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ABSTRACT

The Interprofessional Education Collaborative (IPEC) formed in 2009 provided significant guidance to advance interprofessional
collaboration in its publication of the IPEC competencies in 2011, which described Four Domains and associated competencies to
address interprofessional education and practice. Its updated publication in 2016 included public health and the care of populations
and clarified its intent that interprofessional collaboration is the overarching theme of the now renamed 4 Core Domains to 4 Core
Competencies. The article examines the literature that correlates with the sub competency statements represented within Core
Competency 4: Teams and Teamwork (TT) to identify the underpinnings that support their fulfillment. The TT core statement is
broad: “Apply relationship-building values and the principles of team dynamics to perform effectively in different team roles. . . ”.
There is also considerable overlap between the sub-competency statements. Though the existing literature describes structural
characteristics and behavioral elements of good functioning teams, the repertoire is not collectively accessible and assimilated
into a whole, but is fragmented, embedded in multiple sources. The article integrates and assembles the qualities of teams and
team-members likely to be successful while getting underneath the competency statements to identify the mechanisms and
dispositions that drive those competencies. The exploration begins with the structural components of teams and then proceeds
to key attributes of teams and team members. The article provides a nexus to correlate IPEC’s TT’s sub-competencies to yield
favorable team functioning from which academic institutions, and health care professionals might enrich their knowledge about
what works.

Key Words: The Interprofessional Education Collaborative (IPEC), Teams, Teamwork, Interprofessional education, Interpro-
fessional practice

1. INTRODUCTION
In 2011 IPEC established a framework to describe what is
essential to collaborative practice within “4” Competency
Domains and laid the groundwork for a common language
to reach competency thresholds among health care profes-
sions. The development and publication of interprofessional
collaborative practice competencies begun by the Canadian
Interprofessional Health Collaborative (CHIC) in 2010 and
subsequently the Interprofessional Education Collaborative
(IPEC) in 2011, built upon the work of Barr, CHIC, et al.

to catapult an understanding of elements required for health
care professions.[1–7] In 2016, IPEC updated its stance by
explaining that collaboration was the overarching theme of
the domains depicted in its 2011 publication and renamed
each of the 4 domains as 4 Core Competencies.[8] The thread
of these overlapping IPEC cores depict the goals of teams
and teamwork, delineated as Core Competency 4, however
each Core Competency is interwoven with the other.

Core Competency 4 integrates the other three IPEC core com-
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petencies to actuate positive team functioning and outcomes.
For instance, without a clear understanding of the role values
and ethics play for interprofessional practice in Core Com-
petency 1 (C1), Values and Ethics, the team is challenged to
operate within shared principles and doctrines.[8] Without
working knowledge of how the scope of practice and its legal
parameters function within each profession to create fixed
and overlapping boundaries in Core Competency 2 (C2),
Roles and Responsibilities, we may not grasp what affects
individual team members’ perspective in decisive ways. And,
without the training and insight about the profound effects of
both positive and negative dialogue of Interprofessional Com-
munication, Core Competency (C3), we miss opportunities
to steady or enhance team performance.[8]

Table 1 lists the components of Core Competency 4.[8] Com-
ponent competencies, such as TT1, TT5, TT6, and TT8,
reflect principles of team development and teamwork that are
not exclusive to healthcare, but to all teams. These competen-
cies draw from several disciplines that include psychological
constructs coalescing with principles outlined in C3: In-
terprofessional Communication. Competencies. TT2 and
TT7 are guided by C1: Values and Ethics, that should be
incorporated into teams at ground zero to clarify the beliefs
and behaviors within which the team will function and hold

themselves accountable. C2: Roles and Responsibilities, are
reflected in components T3 and T4 that describe how the
team applies its collective understanding of the expertise of
individual disciplines; yet, makes space for what we may not
know about the scope and limitations of those disciplines. Fi-
nally, Sub-competencies TT9, TT10 and TT11 may integrate
contemporaneous knowledge through experiential learning
and quality approaches that enlighten us on methods that
demonstrate the capacity to improve the team’s functioning.

The overlap in the IPEC statements for Core 4 TT makes
it impractical, if not incorrect, to isolate each statement
and create exclusive categories for each. For instance, TT1
states “Describe the process of team development. . . ” (p. 14)
and TT10 states: “Use available evidence to inform effec-
tive teamwork. . . ” (p. 14).[8] Both are intertwined in the
breadth of the literature review, but there are others for which
there are particular relevance evidenced by the literature and
these are highlighted throughout the article. With excep-
tion, TT2: “Develop consensus on the ethical principles. . . ”
(IPEC, 2016; p. 14) is directly encompassed in Core Com-
petency 1: Values and Ethics and while it is foundational to
any team, it is omitted as it is better represented in the scope
of that Core.

Table 1. Core Competency 4: Teams and teamwork
 

 

Apply relationship-building values and the principles of team dynamics to perform effectively in different team roles to plan, deliver, and evaluate 
patient/population-centered care and population health programs and policies that are safe, timely, efficient, effective, and equitable.  

TT1 Describe the process of team development and the roles and practices of effective teams. 

TT2 Develop consensus on the ethical principles to guide all aspects of team work. 

TT3 Engage health and other professionals in shared patient-centered and population-focused problem-solving. 

TT4 
Integrate the knowledge and experience of health and other professions to inform health and care decisions, while respecting patient and 
community values and priorities/preferences for care. 

TT5 Apply leadership practices that support collaborative practice and team effectiveness. 

TT6 
Engage self and others to constructively manage disagreements about values, roles, goals, and actions that arise among health and other 
professionals and with patients, families, and community members. 

TT7 Share accountability with other professions, patients, and communities for outcomes relevant to prevention and health care. 

TT8 Reflect on individual and team performance for individual, as well as team, performance improvement. 

TT9 Use process improvement to increase effectiveness of interprofessional teamwork and team-based services, programs, and policies. 

TT10 Use available evidence to inform effective teamwork and team-based practices. 

TT11 Perform effectively on teams and in different team roles in a variety of settings. 

 Note. The 2016 updates to the competencies and sub-competencies appear in bold. 

 

 2. LITERATURE REVIEW
While the IOM and other bodies recognized and spurred in-
terprofessional education and practice in healthcare through
several decades,[4–7, 9] industry and business spawned the
use of cross-functional teams (CFTs) as a vehicle for re-
solving organizational problems, reaching economic goals,
and improving organizational performance.[10–12] Other in-
fluences converged for a similar theme. Efforts were in-
tensified by recognizing high reliability teams (HRT’s) as

special functioning teams that required explicit orchestration
for high hazard circumstances within organizations, such as
nuclear power plants, air traffic control systems, the mili-
tary, and space shuttles. HRT’s function in environments
where the consequences of errors are intolerable and defy
experimentation, yet exist within shifting and complex pro-
cesses.[13–15] At the same time, meeting customer demand
and reducing manufacturing errors gave way to process im-
provement schemes to enhance customer satisfaction and
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address costly waste associated with production, operational
errors, and inefficiencies.[16, 17] These confluences have re-
sulted in a thrust for quality through the use of organizational
teams, and a renewed interest in understanding individual,
team, and organizational behavior. It is not surprising then,
that the literature identifies sources from varied professional
arenas that describe teams and how they might function best.

2.1 Structural components: Teams and models
The structure of teams may be referred to as the mainte-
nance of norms and interaction patterns within teams.[18]

Structure here assumes that the leadership of an organization
fully sponsors and champions the teams designed within it
and provides the resources needed for the team’s success.
Structure may be a precursor to a team’s success. Team
composition and context imposed by the organization are
pre-determinants of team effectiveness. Multiple models
have been described, but many share common elements, and
are not distinctly different. Two models are represented, each
of which serves a different purpose. Model One depicts com-
ponents and mechanisms at work that are constants through
the life of the team and is often applied in clinical settings.
Model Two presents a linear progression of team activities,
outlining the steps and tasks within each stage of the team’s
lifecycle. Its structure is often observable in quality improve-
ment approaches. Particularly, Model One continues to be a
significant contributor to TeamSTEPPS R© developed by the
Agency of Healthcare Research and Quality (AHRQ).[18–23]

Each has a sustainable design with only minor edits to subse-
quent iterations and neither has been constructively replaced
over time.

2.1.1 Model one
First introduced by Salas and colleagues[21] and re-
introduced in 2009,[20] these authors examined teams and
their requirements to capture a parsimonious model, applica-
ble to a broad range of teams and contexts. They called it the
Big Five Model of Teamwork and highlight five core com-
ponents: team leadership, adaptability, mutual performance
monitoring, backup behavior, and team orientation. Each of
these is mitigated by three coordinating mechanisms: shared
mental models, closed-loop communication, and mutual trust.
Figure 1 depicts the model.

Model One core components. Team leadership is differenti-
ated between functional and shared. Functional leadership,
often through hierarchical structures, solves social problems
by the search and use of information for problem-solving
and the management of personnel and material resources.[20]

Though functional team leadership is well known for the
expertise employed for problem-solving, shared leadership
according to Burke, Fiore and Salas is “the transference of

the leadership function among team members to take advan-
tage of member strengths (e.g., knowledge, skills, attitudes,
perspectives, contacts and time available) as dictated by ei-
ther environmental demands or the development stage of
the team” (p. 105).[25] Shared leadership can be a collabo-
rative cushion that smooths out unilateral decision-making,
but more so, can leverage the heterogeneous expertise of
other team members, especially in response to environmental
changes. It is a component of sub-competencies TT7 and
TT11: “Share accountability with other professions. . . ”, and
“Perform effectively on teams and in different team roles. . . ”
(p. 14).[8]

Figure 1. Big Five Model of Teamwork. The big five model
of teamwork. (p.345):[24] Copyright 2009 by Sage
Publishing. Reprinted with author permission.

The second of the five in the big model is adaptability, which
is performed through a series of phases. Burke et al., defined
team adaptation as “a change in team performance, in re-
sponse to a salient cue or cue stream that leads to a functional
outcome for the entire team” (p. 1190).[26] They describe
that members of adaptive teams utilize their pooled resources
(i.e., knowledge gained from learning) and translate, differen-
tiate, and integrate cues to execute cognitive and behavioral
processes, and adjust their actions. Though learning is a
precursor, it is not the same as adapting. Adaptive team per-
formance is achieved through four constructs of an adaptive
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cycle: (a) situation assessment, where cue patterns in the
environment are recognized and a coherent understanding of
the team’s present circumstances are built; (b) plan forma-
tion, where the team generates a course of action appropriate
for the current situation; (c) plan execution, in which the plan
is consummated by coordinating mechanisms; and, (d) team
learning, whereby the team evaluates the effectiveness of
the performance to feed future performance episodes.[24, 25]

Salas et al., posit that in many contexts team effectiveness
directly relates to how the team adapts to multiple conditions
and contingencies that they encounter.[21] Both the cyclic
and emerging nature of teams directs attention to the impor-
tance of time within the team and the recursive attributes of
teams. Teams and their members work within, and interact
with, organizations and between each other creating dynamic
episodes and change. The environment does not necessar-
ily support a linear input, process, and output (IPO) model,
but instead the fluidity of team behavior permits pivots and
re-direction in response to the environment.

Mutual performance monitoring, the third component of the
model, is simultaneously tracking your own work while keep-
ing an eye on other team members’ assignments to keep a
pulse on how the overall functioning of the team is working.
It must be incorporated in the team culture at team forma-
tion, so it is not misinterpreted as intrusion, but a welcomed
observation of what should be happening.[24] Its advantages
are the ability to adjust and coordinate activities between
members while taking cues from the external environment to
keep on target.[25]

The fourth component is back-up behavior described as a dis-
cretionary effort recognizing and accommodating a workload
distribution problem of the team or assists team members
with a task. It can be a physical or verbal aid that can re-adjust
strategy, provide feedback or support another in performance.
The ability to anticipate the needs of others on the team is
through “accurate knowledge about their responsibilities” (p.
560).[21]

The final component, team orientation, as described by Salas,
Rosen, Held and Weissmuller, is not referring to education or
training per se, but is rather, the tendency to use “task inputs
of other teammates and patterns of behavior that improve
team and individual performance” (p. 346).[24] The input
from others avoids some of the stress within teams fostering
a team that tends to work as a team, rather than generating
stress that may cause team members to focus more on their
individual tasks.

Model One coordinating mechanisms. Three distinct coor-
dinating mechanisms act as the operational substrates for
the core components to work: (a) shared mental models,

(b) closed-loop communication, and (c) mutual trust.[20] A
mental model is a phenomenon created in the mind by a trans-
lation of some external process, symbol, or inference. You
don’t need to know all the properties of something to grasp
the way it works.[27] A mental model guided by integration
of information, when expanded at the team level, is a shared
representation of that information held by one or more team
members. A shared mental model of the task by its team
members means there are common or overlapping cognitive
representations of task requirements, procedures, and role
responsibilities. These representations help team members
interpret incoming information in a compatible manner and
create similar explanations of the environment.[20]

A second coordinating mechanism is closed-loop communi-
cation. Communication binds the team’s work together and
doesn’t require rationalization. Communication strategies
vary, but effective teams often use closed-loop communi-
cation as an explicit mechanism for communication. The
sender-receiver model of communication is familiar and the
common misunderstandings that occur with message mis-
interpretation. In closed-loop communication the sender
follows-up to confirm the message was interpreted as in-
tended.

The third coordinating mechanism is mutual trust. It is fun-
damental to optimal team functioning and is integral to any
organization’s or team’s capacity to endure the team’s tenure
with a degree of psychological safety. Mutual trust has been
defined as “the shared perception by the majority of team
members that individuals in the team will perform particular
actions important to its members and that the individuals
will recognize and protect the rights and interests of all the
team members engaged in their joint endeavor” (p. 205).[28]

However, intervening factors may integrate micro-level (psy-
chological processes and group dynamics) with macro-level
(institutional arrangements), and can change the conditions
for which trust emerges, such as the conditions of risk and
interdependence.[29]

2.1.2 Model two
Model Two describes inputs, throughputs or processes, and
two different outcomes to understand team performance. The
model emphasizes team characteristics throughout the team’s
goal pursuit and not the typical business or quality references.
Though one output is the output of services, products, and
programs (the organizational goal of the team), another out-
come is the result of the team’s interaction, such as team
skills and team knowledge. An earlier version of this model
was described by Tannebaum, Beard, and Salas.[22]

Team inputs include individual and team characteristics (in-
cluding its physical and financial resources). The throughputs
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are the manner by which the team interacts over a period of
time. They are the processes through which the team com-
municates, coordinates, makes decisions, and converts its
inputs into outputs. The primary outputs are the quality and
quantity of the products produced and the services delivered,
as reflected in the team’s performance. Other outputs are
changes in the team (e.g., new norms) and changes in indi-
viduals (e.g., improved skills), which in turn may influence
subsequent team performance (p. 122).[24]

A version of this model was reproduced by Salas, Rosen,
Held and Weissmuller[24] and is depicted in Figure 2.

Ilgen, Hollenbeck, Johnson, and Jundt further reflected on
this model to describe teams as multi-level systems shaped
by the contexts of people, tasks, and technology settings.[18]

They suggested the IPO falls short of seeing teams as adap-
tive systems. Their position was that the process (P) was not
necessarily the influence that bridged inputs to outcomes, but
other emergent cognitive or affective states. They suggest
teams don’t function in a linear single path but are influenced

by intervening events. Therefore, they promoted an IMOI
model, “input, mediators, output and input” (p. 520).[18]

substituting M for P, to explain the variability and mediator
influences of teams. Another “I” was suggested at the end
(IPOI) to indicate the cyclical performance of teams, wherein
the performance output serves to contribute to the input of
the next cycle.

2.2 Characteristics that make a difference
The structure of teams depicted in Models One and Two are
significant contributions to team success without which be-
haviors may fail to yield the desired outcome. Many organi-
zations have gravitated to distributed leadership, manifested
in teams and teamwork. The hierarchical structures are less
obvious and decisions are through shared processes, often
replacing, modifying, or substituting for traditional vertical
models of leadership.[30] However, whatever the structure,
characteristics of teams and their members have emerged.
The literature is replete with references to many attributes
that contribute to team success.

Figure 2. The Team Effectiveness Framework.[24] Copyright 2009 by Sage Publishing. Reprinted with author permission.
KSA = knowledge, skills, and attitudes
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2.2.1 Empowerment
Team models require empowerment to operate successfully.
Empowerment has been described by differentiating how
empowerment occurs through structural or psychological
means. Structural empowerment usually entails an alteration
of the role of external leadership that shifts responsibilities to
the team members and often means authority is delegated to
team members for a given level of functioning and decision-
making. In the psychological state, empowerment is per-
ceived as task-autonomy or as a degree of self-determination
with which one experiences authority and responsibility.[31]

The two are not necessarily exclusive: structural empower-
ment may be an antecedent to the psychological state. Em-
powerment may also evolve within teams as an emerging
state as empowered teams feel liberated to act, align and co-
ordinate actions to meet goals, handle conflicts, and motivate
members. One definition of psychological empowerment
is “‘team members’ collective belief that they have the au-
thority to control their proximal work environment and are
responsible for their team’s functioning” (p. 98).[31]

2.2.2 Trust and psychological safety
Trust and psychological safety are coupled together due
to their inextricable links. Trust is likely to be both an
antecedent and a consequence of, psychological safety.
Rousseau, et al. stated that “trust is a psychological state
comprising the intention to accept vulnerability based upon
the positive expectations of the intentions or behavior of an-
other” (p. 395).[29] While mutual trust has been described
as one coordinating mechanism, in Model One’s construc-
tion,[20] the expertise enlarged by cross functional teams,
differences in language, culture, and practices can create
trust barriers at team inception and is a challenge for cohe-
sion development.[28] Webber suggested choosing a high
profile, career-impacting project as a precursor to motivating
team trust by attracting known talent.[28] Though this notion
is an extrinsic factor of trust, the position comes from the
belief that talent is functionally defined by past performance
and can transfer to an initial sense of trust within the team.
Initial impressions of expertise, reputation, and observations
based on prior work experiences form the first images of trust
and can expedite or postpone conferred trust. Team climate
evolves over time and trust can decline and resurface in long
standing relationships.[29]

Trust is an essential ingredient for psychological safety. Ed-
mundson defines psychological safety as: “the shared belief
that the team is safe for interpersonal risk taking. . . The term
is meant to suggest neither a careless sense of permissiveness,
nor an unrelentingly positive affect but, rather, a sense of
confidence that the team will not embarrass, reject, or pun-
ish someone for speaking up. This confidence stems from

mutual respect and trust among team members” (p. 354).[32]

Trust is a tacit belief that is translated into a group construct
of being comfortable within the group to be yourself. Ed-
mundson posits that psychological safety is a requirement
for optimal team learning. According to Edmundson, “Exam-
ples of learning behavior include seeking feedback, sharing
information, asking for help, talking about errors, and ex-
perimenting. It is through these activities that teams can
detect changes in the environment, learn about customers’
requirements, improve members’ collective understanding
of a situation, or discover unexpected consequences of their
previous actions” (p. 351).[32] The degree of intrapersonal or
interpersonal threat a person perceives makes a substantial
difference on how one interacts with the team, how much
and what information is disclosed.

2.2.3 Psychological collectivism
Psychological collectivism has gained increased interest as
employers increasingly align rewards with shared achieve-
ments among workers. Highly collective individuals see
themselves as members of in-groups, with a strong connec-
tion to, and priority for, the well-being and goals of that
group.[33] Of interest, is the attention devoted to collectivism,
and its counterpart, individualism, each of which has been ex-
amined for their cultural attributes and are observable during
team interactions. Collectivists have closely aligned personal
and communal goals. They subordinate individual needs to
group needs. Cognitions conform to norms and obligations
of the group. The emphasis is on maintaining relationships,
even when it may be disadvantageous. In contrast, individual-
ists weigh the advantages and disadvantages of a relationship.
Individualists are likely to focus on their personal needs,
rights and contracts to guide their social behavior. If group
norms are inconsistent with self needs, norms are likely to be
rejected.[34] Therefore, the self is defined within an interde-
pendent behavioral framework for collectivists and within an
independent behavioral framework for individualists. The im-
plications may be extended to a better understanding of just
how individual preferences and professional cultures guide
behavior. Specifically, the application to teams is illustrated
in a study conducted by Jackson et al. who found collective
members “formed their group tasks better, contributed more
discretionary citizenship (give more than receive; reciprocate
in a deep concern for the group), and less likely to engage in
counterproductive behaviors” (p. 894).[33]

2.2.4 Supportive behaviors
Setting a goal for the team is a requisite for performance,
but for goal-setting to work, team members must feel an
attachment to the goal.[10, 35] When task interdependence
is high, team goal commitment is more strongly related to

Published by Sciedu Press 61



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2019, Vol. 9, No. 3

team performance.[10] Supportive behaviors are voluntarily-
provided assistance, defined as either instrumental support,
i.e. tangible help with difficult tasks, or emotional, i.e. pro-
viding encouragement and positive feedback, and bolstering
self-worth. Supportive behaviors mediate the relationship
between team goal commitment and team performance.[10]

2.2.5 Self-awareness

A competency not explicitly listed in IPEC’s sub-competency
listing is self-awareness, but it is implied through self-
reflection and has relevance for its role to help mitigate
conflict within teams. The Johari window is a framework
developed by Joseph Luft and Harry Ingham in 1955. They
described four distinct quadrants to help explain the degrees
of self-awareness to which our behaviors are known to the
self and to others.[36] The first quadrant is known to the self
and known to others and is called the open quadrant. The
second quadrant is labeled the blind quadrant and is usually
manifested in behaviors that are obvious to others, but the
same perceptions or interpretations are not recognized by the
individual. The third quadrant is called the hidden quadrant.
Characteristics are known to the self, yet consciously hid-
den from others. These are often qualities individuals are
unwilling or not ready to share and are often deflected by
a façade. The fourth quadrant is described as the unknown
quadrant, a part of the self that is unknown to others and to
the self.[36] Feelings, experiences, and the resulting behavior
may not be consciously accessible. The four quadrants repre-
sent the total person in relation to others and one’s awareness
of behavior, feelings, and motivation.[37]

The importance self-awareness is our ability to self-reflect ac-
curately, use personality strengths, and address weaknesses to
enhance team member and team leadership effectiveness.[37]

If colleagues sense that we are not open to feedback, or it is
always met with resistance, resentment or a lingering down-
side, feedback is inhibited, the open quadrant shrinks, and
the other quadrants get larger.[36] A desire to move from
the real to the ideal-self means connecting with one’s val-
ues, strengths and weaknesses to promote the creation of
at least a mental action plan for reaching the ideal. The
presumption is that as blind spots diminish, one takes ac-
tion to consciously correct misdirected behavior to improve
relationships. The individual’s capacity for self-awareness,
and to maintain personal integration and integrity is a likely
precursor to entering a positive relationship with others. Self-
awareness has significant implications for the competence
to fulfill TT6 and TT8: “Engage self and others to construc-
tively manage disagreements. . . ”, and “Reflect on individual
and team performance. . . ” (p. 14).[8]

2.2.6 Emotional intelligence
Akin to self-awareness is the construct of emotional intelli-
gence. Jordan and Troth (2004) adopted a model first put
forth by Mayer and Salovey worthy of explicating:

a model of emotional intelligence that encompasses (a) per-
ception, (b) assimilation, (c) understanding, and (d) manage-
ment of emotions. This model emphasizes that emotional
intelligence is a multidimensional construct and that these
four steps are iterative in that each factor contributes to the
development of other factors. ‘Perception’ refers to an abil-
ity to be self-aware of emotions and to express emotions
and emotional needs accurately to others. A part of this
self-awareness is the ability to distinguish between accurate
and inaccurate expressions of emotions and honest and dis-
honest expressions of emotions. ‘Assimilation’ refers to an
individual’s ability to use emotions to prioritize thinking by
focusing on important information that explains why feelings
are being experienced. This factor also includes the ability
to adopt multiple perspectives to assess a problem from all
sides, including pessimistic and optimistic perspectives. ‘Un-
derstanding’, the third component of emotional intelligence,
refers to an individual’s ability to understand complex emo-
tions, such as simultaneously feelings of loyalty and anger.
Finally, ‘emotional management’ revolves around the regula-
tion of emotions—that is an individual’s ability to connect
or disconnect from an emotion depending on its usefulness
in any given situation (pp. 197-198).[38]

In their study, Jordan and Troth posited that emotional intel-
ligence will influence the problem-solving performance of
teams through individual team members’ ability to success-
fully resolve conflict. They also advanced that functional
conflict (resolved constructive conflict) and dysfunctional
conflict (unresolved, recurring conflict) is essentially emo-
tional because of the threats to individual or group goals.
From the hypotheses posited, their results suggested not all
tasks benefit from emotional intelligence. But, when the
task at the individual level was subject to a group condition,
the task conflict can be emotional, especially if it poses a
threat to individual goals or self-esteem. Further, they found
teams with high average emotional intelligence are more
likely to adopt collaborating conflict relationship styles to
resolve conflict versus teams with lower average levels of
emotional intelligence.[39] Therefore, emotional intelligence
may be a decisive element to fulfill TT6.

2.3 Team leadership and facilitation
According to Salas, Sims and Burke, team leaders enable
effective teamwork and interdependent action through three
overarching functions. While reflected in Model One, these
standalone without a reliance on a model. First, the team
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leader has a role in the creation, maintenance, and accuracy
of the team’s shared mental model.[21] Throughout the team’s
lifespan, the leader establishes and re-establishes a shared
understanding of the team objectives, the team constraints,
its resources, and the role of each team member. Empirical
evidence by Marks, Zaccaro, and Mathieu indicates that the
provision of enriched information by team leaders results
in more similar and accurate mental models among team
members.[40]

Second, the team leader promotes team effectiveness by mon-
itoring the environment to facilitate team adaptability and by
using this information to produce an appraisal of the operat-
ing environment.[41] The third function of the team leader is
establishing behavioral and performance expectations. Early
on, social structure, communication, norms, and role expec-
tations need to be established particularly at a time when
the team is more receptive and the basis for collective action
can be more easily determined and accepted.[41] If non-
productive team conflict arises, the leader must reestablish
adaptive norms and performance expectations.[41] Leaders
must be aware of the strengths and weaknesses of each team
member and how these intersect with task requirements to
coordinate team behaviors and interactions.[41, 42] This third
function of the team leader particularly relates to Core 4
sub-competency TT8: “Reflect on individual and team per-
formance for individual. . . team, performance improvement”
(p. 14).[8]

Facilitative leadership refers to acts that “promote respect
and positive relationships between team members, productive
conflict resolution and open expression of ideas and opin-
ions” (p. 312).[43] It merges with Core 4 sub-competencies
TT3 and TT4: “Engage health and other professionals in
shared. . . problem solving. . . ”, and “Integrate the knowledge
and experience of health and other professions. . . ” (p. 14).[8]

If we assume a critical characteristic of team leadership is
facilitation, then constructs embedded in leadership skills
may be pragmatically employed for good facilitation. For
instance, a definition of authentic leadership particularly
advances the competencies laid out by IPEC: “a pattern
of transparent and ethical leader behavior that encourages
openness in sharing information needed to make decisions
while accepting followers’ inputs” (p. 422).[30] The connec-
tion with facilitation is importantly linked with four compo-
nents posited as important attributes of authentic leadership:
(a) balanced processing (objectively analyzing relevant data
before making a decision, (b) internalized moral perspective
(guided by internal moral standards, used to self-regulate);
(c) relational transparency (presenting one’s authentic self
through openly sharing information and feelings, appropri-

ate for situations, but not inappropriate displays of emotion);
and, (d) self-awareness (demonstrated understanding of one’s
strengths and weaknesses, and the way one makes sense of
the world).[30] By the nature of interprofessional collabora-
tion each team member takes on a quasi- leadership role at
various times of the team’s tenure depending on the problem
to be solved. Therefore, each member may require equiv-
alent levels of authentic leadership acumen. TT11 states:
“Perform effectively on teams and in different team roles. . . ”
(p.14).[8] CHIC created Domain 5: “collaborative leader-
ship”, which acknowledges the shared decision-making and
the application of leadership principles required amongst
team members.[1] IPEC also coupled leadership with col-
laboration in Core sub-competency TT5: “apply leadership
practices that support collaborative practice. . . ” (p. 14).[8]

2.4 Team conflict
Good facilitation assumes the capacity to adequately address
team conflict. As described, self-awareness and emotional in-
telligence are also essential components for both team leaders
and team members to successfully promote positive dialogue
in response to the concurrent and inevitable disagreements
that surface. CHIC emphasized the importance of conflict
management by its separate distinction in Domain 6, interpro-
fessional conflict resolution.[1] IPEC incorporates it in TT6:
“Engage. . . others to constructively manage disagreement. . . ”
(p. 14).[8] CHIC recognized disagreements often relate to
ambiguity, power gradients, and differences in goals.[1] Gard-
ner addresses team conflict by explaining that role status in
hierarchical systems can convey a power level that causes
an imbalance between members of the team.[44] Behaviors
such as diminishing the team’s performance through talking
about other team members’ inadequate competencies, and
“social loafing” (free riding) amongst some team members
demotivate the group and are also a source of team con-
flict.[40] Conflict may also emanate from a structural source.
Multiple reporting relationships amongst members create
confusing expectations for performance, competing priori-
ties and conflicts between members of the team, and between
their respective functional managers.[28]

The manifestations of team conflict may create different ap-
proaches. Conflict triggers can be anticipated and identified
to set agreements, such as charters, by which these will be
effectively managed. Task conflict can usually be addressed
on a cognitive level especially when the groundwork for task
conflict discussion was formed at the beginning of the team’s
formation. Interpersonal and/or emotionally-tied conflict can
be more difficult to address successfully. Marks and oth-
ers differentiate conflict management into two types: “(1)
preemptive conflict management involves establishing con-

Published by Sciedu Press 63



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2019, Vol. 9, No. 3

ditions to prevent, control, or guide team conflict before it
occurs; and (2) reactive conflict management involves work-
ing through task, process, and interpersonal disagreements
among team members” (p. 368).[40] Team contracts and
charters can lay out ground rules, norms, and how teams will
handle conflict before the team starts its work.[16, 21, 40]

Affect management calibrates team members’ emotions and
may deescalate reactive conflict. Amason posits that evi-
dence strongly supports dialectical inquiry (DI), a technique
to prompt critical and investigative interaction between mem-
bers, results in better decision-making, but Amason also
maintains that team members need a level of positive affec-
tive relationships to work together effectively. Diversity of
experiences is critical for high quality decision making and
cognitive disagreement may be deliberately induced. Yet,
efforts to incite the percolation of ideas and create cogni-
tive tension may lead to conflict that is dysfunctional.[45]

Cognitive disagreement can lead to emotional or affective
conflict. Affective conflict seems to emerge when cognitive
disagreement is interpreted as personal criticism or “political
gamesmanship . . . the results of which. . . can foster cynicism,
avoidance, or countereffort” (p. 129). As team leaders induce
cognitive conflict, they may cause an unnoticed “mutation”
and trigger affective conflict (p.129).[45] A study by Amason
found cognitive conflict accounted for the improvement in
decision making quality and it was also positively related to
affective acceptance amongst groups.[45] Affective conflict
however had an adverse effect on decision making, which
might further explain why affective conflict and quality deci-
sion making are unlikely to co-exist well.

Barsade and Gibson contend that emotions are part of group
life. Group emotion has been described as the collective emo-
tions that get produced from the interaction within the group
and the net effects from the individual profiles or make-up
of each group member. They describe the phenomenon as
a “group as a whole approach”, one that can influence the
behaviors of individuals within it.[46] In this perspective, indi-
vidual emotions can be subsumed in group emotions and can
result in a group emotional character that is more extreme
than individuals would exhibit. To illustrate with an exagger-
ated example, the phenomenon can emerge when the homo-
geneity of emotions is enveloped in a crowd mentality. First
described by Freud, two processes explicate the phenomenon:
(a) impulsivity, an increased comfort amongst members to
translate ideas into action, and (b) a mass contagion, where
individuals imitate the emotional character of others in the
group. Freud depicted “the dwindling of the conscious in-
dividual personality and the focussing [sic] of thoughts and
feelings into a common direction. . . corresponds to a regres-
sion. . . to a state of primitive mental activity” (p. 91).[47]

Though crowd mentality is an extreme instance, by its ex-
treme, it helps us imagine the degree to which groups may
congeal emotion and may blunt the emotional variation be-
tween individuals towards a cause, which does not differen-
tiate the self. Both components work together to escalate
team behavior, and without a moderator, can be destructive.
Moderation occurs through leader-facilitation, but it is also a
function of team-member’s self-regulation through individ-
ual attributes of self-awareness and emotional intelligence.

2.5 Collaboration
IPEC repositioned Collaboration as the theme that invokes
and directs the 4 core competencies. Gardner proposed that
collaboration is both a process and an outcome by seeing the
collaborative process as a synthesis of different perspectives,
and the collaborative outcome as the development of integra-
tive solutions that could not be achieved by a single person
or organization. She contends that communication and cog-
nitive diversity can be optimized by understanding work
styles, expanding communication repertoires and appreciat-
ing inquiry.[44] In other words, be attentive to team members’
values, goals and ways of engagement. She posited several
lessons for putting collaboration into practice.

Though collaboration focuses on what and how communi-
cation happens within teams, it has become complex with
the web of professions becoming more intertwined with pub-
lic and private bureaucracies. According to Barr, different
professions have experienced enhanced status, new profes-
sions have emerged, territory has been gained and lost, and
responsibilities reallocated, all of which have shifted power.
The evolution prompts disequilibrium, and it is magnified
by empowered consumerism. “Competition and collabora-
tion coexist” and this reality crosses several professional and
industry sectors (p. 182).[3] Hence, the context at a macro
and micro level within which we strive for collaboration con-
tinues to evolve. Barr also elaborated on the importance of
distinguishing competencies within and between professions
by defining common, complementary and collaborative cate-
gories.[3] Collaborative competencies acknowledge the roles,
responsibilities and competencies of others while tolerating
ambiguities and recognizing their constraints.

Others have found role recognition and role clarity, along
with working together over time made a positive difference
for collaboration.[48] Further, relationship perception may
improve when there was a better understanding that one pro-
fessional could accept a suggestion from another, but not
have the burden of implementing it. Suter, Arndt, Arthur,
and others found role understanding and appreciation helps
collaboration; yet, also found that professional culture may
enhance care by diverse participation, but it may impede
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collaborative practice.[49]

Some authors suggest that barriers intrinsic to academic train-
ing within healthcare personnel still prevail and represent
primary hurdles to collaboration and teamwork. These bar-
riers often begin with a taught professional identity that is
preserved and protected, often at the exclusion of others and
may be perpetuated in practice with status asymmetries, am-
biguous roles, and interpersonal power.[50, 51] Reeves, van
Soeren, MacMillan, and Zwarenstein suggest that regulatory
bodies and legal frameworks control professional entry and
scope of practice, perpetuating isolationism versus collabora-
tion. They posit that a social contract, particularly for nurses
and physicians, could outline roles/responsibilities between
each other and with the public too.[52] A social contract might
delineate work and serve as the basis for interprofessional
negotiation.

3. DISCUSSION
Team training and team-building exercises within or-
ganizations are an important factor to form successful
teams.[22, 53, 54] TeamSTEPPS R© is one kind of packaged
team training directed for clinical use to improve patient
safety.[19, 55, 56] Others may incorporate simulation tech-
niques, team adaptation, and error management training.[23]

Some advocate harnessing individual and collective expertise
by leveraging all team learning opportunities within organi-
zations. Nisbet, Lincoln, and Dunn contend that workplace
learning is informal interprofessional learning where learning
occurs in everyday practice, can and should be more explicit,
and may teach professionals how to utilize the expertise of
the team to be a more competent interprofessional practi-
tioner. They suggest a creation of a learning organization
that maximizes learning for improvement in performance,
safety, outcomes, and practice.[57] Importantly, “team train-
ing is a cultural intervention and dependent upon leadership
support at all levels” (p. 370).[58]

Another consideration to effectively teach, train, and dissem-
inate IPEC competencies is to assimilate them with quality
methodologies. Health care settings are fraught with pa-
tient/client variables with a need to periodically function as
HRTs. Alternatively, multiple processes that indirectly drive
care and services do not function as HRTs, nor should they.
Quality processes are used for both. Specifically, IPEC’s
TT9 states: “Use process improvement to increase effective-
ness of interprofessional teamwork and team-based services,
programs, and policies” (p. 14).[8] Process models such as
TeamSTEPPS R©, Plan Do Study and Act (PDSA), and Lean
Six Sigma (LSS) need to form a tight fit with IPEC competen-
cies to avoid a number of overlapping models. Though qual-
ity methodologies with several tools have been implemented

in many clinical settings how IPEC competencies complete
or contribute to these methodologies are not explicit.[23, 59]

For instance, TeamSTEPPS R© incorporates the constructs
of shared mental models, mutual support, situational moni-
toring, back up behavior, closed loop communication, and
others through its tools, mnemonics, and acronyms. These
are adopted and adapted for specific clinical presentations
and encounters. Despite their usefulness and appeal to insti-
tutions, we need to explain how these tools are represented
within the context of IPEC competencies, particularly Core
4 TT, to deepen the understanding amongst professionals to
expand and illustrate their broader connection. Health care
professionals should know how to integrate quality processes
with IPEC competencies as the overarching goal. Overlap-
ping models confuse desired goals particularly for profes-
sionals at entrance into practice with the conflicting priorities
of institutions and practitioners. Instead, models can be ar-
ticulated together so they are more easily understood and
adopted for ease of widespread application.

Notwithstanding team training, a deeper understanding of
human behavior is often a prevailing factor in a team’s suc-
cess. Yet, the challenge to better understand which behaviors
make a difference continues. The psychological and soci-
ological bases for member interactions are critical to our
understanding of teamwork and representative disciplines
have made significant contributions to the literature. Health-
care professions need to cast a wider net and tap into these
professions with more intensity than we have in the past.
Reeves suggested that the value of sociology can provide
critical framing to “micro interactions” between professions
(p.218).[60] And, according to Weingart and Cronin, it is time
to unify constructs and organize the knowledge already pro-
duced. They assert continued identification of new effects,
the infinite possibilities and the renaming of phenomena
produces construct proliferation that is not “cognitively man-
ageable” (p. 510).[61] The merits of consolidation should be
recognized, but not at the expense of defining what behaviors
work. Studies that demonstrate how outcomes are affected
by team behavior remain unapparent. The reasons may be
in the subject. Human behavior is iterative. It evolves over
time with self- and team-awareness, and team learning. Be-
havior is also prompted by context, changing conditions and
is often circumstantial. The dynamics create a moving target,
where it is difficult to predict states for study control and link
teamwork to outcomes.[62]

When the Core 4 TT sub-competencies are examined, the
operative terms and phrases for success such as engagement,
shared problem-solving, team leadership and conflict res-
olution functionally have a dependence on the behavioral
attributes described. While these may be innate for some
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individuals, for most of us these are learned. To succeed we
rely on the structural components or models as one scaffold
for the vehicle through which we enact behaviors, but the

mastery of team leadership and conflict resolution relies on
the motivation to collaborate.

Table 2. Guidelines for the “how” of competency development
 

 

TEAM LEADER 

Behavior/Topic Actions 

Understand the knowledge, skills 
and abilities (KSA’s) of each 
member 

Specify and verify each KSA with team members. Conduct initial interviews to assess the status of KSA’s, and their contribution to 
shared mental models. [25,63] 

Set the foundation and the 
ongoing team performance 
expectation. 

Have a pre-brief before the team begins on the demands of the project. [25,63] 
Engage members to know each other, strengths and weaknesses, and motivations. Establish ground rules at the beginning of team 
formation and recheck performance periodically. It is the beginning of an unwritten psychological contract. [21,40] 

Establish purpose for the team, though this often requires a revisit. [63]   
Don’t avoid slowing down or re-formation by relying on advocacy (support for a topic or decision) vs. inquiry. Instead, recognize 
the fast pace as a challenge, but provide the experience space to help the team adapt and learn by inviting deeper dialogue, rather 
than an expedient solution. [63] 

Informant Share information to team members throughout the life of the team. Help team members understand barriers. [21,42] 

Shared mental models 
Interview team members for their strengths and weaknesses—share results and develop guidance for a shared understanding. Take 
responsibility for the role a leader: develop members’ mental models of team goals, actions needed, and how these may change over 
time.[25,27,63-64]. 

Team learning 
Encourage feedback. Discuss errors openly and recap debriefings for a teaching moment; encourage experimentation. Model 
behavior by admitting confusion or a mistake and giving team members an opportunity to emulate learning. Self-correct.[24,25] 

Set a climate for trust 
Dig for the root causes of errors, but do not embarrass or punish. [32] 
Use errors for learning moments. Promote awareness of each other’s competencies. [28,63] 

Psychological Safety 
Trust is a component, but care “for each other as human beings” (p. 411). Both trust and psychological safety should be evidenced 
by energy, engagement, and varied opinions.[63] 

Recognize task-related or 
cognitive conflict vs. 
interpersonal conflict.  

Develop team rules and norms about the nature and timing of conflict. Educate the team to understand the differences between task 
and interpersonal conflict and how each will be addressed.  Tolerate cooperative approaches and guide against competitive ones. 
Discuss multiple ideas to engage multiple views to reconcile and acknowledge their value. Go back to objectives, and highlight to 
consider what options are more closely aligned with goals. Recognize conflict for its merit. Use conflict as an opportunity to 
develop a shared mental model for the team by articulating differences and building consensus. [40,45,63]    

Provide training to team members 
before a project 

Behaviors can be learned. Provide didactic and experiential training to teach and mimic successful team behaviors. [65]  

Post-Briefing 

Provide a time for post-performance or post-action reviews soon after the team or an encounter adjourns. Target task-driven work 
and avoid person-based feedback. Include team work processes as a critical element. Address how team interaction affected 
performance Probe with open-ended questions and do not be the first one to provide observations and solutions. Encourage 
members about being specific about behaviors that helped or hindered an event. If comments are too general—such as 
“communication was poor”, it is hard to improve the specific kind, and timing of, communication that needs to improve. Be 
specific. Make links between various briefings to provide continuity for a bigger picture of performance; and learning. Voice team 
improvements. [43,57,66] 

TEAM MEMBERS 

Behavior/Topic Actions 

Communication 

Exchange task-related information.[67] Communicate openly.[68]  
Focus on behaviors and events in a non-evaluative atmosphere.[66] Ask probing questions to clarify.[44] Develop a tolerance for 
ambiguity.[63,66] 

Actively listen (without distraction) and be patient while listening to others.[44]  

Build on what others have stated.[63,66] 

Own one’s communication. Use “I” statements.[63] The speaker should discuss the impact others’ behavior or actions on him or her 
as an observable description, not interpreted.[63]  
Inquire, ask questions and clarify to increase understanding. Balance advocacy (for your position) with inquiry to clarify the issues 
and open up the dialogue for root causes and other solutions.[63,66,68] Dialogue in this sense means to suspend assumptions and enter 
into a genuine “thinking together” (p.10), not a discussion.[68] 

Scan the environment 
Scan the environment; get an external perspective to discover clients’/customers’ expectations—it can be a source of new ideas to 
expand thinking. It also can be a way of launching a dialogue within the team that is prompted by an external body and thereby is 
treated as ‘just information’ without the inside-team sensitivities.[63] 

Engage in deep dialogue 
Getting through the layers of tasks and objectives to develop a shared mental model. Tolerate differences during dialogue in order 
to work through to alignment, balancing advocacy with inquiry.[63] 

Shared leadership 
Recognize the competencies and professional domains of one another by asking for opinions and approach problem-solving with 
those professionals with a reference to their content expertise.[25]   

Mutual performance monitoring 
Keep an eye on each other for goal support and team member needs particularly for the tasks to be accomplished. Recognize when 
someone needs bolstering either in content or emotional lifting.[24,66]   

Seize moments to develop trust 

Make deposits into an emotional bank account with courtesy, kindness, honesty and keeping commitments so individuals 
accumulate a positive net effect of the total of encounters.[69] One study revealed a ratio of five positive interactions to one negative 
predicts long lasting relationships.[70] Collaboration can occur anywhere, in hallways and spontaneously. Leverage these, but 
choose the best time to inject your ideas. Opportunities are everywhere.[44] 

Practice reflection for 
self-awareness 

Make personal goals and values explicitly conscious.[71] Increase self-awareness by reflecting on interactions. Think of what you 
may not know about the interaction, especially if your intuition says something did not go well.[44] Have the courage to ask others 
what they think to demonstrate your openness to feedback.[36] 

Practice process skills 

Be present and avoid distraction. The contextual situation within which communication transpires includes power, political forces, 
finances and policies, etc. Reflect systems thinking for the sources that have created the context. Merge perspectives to balance 
autonomy with the unity required for collaborative relationships. But, be aware of the risk of too much diffusion and the loss of 
individual thinking.[44]   
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The literature must address what we can glean for useable,
concrete practices to guide and attract the attention of end-
users now. The healthcare industry is compelled to be effec-
tive, efficient, timely and patient-centered and may outpace
academic education in its prescription of what works. The
financial, healthcare industry and consumer environments
are demanding action at a feverish pace with an unfortunate
intolerance for protracted rigor. Table 2 is a summary of the
“how” components to synthesize and centralize important
evidence from the literature and provide useful information
to launch and perpetuate teamwork to address IPEC’s TT
sub-competencies.

4. CONCLUSION
Though the IOM provided the impetus for interprofessional
health care team collaboration, it is predominately industry,
government-sponsored agencies (e.g. IOM, AHRQ), and
other professional and academic bodies such as psychol-
ogy, sociology, and their sub-disciplines that have informed
healthcare professionals about what targets to achieve, but
not necessarily how teams and team members may function

most successfully. IPEC’s TT’s competencies guide us to in-
terprofessional collaboration for favorable outcomes but fall
short of telling us how these get achieved. The article posits
the scaffold begins with structural models, two of which were
described. Coupled with this scaffold, are key behavioral
ingredients, attributes of team leaders and team members
that permit a safe and robust dialogue to propel team success.
These were correlated with TT sub-competency statements.
While the literature highlights influences, challenges, and
in limited cases, determinants of team effectiveness, there
is not a comprehensive framework that definitively depicts
a triumphant model. More work ahead is needed to study
team models and the behaviors directed at, and aligned with,
advancing and mastering how competencies are achieved.
While a consistent prescription for team success remains elu-
sive, there are undeniable principles and qualities reflected
in the literature and described here that prepares us for the
competencies outlined in Teams and Teamwork.
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