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ABSTRACT

Team practice is increasing in popularity and occurence as it
is perceived to be an effective and efficient method of providing the
services of a few professionals to many clients however, individual
practices in specific settings have rarely been studied in a consistent,
systematic way.

In response to this need, this thesis is an exploratory study
of an interdisciplinary team practice based in a child development
clinic. Eight work processes - leadership, team roles, communication
processes, decision-making and problem solving processes, the team
purpose, conflict resolution, interactional processes of the team and
its host organization, and the team's functional use of group process -
are examined. Questionnaire and interview techniques were utilized to
collect the relevant data.

The responses obtained from these instruments were coded and
analyzed to provide a description of this team at work, its work style,
structure, and its weaknesses and strengths. The methodology does not
allow for the broad generalization of the findings across settings but
some general interpretations can be made: 1) the C.D.C. is not a team
according to Brill's (1976) definition rather it is a collection of
interdisciplinary professionals who work together towards a common goal;
2) its members are generally satisfied with its work style although
there are some discrepancies between the member's perceptions of, and the
actual work processes used by the unit; 3) dinconsistencies between
ideal team practices as defined in the literature and this unit's practice

suggest that existing definitions of team practices are deficit as they include



only structural components and not attitudinal/emotional components,

4) modifications in the C.D.C.'s work process would increase its
resemblance to an ideal (lateral) team practice, and 4) professional
conflicts and the founding philosophy and working style of the original

C.D.C. unit has determined its present work style.

- iii -
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CHAPTER I

INTRODUCTION
I. The Problem

Team practice is increasing in popularity and occurrence as it

is perceived to be an effective and efficient method of providing the
services of a few professionals to many clients (Kane, 1975 a and b;
Brill, 1976; Horwitz, 1970; Beckhard, 1972). While more is being
written about teams, their structures and work processes, individual
teams in specific settings ha&e rarely been studied in a consistent,

systematic way.

II., Rationale for the Study

A review of the literature dealing with team practices (see
Chapter II) reveals that concepts of group process, management and
structure have been borrowed from industriél and bureaucratic organiza~
tional theory and group theory, compiled and then presented as team
'theory"., In reality, this "theory" is merely a speculative prescrip-
tion for team practices. For example, lateral team practices based on
democratic principles is advanced in the reviewed literature as being
superior to other models of team practice, specifically, the medical
model (see Chapter II). In reality, this claim has not been systemat-
ically tested. In fact, scientific explorations of actual teams in
practice are rarely found,

Professional journals»do carry some reports about specific teams
but these reports are unscientific, impressionistic and are written from
one team member's pefspective. (Examples:t Social Science and Medicine (3)

1969 p. 95-100; Canadian Journal of Public Health (62) March - April 1971



p. 101-104). These reports contain only partial information about the
team's structure, its procedures for assigning tasks and for formulating
and carrying out casework plans., Little or no information is provided
about the team's leadership, conflict management processes, decision-
making and problem-solving processes, communication system(s), the

team's morale, team member's roles and how these are decided upon;

little is reported on the clients' perceptions of the team's effectiveness,

These gaps in the reviewed literature and subsequently in existing
knowledge about team functioning makes it imperative that individual team
practices be systematically and scientifically explored in all of the
areas mentioned above in order to advance knowledge about team practice
beyond the prescriptive stage.

With this need in mind, this thesis shall undertake an exploratory
study of one team's practice. The purpose of this study, in general terms,
is to define a team in practice., Specifically, the following areas will
be explored: the team structure, leadership on the team, team roles, the
communication processes in the team, decision-making and problem-solving
processes in the team, the team's purpose, conflict management in the
team, the interactional processes of the team and its host organization,
and the team's functional use of group pocess. The clients! perceptions
of the team's effectiveness will also be examined.

The subject of this study is the Child Development Clinic's team
(hereafter referred to as C.D.C.), Health Sciences Centre, University of

Manitoba, Winnipeg, Manitoba.

IITI, Definition of Terms

It is appropriate at this time to define the terms which will

appear mbst frequently throughout this thesis. It must be understood



that many definitions for each term have been considered throughout the
reviewed literature but only those definitions felt to be most appropri-
ate and clearly stated will be presented here,

Brill (1976) has presented the definitions for both "team" and
"teamwork" that hold the most meaning for this writer and which shall
Ee incorporated heres

"A team is a group of people each of whom possesses

particular expertise; each of whom is responsible
for making individual decisions; who together hold
a common purpose; who meet together to communicate,
collaborate, and consolidate knowledge, from which
plans are made, actions determined and future decisions
influenced." (Brill, 1976, p. 22).
Further, teamwork’ is that work which is done by the team (Brill 1976,
p. xvi),

The helping professions are noted for two types of team models

which are still in the evolutionary process of develoﬁment - intra-

disciplinary and interdisciplinary. The hallmark of each is who its

members are, their academic and personal backgrounds, their areas of
responsibility, and the expected rewards (Brill, 1976). This thesis
will only deal with the interdisciplinary team but definitions for both
team models will be provided to promote understanding.

Brill (1976) defines the intradisciplinary team as one whose

members are from one discipline but who represent different aspecis

1reamwork differs from job-sharing in that the latter is "a
voluntary work arrangement in which two people hold responsibility for
what was formerly one full-time position." (Olmsted, 1977). Job-
sharers have common areas of expertise and their focus in terms of
providing service are perforce the same.



within that discipline. They may or may not have varying levels of
academic accomplishment but do have varying roles within the team (p.93).

The interdisciplinary team differs in that its members are from

different disciplines. Their skills are both unique to the profession
and to the individual professional. The members may and often do
represent different academic levels of achievement (Brill, 1976, p.93).
Richard Scott (1974) in his work, uses a similar definition but
goes on to further label the intradisciplinary team as a "specialist
group" and the interdisciplinary team as a "task group". The difference
is based on the members in the group and the reason for its formation.
The literature reviewed tells of other work which has been done
in an attempt to more narrowly define different types of teams but for
the purposes of this thesis, Brill's (1976) definitions are adequate.
This thesis is concerned with the interdisciplinary medical model of
team practice which may be described as a task group. It generally
consists of four main professional representatives - physician(s),
social worker(s), psychologist(s), and nurse(s) - and is based in a

community clinic.

IV. Outline of the Remaining Chapters
Chapter I has defined the problem to be confronted in this thesis
and has described the overall purpose and importance of the study.
Finally the definition of those terms used most frequently throughout
the thesis have been presented,
Chapter II shall present a review of the research literature
in ﬁhree parts. The first section shall present an

historical overview of the team practice. A summary of the literature



dealing with the medical model and the lateral model of team practice
will follow. The third section will present a summary of Horwitz (1970)
and Koops (1976) framework for analyzing team functioning as well as an
examination of the eight work processes considered necessary for a
comprehensive study of a team practice.

Chapter III includes a description of the methodclogy and
research design used in this study. The findings from the study are
presented in Chapter IV while a discussion of the findings is presented

in Chapter V,



CHAPTER II

REVIEW OF THE LITERATURE

The literature review of this research thesis is divided into
three sections. The first section consists of an historical overview
of team practice, as well as a summary of its advantages and disadvan-
tages. The second section consists of a review of the medical model of
team practice in which the structural and ideological concepts of this
model are presented. The third section consists of a summary of Horwits
(1970) and Koop's (1976) framework for analyzing team functioning. Eight

team work processes are identified and discussed.

I. Team Practice - Its History, Its Advantages and Its Disadvantages

The next section in this chapter will present, albeit briefly,
a review of the literature dealing with the work processes of an inter-
disciplinary team practice. First however, a condensed historical
review and rationale for team practice will be presented.

A, History

Teamwork is not a new concept for its existence has been cited
in the writings of Hippocrates and also in the Bible. However, it has
more recently been brought into vogue by the helping pfofessions by the
increasing demand by the public for improved and increased service
delivery (Brill, 1976; Brieland, et al, 1973; Brock, 1969). This new
demand is felt to have emerged following World War II when there was
both an increase in knowledge and a general attitudinal change in how
the needs of people were being viewed. The social scientist's response
to these changes was.ﬁo become more specialized by dealing with only one
major area of human need at a time. The resulting frustration due to the

low rate at which clients' needs were still being met, in combination with



the realization that parts of man cannot be dealt with in isolation, led
to a review of this approach., The holistic view wherein man is looked
at as a summation of his parts in relation to his environment, led the
specialists into the adoption of the team model as a way to increase
service delivery and to meet the total needs of their clients (Brill,
1976; Horowitz, 1970; Brill, 1976; Briggs and Luenberger, 1973). The
social workers along with many other professionals had realized that no
one person can be all things to any other person (Brill, 1976).

Medical personnel had been working together in groups of two or
more, long before this. The prototypical example of this is the nurse-
physician unit. (One must be careful not to apply the term "team" in
its truest sense to any working unit.,) Earlier writings in the Bible
testify to physician-assistant relationships but not until more recently
have paramedical professionals been considered as possible members of a
medical "team". Despite the fact that Mary Stewart, an almoner in
England, was included in the hospital scenario (Brock, 1969) as early
as 1895, little progress was made in incorporating social work as a
viable professional member of most treatment teams. However, as the
holistic approach to meeting human needs has been increasingly adopted
by "helping" professions, the social worker has gained a recognized
position on many medical teams, e.g., mental health teams, rehabilita-
tion teams, child care teams, etc, (Kane, 1975; Butryn, 1967). Drew
(1953) put the necessity for this working relationship very succinctlys:

", ., ., total patient care is really nothing more than good

medical and social work practice. It is medicine and social

work in which no phase of the patient's problem is neglected
in an effort to return him to his previous place in society."

(p. 25)



B, Advantages and Disadvantages

The rationale for teamwork seems reasonable enough. It is;of
course, not the only nor the best treatment modality for every situation.

The advantages and disadvantages of the team work approach to
service delivery have been discussed in the literature. A general con-
sensus seems to have been reached with regard to the major pros and cons
of its use, These are identified here.

The advantages seem to be that team practice:

1) allows for personal growth of the individual members through
participatory learning,

2) provides a medium for specialization while providing an
integrated service to the client,

3) promotes a focus on the total problems presented rather
than on specifics and also allows for the opportunity to talk about how
the parts fit together,

L) encourages the team focus to be on the goals that provide
a direction for mutual efforts, thus producing more meaningful work,

5) possesses "emergent qualities" which lead to self-
actualization and self-renewal and thereby promote personal and group
growth,

6) has the potential of increasing the range and quality of
services offered to clients through multi-professional expertise and in
so doing, deals with the economic problem of supply and demand of client
needs vs. availability of workers, |

7) provides:a medium for examination and evaluation of ideas
in light of differing frames of reference.

(Brill, 1976; Brieland et al, 1973; Kane, 1975; Wise, 1974.)



Some major disadvantages seem to be that team practice:

1) May be a slow moving and cumbersome process in its attempts
to be a democratic organization,

2) lessens the number of client-worker contacts as the group
works in the client's interests and not always with the client,

3) may have difficulties in communication which may limit the
team's effectiveness,

4) may lead to fragmentation of services rather than an
integration of services,

5) team meetings may be more time consuming than consultations
and referrals outside the team framework,

6) tensions between disciplines and the lack of clear definitions
of boundaries of knowledge and expertise may make teamwork difficult,

7) some workers in all the human services are not only ill-
prepared for teamwork, but are also not committed to it,

(Brill, 1976; Kane, 1975; Brieland, et al, 1973; Wise, 1974)

As team practice is a relatively new method of service delivery,
there is no conclusive evidence that the advantages outweigh the dis-
advantages or vice versa. The literature reviewed, however, seems to
feel that the potentials for team practice are great.

II. The Medical Model and Team Structure

The previous section has presented a brief historical review and
rationale for team practice. This mode of service delivery will now be
examined in more detail. This section will describe a classical example
of a traditional team practice, the medical model, and will also describe

some newer still evolving models of team practice,
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Traditionally health teams operate in close alliance with
established medical facilities, whether within a hospital or clinic, or
within their adjacent communities. When people work together over a
long period of time, an operational system emerges (Watt, 1973). Watt
(1973) notes that the type and duration of this system depends upon
multiple factors, such as physical and social proximity of its members,
the common perception of a shared goal or the compatability of diverse
goals and the ascribed and achieved status of each of its members. In
addition, Watt notes that the ideal and actual roles of the members
determine the structure of the communication and behavioral patterns.

Established hospitals and clinics and their departments or sub-
units (teams) most frequently operate in the tradition of the medical
model, both in ideological stance and structural organization (Perrow,
1973; Binkerhoff & Kunz, 1972; Brock, 1969; Brown, 1973). While the
organizational literature reviewed was clear in this point, it was not
clear as to a precise definition of the term "medical model". This
term is much used but with a variety of implicit rather than explicit
meanings. Zax & Cohen (1976) have attempted to clarify the ideological
concept of the medical model. Their work shall be adopted in the ideo-
logical definition of the medical model concept in this thesis while
Susan Watt's (1973) structural concept of the medical model shall be
incorporated into our structural definition,

Zax & Cohen (1976) state that "medical model" is a term which

offers a conceptual guide to both the éause of illness and to the best
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methods for handling illness. For them, the medical model describes a
set of assumptions and practices that resemble the typical practice of
somatic medicine,

Zax & Cohen (1976) outline the central features of the medical
model as: 1) illness is viewed structurally, that is, the professional
tries to understand the cause and tries to find a remedy for it in order
to return the patient to his normal level of functioning; 2) illness is
felt to be caused by biological}chemical or physical irritants in the
narrowest view of the medical model, but psychological causes are con-
sidered in a broader view; 3) the focus of treatment is to overcome
the physical or psychological elements presumed to be causing the dis-
order; 4) the patient assumes a passive role in his treatment while
the professional is the active, all-knowing authority, and; 5) the
patient approaches the professional and seeks his help but only after
the disorder is well underway (p. 63).

This traditional model of patient care has been criticized by
such authors as Mechanic (1969) and Zax & Cohen (1976). The major
criticisms are aimed at what the model does not do rather than what it
does do. It is recognized that in some cases where illnesses due to
purely physical causes, the medical model may be the most effective
approach to patient care, However, in this model, there is no allowance
for problems which may arise out of continuous, adverse influences on
the patient over a long time period; rather, the onset of disorder is
thought to be acute. Nor is there any allowance for problems that
result from social or environmental factors. In fact, in the very
narrowest definition of the medical model (the disease or illness model)

no allowance is made even for psychological factors. Rather, all illness
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is thought to be due to physical causes. The medical model is further
criticized for its lack of consideration for preventative medicine; all
treatment is of a secondary or tertiary nature. Further, the model is
felt to be primarily based on middle class values, making few allowances
for class, cultural, ethnic and value differences between patients. The
treatment, therefore, may be inappropriate and ineffective for some
patients, A last criticism of this model is that it makes no allowances
for the evaluation of the appropriateness or effectiveness of the model
with regards to patient care, rather, it is assumed to be effective and
appropriate across circumstances, patients, therapists and presenting
problems,

Zax & Cohen (1976) note that the medical model is not a static
concept, rather it is dynamic, undergoing constant yet subtle changes.
The latest trends in the model have been towards diagnosing and treating
disorders as early as possible., Health professionals are also moving
towards more community outreach rather than waiting for the patients to
approach them for help once the disorder is underway. These changes
are helping to bridge the gap between the preventabtive model and the
medical model of patient care.

As noted, the term "medical model" is used to describe an ideo-
logical stance as well as an organizational structure, According to
Watt (1973) the team may be viewed as a specialized or task group and
as such, develops its own organizational structure just as does its
host organization. Such structure may be on a continuum from totally
vertical to totally lateral communication and power hierarchies,

Vertically structured organizations are referred to as bureau-

cracies or as examples of the medical model of organization, and are
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characterized by the principle of hierarchial ordering of offices and
authority. Perrow (1972) notes that in such a hierarchy, "every person
has one person above him to whom he primarily reports and from whom he
primarily receives direction. The organization is structured in the
form of a pyramid, with the top controlling everything. Power is
centralized." (p.32).

Watt (1973) lends support to this concept and notes that the
vertical team (See Table I), (or as Horowitz (1970) labels it, the
leader centered team, p. 23-24) "invests its members with a graduated,
delimited and explicit set of roles with authority, power and responsi-
bility attached to each and understood and subscribed to by each team
member. There is always a final authority which in the vertical proto-
type belongs to the team leader. This team leader usually holds the
most socially recognizable expertise both within and without the team
(eg. in a vertical medical team, the physician immediately becomes a
team leader with the medical specialist superceding the general practi-
tioner or resident).

Vertical team communication systems tend to be unidimensional
in descending and occasionally ascending patterns. Power is a function
of team position disseminating from the top down. Decision-making is,

ultimately, a function of the team leader." (p. 138)

Alternate Team Structures

Perrow (1972) notes, as does Watt (1973) that professional
organizations or teams are not necessarily structured in the rigid
medical model. Perrow states that, according to theory, professional

ncolleagues are at more or less the same level" (p. 32-3 ) but upon
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examination of this theory, he adds that "nor should one assume that
other professional bodies . . . enjoy the advantages of lack of hier-
archy . . . Indeed, any group with a division of labor, professional
or not, will be hierarchally structured" (p. 35).

In spite of Perrow's skepticism, a more ideal team structure is
advocated for by students of team practice (Brill, 1976; Kane, 1975;
Horwitz, 1970; Watt, 1973; Brieland et al, 1973). They suggest that
the ideal team structure would be the lateral team (see Table 1) (or, as
Horwitz (1970, p. 24~-25) labels it, the fraternally centered team) model.
In this concept, Watt (1973) notes " communication is on a horizontal
plane and power is shared equally by each member involved in the decision-
making process. Each participant, while retaining a clear picture of his
ideal role, assumes that role flexibility and adaptability is a high
priority characteristic of team membership. Power and authority, related
to goal attainment, belong to the lateral team as a whole and the process
of decision-making is viewed as being of equal importance to the decision
made" (p. 138).

Watt (1973) notes that the major difference between the lateral
and the vertical team model is that in the former, significantly more
complex systems of internal control and less external restrictions exist
than in the latter.

Not all team practices precisely fit either of these conceptual
models. In her work, Watt (1973) notes that there are cases where a team
model fits neither a rigid vertical team concept nor a rigid lateral team
concept. She refers to one such psychiatric team as a modified lateral
team as it holds more characteristics of the lateral team model rather
than the vertical team model in common. Conceivably then, the reverse

may also be true,
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Section II has presented a description of the traditional medical
model of team practice as well the more recently favorite lateral team
model. This section has been kept purposively non-critical in order to
present various authors perceptions of the two models. However, this
purpose having been served, it is important to note the weaknesses in
these perceptions.

While the lateral model of team practice appears functional,
efficient and effective in theory, its advocates note that such practices
are rarely found in practice. The reasons for this may be that:

1) such practices exist but the limited exploratory research to date
has not discovered them or, 2) a functional lateral team practice does
not exist in practice., At this point in the research history of team
practice, it is not possible to rule out either hypothesis. It would
appear however, that the concept of the lateral team model as presented
previously in this section is extreme and idealistic. At most, it
seems likely that resemblances to this model rather than precise dupli-
cates of it, would be the most that a researcher could hope to find in
practice.

In either case, it is clear that in order to determine which of
the above speculations about the existence of functional lateral team
practices is most correct, further research must be undertaken. This
brief critique suggests that future researchers might be prudent to
study and emphasis what elements and work styles are functional and

effective in team practices rather than searching for ideal models,
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ITI. Analyzing Team Functioning

This section details the work processes considered in the study
of the C.D.C. team practice,

Horwitz (1970) and Koop (1976) contend that team functioning can
be assessed on the basis of analyzing the work processes of a team
(Koop, 1976, p. 19). In order to do this, Horwitz indicates that the
answers to the following questions are crucial:

* Who decides what is to be done when? Who decided which

worker will perform the task and what techniques to

employ? Who helps whom to do what? . . . who decides

whether a job has been completed satisfactorily?"

(Horwitz, 1970, p. 63).

Koop (1976) took Horwitz's basic éoncept for analyzing team
functioning and organized his eight identified work processes (to follow)
into a convenient summary against which to compare observations of a team

(See Appendix A)
in action.A He applied this summary in a Master's of Social Work prac-—
ticum placement at a multiservice, multidisciplinary social service unit
in which he was a participant observer. He found that his organization
of Horwitz's concepts was a practical tool for assessing that team's
functioning.
"""" Horwitz's (1970) and Koop's (1976) analytic model utilizes the
»»»»» concept of co-ordinative work style and integrative work style. These
concepts were coined by John Horwitz (1970b)but were further clarified
by Koop. According to Koop "The coordinative work style is character-
ized by the guarding of autonomy of each worker within some defined
practice area. In the coordinative work style, task performance by team
members in most cases is successive, or in parallel, and consultations

are usually formally arranged. In the coordinative work style suggestions

may be welcome, but criticism is out of order. The work style is chiefly
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characterized by independent services and decision-making in a
confederated milieu" (p. 20),

Horwitz further distinguishes the integrative work style from
the coordinative. Koop notes that "the integrative work style is
characterized by an attempt to blur the borders of all practice areas.
In the integrative work style, task performance by team members is con-
Joint, and consultations are frequent and informal. In the integrative
work style, collegial initiative is practiced in offering uninvited
suggestions and comments to a worker., In this work style the work sche-
dule of all becomes the work schedule of each team member. The integra-
tive work style possesses the authority to deploy staff and is character-
ized by interchangeability of skills. The prime characteristics of the
integrative work style is that the planning of the service process is an
interdependent process!" (p. 20-21).

In reality, ideal work patterns such as the purely coordinative
or purely integrative work style rarely exist. Rather, each team devel-
ops its own work style which may lie anyway on a continuum from coordi-
native to integrative, and as Koop (1976) notes, that team's work pro-
cess may be analyzed in terms of the degree to which they approximate
either ideal work style, and can then be plotted on the work continuum.

The literature on team functioning (Kane, 1975; Brill, 1976;
Horwitz, 1970a & 1970b; Brieland, Briggs & Luenberg, 1973; Wise, 1974
Rubin & Beckhard, 1972) deals with a variety of variables which they
feel are relevant to understanding team functioning. The most common
and frequently mentioned processes have been identified by Koop (1976)
in his report and are very similar to the processes which this writer

has identified in successive studies,
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These eight work processes were used in the formulation of the
team interview schedule used in this research project. However, before
the design and research instruments are explicated, it is necessary to
clarify each of the eight processes. Some of Koop's eight work pro-
cesses have been reorganized and renamed in an effort to promote clarity
and understanding. The work processes which will be examined in this
section are: 1) the definition and practice of leadership in the team;
2) team role definitions; 3) communication processes in the team;

L) decision-making and problem solving processes in the team; 5) defi-
nition of the team purpose; 6) conflict resolution processes in the
team and its environment (host organization); 7) the interactional pro-
cesses of the team and; 8) the team's functional use of group process.
As Kane (1975) notes in her work, many of the categories overlap and the
divisions are somewhat arbitrary but an attempt has been made to deal

with each issue as clearly as possible.
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WORK PROCESS I. The Definition and Practice of Leadership in the Team

Much of the literature pertaining to team leadership has borrowed
its ideas from organizational and group theory, therefore this section
shall also lean heavily on these areas of expertise to define and examine
the 1eadership process,

Bass (1960), an organizational theorist, cites a literature
review completed prior to 1949 which identifies 130 definitions of
leadership ranging from leadership as a role, to leadership as a func-
tional process. More recently, Horwitz (1970), a student of team prac-
tices, wrote that leadership involves more than status or title., He
states that a team leader is not merely possessed of certain traits or
characteristics but rather, is the person who can most effectively influ-
ence the activities of others. Similarly, another team "expert", Kane
(1975) defines leadership as "any conscious act of influence over the
behavior of another" (p. 44). As these two authors deal more exclusively
with team practices it is their definitions which will be adopted in this
thesis,

The key element in these definitions is that of influence, It is
implied that one person has influence over another or as Haiman (1951)
notes, some must be the followers of the leaders., How is this influence
effected?

Bass (1960) suggests that one person influences another through
a process of either coercion, persuasion or permission. He states that
a powerful person can successfully coerce others to follow him because
the power from his poéition, or his power as a person, makes others
expect that he will reward them for compliance or punish them for rejec-

tion (p. 221). A persuasive leader, on the other hand notes Bass, is a
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person with strong personal power who uses diplomatic suggestion to influ-
ence others to follow him and adopt his ideas., Bass sees the permissive
leader as one who holds power over others by allowing them the freedom

to perform certain activities, that is, he allows his followers to make
decisions and select goals within the limits imposed by him. The solu~-
tions which they make and which the leader allows, are those which éon—
form to the leader's previously decided upon actions or are new, but
equally acceptable solutions. Bass (1960) argues that coercive and
permissive leadership are similar and vary only in the degree to which
inhibition is imposed (p. 236).

Another key concept in leadership is that of power. Brill (1976)
defines it as "the ability to act in relation to others" (p. 96). It can
be exercised by an individual team member or by the whole team. The most
common sources of power have been identified by Brill (1976) as: the
ability to punish or coerce, the ability to reward, the ability to know,
which comes from knowledge, skill and expertness, the ability to exercise
legitimate authority that is inherent in a position, the ability to exer-
cise influence through allocation of resources both things and psople
and/or the ability to exercise referent power, which derives from expec-
tations that accompany a certain role to which other people defer (p. 97).

Brill (1976), Kane (1975), Horwitz (1970) and Wise (1974) note
that pover on a team does not only lie with the leader, rather the power
structure on a team exists at two levels, the formal and the informal,
The formal structure consists of those team members who are designated
by their positions, status ;nd roles as possessing power. The informal
power structure consists of those who possess natural abilities to lead.

The team should be cognizant of power and where the power lies on the
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team as it will affect all team interactions. Power can be used to
enhance team effectiveness or it can be used to manipulate the team
members to the purposes of a few. These authors note that ideally,
power should be used in ways that are consistent with democratic
principles.

— Organizational theorists have traditionally cited three classic
philosophies of leadership - autocratic, laissez~faire and democratic
(Beal, 1962). These philosophies have been more recently examined in
their applicability to, and effect upon team practices,

According to Beal (1962) and most other organizational theorists,
autocratic leadership is often seen in organizations with an hierarchial
structure and is characterized by the team being ruled by a power clique
of one or a small group of individuals with higher status than their
subordinates. The leader advances an idea and it is accepted with little
room for discussion or feedback. In these situations, the leader is
generally appointed on the basis of prestige or power seizure.

Laissez~faire leadership differs from the autocratic tradition,
states Beal (1962), in that it is characterized by a general lack of
organization. The leader tends to be passive, while the team members
have a great deal of influence on one another and also share in formula-
ting work procedures, decisions and policies,

Beal (1962) and Haiman (1951) describe democratic leadership as
that which is cﬁaracterized by the encouragement of group decisions with
each member contributing on a basis of his skills and interest levels,
The leader merely guides and coordinates the group process. In this
tradition all members are considered as equals and formal hierarchal

lines do not exist.
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One other leadership style which is not considered to be one of
the classics but with which most bureaucrats have experience is that of
the benevolent autocrat (McMurray, 1958). This style is thought to span
the gap between the autocratic and the democratic styles of leadership.
The benevolent autocrat retains all of the authority of the classic
autocrat but he rationalizes this as his attempt to fulfill his workers!
psychosocial needs for security and stability. He retains the decision
and policy making power but is prepared to listen to a limited amount of
input and feedback from his subordinates. Distinct hierarchal levels in
the work unit are maintained.

The literature (Bass, 1960; Beal, 1962; Kane, 1975; Brill, 1976;
Bennis, 1961) explicates the positive and negative effects of each
leadership style. Very briefly, autocratic leadership whereby rigid
policies and procedures are implemented from the top of the hierarchy
down with little regard for subordinate's needs or abilities, often
results in member irritability, hostility and aggression which is
directed towards both their leader and their team mates., When the
leader is absent, the team produces little action, however, if rapid
decisions must be made, the autocrat makes them quickly and takes full
responsibility for them. The laissez~faire style of leadership frequently
results in confusion and a lack of productivity. As a result, members
become disinterested and apathetic towards the team and its goals. The
benevolent-autocracy style of leadership produces results similar to the
autocratic style, but there may be some satisfaction experienced by those
team members who seek.routine, and reduced responsibility. Generally
however, professionals do not possess these needs; rather, they seek a
fairly high level of autonomy and self actualization. They become

frustrated and angry with the restrictions (Perrow, 1973).
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Democratic leadership of teams is considered to be the most
desirable (Kane, 1975; Brill, 1976; Wise, 1974; Horwitz, 1970; New,
1972). This style is felt to result in greater motivation of the members
towards accomplishing team goals as they are given responsibility at all
levels in the work process. Beal (1962) notes that individuals show less
discontent, frustration and aggression and exhibit more initiative when
under a democratic leader.

Finally, leadership can be viewed as a role. A team may have
one designated leader or many rotating leaders or acts of leadership
(Wise, 1974; Kane, 1975; Brieland et al, 1973; Brill, 1976) but no team
(group) is leaderless according to Rubin & Beckhard (1972) for if no
formal leader is appointed by the host organization or by the team itself,
an emergent leader will arise out of the team process (Brill, 1976). In
fact, both an emergent and a designated leader may exist in one group
but their collaborative functioning is considered vital to team perfor-
mance. As Horwitz (1970) notes:

"lLeadership in team practice situations involves facilitating
the achievement of common goals . . . the leadership of the
team is lodged in the person or persons who can effectively
influence the activity of others as they strive to achieve
group goals."

(Horwitz, 1970, p. 18)

"In many teams, leadership devolves upon the individual
whose profession dominates the organization under whose
auspices the group practices.”

(Horwitz, 1970, p. 19)

Newer team models are experiencing leadership appointment which
varies from formal or emergent leadership and is known as situational or
rotating leadership (Brill, 1976). In this case, the leader changes with
the task at hand. The team member with the greatest skill and knowledge

in the particular area which is confronting the team, will provide the
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leadership. This leader does not perform all the functions of the
appointed team leader, rather the normal day to day administrative .
responsibilities are maintained by the formal leader. Some teams
adopting shared leadership have formally appointed team managers whose
function it is to perform administrative chores (Kane, 1975; Horwitz,
1970; Brill, 1976). KXane (1975) and most if not all other team experts
feel that this is probably the most effective style of leadership for

any team practice.
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WORK PROCESS II, Role Definitions

Role, as defined by Zander, Cohen & Stotland (1957, p. 7) is
"the product of many expectations concerning the functions that a given
person will carry out." Brill (1976) has used a similar definition in
her work but has made it more precise. She says that role "is the sum
total of the behavior expected from a person who occupies a particular
position and status in a social pattern" (p. 83). She adds that "posi-
tion" refers to the place occupied in that pattern and that "status" is
the rank or importance of that place. For our purposes, the social
pattern referred to is the team,

A number of characteristics of a role are implied in this defini-
tion. It is implied that an action or behavior will occur for each per-
son in a role., It is also implied that interaction will occur with
others and that these others will have expectations about how a role
shall‘be played. It is further implied that some decision will be made
about what each role's behaviors will be, through interaction between
the role player and relevant others.

It is not always easy to fit others! expectations of what a role
should be. Each team member exists in many social systems and therefore,
plays many roles. The behavior exhibited in any one role is determined
by a number of variables (personal background, values, beliefs, the
influence of relevant others, etc.) and is not always compatible with
other roles played. When there is conflict between roles, the role
player will strive to relieve this stress by opting for the role which
is most acceptable té him. His choice will largely depend upon which
reference group holds the most influence over him. In this case, does

the membership on a team hold great importance to him? If not, the new
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member may choose to reject the demands of his new colleagues and leave
the team or at least withdraw his commitment from it.

Ideally, each role on the team should be flexible to accommodate
personal differences between role players, This does not mean that a
new member won't have to cope with other team members expectations of
ﬁim, He will still have to find a solution to satisfy his own expecta-
tions in relation to the expectations of his new co-workers. This pro-
cess of finding an acceptable and appropriate niche is referred to as
role negotiating and bargainihg by J. J. Horwitz (1970).

The determination of an appropriate and acceptable set of behav-
iors for a role by the role player is further complicated in interdisci-
plinary team practice as the roles of each member do notialways lend
themselves to clearly defined role boundaries. Frequently roles overlap;
thus a constant process of role bargaining and negotiating will have to
take place in order to redefine the various team roles as the task at
hand changes. This implies that a process of perpetual give and take
between team members must exist and that conflict between role players
about their roles is not an uncommon occurrence. Unclear roles, over-
lapping of roles, and the lack of clear role boundaries with regard to
individual task and responsibility areas are frequently cited in the
literature (Brill, 1976; Kane, 1975; Horwitz, 1970; Wise, 1974; Beckhard,
1972) as chief sources of team conflict,

Bernard and Ishiyama (1960) deal specifically with this concern
by delineating between what a role is prescribed as being, i.e., the
assigned authority of the role, and what the individual is capable of
and is permitted to do, i.e., the achieved role. They state that role

conflict is really intrastaff and intraindividual conflicts engendered
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by certain configurgtions of motivation, assigned authority and achieved
authority (p. 73).

Attempts have been made to avoid or at least reduce role conflict
by clearly identifying role sets prior to the filling of a team position.
These attempts have largely been unsuccessful as it is very difficult to
commit the role expectations for each position to paper. The result is
usually an inflexible, restrictive and dysfunctional job description,
which does not allow for personal changes one may wish and is capable
of making in a position. It has been found to be more useful to look at
a job as "a man in action" (Beckhard, 1972, p. 112) and to refrain from
using restrictive job descriptions,

The literature reviewed pointed to three roles that are played
by members of modern interdisciplinary medical teams. They are the
specialist role, the generalist role and the leadership role. Brill
(1976) deals with this phenomenon more precisely than most authors but
she is not alone in describing these roles. She describes the specialist
role as being defined according to the possession of particular knowledge
and skills. This role could be filled by the physician, the psychologist,
the social worker or the nurse. The generalist role is seen as a case
manager. He is most often the liaison between the client and the team.
This role may be played by many but is most often assigned to the social
worker and/or the nurse. The leadership role is related to the structure
of the team, the requirements of the host organization (under whose
authority the team functions), and the personal abilities of the team
members (see Work Process I). Traditionally this role has been played
by the physician but new studies into the advisability of this appointment
have favored a leader appointed on a basis of ability, rather than on

professional membership.
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In looking at the interdisciplinary teams in terms of role
descriptions, it is becoming less and less sufficient to state that a
team member's professional alliance defines his role. One's professional
status does however, provide an indication of task functions, responsi-
bility relations and normative relationships which are expected of an
individual by relevant others (Zander et al, 1957). Zander, et al
(1957) refers to these expectations as "prescriptions for a role" (p. 15).

Team members must learn to work together as a cooperative and
organized unit in order for the stated goal of health teams (a return
of the individual to his highest level of functioning) to be pursued
effectively., For this to occur, each team member must have a clear
understanding of what his own contribution to the team's effort could be.
As well, he must have an equally clear recognition of the other profes-
sional member's contributions (Drew, 1953; Robinson, 1953). Means (Drew,
1953) has referred to this as "clinical maturity". He notes that at this
stage, insight, a sense of proportion and practical wisdom is achieved on
the part of the team as a whole and on the part of each team member.,

The medical interdisciplinary teams that are referred to in the
literature generally consist of specialists: physicians, psychologists,
social workers and nurses in varying numbers. Traditionally the team is
structured in a hierarchy of a pyramidal shape with the physician being
at the apex and the nurses, psychologists and social workers at the base.
The roles are generally assigned from above with the role sets being
prescribed on a basis of professional association. The physician is the
traditional leader and is usually formally appointed by the host organi-
zation. He generally has considerable authority and responsibility which

is given to him largely in view of his professional status, both on the
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team and outside the team, his academic background, his area of expertise,
and the legal responsibility for the team's actions which he is felt to
be ultimately responsible for., His persoﬁal attributes and preparedness
to assume the leadership are not generally taken into account in deter-
mining his role. Traditionally the physician is treated with deference
and even awe by the other helping professionals and therefore, extensive
role bargaining is not usually involved in determining his role set.

His areas of responsibility may involve administrative duties, supervi-
sory and educational duties, plus ultimate decision-making for diagnostic
and treatment procedures,

The roles of the other member on the interdisciplinary téam on
the other hand, may be prescribed for them to a very large extent either
by the host organization or by the physician who is responsible for
developing the team. Each role set is most often determined on the basis
of membership in a specific profession.

Zander, et al (1957) seems to feel that there is a degree of
understanding by professionals about other professional's values, skills
and expertise. Most authors do not support this belief. They all,
however, recognize the desirability of such an understanding. A lack of
understanding and respect for professional colleagues in combination with
unclear role definitions can, and often does, lead to team members
becoming suspicious of their co-worker's intentions and motives. In
defence, each specialist may become overly protective of his assumed
territory. A team such as this runs the risk of becoming self-centred
and dysfunctional (Rehr, 1974; Robinson, 1952).

Kane notes that "One of the strengths of the interprofessional

team, at least in theory, is its ability to bring to the task the varying
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perspectives and orientations derived from the several professions
involved" (p. 16). However, she adds a note of caution, "the protective-
ness of professions and the sense of territoriality in the face of genu-
ine but at times unacknowledged common areas of interest produces diffi-
culties for the professional working in a setting where no traditions

for his profession yet exist" (p. 16).

It would seem that it is important to recognize one's own profes-
sional worth but it is equally important to realize that no one profes-
sion has a priority place on the interdisciplinary team. By definition,
interdisciplinary team practice calls for a recognition of the worth of
multi-disciplinary contributions to service delivery or task completion.
If the common goal is kept in mind, each member should be allowed to
determine what his role should be in terms of where he could contribute
the most (Butrym, 1967, p. 78). He should be prepared to allow his

colleagues the freedom to do the same,
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WORK PROCESS III. Communication Processes in the Team

"The essential ingredient in working successfully with people is
the ability to establish meaningful communication with them" (Brill,
1976, p. 64).

Brill (1976, p. 65) indicates that communication can be defined
according to content, as the transfer of meanings, or according to pro-
cess, whereby, through the exchange of messages, a channel is created
within which interaction can take place between and among people.
Structurally, therefore, communication is the pattern of "channel link-
ages" among individual members of a group (Fischer, 1974, p. 158). The
usual linkages made within a group defines their communication pattern
or network.

Mechanically, Fischer (1974) notes, the necessary components in
any communication are the sender of a message, and the receiver of that
message, The sender delivers a message, the receiver decodes it, reacts
to it and sends his response to it (feedback) back to the sender. He
adds that the communication may be either verbal, non-verbal or written
in nature but will always contain both overt and covert messages. At
one level, the commnication conveys content and meaning and at another
level, it tells the receiver how to interpret the message sent, Like-
wise, the receiver may respond to the content of the message and/or to
the intent of the message. His perceptions about the message and the
value which he places upon it will determine how he receives and reacts
to it. His perceptions are influenced by his past experience, his
relationship with theimessage sender, his feelings and his attitudes as

well as the circumstances he is presently experiencing.
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Messages are generally placed in one of two categories -
station-to-station or person-to-person. Station-to-station communica-
tion typically lacks feeling and is related only to one's working role.
The latter messages, person-to-person are those in which the emphasis
is on emotions, not roles (Horwitz, 1970, p. 78).

As noted earlier, the medical model of teamwork is noted for its
use of formal, station-to-station communication with messages flowing
from the top of the hierarchy down to the bottom. This is commonly
referred to as a vertical communication network. Horizontal communica~
tion is less formal and occurs between members of equal status,

The communication pattern adopted by a work unit is influenced
by the member's social status and their role structures. Who speaks,
when, how, to what purpose, and to what effect is determined by how the
group is structured (Brill, 1976, p. 68). Fischer (1974) suggests that
centralized communication patterns, wherein all messages go through the
leader, will produce satisfaction at the centre of the group but not at
the periphery. Task efficiency and coordination of contributions,
however, is promoted and the formal leader's authority is clearly estab-
lished but centralized communication discourages feedback and consequen-—
tly, discourages criticism of the leader, his management style and his
decisions. As a result, there is a risk of error in understanding and
problem solving.

The same literature notes that teams which adopt a less central-
igzed communication pattern seem to experience greater worker satisfaction,
group cohesiveness is- enhanced and complex tasks are more easily performed
(Fischer, 1974, p. 161). Brill (1976, p. 69) suggests that the healthier
the climate of the team, the greater the occurrence of casual, decentral-

ized, one-to-one conferences between team members,
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Kane (1975) indicates that while there is no one communication
pattern that is best suited to every work unit it is suggested that the
most appropriate network for team practice might be that of the central-
ized model with the opportunity for feedback, as this pattern would seem
to combine the most salient features of both the centralized and decen-—
tralized models, This, along with the use of a common language (not the
adoption of one profession's jargon) and common record keeping by the

team is felt to promote work efficiency and worker satisfaction (Kane,

1975).
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WORK PROCESS IV. Decision-Making and Problem Solving Processes in the Team

"A group is a problem-solving, decision-making mechanism."

(Rubin & Beckhard, 1972, p. 313)

By definition, the interprofessional team is a group of many
professionals who have input into team decisions. While there is no
simple formula or rule for making decisions effectively, Thelan (1970),
and Hall (1971) suggest that a group (team) can reach a better, more
appropriate decision than can an individual. However, Kane (1975) notes
that in most team practices there are no clearly defined decision-making
procedures,

The type of decision-making which prevails on any team is gen-
erally dependent upon the style of leadership adopted by the formal or
informal leader (Kane, 1975). He may choose to make all decisions him~
self, to delegate his authority in specific areas and to retain it in
others or to share the entire decision-making process with some or all
of the team members,

Kane (1975a), Horwitz (1970b), and others indicated that there
are two types of decisions which must be made which involve the team -~
those with which the whole team is involved, and those with which a sub-
group of the team is involved. These authors label these respectively
as team decisions and task decisions. Beckhard (1972) suggests that
only those team members who are closest to the problem and who have the
most knowledge about it need be involved in making task decisions.

Beckhard (1972) suggests that ideally those who should be
involved in making a decision can be determined by answering these

questions:
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"1) Who has the necessary information to help make the decisions?

2) Who must be consulted before the decision can be reached?

3) Who should be informed after the fact?™"

(p. 319)
This implies that only those with expertise in the particular problem
area and those who will sanction the decision need be consulted to
make some decisions. Decisions that affect the entire group eg.
policies and procedures, should be decided upon by the whole team in
order to encourage a common commitment to them (Beckhard, 1972). But,
not all decisions which affect the team are made at the team level. Some
decisions which affect the team are made at the administrative level of
the host organization. Ideally, Brill (1976) indicates, any decisions
that are made which affect thé team should involve representation from
the team, but in reality, if the team is even represented in the making
of these decisions, the representative will probably be the team leader.
In such a situation, the leader is caught in the unhappy circumstance
of being both a team member and an administrator. It is suggested that
in this dual role, he will be unable to do justice to either position
without sacrificing the other. This stressful situation has been
recognized in some organizations and has been successfully overcome by
the appointment of a team manager who is responsible only for team
administrative duties.

The selection of a "decision is the climax of the whole process"
of decision-making (Fischer, 1974) and an understanding of the decision-
making process must include a look at how the decision is actually
arrived at, Wise (1974, p. 126) describes decision-making as the outcome
of the group interaction whereby a choice is made by the group members

from among alternative proposals avallable to them. The literature

examines how the decision is arrived at.
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Edgar Schein (1969) has identified six methods which have been
widely accepted as representative of means by which team decisions are
made. Schein writes that decisions are reached through: 1) lack of
response, 2) éuthority, 3) minority, 4) majority, 5) consensus, or
6) unanimous consent.

Schein explains each decision process briefly and is supported
in his observations by Kane (1975), Brill (1976), Brieland et al (1973),
and Wise (1974), as well as other students of team practice., Decision-
making by lack of response is represented as one of the least desirable
methods as it is seen as an indication that the team is in trouble. The
lack of response may signal withdrawal and apathy on the part of the
team members,

Decision-making by authority is said to occur when the leader
decides a choice of action without participation of the other team
members., Such independent action may be appropriate in some instances
but Schein indicates that it is not generally considered conducive to
the maximum development and usage of the team unit.

Schein describes declsion-making by a minority as that which
occurs when a small group of team members make the team decisions
regardless of their peers! ideas., This method is considered undesirable
by Schein, Kane and others as they feel it may be an indication of an
abuse of power and status by some and for a feeling of powerlessness by
others. These authors indicate that the result of such decision-making
is a lack of commitment to "team" decisions by all team members,

A fourth patfern of decision-making according to Schein is
decision by the majority. He indicates that this is a commonly accepted

practice involving a vote by the total team membership on a choice of
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possible actions. The course of action which receives the majority of
the votes is adopted as the group decision. Kane (1975) cautions that
while this practice can serve as a short-cut in making decisions, there
is no guarantee that the decision made is the best or the right decision,
Decision-making by consensus is touted by Schein and many other
organizationalists and team specialists (Horwitz, Kane, Brill, Fischer,
etc,) as the best decision process. It entails extensive group discus-
sion of the issues aimed at finding a solution which is acceptable to
everyone.' There is an undersfanding that the whole team will accept
and abide by the decisions of the group even if they have some reserva-
tions about them., Schein indicates that the successful use of consensus
is a measure of a high level of maturity on the part of the team.
Finally, decision-making by unanimous consent is considered by
Schein to be an indication of an actual universal agreement of the team
members or may merely be a token show of team unity. When the unanimous
consent is an example of genuine universal agreement, this process is

considered to reflect a high level of team functioning.
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WORK PROCESS V. Definition of the Team's Purpose
"Any team or group has a purpose." (Wise, 197k, p. 34)

Formal organizations which are sometimes referred to as instru-
ments for attaining goals (Scott, 1974, p. 7) are commonly comprised of
smaller departments which are responsible for carrying out segments or
subgoals of the larger organizational goals, While most organizational
theorists stress the importance of defining specific organizational
goals (Scott, 1974; Wise, 1974), few health care organizations follow
this practice (Wise, 1974). Their goals are usually stated in broad,
nonspecific phrases such as "the promotion of health and the prevention
of illness" (Scott, 1972). Such a goal does not lend itself to easy
measuremenﬁ or commonality of interpretation. This ambiguity often
results in conflict over the tasks to be undertaken, the personnel
needed to accomplish the tasks, the status and authority of the needed
personnel and the methods for achieving the goals. A more precise,
easily operationalized goal would help to alleviate or even prevent
such conflict (Scott, 1972).

As noted previously, host organizations conéist of smaller units
whose responsibility it is to carry out segments of the larger organiza-
tional goals. The health team is an example of such a department and
nowhere is the need for specificity of goals more relevant than in this
group of interdisciplinary professionals with their vafiety of skills
and ideological stances, Specific goals are essential in order for the
team members to pursue a common purpose (Horwitz, 1970, p. 83). As the
reader may recall, the very definition of teamwork specifies that the

team has a common purpose,
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The literature pertaining to organizational and group goals and
.Eurgoses is very confusing in its lack of discrimination in the use of
these terms. Brill (1976), however, in her book "Teamwork", states that
goals arise out of the purpose and become the intermediate and comple-
mentary steps taken on the way to the achievement of the purpose (p. 124).
Similarly, Scott (1974) notes that "goals are only concepts of desired
ends" (p. 8). The team is responsible for visualizing the goals and for
setting priorities among them. The goals must be "specific, realizable
and preferably exist on a timetable" (Kane, 1975, p. 124).

Brill (1975) states that the purpose of the team, as opposed to
its goals, arise out of the careful examination of the definition of the
problem facing the team. The purpose determines the structure of the
team, its composition, its size, and its working method. Again, the
team's purpose, the reason why it was formed in the first place, must
be shared, understood and agreed upon by all of its members, not just a
select few,

The method used and plan of action used to achiefe these common
team goals and its overall purpose are called the team's objectives -
the "blueprint for action determining specific targets to which energies
and resources on the team will be directed" (Brieland, Briggs & Luenberger,
1973, p. 26). The objectives should also be developed and agreed upon by
the entire team at the time of the formation of the unit and potential
menbers of the team should be fully oriented to the organizational team
goals, purpose and objectives before they are asked to make a commitment
to them, New members to the team must be likewise oriented for it must
be remembered that individual team members may have specific personal

goals which could conflict with organizational and team goals. Gdentation of
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the potential team member to the larger goals is aimed at preventing
such conflicts. If there is a discrepancy between the two, the individual
team member must take responsibility for either accommodating the differ-
ence or else electing not to join the team. Failure to do so will result
in conflict, frustration and anxiety for the individual and will be anti=-
thetical to the development of overall team unity, cohension and soli-
darity (Briscoe, Thomas, 1973; Jay, 1972).

The literature is quite clear in its emphasis on the importance
of clear, specific and commonly understood and agreed upon team goals
yet it notes that most teams experience considerable uncertainty over
goals and purposes. This confusion and uncertainty results in worker
anxiety, frustration, lack of direction and ultimately ineffectual and
contradictory service delivery (Pringle, 1978; Rubin & Beckhard, 1972;
Brieland, Briggs & Luenberger, 1973; Brill, 1976; Luzski, 1968; Jun,
1976). Raven and Reitsem's (1966) research directly links clarity of
goals with an increase in attractiveness of the group for its members,
increases in task-related activities, reductions in hostile feelings to

other members, and an increased sense of belonging.
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WORK PROCESS VI. Conflict Resolution Processes in the Team.

The term "conflict" implies a negative connotation of quarreling
and squabbling and as a result, is often regarded as an undesirable
occurrence., In reality, conflict may merely refer to a minor or major
difference in opinion which does not call for an aggressive resolution.
When handled properly, conflict is thought to promote growth and under-
standing.

Conflict is a natural and inevitable occurrence on an inter-
disciplinary team (Fischer, 1974; Kane, 1975). Brieland et al (1973)
cites three main types of conflict that a team may experience, those
that arise from three sources, (1) the internal needs of the team,

(2) the demands of the external environment and (3) the quality of
leadership (p. 27). Such conflicts are also referred to as intragroup
conflict, intramember conflict, intergroup conflict and conflict over
leadership issues.

Intragroup conflict refers to differences that arise between
members due to their varying values, attitudes, points of view and
approaches to working. Intramember conflict occurs when an individual
member's values, goals and ideologies conflict with those of the teams,
Intergroup conflicts are those which result out of differences that
occur between the team and other groups, eg. community vs. team, host
organization vs. team, clients vs, team, and so forth., The other source
of conflict which Brieland et al (1973) refers to involves poor quality
of leadership and dissatisfaction with goal achievement (p. 27).

Fischer (1974) and Bernstein (1965) note that conflict, when it
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or destructively. They indicate that intragroup differences can be
resolved by the domination of the team by the stronger members, compro-
mise solutions, bargaining, appeasement, negotiations and mediation or
by integration (i.e. team goals rather than individual goals are pur-
sued). Fischer advocates for the latter constructive resolution of
intrateam conflicts.

At an individual level, internal conflicts can be resolved by
either acceptance, or rejection of the team's stance. The individual
strives to relieve the tensioﬁ he experiences as a result of conflict
and will either reframe the team's solution to make it more acceptable
to him or outrightly reject the team. The individual, if regarded as a
valued member of the team, will experience considerable pressure from
his teammates to conform to the team norms. If the member is considered
to be less than valuable by the rest of the team, he will be ignored or
austracized,

Inevitably, each team will develop unique attitudes and norms
for handling team conflicts., Stephen Robbins (1974) has suggested that
there are essentially three attitudes toward conflict: 1) conflict is
dangerous and must be eliminated, 2) conflict is inherent in groups, but
must be resolved, or 3) conflict is vital to the growth of the group if
it is managed effectively. Fischer (1974) adds to these points. He
indicates that ignoring or supressing differences is a destructive coping
technique as the end result is merely camouflaged conflicts with no
attempt to work through the problem(s), He feels that member hostility
and frustration will occur and in the long run will prevent maximum team
development from occurring. Resolution of conflicts through open and

honest discussions of differences, Fischer feels, will promote team
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cohesion as together the members strive for alternate and more acceptable
plans of action. The team goals rather than the goals of a few are pur-
sued, and as a result, total member commitment to the new solutions will
be greater,

Once a team establishes a history of successfully resolved con-
flicts,‘it can cope more effectively and easily with subsequent con-
flicts. Suchman (1963) suggests a program for reducing conflict on

teams which could help to establish such a history:

a built-in process for review of decisions,

opportunities for each member to develop a working knowledge

of each other's field through planned mutual instruction

role clarification whenever possible, and

improvement of the interpersonal skills of the members (p. 197)

It would appear that every team will experience conflict, If it
is poorly handled or ignored, it would seem that the team may fail to
reach its goals. It may experience outbursts of anger and hostility
between its members and will begin to set up patterns of "perpetuation
of basic mistrust and misunderstanding" (Hietner, 1957). However, if
the conflict is handled well, Fischer (1974) suggests that the team will
come to regard conflict as a potential catalyst to its growth and develop—-
ment and will then openly work through troublesome issues. Fischer (1974,
p. 107) also indicates that learning to cope with internal and external
conflict will increase the team's flexibility and cohesion. He feels
that the team which does not experience a healthy degree of conflict will
accept mediocre problem solutions and will not grow or progress towards

its goals,
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WORK PROCESS VII. The Interactional Processes of the Team and Its

Environment (i.e. host organization)

Interdisciplinary teams are most usually sub-units of some
larger agency or organization and the importance of the team's inter-
actions with its host organization cannot be stressed enough. Naomi
Brill (1976) has emphasized the importance of recognizing and dealing
with this relationship in the introductory paragr;ph of her chapter

' The External Life of the Team, in Teamwork (1976).

1A team does not operate in a vacuum. It is both a total
system within itself and a component of larger systems.

As such, its second major responsibility (after dealing
with itself) lies in dealing with a triple set of environ-
ment relationships: 1) relationships with the other sub-
systems within the host organization, 2) relationships
with the organization itself, and relationships with the
overall community. This triple responsibility leads to

an exceedingly "complex set of give-and-take relationships",
the nature, intensity, and demands of which depend on the
situation of the team, its basic purpose, and the part it
is designed to play in the overall picture. The definition,
establishment, and the maintenance of these relationships
constitute an essential part of the team's work" (p. 103).

Brill (1976), along with Horwitz (1970), Wise (1974), Kane (1975)
and many other students of team practice, notes the complex issues and
problems that can arise from the intimate relationship between a host
organization and one of its subunits, the interdisciplinary team. Each
system exists within certain boundaries and as such "the interfaces
between systems and subsystems, the points at which the boundaries touch,
are areas crucial to effective functioning. The linkages that the system
constructs across these interfaces will play a significant part in the
subsystem's ability to work in unity" (Brill, 1976, p. 110). Brill
indicates that these interfaces are characterized by competition and
collaboration but also by conflict over different values, allocations of

rewards and resources,and over threats to existence.
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Horwitz (1970) would seem to support Brill's observations. He
notes that bureaucratic administrative procedures in the organization of
which the team is a part will necessarily be reflected in the team's own
operating methods as the systems for authorizing activities and reviewing
their outcomes must both mesh with the way such matters are dealt with
at higher organizational levels (p. 89). This does not mean that the
meshing will be automatic nor without conflict.

Conflicts between host organizations and their interdisciplinary
teams arise out of many issues.

Organizations have their own "life-styles" (Brill, 1970, p. 90)
and operations at the team level will be affected by this as well as by
the structural style of the host organization. The quantity, form,
frequency and accepted channels of communication are frequently set by
the larger organization as are goals, salaries, hiring and firing of
personnel, job descriptions, and to a lesser degree, policies and
procedures. Each of these areas can be a potential source of inter-
systems conflict,

Traditionally, large complex organizational have been hierarchal
and rigid in structure but modern organizations less and less frequently
follow this byrimidal power structure (Brill, 1976, p. 105, Horwitz,
1970, p. 97). Rather, according to Brill and Horwitz, they have evolved
into a cluster of interacting and interrelating systems. The modern
team in human service is only one aspect of the whole within this new
structure., There is some room for decision based on professional judge-
ments. The host organization still advances general policy which is to
be followed, but which the team is allowed much input into the way the

policy is instrumentalized. As Horwitz (1970) notes "much remains to be
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learned about the ways in which the team accounts to the host organization,
but it does appear clear that the salient controls over practitioners are
for the most part exercised by the team. Where the leader exercises such
authority, it is couched largely in the language of responsibilities not
to the complex organization but to the interdisciplinary team and its
clients" (Horwitz, 1970, p. 98).

As already noted, team literature indicates that problem; between
the organization and the team can arise over many issues. One problem
which has not yet been cited but which is responsible for a great deal
of conflict arises when workers are simultaneously members of an inter-
disciplinary team and of the staff of a functional department in the host
organization. Horwitz (1970) suggests that such workers should be respon-
sible to the team's leader and to their team colleagues, with no dual
allegiance to any executive or administrator elsewhere in the larger
organization. He further suggests that in situations where "one partic-—
ular profession is, or has been, dominant in a setting, workers in other
professions may'%eel a need for one or another departpental organization,
and a "chief" in their own disciplines as a protective power centre and
a focus of distinctive professional identity" (p. 98-99).

Horwitz (1970) notes that just as the team is affected by the
host organization, the team also has the potential to influence its host
organization. In this regard, Brill (1976) suggests that the negotia-
tions between the host organization and the team should be ongoing. The
success of such negotiation would appear to be contingent on the manner
in which following four concerns are dealt with:

1. Purpose: there must be a clear commitment to the overall
organizational and team purpose. The commonalities and differences in

the contributions of each must be recognized.
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2. Communication: there must be specific provisions for channels

of communication (both written and personal contécts) between the host
organization and all of the team members.,

3. Decision-Making: there must be some provision for the exer-

cise of judgement by each team member whose expertise in their own area
is such that this is both desirable and necessary. The team member will
make judgements taking relationships among the team, the organization and
the overall organizational policy into consideration. Likewise, the team
should not be expected to implement policies in which it had no woice.
The hiring and firing of team personnel should be done with input from
relevant team members,

L. Accountability: there must be some provision for the account-

ability of the team to its host organization as well as a built in evalua-

tion procedure for the team (Brill, 1976, p. 111-114).



49
WORK PROCESS VIII. The Team's Functional Use of Group Process,

As noted previously, the team is a task or work group (Beckhard,
1972) and as such, is subject to the usual processes of group develop-
ment and group maintenance. Koop (1977) sites Schein (1969) as stating
that for a work or task group to function effectively, it must deal with
three types of group behaviors: 1) self-orienting behavior, 2) behavior
directed at building and maintaining itself, and 3) behavior directed at
accomplishing its work. We shall focus on behaviors for team maintenance
and task completion.

The leader plays a vital role in both the maintenance of and the
productivity of the team. Accordingly, leadership of the team has been
described as a combination of goal-directed abilities and interpersonal
skills (Kane, 1975). The responsibility for group maintenance and task
completion does not lay only with the leader rather as Kane (1975) notes,
any professional who wishes to facilitate téam productivity cannot ignore
interpersonal relationships, but must also be aware of the task focus of
the group" (p. 46).

The data on harmony and its association with team effectiveness
are complicated and somewhat contradictory but it seems clear that a team
must strike some working relationship between its emphasis on harmony and
its emphasis on task completion for without one or the other, it is felt
that the team will not reach its full potential for team development
(Wise, 1974; Kane, 1975; Brill, 1976; Beckhard, 1972; Horwitz, 1970).

Wise (1974) indicates that for a team to be effective, a major
part of the group's egergies must be focused on the task at hand and that

that task is accomplished with a minimum amount of energy being invested



50

in maintaining the group morale, and member satisfaction. Similarly,
Rubin & Beckhard (1972) describe a team's ability to do its work and to
manage itself as an independent group of people as their effectiveness
or their level of maturity.

Team effectiveness depends upon many variables, the development
of a normative and value system, healthy problem solving, etc., but in
all of these variables, the need for effective communication is clear.
Brill (1976) indicates that work progression and problem solving through
the team model depends on the mastery of two basic skills: the use of
meetings énd the use of their essential corollary, discussion. OShe adds
that "the misuse of these two fundamental skills is at the root of many
of the classic complaints about the team model - that it is a time-
consuming, unwieldly, and unable to act. Brill (1976) argues that
"these problems are not inherent in the team model but rather arise from
a lack of knowledge and ability to use meetings and discussion wisely
and with maximum effectiveness" (p. 127).

In terms of group maintenance, Brill (1976) feels that the
effective team possesses unity, cohesion and solidarity. She notes that
the development of these qualities depends again upon the team's success
or lack of success in developing its own value and normative systems.

A team is a collection of individuals and only that unless it can draw
together in a feeling of oneness. Its members must be able to work

together in spite of internal and external pressures,
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IV. CONCLUSION

Wise (1974, p. 96) summarizes all concerns about a team's level

of functioning in his claim that productivity and team effectiveness

can be measured by the degree to which the dimensions listed below exist:

1,
2.
3.
L.
5.
6.

Clarity of objectives and mission

"Good" decision-making and problem solving processes,
Clear role expectations.

Norms that support the task.

Concern for each other's needs.

Optimizing resources for growth and enlarging individual jobs,

Wise's (1974) summary comments lend importance to the previously

outlined work processes. He implies that all of these variables are

important to the successful functioning of team practice. Although those

stressing the need for research into individual team practices (Kane,

1975; Brill, 1976; Wise, 1974; Horwitz, 1970) stress the desirability of

limiting this extensive list of variables, they admit that it is too

early in the research process to do this with any degree of comfort and

validity,



52

IV, SUMMARY

This chapter has presented an historical precis of the team
practice as well as its advantages and its disadvantages. It has des-
cribed various models of team practices and has outlined in some detail,
the work processes to be examined in the study of the C.D.C. team prac-—
tice. Chapter III shall now present the research design and methodology

encorporated in this study.
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CHAPTER III

METHODOLOGY

I. The Subjects

The subjects chosen for this study consisted of all twelve C.D.C.
team members (excluding their support staff ie, four secretaries) and a
client sample consisting of twenty-three new cases opened at C.D.C.
during the month of March 1980, Specific demographics of these subjects

is presented in Chapter IV.

II. The Instruments

The purpose of this study is the exploration of one team's prac-
tice. The following areas will be examined:

1. the team's work processes,

2. 1its strengths and weaknesses, and

3. its clients' perceptions of the team's effectiveness.
The Staff Interview Schedule will be used to accomplish the first task,
the Team Effectiveness Diagnostic Instrument to accomplish the second
task and the third task will be accomplished using the Supplementary
Sheets and the Client Evaluation Questionnaire,

A. The Staff Interview Schedule

A structured combination open-ended and closed interview schedule
(see Appendix B) was developed for the purpose of this study. The eight
work processes suggested by Horwitz (1970) and developed by Koop (1976)
were used as a guideline in the formulation of the subject areas and the
specific questions. Questions in each of eight areas - leadership,
communication, problem solving, decision-making, task assignment, team

purpose, conflict resolution and the team and its! environment - are
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intended to obtain each member's perceptions of the team's structure

and work style.

B. Team Effectiveness Diagnostic Instrument

The Team Effectiveness Diagnostic Instrument (Rubin, Plovnik
and Fry (1975) (see Appendix C), is used to identify the problem areas
in this team and to assess the level at which the team is functioning.
Its secondary function is as a validation check of the Staff Interview
Schedule.

The instrument presents the team member with eight scales each
of which consists of two statements. The respondent must decide how

closely the statements apply to his team. The scales deal with goal

clarity and conflict, role ambiguity, role conflict, member participation

and influence in decision-making, commitment and understanding of team
decisions, conflict management, inter-member recognition and respect,
and team cohesiveness,

As this instrument is relatively new and has not been widely
used in research to date, statistics on its validity and reliability are
not available. However, it is used in this study as no other instrument
specifically designed to assess a team's level of functioning has been
developed.,

C. Supplementary Sheets

Supplementary Sheets (see Appendix D) were developed to supple-
ment the Client Record Sheets (see Appendix D) used on all client files
at C.D.C. The forms are designed to identify the primary focus of the
care given to each client as well as to identify the team members

involvement with each case,
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D, Client Evaluation Questionnaire

A Client Evaluation Questionnaire (see Appendix E) was developed
specifically for this study. These structured, combination open-ended
and closed questionnaires were mailed to the client sample. They are
designed to obtain individual client's perceptions of the help they
have received, their satisfaction with that help as well as their
suggestions for improving the service provided by C.D.C. staff. (Due
to the age of the clients 0-7 yrs. it is necessary to include their

families in this evaluation.)

III., The Procedure

The Director of C.D.C. was approached and permission was granted
to allow this study of his team. The team members were then approached
and agreed to co-operate with the study.

The client sample of twenty-three was selected under the criteria
that cases be: 1) new to the Clinic during the month of March 1980,
and 2) - involved with more than one team member. Table 2 indicates
the sample portion as selected from all cases opened at C.D.C. during
March 1980,

TABLE 2

NEW CASES OPENED AT C.D.C. - March 1980

Cases Opened Frequency of
March 1980 Occurrence
One team member involved 17

More than one team member involved 23

Not Useable #* - 7
Total 47

* not new in March 1980, forms incomplete, etc.,
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Data from the team members was collected by interviewing each
member separately for 1% hours at the clinic., Subjects were told that
their involvement was voluntary and that the responses were confidential.,
A1l team members participated giving a response rate of 100%.,

Data from the client sample was collected by mailing a question-
naire, a covering letter explaining the study (see Appendix F) and a
stamped and addressed return envelope to each subject. A follow-up
letter was sent two and one half weeks later. The response rate was

13/23 or 56.563%.,

IV. Summary
Chapter III has presented the methodology of this research thesis.,

Chapter IV shall present the research findings as well as the specific

demographics of the staff and the client sample.
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CHAPTER IV

RESEARCH FINDINGS

I. STAFF DEMOGRAPHICS, TEAM INTERVIEW SCHEDULE AND TEAM EFFECTIVENESS

DIAGNOSTIC INSTRUMENT FINDINGS

Due to the quantity of information contained in this chapter,
the findings have been grouped into subsections which are titled according
to the subjects and instruments involved.

This section shall present the demographic characteristics of the
team members followed by their responses to the Staff Interview Schedule
and to the Team Effectiveness Diagnostic Instrument (See Appendix B and C).
These findings shall be presented in tabular form where possible and
narrative form where this is not possible.

A, Demographic Characteristics of the Staff

The following informatibn was obtained from the interview face
sheets (Appendix B).

Table 3 shows that the team consists of representatives from six
disciplines,'one audiologist, two speech therapists, two psychologists,
three physicians, two social workers and two nursery school teachers.

(The support staff, four secretaries, were not included in the sample.)
The sample includes the Director of the Clinic (one of the team physicians)
who is also the designated team leader.

The level of education of the team members is above high school
in all cases (see Table 3). Three members have community college degrees,
six have Master's deéfees in their respective disciplines and three have

M.D.'s plus certification in pediatrics.
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TEAM MEMBERSHIP
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Team Member Educational Length of Time Previcus team
level on CDC team experience
Audiologist M.Se, 9 mons, -
Speech Therapist-1 M.Sc, L yrs, -
Speech Therapist-2 M.Sc, 7 mons., 2 yrs.
Psychologist-1 M.A, 10 yrs. -
Psychologist-2 M.A, 10 yrs. -
Physician-1 B.Sc., M.D. and 16 yrs. -
(Team leader/ Certification in
Director of C.D.C.) Pediatrics
Physician-2 M.D. and 13 yrs. -
certification in
Pediatrics
Physician-3 M.D. and fellowship 7 yrs. -
in Pediatrics
Social Worker-1 2 yr. diploma 4 yrs. -
Social Welfare
Services Program
Social Worker-2 B.S.W., M.S.W, 2 yrs, 3% yrs.
Nursery School 2 yrs. university 15 mons. -
Teacher~1 (no degree)
-Diploma
(Teacher's Aid
Training Course)
Nursery School 2 yr. diploma 5 yrs. -

Teacher-2

(Early Childhood

Development )

% = 6,15 yrs.
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The mean length of time on the team is 6.15 years, with member's
experience with this team ranging from 7 months to 16 years.

Two team members note previous interdisciplinary team involve-
ment of two years and three and one-half years respectively. All other

team members have no previous team experience,

B, Staff Interview Schedule

l., Team Members

(a) Leadership

Table 4 indicates that the Director of C.D.C., is seen as the
formal leader of this team. He shares the leadership with the primary
therapists on each case, often in conjunction with the physician involved
with the case (see Table 5 and 6). No team member is perceived as being

excluded from such leadership (see Table 7).

TABLE 4

DESIGNATED TEAM LEADER

Frequency of Percentage of
Designated leader Response Response
Director of C.D.C. 11 91.6
Any one of the physicians 1 8.4

Total 12 100.0




TABLE 5

OCCURRENCE OF SHARED LEADERSHIP

Occurrence of Shared Frequency of Percentage of
Leadership Response Response
Yes 10 83.3
No 2 16.7
Total 12 100.0
TABIE 6

MEMBERS SHARING LEADERSHIP

Members Sharing Frequency of Percentage of
Leadership Response Response
Physicians 3 25.0
Primary Therapist with physicians 1 8.3
Primary Therapists on each case 5 41.8
Social Workers 1 8.3

A1l team members - casework )

A1l physicians - administration) 1 8.3

No one shares leadership 1 8.3

Total 12 100,0
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TABLE 7

TEAM MEMBER'S EXCLUDED FROM ACTS OF LEADERSHIP

Team Member Excluded From Frequency of Percentage of
Leadership Response Response
No one excluded 8 66,7
A1l team member's excluded 1 8.3
A1l excluded except physicians 3 25.0
Total 12 100,0

Table 8 indicates that the formal team leader's leadership style
is perceived as being democratic although it is noted that he occasionally

adopts an autocratic style in administrative matters.

TABLE 8

FORMAL TEAM LEADER'S LEADERSHIP STYLE

Frequency of Percentage of
Leadership Style Response Response
Autocratic - -
Taissez faire 1 8.3
Democratic 7 58.4
Other: .
-Democratic with some autocratic 3 25,0

~Combination of autocratic, laissez-
faire and democratic 1 8.3

Total . 12 100,0
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The C.D.C. team is perceived as having an informal as well as a
formal team leader. This role is felt to be played by another physician

who has been on this team for thirteen years (see Table 9 and 10).

TABLE 9

EXISTENCE OF AN INFORMAL TEAM IEADER

Existence of Informal Freguency of Percentage of
Leadership Response Response
Yes 10 83.3
No 2 16.7
Total ‘ 12 100.0
TABLE 10

MEMBER'S ACTING AS INFORMAL LEADERS

Frequency of Percentage of
Informal Leader Response Response
One particular physician 6 50
Depends on the case 2 16.7
Any one of the physicians 1 8.3
One Social Worker 1 8.3
No One 2 16.7

Total 12 100,0
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508 of the team members do not wish to take a more formal role
in team leadership. However, Table 11 indicates that those members who
would like more involvement in the formal team leadership are the speech

therapists, one psychologist and one nursery school teacher.,

TABLE 11

TEAM MEMBER'S DESIRE TO LEAD THE TEAM AS
RECORDED BY FREQUENCY OF RESPONSE

strongly Desire to lead strongly
Discipline n like 1like undecided dislike dislike
Audiologists 1 - - - 1 -
Speech Therapistg 2 - 2 - - -
Psychologists 2 - 1 - 1 -
Physicians 2% - - - 1 1
Social Workers 2 - - 1 1 -
Nursery School
Teachers 2 - 1 - - 1
Total responses |11 - 4 (33.3%) 1 (8.3%) 4 (33.3%) 2 (16.7%)

* Team Leader's response not recorded

The formal team leader's emphasis in leading the team is perceived
as being on a combination of: keeping the patients happy, keeping the
team members happy, task completion and teaching staff, patients and the

public (see Table 12).
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(b) Team Member's Roles

Table 13 indicates the roles played by the various team members.
It indicates that there is a strong agreement on this team between the
real and perceived roles played by its members. The members generally
feel that their roles are flexible and negotiable rather than rigid and
non-negotiable (see Table 14).

Table 15 describes who is involved in role negotiation. It is
noted that some members need only negotiate with C.D.C. personnel while
others must negotiate with boﬁh C.D.C. personnel and with their respec-
tive departments in the larger Health Sciences Complex in order to change
their responsibilities.

Table 16 indicates that 66.7% of team members feel that their
roles overlap a great deal. Table 17 indicates which roles overlap and
what areas the overlap was in. They cited counselling, assessment,
education and the providing of support to both children and their parents.

All team members feel that such role overlapping generally has
more positive effects for the team and for their patients but the members
also identified some negative effects of this overlapping. Table 18

detalls these points.




TABLE 13

PRIMARY ROLES OF TEAM MEMBERS
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Discipline Perceptions of own Role Perceptions of Role by Others
Audiologist ~audiological assessment —-general agreement about
-external referrals audiological assessment
-education of parents and -but also see role as
kids teaching, follow-up and
contributing to total
assessment of child
Speech ~assessment of speech and —-general agreement about
Therapist language disorders, and speech and language
provide therapy for same disorder assessment but
also see role as teaching
and counselling of parents
Psychologists -~assessment of child and -general agreement on
parent-child relationships assessment and therapeutic
-provide counselling and role but also see a large
therapy for child with community outreach +
developmental, emotional, role Mi: school centacts,
behavioral disorders public speaking assignments
~-provide parenting counselling
-assess child for school
placement
Physicians -developmental assessment and| -general agreement on

Social Workers

Nursery School

diagnosis

~teaching of students in varibus

disciplines

developmental assessment
and diagnostic role.
Most recognize co-ordinative

~-co-ordinate and plan on-going role and see the physicians

patient care in cliniec

~teaching, counselling and

as consultants and case
"overseers",

-general agreement on supportive,

supporting parents of children and counselling and educative

with developmental behavior
or emotional disorders.
-provide parenting groups

—-observation of children and
their relationships with
peers and with parents

~act as liaison with other
team members on shared
cases

~counsel parents

role with parents. See role
as primarily working with
parents as opposed to
children,

General agreement on observation
and assessment role, Also agree
that role is to teach and model
child management to parents.

Also see the role as stimulating
development and forming relation-
ships with children with various
disorders. '
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TABLE 14

ROLE NEGOTIABILITY

Frequency of Percentage of
Role Negotiability Response Response
Negotiable 9 75
Non Negotiable 3 25
Total 12 100
TABIE 15
ROLE NEGOTIATION
Discipline Personnel Involved in Role Renegotiation
Audiologist answer not useable

Speech Therapists

Psychologists

Physicians:
1.
2,

N

3.

Social Workers

Nursery School Teachers

Dept. Head, Director of C.D.C., other
Speech Therapist

Director of C.D.C. but not other
psychologist

U. of M, Medical Faculty and Health
Sciences Administration

Director of C.D.C. only

Team Physicians, Dept. Head, other
social worker

Director of C.D.C., Dr. Loadman -
other teacher .
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TABLE 16

OCCURRENCE OF ROLE OVERLAP

, Frequency of Percentage of
Degree of Role Overlap Response Response

A Great Deal 8 66.7
Somewhat kL 33.3

Not Sure - -

Hardly At All - -

Not At All - -

Total 12 100,0

TABLIE 17

OVERLAPPING ROLES

Role Overlap With
Speech Social NS

Discipline Audiologists Therapists Psychologists Phys. Work T

Audiologists - Vi 4 v - -
Speech Therapist v Vv v v S -
Psychologists v v Vv v v v
Physicians v/ v v v v v/
Social Workers v v v % v v
Nursery School Teach‘e/ v v v v/ v

rs

#*/ mention made of role overlap by at least one member of the discipline
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TABLE 18

CONSEQUENCES OF ROLE OVERLAP

Positive Negative

-provides support for team members -follow~up may get missed

~-shows blurred role lines can be —goals and purpose with each
effective case may not be clear and

commonly shared
-provides comprehensive patient

care -only helpful if all team
members know/appreciate skills
~helps put patient's needs in of other team members
perspective

-helps priorize patient needs

-prevents professionals from
developing rigid view of own
discipline

~-provides flexibility of service to
suit patient needs

-takes advantage of all professional's
skills

Table 19 indicates that most team members feel that they could
be doing more to improve the quality or quantity of the work they are
presently doing. The psychologists, social workers and the speech
therapists note the need for improvements in the present working relation-
ships between members ef ie. improved co-ordination in follow-up, more
role overlap, less client territorialism by age, and the development of

program evaluation,
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TABLE 19

SUGGESTIONS FOR INCREASED SERVICES OR INVOLVEMENTS

BY TEAM MEMBERS

Discipline

Suggestions™ For More Services or Involvement

Audiologist

Speech Therapists

Psychologists

Physicians

Social Workers

Nursery School
Teachers

-need more staff before could offer more and
varied services

-more involvement with Social Work to co-ordinate
patient care on shared cases

~increase direct intake assessment role

-increase involvement with children ages 2 - L yrs.
-more research and evaluation re:programming
-increase quality/efficiency of follow-up

-can do no more with staffing, case load and
service commitments situation

-more group work re: parenting and personal growth
-more role overlap with other disciplines and
less parent/child territorialism

-can do no more with staffing, case load and
service commitments situation

# From own and other

team disciplines
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2 , Communication

(a) Record Keeping

Table 20 indicates that the C.D.C. team keeps common team records.
All members contribute test results, treatment recommendations and letters

to referral sources to these records.

TABLE 20

OCCURRENCE OF AND CONTRIBUTIONS TO COMMON TEAM RECORDS

Frequency of Percentage of

Are Common Records Kept? Response Response

Yes 12 100

No - -
Total 12 ' 100
Do you contribute to them?

Yes 12 100

No - -
Total 12 100

Table 21 indicates that 50% of the team members also keep
private files which they usually share with team members alsoc involved
with the case, These files generally serve as persomal reminders of the
therapists involvement with the case. Noticeably absent from all files
are regular process recordings, goals of treatment, formal case intgke,

referral or follow-up forms, and social histories,
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TABLE 21

PRIVATE FILES KEPT AND SHARED
AS RECORDED BY FREQUENCY OF RESPONSE

Private Files

Kept Shared

Discipline n | Yes No . Yes No Not Applicable
Audiologist 11 - - 1 -

Speech Therapists 211 1 - 1 1l
Psychologists 2| = 2 - - 2
Physicians 3| - 3 - - 3

Social Workers 212 - 2 - -

Nursery School Teachers, 2 | 2 - 2 - -

Total 12

6 (508) 6 (50%) 4 (33.3%) 2 (16.7%) 6 (508)

(b) Staff Meetings, Case Conferences, Rounds, etc,

Table 22 indicates that staff meetings are held by this team.

(1t is important to note that members defined the term "staff meetings"

differently ie. some included all meetings held, in this definition while

others only included those meetings held which dealt with intermember

problems. This accounts for the split in responses.,)

TABLE 22

OCCURRENCE OF STAFF MEETINGS

Frequency of Percentage of
Staff Meetings Held Response Response
Yes 10 8303
No 2 16.7
Total 12 100,0
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Table 23 identifies the number and variety of meetings held by
this team., It is noted that no meeting is held for the specific purpose
of dealing with intermember difficulties that arise on the team. It is
also noted that the physicians attend all meetings but that no forum for
case conferences involving the total membership exists. The speech
therapists and the audioclogist are not involved in any '"case rounds',
even with the physicians. The physicians are the only team members who
attend meetings involving policy and procedure issues.

TABLE 23

MEETINGS HELD, THEIR PARTICIPANTS, THEIR
FUNCTION AND THE FREQUENCY OF OCCURRENCE

Invited *

Type of Meeting Participants Function Frequency

-all team members -info. sharing -every week
(each member

presents on

rotation basis)

General Rounds

Nursery School ~physicians, ~case review -every 2 weeks
Rounds teachers, both active
psychology*, and on waiting

Socilal Work Rounds

social work¥*

~physicians,

list
-referral discussion

~case planning -irregular but

social workers review should be
~referral every 2 weeks
discussion
Luncheon Meeting ~all team ~-social get -once a month
members together

Pediatric Rounds

Team Physicians

(original intent

was to discuss

team issues,
intermember
relationships, etc.)

~discuss admini~ -once a month
strative issues

ie. policy,

procedures, etc.

# do not always attend



74

Table 2/ indicates that 66.7% of team members would like more
meetings held. The physicians however see no need for more meetings,.
Table 25 indicates that one of these meetings would be for the purpose
of case conferences, case reviews and case presentations, and the other
would be for discussing inter-staff difficulties, policy and procedures
issues and program changes.

TABLE 24

TEAM MEMBER'S DESIRE FOR MORE TEAM MEETINGS

Frequency of Percentage of
Desire More Meetings Response Response
Yes 8 66.7
No L 33.3
Total 12 100,0
TABLE 25

PURPOSE OF PROPOSED MEETINGS

Purpose of Frequency of Percentage of
Additional Meetings Response/Total wanting Response
More Meetings

Case conferences (co-ordinate 6/ 8 75
case review and planning; review

referrals, share case

presentations)

Staff Meetings

(discuss team policy and pro-

cedures; inter team conflicts; 5/8 62,5
(new and old) offered by team

members; changes in HS

affecting C,D.C.)
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The communication pattern on this team is described as horizontal
by 58.3% of the team members and also as informal by 91.6% of the members
(see Table 26). It is considered to be "somewhat" to "very effective
(see Table 27) by 83.3% of the members although team members identified
some difficulties with the system as it is. Common record keeping is
generally felt to be a valuable concept but in practice results in
problems of pursuing cne file from worker to worker. The ultimate result
being sporadic and infrequent contributions being made to the file. The
informal pattern of consultation appeals to the team members yet they
describe it as "catch-~as-catch-can"., The result is unilateral decision-
making, missed follow-up, lengthy case involvement rather than timely
referral or case termination, and narrow rather than comprehensive
conceptions of casework and client's needs. These difficulties are also
blamed for intermember conflicts and frustrations.

The team members suggest that regularly scheduled and structured
case conferences and more formalized record keeping, case reviews and

referral procedures could help to solve these problems.

TABLE 26

TEAM COMMUNICATION PATTERNS

COMMUNICATION PATTERNS

Vertical Horizontal Other | [Formal Informal Other
Frequency
2 (16.72) 7 (58.3%) 3 (25%) - 11 (91.6%) (81 %) of Response
o3

12 12 Total
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TABLE 27

EFFECTIVENESS OF THE TEAM'S COMMUNICATION PATTERN
AS RECORDED BY FREQUENCY AND PERCENTAGE OF RESPONSE

Degree of Effectiveness

Very Somewhat  Not Somewhat Very
Discipline n | Effective Effective Sure Ineffective Ineffective
Audiologist 1) - 1 - - -
Speech
Therapists 2] = 1 1 - -
Psychologists 2| - 2 - - -
Physicians 33 - - - -
Social Workers 2| - 1 - 1 -
Nursery School
Teachers 211 1 - - -
Total 12 | 4 (33.38) 6 (50%) 1 (8.3%) 1 (8.3%) -

3 . PROBLEM SOLVING AND DECISION MAKING

Table 28 indicates that 91.7% of the team members feel that the
team leader, often in conjunction with other team members, makes policy
and procedure decisions. 91.7% of the members feel that the primary
therapists on each case are the decision-makers with regards to treatment
choice. 83.3% of the members feel that decisions about case termination
and referral are shared by the primary therapist and the other team
members involved with each case., Case assignment decisions are perceived

by 50% of the members as being made by any one of the team physicians,
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TABLE 28

PRIMARY TEAM DECISION-MAKER(S)
AS RECORDED BY FREQUENCY AND PERCENTAGE OF RESPONSE

Decision Areas

Primary Decision | Treatment Case Termination/ Case
Maker Policy Choice Referral Assignment
Director/Team s

Leader 6 (50) - - -

Primary Therapist
on each case - 11 (91.7) - -

Primary Therapist
with other relevant
team members - - 10 (83.3)

N

Secretaries - - (16.7)
All team members
together - Director

holding last say (41.7)

A%

i
|
!

Any/A11
Physicians

o

(8.3) - - (50)

—

Primary Therapist
and case physician

(8.3) 2 (16.7) -

[

Team or external i
Referral Source Po- - -

(33.3)

P g

Total 12 12 12 12

% percentage
100% of team members feel that they have some, to a lot, of
influence in overall decision-making on the team (see Table 29) especially
in the area of patient care and organizing their own work schedules (see
Table 30). They feel that they have little influence into policy and

procedure issues.
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DEGREE OF MEMBER INFLUENCE INTO DECISIGN-MAKING

AS RECORDED BY FREQUENCY OF RESPONSE

Degree of Influence

A Lot Some Not Little None
Discipline n Sure
Audiologist 1 1 - - - -
Speech Therapists 2 - 2 - - -
Psychologists 2 - 2 - - -
Physicians 3 2 1 - - -
Social Workers 2 - 2 - - -
Nursery School
Teachers 2 2 - - - -
Total 12 5(41.7%) _7(58.3%) - -

TABLE 30

AREAS OF MEMBER INFLUENCE/NO INFLUENCE ON THE TEAM

Diéciplines

Have Influence

Have No Influence

Audiologist

Speech Theraplsts

Psychologists

Physicians

- Social Workers

Nursery School
Teachers

-patient care and work
schedule

—~patient care and work
schedule

-patient care and work
schedule

~hiring new staff

-all areas

-patient éare and work
schedule

-staff problems

~patient care

~decisions which affect
other team members
and not me

-policy, team management
and administration

~policy, tean management
and administration

-no areas unless by choice

-political administrative
issues involving C.D.C.
and Health Sciences

~decisions which affect
other team members and
not me
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Table 31 indicates that 91.7% of the members are quite, to very
satisfied with the amount of influence they are allowed although they do
suggest methods for improving the decision-making process on the team.
The delegation and sharing of administrative decision-making was the most
frequently mentioned suggestion by team members, including the team
leader. The speech therapists suggested that the appointment of a senior
person in each discipline represented on the team would increase member
participation in administrative decision-making,

TABLE 31

MEMBER'S SATISFACTION WITH DEGREE OF INFLUENCE THEY ARE
ALLOWED AS RECORDED BY FREQUENCY OF RESPONSE

Degree of Satisfaction

Very Quite Not Quite Very
Discipline n_'Satisfied Satisfied Sure Dissatisfied Dissatisfied
Audiologist 1 - 1 - - -
Speech
Therapists 2 1 1 - - -
Psychologists | 2 - 2 - - -
Physicians 3 3 - - - -
Social Workers, 2 1 - - 1 -
Nursery School
Teachers F2 - 2 - - -
Total 12| 5 (41.78) 6 (508) - 1(8.3%3) -

Table 32 indicates that 50% of the team members feel that the
usual pattern of decision-making on this team is by consensus, although
the other 50% of the team members do not agree. on any one common pattern.,
The team leadgr is perceived by 66% of the team members as strongly
encouraging intermember consultations (see Table 33). The usual patterns
of consultation are outlined on Table 34 and are diagrammatically

presented in Figure 2.



THE TEAMS' DECISION~-MAKING PATTERN AS RECORDED

TABLE 32

BY FREQUENCY OF RESPONSE

80

Decision-Making Fattern

Majority Minority Authority Silent
Discipline n  Rules Rules (Consensus Rules Consent
Audiologists 1 1 - - - -
Speech Therapists|?2 - 1 1 - -
Psychologists 2 - - 2 - -
Physicians 3 - - 2 - 1
Social Workers |2 | 1 - 1 - -
Nursery School
Teachers 2 1 - - 1 -
Total 52 3(25%) 1(8.3%) 6(50%) 1(8.3%) _1(8.3%)

TABLE 33

DEGREE TO WHICH THE TEAM LEADER ENCOURAGES INTERMEMBER

CONSULTATION AS RECORDED BY FREQUENCY OF RESPONSE

Degree of Encouragement
btrongly  Encourages Not Discourages Strangly

Discipline 'n_Encourages Somewhat  Sure Somewhat Discourages
Audiologist 1 1 - - - -
Speech Therapists |2 1 - 1 - -
Psychologists 12 i 1 - - -
Physiclans 3 3 - - - -
Social Workers 2 1 1 - - -
Nﬁrsery School : -

Teachers 2 1 1 - - -
Total 2 8(66.7%) 3(25%) 1(8.3%) - -



CONSULTATION PATTERNS ON THE TEAM AS RECORDED BY

TABIE 34

DISCIPLINE AKD OCCURRENCE OF CONSULTATION
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Intermember Consultations

Speech Social NS
Discipline Audioclogist Therapist Psychologist Physicians Worker T
Audiologist - Vi X v X X
Speech Therapist v v X v X X
Psychologists v v vd v’ X Vv
Physicians X X v 4 v X
Social Workers X X X Vv v X
Nursery School
Teachers X X X v X X
V3% consult with most frequently
X consult with least frequently
FIGURE 2¢ CONSULTATION PATTERN ON TEAM
TEAM LEADER AND OTHER PHYSICIANS
7 O N
- i
SOCIAL WORKERS  [¢={ PSICHOLOGISTS |
‘:\ R "~ !
~ ~ ~ \\ l
~ \ '
~ ~ \
R U : v
~ 5

A
7

~

Speech Therapists

Audiologist, Nursery School Teachers,

consult most frequently

consult least frequently
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The leader and the other physicians consult most frequently with
the social workers and the psychologists, Consultations between other
core members occur less frequently as they function relatively indepen-
dently, the psychologists being more independent from the physicians
than the social workers. The audiologist, speech therapist and nursery
school teachers consult most frequently with each other and with the
physicians.

Table 35 shows that intermember consultations are considered to
be very helpful by 83.3% of the team members.

TABLE 35

HELPFULNESS OF INTERMEMBER CONSULTATION AS RECORDED
BY FREQUENCY OF RESPONSE

Degree of Helpfulness

Very Somewhat Not  Somewhat  Very
Discipline n Helpful Helpful Sure Unhelpful Unhelpful
Audiologists 1 - 1 - - -
Speech Therapists 2 1 1 - - -
Psychologists 2 2 - - - -
Physicians 3 3 - - - -
Social Workers 2 2 - - - -

Nursery School v
Teachers 2 . 2 - - - -

Total 12 10 (83.3%) 2 (16.7%)- - -

The team generally feels that their clients are aware that C.D.C.
uses a team approach to service delivery (see Table 36). Some clients,
especially those who are experiencing custody and access difficulties,
are advised of the C.D.C.'s team practice. Other clients become aware
of the team practice when they are seen by more than one team member,
Table 37 indicates that the team practice is perceived as enhancing the

client's satisfaction with the service they receive from C.D.C.
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TABLE 36

TEAM MEMBER'S PERCEPTIONS OF PATIENT'S AWARENESS
OF C.D.C.'S TEAM APPROACH

Patients Aware of Frequency of Percentage of
Team Approach Response Response

Yes ¥ 7 58.3

No 5 [+107
Total 12 100,0

#* if seen by more than one team member

TABLE 37

TEAM MEMBER'S PERCEPTIONS OF THE EFFECTS OF TEAM
PRACTICE ON CLIENTS' SATISFACTION WITH SERVICE

Effects of Frequency of Percentage of
Team Practice Response Response

Contributes to patient

satisfaction 9 ‘ 75
Doesn't contribute to patient

satisfaction 2 16.7
Don't know 1 8.3
Total 12 160.0

L. Task Assignment

Case assignment is usually managed by the team physicians who
assess patient's needs on a basis of a written referral from a community
source, Cases are then assigned to appropriate team disciplines whose
secretaries assign the cases to the team member with the earliest avail=-
able appointment. For example, a school placement problem is usually

referred to the psychologists, a child abuse case to the social workers
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and so on. Some cases are referred to specific team members by external
resources. These referrals are assigned as requested, No formal internal
referral and case assignment procedure exists but it is the primary
therapist's (the first person to see the case) role, to involve whatever
team members he sees a need for. (Note: These responses did not lend
themselves to tabular representation.)

Table 38 indicates what types of case each team member usually
sees. The physicians are involved in all types of cases while the cases
seen by other team members are more limited. Generally, while there is
overlapping of cases across disciplines, the psychologists, nursery
school teachers, audiologist and speech therapists deal with children
while the social workers work with their parents. The audiologist and
speech therapists are involved in speech, language and hearing problems
while other disciplines are involved with a broader range of presenting
problems,

Table 39 indicates that most team members feel that there are
areas in which they could extend their service efforts. It is noted
that the audiologist and speech therapists would like to do more work
separate from C.D.C. Other disciplines who would like to work outside
of C.D.C. would like to do so as an extension of their team efforts.

100% of team members feel that their treatment suggestions and
plans are always or sometimes followed. They note that there is always

mutual discussion and agreement before plans are changed (see Table 40),
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TABLE 39

CASES EACH MEMBER FEELS HE SHOUID SEE

Discipline

Cases should be seeing

Audiologist

Speech Therapists

Psychologist

Physicians

Social Workers

Nursery School
Teachers

more in-patient service in H.S. Complex

more . . work with children and their
parents in the home/school/community

younger children (2-4 yrs.) for assessment

more developmental assessments of all children
in government care

Supportive, educational, counselling with families
of newly diagnosed mentally retarded children
~supportive and educational counselling for
families with children with communication disorders

-0 more

TABLE 4O

EXTENT TO WHICH MEMBER'S TREATMENT PLANS/SUGGESTIONS
ARE FOLLOWED AS RECORDED BY FREQUENCY

Degree to Which Treatment Suggestions Followed

i Sometimes  Always
 Always  Sometimes¥ Not Rejected/ Rejected/

Discipline n followed followed Sure Ignored Ignored
Audiologist 1 g - 1 - - -
Speech Therapists 2 2 2 S - - - -
Psychologists 2 é - 2 - - -

|
Physicians 3 3 1 2 - - -
Social Workers 2 % 1 1 - - -
Nursery School §
Teachers 2 Lo 2 - - -
Total 12| L4 (33.39) 8 (66.78) - - -

* all respondents noted that discussion always occurred prior to
changes in plans being implemented
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5. TEAM PURPOSE

The team member'!s responses to the question "what is the team!'s
purpose?" differed only'in their precise wordings. A summation of the
variousvdescriptions of the team's purpose could be represented as:

"To provide comprehensive care (éupportive, educational and therapeutic)
to children and their families with developmental, emotional or behavioral
problems and to assist in the carry-over of that care into the community."

Table 41 indicates eaqh team member's purpose as described by
each, All team members feel that their personal and the team purposes
compliment one another, even though, as Table 42 indicates, the team

purpose is assumed and not formally documented,

TABLE 41

TEAM MEMBER'S PURPOSES AS RECORDED BY DISCIPLINE

Discipline Purpose
Audiologist same as role description®
Speech Therapists early detection, remediation and counselling

re: speech/language problems

Psychologists provide for psychological well being of
children and their families

Physicians same as clinic's purpose
Social Workers same as role description®*
Nursery School Teachers provide programs geared to children's needs

and to counsel and support parents

% refer to Table 30
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TABLE 42

TEAM'S PURPOSE - FORMAL OR ASSUMED

Frequency of Percentage of
Team Purpose Response Response
Formal : 1 8.3
Assumed 10 83.4
Not Sure 1 8,3
Total 12 100.0

The team's focus re: patient care as perceived by 100% of its
members, is to provide a combination of psychological, social and physical S
care to its patients. Only those team members actually involved in |
providing physical care, the audiologist, speech therapists and physicians,
cite this aspect of the team's focus while all members note the emphasis
on psychological and social care (see Table 43).
TABLE 43

- TEAM'S FOCUS RE:
PATIENT CARE AS RECORDED BY FREQUENCY AND PERCENT

| Focus re: Patient Care

: (2) (b) (c) Other
Discipline i n_ Physical Psychological Social A&BXC B&C
Audiologist 1 - - - 1 -
Speech Therapists | 2 - - - 2 -
Psychologists 2 - - - - 2
Physicians 3 - - - 3 -
Social Workers 2 - - - - 2
Nursery School
Teachers P2 - - - - 2
Total 12 - - - 6 (508) 6 (50%)
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6. CONFLICT

Table L4 indicates thgt 100% of the team members feel that there
is some conflict on this team. Conflict is felt to occur primarily as a
result of personality clashes (see Table 45), It is noted that one
nursery school teacher and one speeéh therapist feel that conflict
arises out of communication breakdowns. The other nursery school teacher
feels conflict is a result of a lack of trust on the team, The audiolo-
gist and a social worker see the conflict as arising out of ideological

differences about patient care,

TABLE 44

OCCURRENCE OF CONFLICT ON THE TEAM AS RECORDED
BY FREQUENCY AND PERCENT

; Degree of Conflict on Team

Discipline ‘. n Great Deal Some Not Sure Little None
Audiologist % 1 - 1 - - -
Speech Therapists = 2 - 1 1 - -
Psychologists | 2 - 2 - - -
Physicians g 3 - 2 - 1 -
Social Workers i 2 - 2 - - -

Nursery School :
Teachers -2 - 1 1 - -

Total 12 - 9(75%) 2 (16.7%) 1 (8.3%)
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TABLE 45

CONFLICT ISSUES ON THE TEAM AS RECORDED
BY FREQUENCY AND PERCENT OF RESPONSE

Sources of Team Conflict
Ideological

Personality Communication ZLack of issues re: Not
Discipline n (Clashes Breakdowns Trust Patient Care Sure
Audiologist 1 1
Speech
Therapists 2 1 1
Psychologists 2 2
Physicians 3 3
Social
Workers 2 1 1
Nursery School
Teachers 2 1 1
Total 12 1 6(508) 2(16.7%) 1 (8.3%) 2 (16.7%) 1 (8.3%)

Table 46 indicates that 91.7% of team members feel that the team
views conflict on the team as detrimental. 58.3% noted that conflict is
usually ignored unless it becomes so disruptive that it must be confronted
although it is not necessarily resolved even then.

Table 47 shows that the team's climate is not perceived the same
by all team members, Three team members (25%>, a speech therapist, the
team leader and one other physician, see the climate as being totally
positive while all other team members (75%) note either some negative
elements or a totally negative climate on the team. This disparity of
views exists within and across disciplines. In spite of this, Table 48
indicates that 83.4% of team members feel quite satisfied with the team's

climate,
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TABIE 46

TEAM MEMBER'S PERCEPTICNS OF CONFLICT MANAGEMENT
ON THE TEAM AS RECORDED BY FREQUENCY AND PERCENT

Conflict Is

Discipline n | _Valued Detrimental Ignored Confronted¥*

Audiologist 1 - 1 1l -

Speech Therapists 5 2 - 2 1 1

Psychologists 2 - 2 2 -

Physicians ? 3 ; 3 3

Social Workers - 2 g 1 1 2

Nursery School | :

Teachers 2 : 2 1 1
— ;

Total 12 1(8.3%8) 11 (91.78) 7 (58.3%) 5 (41.7%)

% not necessarily resolved
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TABLE 48

TEAM MEMBER'S SATISFACTION WITH TEAM'S CLIMATE

Frequency of Percentage of

Degree of Satisfaction Response Response
Very Satisfied - -

Quite Satisfied 10 83.4
Not Sure 1 8.3
Quite Dissatisfied 1 8.3
Very Dissatisfied - -

Total 12 100,0

Table 49 indicates that 83.3% of team members feel that conflict
could be better managed by the open confrontation of conflict issues by
the team leader and all the team members at regularly scheduled staff
meetings.

TABLE 49

TEAM MEMBER'S SUGGESTIONS FOR IMPROVED CONFLICT MANAGEMENT

Suggestions for Frequency of Percentage of
Conflict Management Response Response
~individual meetings between L 33.3

each discipline and team leader

—~-open confrontation of conflict

issues by leader and all team

members at regular monthly

staff meetings 6 50,0

~can't be improved as personalities
are cause of conflict 2 16.7

Total ; 12 100.0
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7. ENVIRCNMENT

Table SO'indicates that some team member's direct supervisors
are outside of C.D.C, while other members are supervised by the C.D.C.
Director. The social workers, audiologist and speech therapists are
responsible to their respective department heads in the Health Sciences
complex. The physicians share a collegial relationship with one another
but are technically employed by the U of M and are under the Head of
Medicine in the Health Sciences Complex., Only the psychologists and the
nursery school teachers are responsible solely to the Director of C.D.C.
Table 51 indicates that those team members who share allegiance to the.

H.S.C, also have service responsibilities there,

TABLE 50

TEAM MEMBER'S DIRECT SUPERVISORS

Discipline Direct Supervisor

Audiologist Director of Dept. of Communication Disorders,
Health Sciences

Speech Therapists Director of Dept. of Communication Disorders,
Health Sciences '

Psychology Director of C.D.C,

Physicians under contract to U of M and Health Sciences
but have collegial relationship with
Director at C.D.C.

Social Workers Director of Dept. of Social Work, Health Sciences

Nursery School Teachers Director of C.D.C,
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TEAM MEMBER'S RESPONSIBiLITIES OUTSIDE OF C.D.C.
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External Responsibilities

Boards & H.S, H.S, géi&ice
Discipline Committees Paperwork Teaching Delivery None
Audiologist - v v -
Speech Therapists - v - -
Psychologists - - - v
Physicians - v 7 -
Social Workers v v - -
Nursery School Teachers - - - v/-

TABIE 52

TEAM MEMBER'S AWARENESS OF C.D.C.'S ASSOCIATION WITH (THE HEALTH
SCIENCE COMPLEX) ITS HOST ORGANIZATION AS RECORDED
BY FREQUENCY AND PERCENT OF RESPONSE

Degree of Awareness

Very Somewhat Not  Somewhat Very

Discipline n Aware Aware Sure Unaware Unaware
Audiologist 1 - 1 - - -
Speech Therapists 2 1 1 - - -
Psychologists 2 - - - 1 1
Physicians 2 2 - - - 1
Social Workers 2 1 - - - 1l
Nursery School
Teachers 2 1 - - 1 -

12 5(41.7%) 2(16.78) - 2(26.7%) 3(25%)

Total
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Table 52 indicates that team members vary in their awareness of
the C.D.C.'s relationship with the H.5.C., The audiologist, speech
therapists; one social worker and one nursery school teacher are the most
aware of this relationship. These members note some positive effects of
this relationship, ie. personal satisfaction gained through working with
other professionals in an organization with a broader health focus and,
salaries are felt to be higher than they would be if C.D.C. was an inde-
pendent organization. The negative effects of this relationship are
cited as: team members are excluded from opportunities for professional
development and for collegial support unless they have strong organizaf
tional (departmental) links to H.S5.C.; service commitments too time
consuming and demanding on those members with split allegiance; a feeling
of anomie experienced by some members with split allegiance; supervisors
in H.S. don't have an appreciation of the time and service commitments
and responsibilities carried by team members. In spite of these com-
plaints, all team members state that these problems are not serious
enough to have required resolution to date. Nontheless, they did have
some suggestions for improving the working relationship between the team
and the host organization:

1) make C.D.C. independent from H.S.C. thus eliminating difficulties
arising out of split allegiances

2) increase staff numbers to cope with service demands

3) increase the team's emphasis on research and evaluation to help
convince H,S, administration of the team's effectiveness and

importance and thereby ultimately increasing the team's independence,
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C. Team Effectiveness Diagnostic Instrument

NOTE: The reader is reminded that this instrument was used as
a validity check for the staff interview schedule and that the responses
should be viewed in that context. The findings for each sub-section are
presented in two forms, 1) a graph indicating the general perceptions
of the team as a unit, and 2) a table presenting the specific responses
to each question as recorded by discipline.

l. Goal Agreement on the Team

Tables 53 and 54 indicate that 75% of the team members agree on
the team's goal. This finding supports the findings presented previously

in Table 43 wherein 100% of the members identified a common purpose.

Scale I TABLE 53

TEAM MEMBER'S OVERALL PERCEPTIONS OF AGREEMENT
ON TEAM GOALS

-

N\

0
A B C
no agreement - moderate total
on goals agreement agreement
on goals on goals

Degree of Agreement
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Scale I TABIE 54

SPECIFIC TEAM MEMBERS PERCEPTIONS OF AGREEMENT
ON TEAM GOALS

Degree of Agreement on Goals

No Moderate Total

, - Agreement Agreement Agreenment
Discipline n A B C D E
Audiologist 1 1
Speech Therapists 2% 1
Psychologists 2 2
Physicians 3 3
Social Workers 2 1 1
Nursery School
Therapists 2 2
Total 12 2(16.7%) 6(50%) 3(25%)

#* answer not useable

2. Role Ambiguity on the Team

66.7% of the team members feel that there is little to no role
ambiguity on this team (see Table 55). This finding is congruent with
Table 13 in the previous section. It is noted however, that some members
(33.3%) do feel a moderate to great degree of role ambiguity on the team.
They are the audiologist, one speech therapist, one nursery school teacher

and one psychologist (see Table 56).
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TABLE 55

TEAM MEMBER'S OVERALL PERCEPTIONS OF ROLE AMBIGUITY

9
8
7
6 :
7
Fregquency 5 fw
of h ;f//
Response L ] ///
3. /
2\
2 | ///’ ////
74
-/r
1 v ‘ o 4
0 | 4%%5 A g7
A B C D
total role moderate role no role
ambiguity ambipguity ambiguity
DEGREE OF ROLE AMBIGUITY
Scale II TABLE 56
SPECIFIC TEAM MEMBFR'S PERCEPTIONS OF ROLE
AMBIGUITY RECORDED BY FREQUENCY
Degree of Role Ambiguity
total role moderate role no role
ambiguity ambiguity ambiguity
Discipline n A B C D E
Audiologist- 1 1
Speech Therapists 2 1 1
Psychologists 2 C ‘ .1 1
Physicians 3 v 2 1l
Social Workers 2 | v 1 1
Nursery School ' , _ '
Teachers 2 : 1 ‘1 .
Total 12 - 1(8.3%) _ 3(25%) __ 6(508) 2(16.7%)
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3. Role Conflict on the Team

Table 57 indicates that little to no role conflict is perceived
on this team by 75% of the team members. This finding is also supportive
of the findings presented in Table 13 which indicates strong agreement
on this team between the real and perceived roles played by its members.,
However, it is noted that three team members (25%), the audiologist, one
social worker and one nursery school teacher perceive a great deal of
role conflict on the team (see Table 58),

Scale IIT TABIE 57

TEAM MEMBER'S OVERALL PERCEPTIONS OF ROLE CONFLICT

8-
7 -
6

N

5 4
Frequency
of 4 -
Response

3 -

24
1.

//

A C D E

total role moderate no role
conflict role conflict conflict

Degree of Role Conflict

RN
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Scale IIT TABLE 58

SPECIFIC TEAM MEMBER'S PERCEPTIONS OF ROLE CCNFLICT

Degree of Role Conflict

total role moderate role no role
conflict conflict conflict
Discipline n A B C D E
Audiologist 1 1l
Speech Therapist 2 2
Psychologists 2 1 1
Physicians 3 2 1
Social Workers 2 1 1
Nursery School
Teachers 2 1 1
Total 12 3 (25%) 6(50%) 3(25%)

L. Decision-Making on the Team

Table 59 shows that 74.9% of the team members feel that there is
moderate to noﬁﬁaréiéipation in decision-making on this team. This
finding does not appear to be congruent with Table 29 which indicates
that 100% of the team members perceive some to a great deal of influence

in team decision-making. (see Table 60)
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Scale 1V TABLE 59

TEAM MEMBER'S OVERALL PERCEPTIONS OF DEGREE
OF MEMBFR PARTICIPATION IN DECISION-MAKING

8]
5.
Frequency
of L

Response 3

1]

7,

S
S

L %
A D E
no moderate total
participation ‘participation participation

DEGREE OF PARTICIPATION IN DECISION-MAKING

Scale IV TABLE 60

SPECIFIC TEAM MEMBER'S PERCEPTIONS ¥ DEGREE OF
MEMBIR PARTICIPATION IN DECISION-MAKING

Degree of Participation in Decision-Making
no moderate -total
participation participation participation
Discipline n. A B C D E
Audiologist 1l 1
Speech Therapists 2 1 1
"~ Psychologists | 2 1 1
Physicians .3 1 1 1l
Social Workers 2 2
Nursery School
Teachers 2 1 1

Total 12 1(8.3%) 4(33.3%)4(33,3%) 2 (16.7%) 1 (8.3%)
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5. Commitment to Team Decisions

75% of the team members feel that there is a great deal or a
total commitment to the decisions made by the team (see Table 61)., This
finding would appear to support the findings presented in Table 31 which
shows that 91.7% of the team members are satisfied with the degree of
influence they have in team decision-making as satisfaction with team
decisions precludes commitment to those decisions. It is noted however
that one speech therapist, one psychologist and one nursery school teacher
do not share this perception of high member commitment.(see Table 62)
Scale V TABLE 61

TEAM MEMBER'S CVERALL PERCEPTIONS OF DEGREE OF
COMMITMENT TO TEAM DECISIONS

8
7
6
5 o
Frequency
of L ]
Response

-3

o T LV, /7]

A C D
noe moderate total
commitment commitment commitment

Degree of Commitment to Team Decisions
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TABLE 62

SPECIFIC TEAM MEMBER'S PERCEPTIONS OF DEGREE OF
MEMBER COMMITMENT TO TEAM DECISIONS

Degree of Commitment to Team Decisions

No moderate Total
commitment cormitment commitment

Discipline n A B C D E
Audiologist 1 1
Speech Therapists 2 1 1
Psycheologists 2 1 1
Physicians 3 ' 2 1
Social Workers 2 2
Nursery School
Teachers 2 1 1
Total 12 - 1(8.3%) 2(16.7%)8(66.7%)1(8.3%)

6. Conflict Management on the Team

The usual pattern of conflict management on this team is not
immediately obvious (see Table 63). 41.7% of the members feel that
conflict is confronted, 25% feel it is resolved through compromise, and
33.3% feel that it is smoothed over. These findings duplicate those
presented in Table 46, that is, 58.3% of the team members feel that
conflict is not confronted. Table 64 shows that two physicians, the
psychologists and one social worker are those members who feel that

conflict is confronted.
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Scale VI ‘TABLE 63
TEAM MEMBER'S OVERALL PERCEPTIONS OF PATTERNS
OF CONFLICT RESOLUTION
8
7 <
6«
5«
4
Freguency I 5§;/
of = 7
Response 3 ;;77
- . /
1- i;;; j§>/ ////
0 7 ZMZ
A B C D
conflict authority resolution conflict
smoothed forces by is
over solution compromise confronted
PATTERNS OF CONFLICT RESOLUTION
Scale VI TABLE 64
SPECIFIC TEAM MEMBER'S PERCEPTIONS OF PATTERNS
: OF CONFLICT RESOLUTION
Patterns of Conflict Resolution
Conflict  Authority Resolution Conflict
Smoothed  Forces By is
Over Solution Compromise confronted
Discipline n A B C D
Audiclogist 1 1
Speech Therapist 2 2
Psychologists 2 2
Physicians 3 1 -2
Social Workers 2 1 1
Nursery School
Teachers 2 2
Total 12 4(33.3%) - 3(25.08) 5 (41.7%)
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7. Intermember Respect and Recognition

Table 65 indicates that there is no one common perception of the
degree of intermember respect and recognition on this team, however, 75.1%
of the team menbers feel that there is moderate to high degree of mutual
respect and recognition shared by the team members. The audioclogist, one
nursery school teacher and one psychologist feel there is little to no
intermember respect or recognition on the team, This finding is not
duplicated elsewhere in the study as this question is not previously
presented.

8., Cohesiveness on the Team

This team experiences a high degree of cohesiveness as indicated by
91.7% of the team members (see Table 67 and 68). One team member, a speech
therapist, rates the degree of team cohesiveness as moderate. This question
was not discussed in a comparable way in the previous section.
TABLE 65

TEAM MEMBER'S OVERALL PERCEPTIONS OF THE DEGREE
INTERMEMBER RESPECT AND RECOGNITION

8
7 -
6 ]
5. :
Frequency ;7’
of 4 | /////
Response */////
3 /
2 / .
/) ) '
S 7 % // %
0. //4 % //5 7
A B C D E
no respect moderate complete
and respect and respect and
recognition recognition recognition

DEGREE OF RESPECT AND RECOGNITION
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SPECIFIC TEAM MEMBER'S PERCEPTIONS OF THE DEGREE OF

TABLE 66

INTERMEMBER RESPECT AND RECOGNITION
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Degree of Respect and Recognition

No Moderate Complete
respect and respect and respect and
recognition recognition recognition
Discipline n A B C D - K
Audiologist 1 1
Speech Therapists 2 1 1
Psychologists 2 1 1
Physicians 3 1 2
Social Workers 2 1 1
Nursery School
Teachers 2 1 1
Total 12 2 (16.78) 1(8.3%) 5 (41,73) 2 (16.7%)2 (16.,7%)
Scale VIII TABLE 67

TEAM MEMBER'S OVERALL PERCEPTIONS OF TEAM COHESIVENESS

8 ]
;’/
7 4 /
7,
6. %
Frequency {
Response L /%
.3 . ‘;ﬁjﬁ: ?ég;/
2 f’éé . ////
1 §;;;§ ;:::f
0 a = /éé
A B D E
‘no moderate - strong
cohesiveness cohesiveness cohesiveness

DEGREE OF TEAM COHESIVENESS
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TABLE 68

SPECIFIC TEAM MEMBER'S PERCEPTIONS OF TEAM COHESIVENESS

Degree of Team Cohesiveness

no moderate strong
cohesiveness cohesiveness cohesiveness

Discipline n A B G D E
Audiologists 1 1
Speech Therapists 2 1 1
Psychologists 2 2
Physicians 3 1 2
Social Workers 2 1 1
Nursery School
Teachers 2 2
Total 12 - - 1(8.3%) 8(66.7%) 3 (25.0%)
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II. CLIENT SAMPLE DEMOGRAPHICS AND CLIENT EVALUATION QUESTIONNAIRE

This section will present the client sample demographics as well
as the findings from the Client Evaluation Questionnaire. These shall be
presented in tabular form where possible and in narrative form where this
is not possible,

The demographic information was obtained from the Supplementary
Sheets (Appendix D) and from the patient files. Social histories were
not available on the majority of cases but brief developmental hiétories
provided some elements relevant to this section.

The sample consists of twenty-three cases all of which were new
to C.D,C. in the month of March 1980, They have all been involved with
more than one team member during their visits to the Cliniec, A child
was always the identified patient upon referral to the clinic and always
presented with one or more of the eight idéntified problem categories as
used by the Clinic on their intake records (see Appendix D). The mean
age of the children in the total sample was 4.36 years with an age range
of 10 months to 8 years and 10 months. The mean age of the respondent's
children was 3.96 years with an age range of 10 months to 6 years (see

Table 69).
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TABLE 69

AGE OF CHILDREN IN CLIENT SAMPLE

Frequency of Occurrence

Age of Child Of total sample Of Respondents
0-11m, 2 1
ly-1y=-6m, - -
lyre - 7m, -1 yr. - 11 m, - -
2yro -2yr. - 11 m, 2 2
3yre =4 yr. - 11 m, 9 6
5yr. -7 yr. 8 IA
over 7 yr, 2 -
Total 23 13

X = 4.36 yrs, X = 3.96 yrs.

Table 70 indicates that 10/23 of the total client sample children
were referred for communication problems be they language, speech or
hearing difficulties. Seven children were referred for behavior problems,
two for kindergarten or'school performance problems, two for custody or
access problems, one for adoption or foster home problems and one for
"other" which in this case was for the assessment of a cerebral hemorrhage

and seizure episode,
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PRESENTING PROBLEMS OF CLIENT SAMPLE

Frequency of Occurrence of:

Presenting Problem! Total Sample Respondents
Behavior Problem 7 3
Communication Problem” 10 7
Development Problem -
Kindergarten or school performance
problem 2 1
Custody/Access Problem 2 2
Adoption/foster home problem 1l -
Research - -
Other 1 -
Total 23 1
3*

many children with communication problems are simultaneously

assessed for future school placement.

Sheets (see Appendix D)

categories developed by C.D.C. and used on patient Record

Of the respondent's children, three were referred for behavior

problems, seven for communication problems, one for a kindergarten or

school placement problem and two for custody/access problems.,

Children and their families were referred to the Clinic most

frequently by their community physicians. (See Table 71).
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TABLE 71

REFERRAL SOURCE OF CLIENT SAMPLE

Frequency of Occurrence of:
. Total

Referral Source Client Sample Respondents
Community physician 13 7
Social Service Agency Personnel® 7 3
Teachers™ 1 -
Lawyers 2 2
No response - 1
Total 23 13

* in conjunction with community physician

The families and/or children in the total sample were seen by
more than one team member. Table 72 indicates the professionals involved
on each case as well as the primary focus of their casework. Physicians
are involved in all but two cases and they work in various combinations
with all team members., The emphasis of the casework in all but six cases
contained some social elements, 13 cases involved a physical element, and
six cases involved some psychological elements, Eleven cases involved
a single focus, that being either social (8/11) or physical (3/11), while
all others (12/23) involved a bi-or tri-focus, Of the res ondents,

‘physicians are involved in 12/13 Cases_a&d they work with all members of
‘the team. Eleven cases invoive a social focus in the casework and six

have a double or triple focus,



TABLE 72

TEAM MEMBERS INVOLVED IN CASEWORK AND FOCUS OF
THE CASEWORK RECORDED BY TYPE AND FREQUENCY OF CASES SEEN
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Presenting Problem and Primary
Frequency of Respondents/ Team Members Focus of
Frequency of Total Sample Involved with Case Casework
Behavior Problem
# of cases 1/3 physician and social worker l-social
0/1 physician and neurologist ~physical &
consultant social
1/1 physician and nursery school |-social
teacher
0/1 physician and psychologist -gocial and
psychologist
1/1 physician and psychologist ~-physical and
psychological
total 3/7
Communication Problems
#of cases 1/1 physician, speech pathologist |~social
audiologist and social worker
0/1 physician and psychologist -social and
, psychological
2/2 physician and speech ~-physical
pathologist (and consulting
radiolo§ist and plastic
surgeon
1/2 audiologi st and physician ~physical
1/1 audiologist, speech -physical, social
therapist, psychologist
1/1 speech therapist and -physical and
physician social
0/1 speech therapist and -social
physician
1/1 audiologist, speech -physical and
therapist and physician social
total 7/10 L

Kindergarten and School
Performance Problems
#of cases _1/2

total 1/2

psychologist and physician

| -physical, social

and psychological

~~ c¢ontinued on next page
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TABLE 72 (CONT'D)

Presenting Problem and Primary
Frequency of Respondents/ Team Members , Focus of
Freguency of Total Sample Involved with Case Casework
Custody/Access Problems
#of cases
2/2 physician and social worker ~social
total 2/2
Adoption/foster home
problems
#of cases :
0/1 speech therapist, -social,
psychologist, community physical and
total 0/1 social worker psychological
Other
#of cases
0/1 physician, social worker ~physical and
social
total 0/1
Total 13/23

The total client sample consists of 14 cases from Winnipeg and

9 cases from the surrounding rural areas. (see Table 73) Eleven of the
cases come from families where the marriage is intact, three from "separated"
families, two from "divorced" families, two cases are under government care,
one is from a single (never married) parent fgmily, and one is from é
cohmon~law union. The family étatus was not recorded in the file for three
of the cases. _ ,

| Of the reséondeﬁts, lO‘cases afé from Winnipeg and three‘caées afe
'from‘the surrounding'rural areés.' Five cases come from families which are
intaqt, two from "separated" and two from "divorced" families. One case

is "in care" and the family statusfor three‘cases was not documented.
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TABLE 74

CONCESSIONS MADE BY C.D.C. FOR
CLIENTS WITH SPECIAL NEEDS

Concessions for Patient's Frequency of Occurrence/
Special Needs Frequency of Cases with Special
Needs
~co-ordinated appointments for 9/9
out-of~town clients
—~assessments, tests in native language 1/1
Total 10/10

Table 74 indicates that the Clinic attempted to accommodate the
special needs of ten out of ten clients who they feel indicated a special
need. It should be noted that this data does not include cases with
special needs that were not identified by the %i;;;% personnel,

Table 75 indicates that 76.9% of the clients perceive the C.D.C.
as being helpful. It does not appear that the degree of perceived
helpfulness is related to the client's presenting problem.

Table 76 indicates the type(s) of help the clients feel they
have received or are receiving, Six cases (46.15%) received more than
one kind of help. 46.2% of the cases feel that they received emotional
support from the C.D.C. staff. The second most frequently (38.5%) cited

form of help was the giving of information,



TABLE 75
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CLIENT PERCEPTIONS OF HELPFUINESS OF C.D.C. AS
RECORDED BY CLIENTS PRESENTING PROBLEM

Degree of Presenting Frequency of Percentage of
Helpfulness Problem Response Response
Very Helpful Communication Problem 5
Behavior Problem 2
Custody/Access Problem 1
(61.5%)
Somewhat Helpful Custody/Access Problem 1
Communication Problem 1
2 (15.4%)
Not Sure Communi cation Problem 1
School Placement Problem 1 —_—
2 (15.4%)
Somewhat Unhelpful - -
Very Unhelpful Behavior Problem 1 _
1 (7.7%)
Total 13 100,0%
TABIE 76

CLIENTS PERCEPTIONS OF KINDS OF HELP GIVEN BY C.D.C.

Frequency of Percentage of

Types of Help Given Response Response
treatment only 1 7.7
emotional support only 1 7.7
provided information only 1 7.7
emotional support/treatment 1l 7.7
emotional support/information 2 15.4
emotional support/help with other agencies 1 7.7
all of the above 2 15.4
no response given L 30,7
Total 13 100,0
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The clients were asked "if C.D.C. had not been helpful, how could
things have been done differently?" Only two respondents replied to this
question, One respondent suggestéd that the C.D.C. staff review cases
periodically as he felt that he had to demand a reassessment of his child's
progress. The other felt that he had not been kept up to date on his
child's progress, nor had his calls been returned. He also felt that he
should have been referred to another agency for further help and follow up.

Table 77 indicates that 69.2% of the client contacts involving
C.D.C. staff included one or Eoth parents and the referred child,

Table 78 indicates that 100% of the clients were contacted by at least. two
team members with the physician seeing 6/13 or L6.2% of the cases along
with one or more other team members. (Refer to Table 72 for a specific
breakdown of the focus of the casework.) Table 79 indicates the team
member's contacts involving only the identified patient. 100% of the
identified patients were seen by more than one team member with the
physician(s) seeing 38.5% of these cases.

TABLE 77

CLIENT CONTACTS BY C.D.C. STAFF AS
PERCEIVED BY CLIENT SAMPLE

Frequency of Percentage of

Person Contacted Response Hesponse
Referred child only - -

One parent* and patient 5 38,5

Both parents* and patient 4 30.7
Patient, Parents* and other family

members 2 15.4
Others - -

No response given 2 15,4
Total 13 100.0

%* may be a foster, adoptive, "separated" or "divorced" parent
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Table 80 indicates that 53.9% of the clients feel that the C.D.C,
staff keeps them somewhat to well informed about treatment plans., 23%
of the cases however feel that they are very uninformed. Of the 13 cases
in the client sample, 7 or 53.9% remain active with the Clinic (see
Table 81). Of the 6 cases who have terminated their involvement, four
were because treatment/assessment was concluded, one is moving away, and
one states that the Clinic failed to contact him for further appointments
(see Table 82).

TABLIE 80

CLIENT'S PERCEPTION OF DEGREE TO WHICH
C.D.C. KEEPS THEM INFORMED

Frequency of Percentage of

Degree Informed Response Response
very well informed 5 38.5
somewhat informed 2 15.4
not sure 1 7.7
somewhat uninformed - -

very uninformed 3 23.

no response given 2 15.4
Total | 13 100,0

TABLE 81

CLIENT'S CURRENT INVOLVEMENT WITH C.D.C.

Concluded Frequency of Percentage of
Treatment Response Response

Yes 6 46,1

No 7 53.9

Total - 13 100,0
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TABIE 82

CLIENT'S REASONS FOR TERMINATION WITH C.D.C.

Frequency of Percentage of
Reason for Termination Response Response
—treatment/assessment concluded L 66.6
—-dropped out* 1 16.7
~referred to another agency - -
—other#* 1 16.7
Total 6 100.0  ue

* moving away
3% nC D,C, failed to recontact me"

Table 83 indicates that 10/13 or 76.8% of the clients are either
quite (233) or very (53.8%) satisfied with the help they received at
C.D.C., Tables 84 and 85 indicate that there is no apparent significant
correlation between the clients! presenting problem, his place of resi-
dence, his family status or his degree of satisfaction with C.D.C.

TABLE 83

CLIENT!'S SATISFACTION WITH C.D.C.

. Frequency of Percentage of
Degree of Satisfaction Response Response
Totally satisfied 7 53.8
Quite satisfied 3 23.
Neither Satisfied nor Dissatisfied 1 7.7
Totally Dissatisfied 1 7.7
No response given 1 7.7

Total 13 100.0




TABLE 84

CLIENT'S SATISFACTION WITH C.D.C. AS

RECORDED BY PRESENTING PROBLEM

123

Degree of Presenting Frequency of Percentage of
Satisfaction Problem Occurrence Occurrence
Totally Satisfied -communication
problem 3
-~behavior problem 2
-school placement
problem 1 53.8
-custody/access
problem 1
Quite Satisfied ~communication
problem 2
~custody/access 23.
problem
Neither Satisfied -communication
nor Dissatisfied problem 1 7.7
Totally Dissatisfied -behavior problem 1 7.7
No response ~communication
problem 1 7.7
Total 13 100.0
TABLE 85

CLIENT'S SATISFACTION WITH C.D.C. AS

RECORDED BY FAMILY STATUS AND RESIDENCE

Degree Frequency of Percentage of
Family Status Residence Satisfied Occurrence Occurrence
Separated Winnipeg Totally Satisfied 1 15.4
Totally Dissatisfied 1
Rural - -
Married Winnipeg Quite Satisfied 2
Neither Sat./
Dissatisfied 1 38.5
Totally Satisfied 2
Rural - -
Divorced Winnipeg Quite Satisfied 1
Totally Satisfied 1 15.4
Rural - -
Child "In Care" Winnipeg -
Rural Totally Satisfied 1 7.7
Unknown Winnipeg Totally Satisfied 1
Rural Totally Satisfied 2 23 ..
Total 13 100.0
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Clients were asked to make any suggestions they wished for

improving the service provided by the team at C.D.C. Only three clients

responded. Their suggestions were as follows:

1.

~keep parents well informed about the patient's diagnosis and prognosis
~have regular case reviews to assess patient's progress and then adjust
treatment plans as necessary
-keep parents informed about treatment plans
~do regular follow-up (with patient and with family) once treatment
is terminated
~-make referrals to other agencies for continuing help, support and '
treatment
-more play equipment in the Nursery School
~provide reading material (to borrow or keep) for parents re: child's

problem

ITI. OTHER FINDINGS

It was thought to be of interest to present the demographics of

those excluded from the Client Sample. These findings are presented in

Appendix H.
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CHAPTER V

DISCUSSION OF THE FINDINGS

The material in this chapter will be presented in five sections.
The first section will present a discusssion of the findings under the
following headings: team leadership, team member's roles, communication
on the team, problem solving and decision-making on the team, the team's
purpose, conflict on the team, the team and its environment, the client's
perceptions of the service provided by the C.D.C. team, and the interpro-
fessional relationships on the team. Section IT shall present suggestions
and recommendations for improving the team, and Section III shall present
the implications of the findings. Section IV shall present»the
limitations of the study. Concluding comments shall be presented in
Section IV.
Note: It may be helpful for the reader to review Brill's definition of
the team and teamwork, and Watt's definition of the Medical Model as
used in this paper before proceeding. Refer to Chapters I and II.

I. INTERPRETATION OF THE FINDINGS

The primary finding of this study is that the C.D.C. is comprised
of a group of interdisciplinary professionals who work together towards
a common purpose in the tradition of a modified medical model of team
practice as defined by Watt (1973) (see Table 86). However, as such,
they do not meet Brill's (1976) more idealistic definition of a team.
The findings also indicate that C.D.C. is able to providé a satisfactory
and helpful service to its clients, This group's strengths and weaknesses

are also identified.
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A. TEAM LEADERSHIP

The findings indicate that the formal and the informal leaders
of the C.D.C. team are both physicians but that they are perceived as
sharing leadership responsibilities in casework matters with the primary
therapists2 involved with each case. However, it might be postulated that
even in casework matters, leadership by the physicians prevails. That is,
while the members feel that they are sharing the leadership role in case-
work, it may be that they are in reality, only allowed to make decisions
and carry them out for as long as their actions compliment the physician's
ideas and practices.3

In practice, the physicians do the majority of the intake and
assessment of all new C,D.C. cases and also unilaterally decide which team
members should be involved with each case, at least initially. The team
members are then expected to carry out the physician's recommended assess—
ment or treatment plans although there is room for the discussion of these
plans between the primary therapist(s) and the physician(s). The psycholo-
gists are the only team members who appear to have established any signifi-
cant leadership function on the team but their influence in these areas
does not seem to be formally recognized by the physicians or the other
team members,

Leadership which is dominated and controlled by the physicians

especially in matters of treatment and patient care, is characteristic of

2The primary therapist is defined here as the team member who does
the majority of the work with a case,

3This is known as "permissive" leadership. Refer to Chapter II for
a more complete description,
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the medical model of team practice. This process has been widely accepted
in health teams probably because of the security and comfort it provides
to the team's subordinate members. However, authors such as Brinkerhoff
and Kunz (1972) suggest that as non-physician team members gain profes-
sional acceptance and self-confidence, they will begin to challenge the
practice. It would appear however, that such a challenge would be futile
unless the power structure on the team is altered to accommodate shared
leadership,

These findings and observations suggest that the team's environ-
ment may preclude any increased involvement in the leadership role by -
non-physician team members except in a very limited sense. The member's
apparent lack of desire to take a more formal or prominent leadership
role on the team (see Table 11), is perhaps a realistic acknowledgement
of this situation and not a reliable indication of their contentment with
the practice, Whatever the case, this team's leadership style, which may
be classed as permissive, remains characteristic of the modified medical

model of team practice.

B. TEAM MEMBER'S ROLES

It is interesting to note that while a great deal of role over-
lapping between all team members is noted (see Table 16), the physician(s)
is ascribed with a unique role on this team, that of case overseer or case
co-ordinator. The physician's co~ordinative role is in keeping with the
medical model of team practiée and is further suggestive of a permissive

style of leadership.

b1t is "'modified" in that the practice has been tempered somewhat
from the autocratic leadership style which is characteristic of the true
medical mode),
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The findings suggest that the real and perceived roles of each
member of this team are congruent (see Table 13), and that, as just noted,
a great deal of role overlapping occurs between team members. Generally,
team members have noted that the positive effects of this overlap are
related to meeting the patient's complex needs as well as providing the
professionals with collegial support and a more comprehensive assessment
of the patient (see Table 18). However, while there are positive effects
of such role overlapping, the system does have its flaws, especially when
the team members are uncertain about the areas of overlap, and fail to
discuss and co-ordinate their conterminous functions. Indeed, the negative
effects of role overlapping in this team as cited by the team members,
appear to be related to problematic communication and intermember relation-
ships. That is, when the functions of two (or more) members involved with
a case overlap, that overlap is rarely discussed. The result is neglected
phases in the casework process, hurt feelings and petty jealousies between
team members, and/or confusion for both the client and the staff members,

Overlapping of roles is considered to be a highly desireable
characteristic in team practices but only when the team understands and
accommodates the overlap. If the system fails to do this, a key charac-
teristic of teamwork is missing that is, the communication and consolida-
tion of the member's knowledge and skills. The failures in this team's
use of its member'é overlapping functions, appear to arise out of the
disjointed and informal communication system which exists on this team
(see Section C, this Chapter). There is no formal vehicle for co-ordina-
ting casework between-all the team members involved with a particular
case, and therefore an opportunity to co-ordinate functions to provide

comprehensive and continuous care to its clients is missed.
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The working relationships between specific team members is

discussed more fully in Sub-Section I of this chapter.

C. COMMUNICATION ON THE TEAM

' Communication on the team includes both written and verbal pro-
Cesses, The written communication process here refers to team records,
and the verbal communication process refers to general rounds, staff
meetings, and case conferences,?

The findings indicate that common team records are kept but that
some team members also keep separate files as reminders of their case-
work progress. Regular separate staff rounds are held but no en massev
case conferences or staff meetings exist, yet ail team members, except
the physicians, note some dissatisfaction with the number and the existing
functions of the meetings held (see Table 24)., These members suggest that
regular staff meetings be initiated for the purpose of discussing team
policy and procedures, intermember conflicts, services offered by other
team members and changes in H.S. which might affect C.D.C. As well, they
suggest that regular en masse case conferences be held for the purpose of
co~ordinating case reviews, planning and referrals, and for sharing case
presentations,

It is interesting to note that because the physicians feel no need
for additional meetings, none are held. It seems probable that the physi-

cians see no need for additional meetings as they attend all existing

50n this team "general rounds" are defined as sessions attended by
all team members where general information on new case management tech-

niques, etc. are discussed. "Staff meetings" are defined as meetings
which all members attend and at which intermember conflicts, and team
policies and procedures are discussed. "Separate rounds" or case

conferences are meetings which selected team members attend for the
purpose of case planning and review,
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rounds, co-ordinate the majority of the team's casework, and plan team
policies and procedures., It is possible tha£ they see these functions
as exclusively their own and as a result, feel no need to share them
with other team members, It is also noted that this system serves to
retain the physician's power by not allowing group discussion of case-
work, team policy and procedures, and intermember conflicts. The team
member's acceptance of this practice may be another indication of their
realisﬁic recognition and acceptance of the power distribution on this
team. They seem to realize that changes in the present system will not
occur unless the Director and his fellow physicians decide to allow
such changes.,

Some separate rounds or case conferences in which cases are
discussed, are held for the social workers, and for the nursery school
teachers. The physicians "chair" these meetings but the psychologists,

who are invited to these sessions, do not always choose to attend. The

audiologist and the speech therapists are excluded from these conferences.

This pattern of communication suggests that there are three groups

of members functioning within this team. They are: 1) the physicians,
social workers and nursery school teachers who are included in case

conferences, 2) the psychologists, who sometimes choose to exclude them-

selves, and 3) the audiologists and the speech therapists who are excluded
from case conferences. This differentiation between members suggests that

the representatives of the disciplines on this team function in relatively

independent ways from one another even though some of their functions
overlap. This is not surprising in view of the lack of a formal facility

for the co-ordination of member involvements in team casework.
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The reasons for this practice are not immediately obvious but it
would appear that the team members perceive the representatives of the
speech and hearing professions as functioning primarily as the team's
technical assistants and are therefore not needed in their conferences.
The psychologist's independence on the other hand, may reflect this
profession's traditional stance of taking a less subordinate role to the
physicians than do most other helping professions (Zander, et al, 1957).
Their independence can be further seen in the team's pattern of consulta-
tion wherein the psychologists are consulted by other team members almost
as frequently as are the physicians (see Table 34). The social workers
and the nursery school teachers, while independent of other team members,
appear to have a very dependent relationship with the physiciansé.

Somewhat surprisinéz the findings indicate that the team members
describe the communication pattern on the team as being horizontal and
informal (see Table 26)., It is difficult to account for this finding as
it does not appear to be congruent with the finding that while team
members desire more meetings, none are held, nor with the irregular
consultation patterns which exist between some team members. Further,
it is not congruent with the fact that there is no vehicle for the
discussion of issues from the bottom to the top of the hierarchy in
matters of policy, procedures or intermember conflicts. In reality,
other than for the casual, unrecorded consultations which do occur

between some team members, there appears to be little horizontal

6Zander', et al (1957) notes that such member-physician dependency
relationships exist in most health team situations.
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communication on this team at present. In fact, the independent nature
of each profession would almost seem to preclude the need for any addi-
tional horizontal and reciprocal communication,

The findings indicate that the team members perceive the team's
present communication process to be effective (see Table 27) yet, they
sight methods such as en masse case conferences, and staff meetings
(refer to footnote 3), for improving it. The fact that the members have
made no apparent attempt to have these suggestions implemented suggests:
1.) that they have accepted ﬁhe limitations of the present structure
and organization of the team which doesn't readily accommodate such
changes, and 2.) that within the present structure and organization of
the team, the existing communication process is effective, if perhaps

less efficient than another process might be,

D. PROBLEM SOLVING AND DECISION~MAKING ON THE TEAM

It appears that the key decision areas in this team are firstly,
those of case assignment, and policy and procedure making, and secondly,
those of case treatment, referral and termination. Decisions about
policy, procedure and case assignment determine what work is to be done,
how it is to be carried out, as well as who is to do it. It is noted
that these decisions are made primarily by the team physicians (see
Table 28) thus making them the most influential and powerful members of
the team. Decisions about treatment are made by the primary therapists
and decisions about case termination/referral are made by the primary
therapists and relevant others.

Case assignmént by the physicians assumes that they have the

expertise and skill necessary to assess the client's social, psychological,
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and physical needs. While this may or may not be the case, this system
is inefficient as it results in the underuse of the skills and expertise
of the other team members, It may also result in the missed or incorrect
diagnoses of clients' complex needs.

This system of case assignment whereby the physician makes
decisions about case needs, assigns cases upon the basis of these needs
and then expects that his plans for treatment will be carried out by the
team members is characteristic of the medical model. It is considered
to be antithetical to the lateral model of team practice in which decisions
ére based on the consolidation of relevant member's knowledge and exper-—
tise, in order to make the best possible decisions. The menbers have
equal influence into the formulation and follow through of treatment
plans,

In spite of this apparent dominance in decision-making by the
physicians, the team members describe the overall decision-making process
on this team as one of consensus (see Table 32). They also feel that
their suggestions are sometimes if not usually followed in the decision
process (see Table 40). The key to the apparent conflict between the
member's perception and the actual decision-making process on this team,
which more closely resembles decision by a minority, at least in matters
of policy and procedure, seems to be the member's definition of a
consensus. It appears that as individual members are sometimes consulted
by the team leader about these issues, they assume, having no formal
vehicle in which to confirm or negate it, that their opinions are in
agreement with the other team members. As such, the member's cognizant
sense of what constitutes a consensus appears to differ from that of a

true consensus (refer to Chapter II). This being the case, little
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importance can be attached to this question or to the member's response
to it,

It is important to note that all team members retain some degree
of independence (in treatment matters), while maintaining a dependent
(in varying degrees) relationship with the team physicians. This prac-
tice is in keeping with the concept of teamwork but where the discrep-
ancy arises is the degree to which the members are allowed ongoing
involvement and influence in casework. That is, the physicians may refer
or assign a case to one of the team members who subsequently makes an
assessment and shares his recommendations for treatment with the physi-
cians. If the physician then treats the patient without reciprocally
sharing his plans and progress with the case with the consulted team
member, the concept of teamwork has broken down.

This appears to be the case on this team in that the audiologists
and speech therapists are not involved in any formal case conferences
rather, they are treated as technical consultants to the team. However,
it should be noted that there are exceptions to this practice. For
example, the social worker's and the psychologists are sometimes allowed
to remain involved with a case throughout its involvement with C.D.C.
even 1f they are not the primary therapists.,

The fact that the physicians can select who will become involved
with a case as well as who will remain involved with it, means that they
hold the most power on the team and as such, function as benevolent auto-
crats. The member's acceptance of this situation appears to be another
example of their recognition of the rigidity of the present team's
structure which doesn't allow the opportunity for equal member iﬁvolvement,

influence, or responsibility in a variety of issues confronting the team.
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E. THE TEAM'S PURPOSE

The ﬁeam members were unanimous in their descriptions of the
team's purpose even though that purpose is not formally documented (see
Tables 41 and 42). It is not surprising that the member's all feel that
this goal is congruent with their own personal goals as the global nature
of the goal (ie. the provision of social, psychological and physical care
to its clients) is broad enough to encompass the functions of each. As
a result, each member can share a commitment to it,

It may be postulated that the team's present work processes of
case assignment by physician, lack of formal case conferences involving
all team members, and decision~making by a minority, do not allow for
as an efficient and effective achievement of these goals as another
model of team practice might. However, within the limits of this study,

no definitive conclusion such as this can be made.

F. CONFLICT ON THE TEAM

It is interesting to note that the findings indicate that while
all team members perceive some degree of conflict on this team, and
generally consider it tb be detrimental to the team's overall functioning,
conflict is not confronted nor resolved (see Table 44). While confronta-
tion of conflict is felt to be the healthiest method for handling differ-
ences (see Chapter II), only 41.6% of this team's members feel that this
method is used. 51% of the members feel that conflict is either smoothed
over or settled through compromise., These latter techniques leave
conflict unresolved apd lead to frustration and anger, and are often the
source of many interpersonal difficulties (Rubin, et al, 1975). Legiti-
mate differences between team members ultimately become petty personality

attacks which serve to undermine the team's potential.
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This would appear to be the case on this team for 75% of the
members identify some negative elements in the climate on the team and
50% perceive conflict to be the result of personality clashes (see
Table 45 and 4L6). Conceivably these conflicts originated as unresolved
but legitimate differences between team members which have subsequently
evolved into petty conflicts as a result of inadequate and inconsistent
conflict management.

Unresolved conflict may also be at the root of ancther of this
team's major weaknesses, dispérity in the degree of intermember respect
and recognition for the contributions of each to the team effort (see
Table 65). Unresolved conflicts prevent and/or erode intermember respect
and without respect and recognition, team members find it difficult to
maintain the involvement with the job that is necessary in order for them
to devote their full energy to the job and to the team's objectives (see
Chapter II). The team's overall potential can be undermined as team
members look for respect and acceptance elsewhere. Accordingly, Table 39
indicates that the audiologist, speech therapists and nursery school
teachers are either unable to identify areas where they might contribute
more to the team effort or, they identify new service areas outside of
the team. All other professionals suggested areas which were just exten-—
sions of their present service involvement with the team, These findings
may reflect the limited degree of respect and recognition these members
experience on this team,

In view of these findings it is surprising to note that the team
members describe the ‘team's overall climate as quite satisfactory (see
Table 48). This finding is not congruent with the acknowledged existence

of unresolved conflict on the team. Nor is it congruent with the evidence
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of disparity in member respect and recognition, unilateral leadership
and decision~making as controlled by the physicians, nor the members
expressed desire for increased involvement in administrative matters
(ie. meetings to discuss policy and procedure). However, the team
member's level of satisfaction is perhaps understandable in view of the
fact that the members have generally been involved with each other for
many years, and as a result, have developed and established patterns
for coping with, rationalizing and/or overloocking what they consider to
be minor dissatisfactions with the team's methods of getting its work
done.,

The other inconsistencies noted in the above paragraph are not
as easily understood. However, it again appears that the team members
have resigned themselves to the limitations of the structure and the
organization of the present system. Such resignation is frequently
noted among members of traditional health teams as the status quo provides
comfort and security, and as noted, even if change was desired, this
system is generally not accommodating.

Whatever the case, unacknowledged and unresolved conflicts
stemming from legitimate differences between team members are frequently
evidenced in medical models of team practice as the leaders and members
aren't aware of, and don't value member differences., In the lateral

model of team practice, conflict is valued, confronted and resolved.

G. THE TEAM AND ITS ENVIRONMENT (HOST ORGANIZATION)

The findings indicate that some of the C.D.C. team members
function relatively independently from the H.S. Complex while others

are under the direct supervision of their respective departments in H.S.
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(see Table 50), a situation not uncommon in large hospital complexes.,
The audiologist, speech therapists and social workers are in this latter
category. The social workers appear to be little affected by this split
in responsibilities as they have a close and influential relationship
with the team physicians and are not expected to provide service in the
H.5. Complex. However, the speech and hearing professionals provide
service outside of C.D.C. and have a minor influential role on the team,
They describe the result of this situation as a feeling of enomie. That
is, they do not feel .part of C.D.C., nor do they feel part of their
department in H.S,

Wise (1974) notes that such "splits in allegiance"7 should be
discouraged in team practices as they may serve as obstacles to the
development of the team's full potential. The bureaucratic structure
of the host organization is influential in maintaining this situation
as it determines how close a supervisory relationship the team members
will have with the C.D.C, Director. The audiologists, speech therapists
and social workers have a looser supervisory link with the team leader
than do the psycholegists and the nursery school teachers. As noted,
this appears to be a satisfactory situation for the social workers as
they presently function in a relatively independent role from their
department. The speech and hearing team members however, have great
demands made upon their time by their department, This appears to be
one contributing factor to these members feelings of isolation, Their
exclusion from case conferences, and the limited degree of respect and

recognition that they feel on this team, are other contributing factors,

7Defined here as an obligation of a subject to its supervisory body.
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While this system is not satisfactory to all team members,
generally the members appear to have accepted this limitation/of the
organizational structure of the team. The situation whereby the needs
of some of the team members are subjugated in order to maintain the
status quo, is however, antithetical to the concept of team practice,

at least to the lateral model of team practice.

H. CLIENT PERCEPTIONS OF THE SERVICE PROVIDED BY THE C.D.C. TEAM

NOTE: The interpretations of the Client Evaluation Questionnaire are
brief in comparison to the previous sections covered., This brevity is
due to the small response rate of the client sample as well as the
limitations of this instrument which preclude lengthy and complex
interpretations.

The findings suggest that the client sample is generally satisfied
with the service they receive and that their satisfaction is not related
to which team member the client is involved with, the type of help he is
receiving, his presenting problem, place of residence, nor family status
(see Section II, Chapter IV), The only significant correlation appears
to be with the degree of helpfulness C,D.C. is perceived to be by the
client (sée Table 75). That is, if the client perceives C.D.C. to be
helpful, he is satisfied with its service.

Many new clients to C.D.C. are perceived as being in a crisis
or pre~crisis state. Aé such, they may be greatly relieved and comforted
by the knowledge that someone they perceive to be capable of offering
assistance with their problems is working with them. The relief or
emotional support tha£ the clients experience may be the basis of the

apparent satisfaction the clients feel with the service that C.D.C. has
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provided for them. This satisfaction could conceivably decrease if the
client remains in treatment and finds that C.D.C. is less helpful than
he first thought.

Some clients did identify specific service areas which they felt
could be improved. These were regular and consistent cése follow-up and
case reviews, and the provision of regular client progress reports.,
These functions which are not carried out as rigorously as the clients
would like, appear to reflect the weaknesses in the team's communication
and consultation processes which have been identified in the previous
sub-sections. It can also be postulated that these problems reflect
this team's apparent internal and possibly unconscious, interprofessional
struggles for power and prestige. This team's leader and members appear
unable or unwilling to shed some of the basic traditions of the medical
model. There is a tendency for the physicians to lead the team while
all other members follow. This is tempered somewhat by the sharing of
some responsibilities in case management with the team members (see
Section I, this Chapter), but there remains a disparity in staﬁus and
equality between team members, This inequality influences how decisions
and consultations are made, and strongly brings the existence of team-

work, as Watt and Brill define it, into question in this team.

I. INTER-PROFESSIONAL RELATIONSHIPS ON THE TEAM

The occurrence of rifts between professionals working together
are well documented in the literature dealing with the rise of profes-
sionalism (Horwitz, 1970; French 1974; Bennis, 1966)., Team practice,
wherein professionals from many disciplines work together, is an obvious

arena for such struggles and it would appear that this team is no exception.
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The findings indicate that the audiologist, speech therapists
and nursery school teachers are the team members who most consistently
feel that this team is less than ideal in its functional level in the
areas of role ambiguity and conflict, participation in decision-making,
conflict resolution, and the degree of intermember respect and recogni-
tion (see Tables 56, 58, 60, 64 and 66). Interestingly, these members
are also the newest members on this team (see Table 3)., These findings
when examined in conjunction witﬁ the team's consultation patterns, is
a further indication that there are three types of members on this team
as determined by their status and their degree of acceptance and influ-
ence. They are 1) the physicians, the social workers, and the nursery
school teachers, 2) the psychologists, and 3) the audiologist and the
speech therapists. The first two groups may be referred to as the
primary team members, and the last group as the auxiliary team members.

Medicine, social work and psychology (along with Nursing) are the
usual professions represented on health teams and as such, these team
members have established their status and position. They attend case
conferences if they choose and are more frequently consulted by the physi-
ciané than are any other team members., The nursery school teachers are :2;; 
included in this group, not as equals, but as the team members with the |
least amount of professional education (see Table 3) and the most in need
of close supervision.

The audiologist and the speech therapists are highly educated
~ technical experts who are not perceived to be in need of close supervision
and are not included in case conferences. These members are part of a
growing number of professions which are engaged in a broader struggle for

recognition in various team settings. They have generally not yet
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achieved wide acceptance nor equal status with the more traditional
professions. Nor does it appear that they have achieved such recognition
on this team,

It is interesting to note that the original article by Dr. W. W.
Grant (1963), the founding Director of the C.D.C., in which Grant summa-
rized the plans for the proposed Clinic, lists the "specific personnel"
for the Clinic as: Medical Director and Assistant Director, one of whom
would be a psychiatrist and one a pediatrician; a Clinical Psychologist;
a Social Service Staff of two; a Nursery School Teacher and an assistant;
two Secretaries; and one Medical Resident. He noted that "other profes-
sional personnel would be called on for assistance as necessary" (p. 83).
These would be speech therapists, physical therapists and public health
nurses. There is no reference made to these personnel as comprising a
team,

Today the original founding professions have become the team
members with the most influence and acceptance, and the "other" profes-
sions, the members with the least influence and acceptance,

This situation suggests that the founding philosophy and struc-
ture of the team has determined the team's work style and that this
influence has held over time. It may be postulated that the problems
resulting from the professional hierarchal arrangement on this team and
the resulting discrepancies in member's perceptions of and satisfaction
with the team's work processes could have been avoided, or at least
reduced if the philosophy of equal status and recognition had been
adopted from the team's inception, with work processes being planned
accordingly and with .all members having equal input into these plans.

As noted, this group of professionals was never referred to, or perhaps
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never intended to be a team other than in the style of the strict medical
model. The fact that it has some elements of a modified medical model
(ie. some shared leadership; some reciprocal case consultation) bespeaks

the present team leader's benevolence.

IT. SUGGESTIONS AND RECOMMENDATIONS

The problem areas cited in the previous sections mean that
although the team appears to be satisfactory to both its clients and its
members, valuable time and energy are being drained from the tasks facing
the team. Such factors as intérprofessional struggles on the team, the
remaining influences of the original organizational structure and philosophy 5
of C.D.C., and the naivete or possible resistance of the team leader and
members to adopt a more integratiﬁe model of team practice which calls for
updated work processes, and equality of member influence and respect, must

be overcome if the team's efficiency is to be increased.

TABLE .87
MEMBER'S SUGGESTIONS FOR IMPROVING THE C.D.C. TEAM

Modification Needed Purpose
-regular, formal case conferences, -improve referral, consultation and
case reviews and case presentations communication processes; demonstrate

member's skills and abilities and
thereby enhance intermember respect
and recognition

-regular, formal staff meetings -discuss and confront inter-member
difficulties thereby eliminating
need for petty conflicts.

-all team members responsible only -reduce feeling of anomie experienced
to the team by some members; increase team
solidarity and cohesiveness

The C.D.C. team members and clients feel that the modifications
noted in Table 88, if made, would make this team's practice more satis-
factory to them. These changes in combination with a more formal and

structured intake and referral process, a formal orientation program for
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new team members, and an improved record keeping process could further
enhance this team's efficiency. It is interesting to note that these
changes would also make the team more characteristic of the lateral

model of team practice by increasing the present level of member partici-
pation in decision-making, enhancing team cohesiveness, and confronting
intermember differences. This finding might suggest that the lateral
model of team practice would be more satisfactory to both its clients

and its members than are other models of team practice, however, within
the limits of this study such a conclusion can not be made. In fact,

the team member's sustained commitment to and strong feeling of cohesive-
ness within the present team model may indicate that this practice modél
provides a satisfactory balance of dependence and independence for the
members. Perhaps a lateral model of team practice would increase the
member's anxiety level thereby decreasing their satisfaction with the
practice.

IIT., IMPLICATIONS OF THE FINDINGS

The previous section has identified many of this team's work
processes and has noted that many of these processes are antithetical to
the lateral model of team practice. These findings imply that this
"team" is in reality a collection of interdisciplinary professionals who
work together toward a common goal in the tradition of the modified medical
model (as defined by Watt (1973). See Chapter II). However, as such,
they do not meet Brill's (1976) more idealistic definition of a team.

Brill (1976) defines the team in the following way. The members
form a system, that is, they individually and totally are subject to all
the pressures and forées that operate within the group. The members are

individuals with unique personalities, patterns of relating to others,
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and ways of working, including all the essential elements of practice:
values, knowledge and skill. The members share a common purpose which
holds the group together. The C.D.C. team possesses all of these charac-
teristics but it is missing the final element which Brill comsiders to be
essential to ideal teamwork, the collective communication, collaboration
and consolidation of knowledge as the basis for formulating actions.

The findings indicate that the structure and organization of
this team are dominated and controlled by the team leader and his fellow
physicians. They are the formal and informal leaders, they possess the
most power and respect on the team, and they control the case consultations,
decision-making and communication patterns on the team. The remaining
team members vary in the degree of influence, respect and recognition
they receive. In this way this team fails to meet Brill's definition
of the lateral model of team practice.

In spite of the difference between this team's structure and
organization and that of an ideal team practice, the findings indicate
that the team members appear to have accepted this team's work practices
and seem quite satisfied with them. Most surprisingly however, the
findings indicate that the team member's perceptions of the team's
structure and work processes are frequently distorted. For example,
the members view the decision-making process on this team as one of
consensus whereas in reality, it more closely resembles decision by a
minority. They also view the communication process as horizontal while
it is largely vertical in nature.

The many inconsistencies identified in the previous paragraphs
provide much food for thought. One can not easily find reasons for

them in the literature nor has this thesis clearly provided explanation.
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For example, the very definition of what constiutes a team appears to
require clarification. The literature provides various definitions of
"team practice', but contributing authors admit that each team is a unique
entity. Therefore, authors are forced into defining the team not as a
body with a predetermined set of charaderistics but as a unit which may
lie anywhere on a continuum from vertical to horizontal as defined by
their structural design. Watt (1973) has adopted this classification
system in her work, but Brill is more specific, suggesting that unless
the unit is of a lateral structure i.e., equality of member participation
and respect in all areas, it does not constitute a teambutis merely a
unit which works together towards a common goal.

If this writer were to accept Brill's definition of the team,

and it would appear prudent to do so, then C.D.C. can not be defined as
a team. However, the question of whether C.D.C. constitutes a team or not,
is not so easily resolved. Careful examination of the findings indicate
that there aré two streams operating in parallel, yet in very different
ways within C.D.C. The policy and procedural issues at C.D.C. are managed
in the tradition of the classic medical (vertical) model with the
physicians making decisions and passing these along to the rest of the
unit's members largely without benefit of discussion or feedback. Case-
work matters, on the other hand, are managed more in the tradition of
the lateral model with many members sharing in the leadership and
decision making processes. When the two streams - policy and casework -
are melded together in order to facilitate the definition of this unit's
overall work style, it appears that C.D.C. is a mixed model, but holding
more characteristics.of the medical model in common. Therefore, it would

appear that C.D.C. can be defined as a modified medical model according to

Watt's definition of 1973.
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However, the question of C.D.C.'s "teammess' is still not
answered, as the question still remains - a modified medical model of
what, a team, or just a group which works together? This writer would
suggest that it is the latter as there is little consolidation, co-
ordination, or collaboration of knowledge between the members of C.D.C.
as a basis for formulating actions. In so stating, this writer
endorses Brill's belief that these ingredients are essential to team-—
work. It is agknowledged that C.D.C. is deficit in this aspect of their
unit's functioning.

It would now appear that the question of whether C.D.C.
constiutes a team practice has been satisfactorily answered. However,
it has not. One further inconsistency remains, with which we must deal.
While C.D.C. is not structured laterally in many areas, its members feel
1ike a team. It would appear that C.D.C.'s members want to be a team,
perceive themselves to be a team, and although they admit that there are
minor flaws in their work practices, they are generally satisfied with
how their "team'" functions. The factor which promotes such unity and
cohesion appears to be the member's shared attitude and perception that
they are indeed a team. But, how can this inconguency be explained and
made compatible with the existing prescriptions for team practices?

Bfill suggests that a work unit is a team when its structure
dictates equality of participation and recognition in decision making
and problem solving. This writer would suggest that while Brill's definition
is improved over those definitions which include vertical work units as
teams, it too is deficient. It fails to account for the human factor of
emotions and attitudeé which can not be defined nor ignored whenever human

beings come together. Will mere structure make a group of individuals work
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as a team? Probably not, for without member trust and willingness to co-
operate, a "team'" will still encounter jealousies, conflicts and ultimately
will lack cohesion and solidarity. This observation therefore suggests
that both structural and attitudinal/emotional components must be
included in any comprehensive definition of the team and its practices.

(As an outside, the reader may wonder why the C.D.C. members
so strongly wish to be a team, yet fail to take the initiative to
convert their unit into a functional lateral team. It is suggested
that the member's desire to have the unit function as a team, is
accompanied by their collective, yet perhaps unconscious fear that
the unit could not withstand the revelation and confrontation of their
dissatisfaction with its current practices. It is postulated that the
members rationalize their illusionary team's weaknesses as minor inconveniences
in order to maintain the status quo.)

Several questions which were not dealt with in any depth in
this thesis and which remain to be investigated in order to determine what
influences and determines how and when a work unit can be defined as a team
will be discussed briefly in the following paragraphs.

The writer feels that it might be important to determine how the
various members of C.D.C. anticipated that the "team" would work at the
point at which they made a commitment to join it. Similarly, what did they
anticipate their role to be with the "team"? What factors and influences
led them to join C.D.C? What were their expected rewards? It might also
be important to examine how unclear role sets and implicit goals have
shaped the member's roles in, and attitudes towards C.D.C.? Do other
roles, professional aﬁd social, influence member attitudes and expectations
about C.ﬁ.C.? Do male and female members, apart from their professional

affiliations, have varying perceptions of, and satisfactions with their roles
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at C.D.C.? What are the rewards which sustain their commitment to
the "team"?

As noted, these issues are not dealt with in this thesis and
therefore one can only postulate about the answers to them. This
writer would suggest however, that individual members of C.D.C. initially
made a commitment to the unit expecting to play an equal and respected
role in a team made up of representatives from various disciplines
who would together consolidate knowledge and skills in all areas of
intake; assessment, planning, treatment and follow-up. Today at C.D.C.
it appears that the members with the lengthiest involvements with the
unit have generally resolved major conflicts between their anticipated
and actual roles and involvements in the unit. The newer members do not
appear to have resolved such conflicts and therefore acknowledge the most
dissatisfaction with the unit's practices. Nonetheless, as a group, the
member's commitment to the idea of team praétice seems to have sustained
their interest and involvement with the Clinic.

Another issue which is unresolved in the literature and for
which there is a need for further research is the question of whether
lateral teams can work in all situations, or are they even practical
or viable in some settings? C.D.C. is located in one wing of the Health
Sciences Complex, a large hospital setting. This hospital as most others,
operates as a highly structured bureaucratic organization. Its primary
focus is the provision of health care services to its patrons. At present,
in medical settings where life and death decisions are made, the medical
authorities take primary responsibility for treatment decisions. Is it
realistic then to exﬁéct a Clinic, within the auspices of such an organization,
to function as a democratic teamwith participation and responsibility shared

equally by all? The writer would suggest that it is not. Therefore, until
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a trend for legal accountability equally shared, by all health
professionals on a team,is shown by the courts and by the public
at large, it does not seem realistic to expect a physician to trust
his co-workers unquestionably while maintaining full legal responsi-
bility for their actioms.

IV. LIMITATIONS OF THE STUDY

No major difficulties were encountered in obtaining the data

for this study other than those which are common to mailed questionnaires

and interview techniques or which were due to lost or misplaced data.

However, it is recognized that this study had the following limitations

which were taken into consideration in the problem formulation stage of

the research:

a) it was not possible within this study to evaluate the success
and efficiency of this team practice in relationship to other
team practices;

b) it was not possible to examine the "quality of care" provided by
this team except in a very limited sense;

¢) it was not possible to manipulate the variables involved in team
practices as the relevant variables have not yet been identified.

The following more specific limitations relate to the data
collection phase of this study:

a) the team sample includes only the professional members of the team,
the secretaries have not been included as the literature is not
conclusive about their consideration as full team members (Wise, 1974);

b) the client sample includes only those cases which were new to C.D.C.

in March 1980 and which were seen by more than one team member. This
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criteria was followed in order to provide the cases with a common
starting point and to ensure that all cases were subject to inter-—
disciplinary teamwork and not just the casework of one team member;

c) the data was collected over a period from March 1, 1980 to April 30,
1980. There may be particular seasonal aspects of cases referred to
C.D.C. which are not controlled for in this study;

d) the research techniques employed in the study do not provide for the
rigid control of such extraneous and complicating factors as response
set, and the Hawthorne effect. However, these variables were taken
into account in any interpretation of the findings.

The instruments used, although previously untested and prone

to subjectivity, are thought to have proven useful and effective for

obtaining the data required for this study. While their reliability and

validity have not been established, it is noted that the findings using
the various instruments appear to support one another. This would seem

to suggest that the instruﬁents hold some degree of validity.

The response rate for the Client Evaluation Questionnaire,

56.56% fell short of the goal of at least 66 2/3%. However, this response

rate still allows for the cautious drawing of conclusions from responses

received.
It is acknowledged that the findings presented in Chapter IV

do not establish casual relationships nor are they widely generalizable

across settings. These findings also do not make it possible to define

the organizational elements that are required for a team to reach its

full potential of productivity, efficiency and effectiveness. The

findings do however, make it possible to define the parameters of this

team's structure and work style as was the purpose of this study.
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CONCLUSION

The research findings in this thesis have identified the work
practices of the Child Development Clinic. Following Brill's (1976)
definition of a team, and disregarding the C.D.C.'s member's feelings
that they are a team, the findings illustrate that C.D.C. is not a
team rather it is a collection of interdisciplinary professionals
working together towards a common goal. They are missing the essential
element of team practice, as defined by Brill, in that they fail to
collectively communicate, collaborate and consolidate their knowledge
and skilis as the basis for formulating actions. The fact that the
C.D.C. members feel like a team is not considered in Brill's concept
of the ideal team model.

While Brill advances the knowledge base about team practice by
suggesting some elements essential for a work unit to be defined as a
team, she fails to include the element of human emotion in her concept.
The findings and their implications strongly suggest that Brill's
 definition of teamwork is deficit in this regard for while formally
(structurally) C.D.C. can be defined as a collection of individuals
working towards a common goal, informally (attitudinally), this unit
constitutes a team. This suggests that any comprehensive definition of
a team should include both formal structural components and informal
attitudinal and emotional components,

In summary, while this thesis has fulfilled its purpose of

defining one "team's' practice, it has also brought into focus the key

question which needs answering in future research into team practices, that

is, when is a team, a team? This thesis has attempted to provide a starting

point from which more sophisticated defininitions and research methods may
be developed and from which many such hypothesis for future study may be

extrapolated.
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Interactional processes between the individual
and the team:

1.) role definition

and negotiation.

Work Process 2:

1.) for team
maintenance.

2.) for task
accomplishment.

The

e

Work Styles

Coordinative

~define professional
role in team of other
professionals.

-formal collaboration
about professional
contribution to a
specific service
task.

-some interplay of
personalities;
restricted by rigid
adherence to tradi-
tional professional
roles.

Integrative
-not directed at
defining individual-
ized professional
roles. :
-informal and/or
formal interaction
re: individual
contribution to
service task.
-regular interplay

of personalities and
professional skills.

-a dynamic process.

team's functional use of group processes:

~-little effort to use
group processes for
team building and
maintenance.

-group processes are
not used to obtain
cohesion and
solidarity.

-group processes are
used to facilitate
the sequencing of
tasks. (case
conferences, informa-
tion-sharing, negoti-
ation of specific
tasks).

-a great deal of
effort to use group
processes for team
building, development,
and maintenance.

~group processes are
used to obtain
solidarity and to
encourage inter-
c¢ependent collabor-
ation.

-group processes used
to strengthen inter-

dependent collaboration.

-group processes are
also used to assign,
distribute, and inte-
grate approaches to
service delivery.
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Work Process 3: The definition of the team's purpose:

1.) goal-setting and
goal-crdering processes
a.) goal formulation:

i.) overall goals of -assigned by -established by the i
the team. hierarchial interaction of team
authority. members.
. 1i.). task goals. -independent and/ -interdependent and/
or competitive. or collaborative.
b.) commitment to -~commitment to -commitment to the
goals., task and program overall goals of the
goals, rather than team, commitment to P
to team goals. task and program G
goals is secondary.
c.) specificity of -overall goals of -overall goals of team
goals. team remain at a are specific and .
broad, general operational; task and
level; task and program goals are
program goals are integrated into the
specific and team goal structure. F

operational.

Work Process 4: Decision—making processes in the team:

1.) decision-makers:
a.) decisions effecting -designated leader -team.
the overall team. and program

authorities.

b.) task decisions. -made independently -team, via interdependent
by team members. collaboration.
-formal agreement -individual team T
of tasks by team members in cases of B
members involved emergency. :

in case conference.

2.) types of decisions:
a.) decisions effecting -the admlnlstratlve -the establlshment of
the overall team. coordination of goals.
independent progs. -the delegation of
-the establishment tasks according to

of goals. the nature of the

-the delegation of situation. !
tasks according -the assessment of

to programs. community needs.

-the formation of -the formation of

new policies and new policies and i

procedures. procedures.



b.) task decisions.

3.) methods of
decision-making:

a.) decisions effecting
the overall team.

b.) task decisions.

Work Process 5:

1.) attitude toward
conflict.

2.) conflict
resolution processes.

3.) by—prodﬁcts of
the conflict
resolution processes.

-the hiring of new
staff.
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-the hiring of new
team members.

-the work scheduling

-treatment of the
problem.
-~evaluation of the
outcomes.

-by lack of response-by
-by authority rule. -by

-by minority rule. -by
~-by majority rule. =~by
_by

of team members.
'~ -the assignment of
client needs.
~the choice of
strategies to meet
these needs.

-same.

lack of response.
minority rule.
majority rule
consensus.
unanimous consent.

-primarily individ- -same as above.

ual decisions.
-formal case
conferences employ;
authority rule,
minority rule,
majority rule.

-conflict is
dangerous and
must be elimin-
ated.

-bargaining
processes.

-a climate of
high anxiety and
frustration,
because many
unresolved and
unrecognized
differences.

Conflict resolution processes in the team:

-conflict is productive
and needs to be
managed effectively.

-analytic
processes.

-a climate of low
anxiety and
frustration, because
differences are
recognized if not
resolved.

Work Process 6: Communication processes in the team:

1.) intra-team

communication network.
v

-formal and
centralized.

-informal and
decentralized.
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-frequency, order,
and content of
participation
follows formal
lines of authority
and status.

- —individualized

2.) record-keeping . e ged
and independent.

system,
-does not have a
v built in

' evaluation process.

3.) built in evaluation
process.

Work Process 7:

authority in the team:

1.) positions of
leadership authority:
a.) authority to
deploy staff.

-program author-
ities, and/or the
authorities of the
host organization.

b.) authority to -designated

assign tasks (cases). leader of the
team.

2.) source of power:

a.) legitimate. -high degree.

b.) reward. -moderate to high.

c.) coercion. " ~low to moderate.

d.) referent. ~-low,

e.) expert. -low to moderate.

3.) leadership styles: -hboss-centered

leadership.

Work Process 8:'

158

-frequency, order,
and content of
participation is
uninhibited and
spontaneous.

~centralized
recording system.

-has a built in
evaluation process.

The definition and practice of leadership and

-team.

a designated
leader is
responsible

to facilitate
and manage the
team processes.

-team.

-moderate to low.
-moderate to high.
~-low.

-low to moderate.
-high.

-subordinate-centered
leadership.

Interactional processes of the team and its

environment (host organization, reference

groups, and community):

1.) host organization:
a.) definition of
functional boundaries.

—accept the
functional
boundaries as
determined by the
host organization.

~operationalize
the rules, roles
procedures of the
host organization.

-attempt to determine
“their functional
boundaries through
collaboration with
the host organization.
~attempts to alter
the rules, roles,
procedures of the
host organization.

‘and



b.) expectations
regarding worker
commitment.

2.) professional
reference groups:
a.) allegiance and
loyalty of team
member.,

b.) value system of the
team member.

3.) consumer access-
ibility to team
resources.

-supportive to
host organization
and its goal of

self preservation.

-a separation of
allegiances
between the team
and the profess.
reference group.

~expected to

adhere to
professional
value system.

-limited access
to the total
team resources.
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~supportive to
their team.

-a blurring and
integration of
allegiances
between the team
and the profess.
reference group.

-expected to adhere
to team value
system.

-access to the
total team
resources.
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INTERVIEW SCHEDULE

Staff Background Sheet

NAME s

EDUCATIONAL BACKGROUND: (Please identify your level of educa-
tion by degree or diplomas held by you. Also please note
any diplomas/degrees towards which you are actively working.)

PREVIOUS TEAM RELATED EXPERIENCE: (Please note the duration,
role, description of work, and location.)
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TEAM MEMBERS

(a)

- If so, who does?

Who rarely does?

Leadership:

Who is the designated leader on this team?

Do other team members have an opportunity to share leader-
ship?®

- Would you describe the leadership style of the designated

(b)

leaders as: autocratic laissez~faire democratic

Ts there an informal leader as well as designated leader on
this team?

If yes, who?

Would you like an opportunity to lead this team?

Strongly like Like Undecided Dislike
Strongly Dislike

Does the leader put most emphasis on: (PICCLSC checlk O )

(a) ___ Task completion

(b) ___ Keeping team members happy
{(c) ____ Keeping patients happy

(d) ___ Equal emphasis on a, b and ¢
(e) Other (please specify)

i

Additional Comments:

Your Role:

What is your role on the team /

Do you feel that you could renegotiate your role to take on/
drop some responsibilities /

How would you go about renegotiating ?
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To what extent does your role overlap with other team
member's roles?

A great deal Somewhat Not sure
Hardly at all Not at all

If yes, whose role and how do they overlap?

What are the consequences of this overlap to you and to the
-team as a whole?

What do you see as the primary role of the following team
members: '

Physician:

Psychologist:

Nursery School Teacher:

Audiologist:

Speech Therapist:

Social Worker:

Could they be doing more than they are?

If yes, what?

II. COMMUNICATION

(a) Record Keeping:
Are there common team records kept? Yes No

Do you contribute to them? Yes No
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What material do you contribute?

Do you also keep private files on the cases you are involved
with?
Yes No

oro—— ———

What goes into these files?

Do you share your private files with other team members?
Yes No

——

If yes, with whom and for what purpose?

Staff Meetings, Case Conferences, Rounds, etc.
Are regular staff meetings held? Yes No

If yes, how often are they held?

Who attends them?

What is their function?®

Would you like (more) meetings to be held?

Thy?

How would you describe the communication network on this
team--vertical, horizontal, formal, informal, etc.? Explain.

How effective is the communication system on this team?
- Effective Somewhat effective Not Sure
Somewhat ineffective Ineffective

What are 'he difficulties with the system?

T e
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How could it be improved?

I11I. PROBLEM SOLVING AND DECISION MAKING

Who is the primary decision maker on this team with regard
to:

'Policy making?

Treatment Choice?

Case termination or referral to another agency ¢

Case assignment?

~How much influence do you feel you have in the overall
decision making process on this team?

A lot of influence Some influence Not Sure
Little influence No influence

In what types of decisions do you have input and influence?

In what types of decisions do you have no input or influence?

How satisfied are you with the amount of influence you are
allowed?

Very satisfied Quite satisfied Not Sure
Quite dissatisfied Very dissatisfied

How could this process be improved?

What is the usual pattern of decision making in this team?
(Majority rules, minority rules, consensus, authority
rules, etc.)

To what extent does the leader encourage consultation with
other team members?_( Ccnlijdﬂuwtgyl_mmnjﬂLf_»Fxlgpagu~wm-

- [ e e+ e e e e e U OOV U O

o g BN Y O
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Strongly encourages Encourages somewhat Not sure
Discourages somewhat Strongly discourages

Who do you consult with most frequently?

Least frequently?

How helpful do you find intermember consultation?
Very helpful Somewhat helpful Not sure
Somewhat unhelpful Unhelpful

How could consultation be used better by the team?

Do you feel that clients generally perceive that they are
being served by a team? Yes No

How would they know/not know this?

Do you feel that this contributes to the client's satisfaction
with the service they receive? Why?

Additional Comments: SRBa

IV, TASK ASSIGNMENT

Who assigns the cases to the various team members and on what
basis are they assigned?

What kinds of cases do you usually see?
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What kinds of cases should you be seeing?

Do you have an opportunity to work with the cases which
interest you or which you feel most professionally qualified
to deal with?

To what degree do you feel that your suggestions for treat-
ment of the cases are generally acted upon?

Always acted upon Sometimes acted upon Not sure

Sometimes rejected Always rejected or
ignored

TEAM PURPOSE

What is the team's purpose or mandate?

What is your specific purpose?

Is there any conflict between the two? If so, how do you
resolve it?

Is the team purpose formalized or is it assumed that all
team members know. the purpose and share a commitment to it?

What is the focus of the team with regard to meeting patient's
needs? (Please check the one which best applies to this team.)

(a) ____ physical

(b) ___ psychological

(c) ___ social

(d) - a,b,c are equally important -

(e) ___ Other (please specify)
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VI. CONFLICT

How much conflict is there on this team?
a great deal some - not sure little none

What issues seem to cause the most conflict?

. How is conflict viewed and dealt with on this team? (Please
check one reply from column A plus one from column B.

Conflict is:

A B
- Thought to be valuable Ignored and left unre-
to the team. solved.
Thought to be detrimental . Confronted and resolved.

to the team.
How would you describe the climate on this team? (Please
check one answer)
___ Open and respectful
—__ Anxiety is high
____ Frustration
____ Discontent
General satisfaction

Intramember distrust and paranoia

How satisfied are you with the dlimate on the team?
Very satisfied Quite satisfied Not sure
Quite dissatisfied Very dissatisfied

Do you have any suggestions for better handling of conflict
on the team?

VII. ENVIRONMENT

Who is your direct supervisor?

Do you have other responsibilities at HS outside of CDC?
Please specify.
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How aware are you of being part of the larger HS Centre?
Very aware Somewhat aware Not sure Somewhat

unawar
Very unaware naware

What are the positive and negative effects of this for you?

How do you resolve any conflicts that arise out of this
situation?

Suggestions for improvements:

ADDITIONAL COMMENTS:
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DIRECTIONS

In the scales on the following pages, circle the letter
that you think most accurately reflects where your own des-—
cription of your team would fall between the two descriptive
statements provided (I and II). Read both statements before
deciding on your response. If your description is more like
the top statement (I), then you should circle letter "a" or
letter "b". If your description is more like the bottom state—
ment (II), then you should circle "d" or "e". Your answer
should represent how you think things actually are, not how
they should be or you wish they were.

1. Statement I - I often wonder what is the basic reason for
being here. It seems to me that there are people on the
team (maybe even myself) who spend a lot of time and energy
doing things that are not consistent with what I think is
our main purpose in being here. They downplay or overlook
important parts of our total objective or their time is
directed at things I think aren't very important.

Just like I
More like I than II
In between I and II (circle one)

More like ITI than I
Just like IT

o0 oo

Statement II - The team's basic overall objectives are very
clear to me. All of my and everyone else's effort seems
directly related to getting these key goals accomplished.
Whenever a question arises over what things need to get done
we are able to set priorities by referring back to our basic
objectives.

2. Statement I - Often situations arise on the job where I'm
not certain what I am supposed to do. Frequently, I'm not
even sure if a situation is my responsibility or someone
else's. We never get together to discuss what each individ-
ual thinks he (she% and the others on the job can or should
do to work together to do the best job.

a. dJust like I

b. More like I than II

c. In between I and ITI (circle one)
d. More like II than I

e. dJust like II

Statement II - In almost every situation I am very sure about
what responsibilities I have and about what others on the job
are supposed to be doing. These job responsibilities are
often discussed by relevant members of the team, particularly
when someone has a question about what he or someone else
should be doing.
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Statement I - Different people on the job are always asking
me tn do different things at the same time. Often these
tasks get in the way of each other or there just isn't enough
time to meet everyone's demands. My Jjob makes me feel like

a "juggler with too many balls.”

Just like I
More like I than II
In between I and II (circle one)

More like II than T
Just like II

oo oc®

Statement II - I have no trouble in doing the different things
that the job and other people on the team require of me. I
understand why I'm supposed to do the things I do and it

all seems to fit together. If I feel as though the demands
people on the team make of me are getting too heavy or don't
make sense, we resolve the problem with a discussion.

Statement I - When some people try to participate in a dis-
cussion of job issues, they often get cut off or their
suggestions seem to die. People only seem to pay attention
to some team members and not others. Some people seem to do
most of the talking while others don't participate very much,

Just like I
More like I than IT
In between I and II (circle one)

More like II than I
Just like II

oo oo

Statement II - Everyone gets a chance to express himself and
to influence the group in discussions about the job. We
listen to every person's contributions and try to discuss
the strong points in each. No one is ignored. Everyone is
drawn into the discussion.

Statement I - When we sit down to discuss something I usually
walk away wondering what we just did and what is supposed to
happen next. If, as a result of a discussion, I am assigned
to do something, I often do not agree with the tasks

assigned me. It seems like the same problems keep coming up
for discussion even though we thought we had worked them
through already.

a. Just like T

b. More like I than II

¢c. In between I and II (circle one)
d. More like II than I

e. Just like II

Statement II - When we have a problem to discuss, I usually
understand exactly what the issue is, By the end of the dis-
cussion, I usually understand what we have decided to do about
it, and what my responsibilities are. Decisions made by

this team are carried out effectively by the team members.
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DIRECTIONS

This scale is different from the previous ones. In this

scale, read all the statements and circle the letter next to the
one statement that most closely describes the general situation
in your team.

6.

When a disagreement arises in the team:

a. We assume it's probably best not to let it get personal
so we let it pass hoping it will cool down and eventually
be forgotten., If it does start to ruffle feelings, we
try to smooth the feelings and make the least of the
disagreements (e.g. "...well, there is really no point
in fighting about it--so, let's forget it" or "Ywe're
all grown-ups, we shouldn't argue."%.

b. Often we end the disagreement when someone on the team
takes charge and makes a decision, or decides not to
discuss it any further.

c. We try to come to an agreement somewhere between the
two disagreeing positions. In other words, we compromise.
That way everyone gets a little and everyone gives a
little and the disagreement is taken care of.

d. We get the disagreeing parties together and have them
talk to each other about their points of view until each
party can see some logic in the other's ideas. Then we
try to come to an agreement that makes sense to everyone.

Statement I - I often get the feeling that some people on the
team don't think that some other people on the team have

much of a contribution to make. Some people don't pay

much attention to the problems or suggestions of others.
People are often taken for granted.

2. Just like I

b. More like I than II

c. In between I and II (circle one)
d. More like II than T

e, Just like IT

Statement II - Everyone recognizes that the job could not be
done without the cooperation and contribution of everyone
else. Each person, including myself, is treated as an im-
portant part of the team. When you bring up an ideas or a
problem, people sit up and take notice. It makes you feel
that you and your job are important.

Statement I - This job really gets me down. People do not
seem concerned with helping each other get the job done.
Everyone is pulling in opposite directions, everyone is out
for himself., If you try to do something different, you get
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Jumped on by people for being out-of-line, or if you make
a mistake, you never hear the end of it,

a. Just like I

b. More like I than II

c. In between I and II (circle one)
d. More like II than I

e, Just like IT

Statement II - I really like my job, and I like working with
this team. The team encourages you to take responsibility.
You feel really appreciated by the other members of the

team when you do a good job. When things aren't going well,
people really make an effort to help each other. We really
pull together on this team.
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PATIENT RECORD

NAME BIRTH DATE AGE

ADDRESS PHONE NO. HOSP#

INTAKE PERSON DATE

REFERRED BY: 1. Physician

2. Agency
3. Other

Check v/ REFERRING PROBLEM | DIAGNOSIS
1. 1. Behaviour problem
2. 2. Communication problem
3. 3. Developmental problem
b. 4, Kindergarten or school performance problem
5. 5. Custody problem
6. 6. Adoption or foster home problem
7. 7. Research
8. 8. Other

'WORKING DIAGNOSIS in detail:

DISPOSAL and FOLLOW-UP

1. Internal Referral S.W. N. School Pgych, Speech Hearing Ped.
(circle)

2. Follow-up appt. S.W. N/S Pgych. Sp. Hearing ) Ped.
. Date -
~Kept v | -
_Kept O -

3. Agency Referral -

4. Discharged -~

% First sheet filed - diagnosis
Second sheet in chart
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APPENDTX "B Nuler

SUPPLEMENT TO PATIENT RECORD

Addendum to Question 1

I(a) Internal Referrals:

Purpose of Referral: (Please identify a reason for each
referral made,¥

1.

IT. Goal Setting: Please be as specific as possible, ie.,
rather than defining "assessment" as a
goal, please cite the ultimate objective
for doing the assessment or the interview,
Eg., Determine family dynamics; determine
methods for increasing family support of
treatment plans, etc.

III. Goal Settings: Who was involved in setting each goal?®
(Please be specific)
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Family Contacts: Family members (or significant others)

contacted by CDC staff.

Please identify by name and relationship to the identi-

fied patient.

(Name) (Relationship) (Method)-see code
Reason contacted:
(Name) (Relationship) {Method)
Reason contacted:
(Name) (Relationship) (Method)
Reason contacted:
(Name) (Relationship) (Method)
Reason contacted:
{(Name) (Relationship) (Method)

Reason contacted:

Method Code

1

Telephone (P)
Written Communication (W)
Personal interview at place of
residence or work (I)

Personal interview at CDC (IC)

NOTE: If you need more room for any question, please use
the back of this sheet or add a new sheet at the

back of these pages.
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3c.
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APPENDIX E
CLIENT EVALUATION

Who referred you to the Child Development Clinic?

What problem was your child referred for? (Please specify)

How helpful do you feel that CDC staff has been with your

problem?

Very Helpful Somewhat Helpful Not Sure

Somewhat Unhelpful Very Unhelpful

What, kind of help huave they, or are they, giving you? (Please
check as many as apply).

e

[T

provided information about the problem

gave emotional
child

support to you and/or your

helped sort out problems with other agencies
or professionals

made helpful referruals to other agencies

provided treatment for your child's physical
and/or emotional problems

Other:

If they have not been very helpful, how could things have
been done differently?

Who in your family has been contacted by the CDC? (please
check as many as apply).

——

mother
father

siblings

referred child
others (specify)

Who have they been contacted by? (Please check as many as

apply).

Social Worker

Psychologist

Physician

Other (Specify)

Audiologist
Speech Therapist
Nursery School Teacher




177

6. Who at CDC has your child talked with about his/her problem?
(Please check as many as apply).

Social Worker Audiologist
Psychologist . Speech Therapist

———t—

Physician Nursery School Teacher

Other (specify)

————

7. How well informed hus CDC staff kept you about what they are
doing or planning to do with your child?

Very well informed Somewhat Informed Not sure
Somewhat uninformed Very uninformed

8. Have you and your child concluded your involvement with CDC?
(Yes) (No)

If yes, why?
Treatment and assessment concluded

Dropped out (If you checked this category, please
state why (specify):

St t—

Referred to another apency
Other (specify)

9. Generally speaking, how satisfied are you with the help
you)and/or your child is receiving at CDC? (Please check
one).

(a) Totally satisfied (b) Quite satisfied
(c) Neither satisfied nor dissatisfied (d) Quite dis-—
satisfied (e) Totally dissatisfied

10. Are therc any suggestions that you wish to make for improv-

ing the service provided by the team at CDC? If so, please
specify.

Thank you
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APPENDIX F

COVER LETTER

co

Dear

I am presently involved in a study of the team at the
Child Development Centre (CDC) and have been given your name
by Dr. K. McRae as the parent(s) of a child who has recently
become involved with the Clinic. Although I recognize that
your involvement with the Clinic has been limited, I wish to
determine how you feel about the care you and your child have

received so far.

I hope that you will complete and return the enclosed
‘qucstionnuiro, using the scelf-addressed, stamped envelope
provided. Please feel free to be as open as you can as this
information will be kept confidential and will not be shared in
any way that will 1link your name with your comments. This
study is of a brief duration, therefore, your early reply

will be appreciated.
Thank you for your time and your cooperation.

Sincerely

Ms. S. H. Harrison
Masters Student
Faculty of Social Work
University of Manitoba

SH/pr
Iincl.
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FOLLOW-UP LETTER

Dear ' $

I am writing in follow-up to my previous letter and quest-
ionnaire about the care you received at the Child Development
Clinie. As I noted in my original letter, I am involved in a
study of their team. Although I recognize that yourinvolvement
with the Clinic has been 1imited, I would appreciate hearing your

comments on the care you and your child have received so far.

I hope that you will be able to complete the questionnaire
that was sent to you. Again, let me assure you that your comments
ghall be kept confidential. As this study is of a brief duration,
I would appreclate it if you could return your completad quest-

ionnaire to me by May 23,1980,
Thank-you for your time and co-operation,

Sincerely

Ms. S.H.Harrison
Masters Student
Faculty of Social Work
University of Manitoba
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APPENDIX H

CASES EXCLUDED FROM CLIENT SAMPLE

TABLE 88

PRESENTING PROBLEMS OF CASES EXCLUDED
FROM CLIENT SAMPIE (seen by one team member)

Type of Case¥® Frequency of Occurrence
Behavior Problem 7
Communication Problem 1
Development Problem 2
Kindergarten or school performance problem 3

Custody/Access Problem -

Adoption/foster home problem 2
Research -
Other (visual handicap) 2

sleer disturbance

Total 17

*# categories developed by C.D.C. and used on their Patient Record

Sheets (see Appendix D).

Table 88 indicates that those cases which were seen by only one
team member fell into most categories of presenting problems., Seven were
behavior problems, three were kindergarten or school placement problems,
two each were developmental problems, adoption/foster home problems, and
other (specifically, one visual handicap and one sleep disturbance), and

one was a communication problem.
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Table 89 indicates that the casework for five of the seventeen
R QOLL\‘* . F v
cases had a social focus, three had a physical focus and two had a
psychological focus. Social workers, physicians and psychologists all
handled cases with a social focus, speech therapists and physicians
dealt with cases having a physical focus, but only psychologists dealt
with cases with a psychological focus,
TABLE 89

TEAM MEMBER INVOLVEMENT AND FOCUS OF CASEWORK
IN CASES SEEN BY ONE TEAM MEMBER

Presenting Problem and Team Members Focus of
Frequency of Occurrence Involved with Case Casework
Behavior Problem

# of cases

2 -social worker -social
1 ~pediatrician -physical
3 ~pediatrician ~-social
1 ~psychologist ~-social
Total 7
Communication Problem
# of cases
1 -speech therapist ~physical
Total 1
Developmental Problem
# of cases
2 ~physician ~physical
Total . 2
Kindergarten/School
Placement Problem
# of cases
3 -psychologist -psychological
Total 3
Adoption/foster home problem
# of cases
1 —-psychologist -psychological
1 -physician ~social
Total 2
Other
# of cases
2 ~physician -social
Total 2

Total of All Cases

17
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