahyudu et al. (2018) added that workload and stress or burnout are significant challenges experienced. These stresses have become commonplace in this profession. For example, some decisions are high stakes and complex, particularly in an acute care environment. Previously, these staff only received training in silos by emphasizing technical skills and medical knowledge (Cahill et al., 2013). However, today, non-technical skills have become mandatory because practitioners need leadership, cooperation, and communication skills. The lack of non-technical skills and interpersonal skills among staff has become a concern. 
The problems faced in the healthcare industry are diverse. However, it becomes necessary for the practitioners and management to consider an appropriate teamwork intervention. The leading teamwork problems common to this industry include management of staff wellbeing and stressors, fostering teamwork, safety management system design, situational awareness, and socio-political issues (Cahill et al., 2016). For example, in pediatric anesthesia programs, teamwork is required to combine efforts from resident education, clinical management, and scientific research. These teams must emphasize the need for patient safety. Therefore, it becomes critical to conduct risk management using the SWOT analysis to address the safety issue in the program.
[bookmark: _Toc111573599]SWOT Analysis
[bookmark: _Toc111573600]Steps
Our hospital presents patient safety issues because of teamwork problems. The situation requires risk management analysis using different steps. Since our pediatric anesthesia program requires improvements, the analysis will give the best interventions.
[bookmark: _Toc111573601]SWOT Matrix
The matrix identifies the internal and external factors affecting the program. The internal factors considered, include strengths and weaknesses while external factors include opportunities and threats.
	
	Negative 
	Positive

	Internal Factors
	Weaknesses
Demotivated professionals
Unclear clinical protocols
Varied clinical practices
	Strengths 
Strong research skills
The adaptability of work teams
Teamwork capabilities

	External Factors
	Threats
Inadequate safety culture
Lack of safety and quality research
Production pressure and stress
	Opportunities
Developing safety culture
Availing relevant scientific evidence
Utilize findings from scientific studies and association
Introduce new technologies
Train staff in interpersonal or non-technical skills



[bookmark: _Toc111573602]SWOT Analysis
In the analysis, each item identified was weighted using the ten-dollar method as a cumulative voting technique. The total weighted score was 10 for each factor and distributed based on the significance of the factor or group. Value rate of 4-category was assigned to each item on a scale of (0-3), where 3 represented the best and 0 given the worst rating. The value and weight for each item were multiplied to earn a partial score leading to the total score of the factor.
	Factor 
	Value 
	Weight 
	Partial score 
	Full Score

	Threats
Inadequate safety culture
Lack of safety and quality research
Production pressure and stress
	
1
1
1
	
3
4
3
	
3
4
3
	

10

	Weaknesses
Demotivated professionals
Unclear clinical protocols
Varied clinical practices
	
1
1
1
	
3
3
4
	
3
3
4
	

10

	Strengths
Strong research skills
The adaptability of work teams
Teamwork capabilities
	
1
3
3
	
5
2
3
	
5
6
9
	

20

	Opportunities
Developing safety culture
Availing relevant scientific evidence
Utilize findings from scientific studies and association
Introduce new technologies
Train staff in interpersonal or non-technical skills
	
2
3

2
3
4
	
2
2

2
2
2
	
4
6

4
6
8
	


28



[bookmark: _Toc111573603]SWOT Vector Analysis
Strengths
The adaptability, resilience, or coping strategies keep the team together. Support staff could understand the valuable internal qualities required in a team because teamwork capability delivers quality patient care. The total rating or partial score of this item is 9, which is the highest in the group. It explains the significance of team adaptability to emerging challenges.
Weaknesses
Practitioners and support workers experience different barriers to the delivery of safe care. Clinical variability is a barrier in this pursuit. For example, many clinical practices depend on protocols, guidelines, and professional pathways. However, the group shows or items indicate that varied clinical practices affected the teamwork, thus earning the greatest weight of 4/10 compared to other items. Other items in this group received low ratings. Practitioners could be undermining hospital administrators and secretaries creating fear in the team.
Opportunities
The Swot matrix highlight the possible changes that can improve the safety culture in this setting. Although scientific research and studies can advance the cause, technological programs and training of staff on interpersonal skills can improve teamwork performance. All these items have equal weights but different ratings depending on the relevance of the items to teamwork progress and development. The findings indicate that training the interdisciplinary teams based on the crew team management model can enhance team cohesion and performance. 
Threats
The hospital appears to have insufficient safety culture affecting the ability of teams to operate and deliver patient safety. Safety culture must define the current health environment. However, in this setting, safety models for staff and patients require review because of difficult processes. Professional training can help disciplinary teams offer complex interventions. The suggested safety culture requires proper research, where feedback can be implemented to promote quality interaction and teamwork. Varied clinical practice makes some practitioners underestimate the potential of support workers earning the highest rating of 4/10. 
[bookmark: _Toc111573604]Implementation and Decision
The SWOT analysis tool provides the best approach to making a decision based on external developments and internal capabilities. Based on the vector diagram, the pediatric anesthesia program can be effective through proper teamwork. However, a continuous improvement strategy and training on interpersonal skills can enhance patient safety. The worst problem affecting the team is the unclear clinical protocols making the practitioners feel superior to their support staff. The problem extended to clinical variability, where clinicians or practitioners used clinical practice guidelines that lacked interpersonal skillset. It demotivated professionals because of workload, stress, and anxiety. Demotivation of staff had a spill-over effect on other items and team functioning. Pizlo (2012) noted that demotivation of staff and working conditions were related. This way, it affected the team's capability. The SWOT analysis provides the best opportunity to implement quality and safe patient care. The consideration of non-technical training can enhance teamwork. The intervention can endure these organizational changes and achieve the desired behavioral change. However, the intervention requires sufficient resources to train these practitioners to understand the significance of teamwork.
[bookmark: _Toc111573605]Implementation Plan
	
	

	Priority Area:
	Teamwork in Pediatric Anesthesia

	Goal:
	To implement policies that encourage teamwork in achieving patient safety and quality care.

	Performance Measures

	Short-Term Indicators
	Source
	Frequency

	By August 2022, improve teamwork by 30 percent through training and motivating staff.
	HCAHPS to measure patient satisfaction
	Weekly 

	By September 2022, reduce the rate of staff dissatisfaction or demotivation from 60% to 10%.
	Employee Survey
	Weekly

	By October 2022, improve clinical protocols in the institution by 80%.
	Employee Survey and Performance Appraisal
	Quarterly

	Long-Term Indicators

	By March 2023, decrease clinical variability problems from 60% to 10%.
	On-job training
	Semi-annual 

	By January 2023, improve the percentage of non-technical training of the team from 20% to 80%.
	Patient feedback and surveys
	Semi-annual 

	Objective #1: By August 2022, improve teamwork by 30 percent through training and motivating staff.

	Strategy Background
Source: Measurement of patient satisfaction levels and HCAHPS
Evidence Base: Creation of guidelines and internal policies to motivate workers. It may involve offering flexible working conditions.
Policy Change: Yes

	Action Plan

	Action/Activity
	Target date
	Resources
	Lead person
	Projected result
	Progress remark 

	On-job training and workshops
	19/08/22
	Facilitator, hall, learning materials
	HR and Nurse Manager
	Improved knowledge of teamwork
	Successful 



	Objective #2: By September 2022, reduce the rate of staff dissatisfaction or demotivation from 60% to 10%.

	Strategy Background
Source: Employee Survey
Evidence Base: Introduce motivational packages and policies.
Policy Change: Yes

	Action Plan

	Action/Activity
	Target date
	Resources
	Lead person
	Projected result
	Progress remark 

	Introduce incentives
	01/09/22
	Human resource materials, financial resources, and non-financial options
	HR and Nurse Manager
	Motivation 
	Quality patient care 



	Objective #3: By March 2023, decrease clinical variability problems from 60% to 10%.

	Strategy Background
Source: Performance Appraisal
Evidence Base: Clarity of protocols and ensure patients receive quality care services and reduce cases of hospital stay.
Policy Change: Yes

	Action Plan

	Action/Activity
	Target date
	Resources
	Lead person
	Projected result
	Progress remark 

	On-job training programs and organizational changes in human resource policies
	01/03/23
	Technology application, employee booklets, and handbooks
	Administrators, HR managers, and guest speakers
	Improved performance 
	Increased patient safety and care 



[bookmark: _Toc111573606]Conclusion
	Teamwork failures because of poor teamwork between support workers and junior doctors remain a common phenomenon. But, healthcare providers and professionals intend to achieve quality patient care and safety. The changes experienced in the clinical working centers and delivery of care services call for interprofessional teamwork. Improving teamwork does not require simple solutions but complex interventions targeting developing team skills and fostering a clinical environment supportive of teamwork. The SWOT Analysis highlights the challenges or teamwork failures, especially for support workers like nurses. However, the analysis provides opportunities and complex interventions for teamwork failures. However, some interventions never address all problems with teamwork. For example, a crew resource management solution that focuses on the process redesign and launching new technologies supporting teamwork can be critical. The point should not be about devaluing the teamwork concepts but pursuing the teamwork problems from an individual perspective. The biopsychosocial approach can help to instill resilience skills and foster team culture.
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