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Editorial
As we enter the third year of this COVID-19 pandemic we must continue to adapt and be 

flexible	to	deliver	the	health	care	our	patients	require.	This	is	a	challenge	no	other	cohort	

of junior health professional staff have ever had to face. Worn down by constantly 

working	wearing	personal	protective	equipment,	and	isolated	from	our	colleagues	and	

patients and their families to reduce the risk of infection.

Each	week	brings	changes.	Not	just	changes	in	clinical	practice	to	which	we	all	expect	

to happen but changes to how clinical services are organised and how a workplace 

operates. These are structures we assumed would be stable and constant.

Added	to	these	are	the	pressures	from;	constant	re-shuffling	of	our	rostered	hours	and	

clinical	roles,	the	shuffling	of	our	workloads	to	continue	while	short	staffed,	not	knowing	

if	we	or	one	of	our	colleagues	will	be	off	work	because	they	are	the	next	COVID	positive	

case or being furloughed as a close contact.

To	top	it	all	off,	the	ability	to	rest	and	recuperate	from	these	physically	and	

psychologically wearying duties is also compromised. The challenges of daily life are far 

greater	than	ever	before,	there	seems	nowhere	for	one	to	go	to	escape	and	get	some	

temporary relief to recharge.

The	health	professions	as	a	whole	and	junior	staff	have	been	resolute,	determined,	and	

stepping up to meet these challenges. A core element of the success in clinical service 

continuity	is	"teamwork"	the	theme	of	this	Future	Leaders	Communiqué.

Due	to	the	increased	workload	pressures	from	the	pandemic,	the	ability	of	our	junior	

medical guest editors to combine clinical duties with production of an edition of the 

Future	Leader	Communiqué	(FLC)	have	not	been	possible.	As	such,	this	FLC	issue	does	

not have a guest editor and instead the senior editors have stepped in as one would 

expect	in	a	team-based	activity.	This	edition	continues	our	approach	of	including	

comments,	feedback,	and	insights	from	our	junior	medical	colleagues.	We	have	two	

case	reports	from	past	issues	to	anchor	the	themes	along	with	reflective	questions	you	

should discuss with your team.

This edition draws on multiple perspectives about teams including a frank and honest 

view from Dr Georgette Paatsch who has just completed her one-year internship to 

become	a	junior	medical	officer,	and	Ms	Sally	Eastwood,	an	allied	health	professional.	

Our	expert	commentary	is	written	by	a	human	factors’	psychologist,	Dr	Shelly	Jeffcott	

who	explains	the	five	forms	of	dysfunctions	affecting	teams	and	teamwork.	

To round out this edition we have also included a short commentary about recognising 

the role of junior doctors in promoting patient safety—the primary goal for establishing 

the	Future	Leader	Communiqué.	Ten	years	have	passed	since	our	original	academic	work	

with	Victorian	Managed	Insurance	Authority	to	identify	and	promote	a	greater	role	for	

junior	doctors	in	patient	safety.	It	seems	timely,	to	revisit	the	ideas	and	remember	to	

encourage junior doctors to speak up and share their perspective.

Page 2 

THE COMMUNIQUÉS

CONNECTING WITH GRADUATE CLINICIANS



i. Clinical Summary

Mrs	M,	a	fit	69	year	old	woman,	

underwent an uncomplicated 

elective laparoscopic 

cholecystectomy.	The	next	

morning,	upon	review	by	the	

surgical	team,	it	was	decided	that	

she should remain in hospital for 

another night for observation 

due to shoulder tip pain and 

nausea.	That	afternoon,	Mrs	

M	was	transferred	without	the	

consultation of the surgical team 

from the surgical ward to a low 

dependency rehabilitation unit.

By	the	next	morning,	she	was	

tachycardic,	diaphoretic	and	had	

a	distended	abdomen.	Mrs	M	was	

reviewed by the rehabilitation ward 

medical	officer	who	prescribed	

intravenous	(IV)	fluids	and	

analgesia,	ordered	blood	tests,	

and	requested	an	urgent	surgical	

review. 

The	surgical	team	then	saw	Mrs	

M	as	part	of	their	morning	ward	

round.	On	review,	Mrs	M	still	had	

generalised	abdominal	tenderness,	

with abnormal vital signs and an 

abdominal X-ray and CT scan were 

ordered.

Mrs	M	continued	to	deteriorate	

over the day. Another set of 

abnormal vital observations was 

taken following the ward round 

(which	showed	a	fall	in	her	oxygen	

saturation	level,	hypotension	and	

tachypnoea,	a	pulse	rate	reading	

was	not	recorded),	yet	no	doctor	

was	informed.	Mrs	M	was	seen	by	

two	of	the	unit’s	interns	after	they	

were called to review her in the CT 

room for an observed change in her 

condition. They found her looking 

pale and unwell and relayed their 

concerns to their registrar over the 

phone	who	told	them	to	treat	Mrs	

M	with	IV	fluids	and	analgesia.

The registrar contacted the 

consultant surgeon to discuss the 

blood	results,	and	again	to	discuss	

the	CT	findings.	It	was	decided	that	

Mrs	M	was	to	return	to	theatre	

later	that	day	for	explorative	

laparotomy,	followed	by	transfer	

to ICU for post-operative 

observation. 

The intensivist on-duty reviewed 

her and diagnosed peritonitis 

and	renal	failure,	and	prescribed	

triple antibiotic and rapid 

IV	fluid	therapy,	and	strict	

monitoring	of	fluid	balance.	Mrs	

M	was	concurrently	seen	by	the	

anaesthetic	house	officer	on-duty	

for a pre-anaesthetic assessment. 

As	she	had	single	IV	access,	only	

one antibiotic was administered 

by the time she was called to the 

operating room. 

Once	in	the	operating	theatre,	

surgery was delayed by an hour and 

ten	minutes.	This	was	due	to	Mrs	M	

becoming profoundly hypotensive 

upon anaesthetic induction. A bile 

leak was found intra-operatively 

and the abdomen lavaged. 

Case Number 2010/1894 Qld 
Author Noha Ferrah
Taken from  

Future Leaders Communiqué  

Vol 2 Iss 4 October 2017 Edition

Case #1 - Closing the Loop

‘It was not discovered 
until her arrival in ICU 

later that evening 
that Mrs M had only 
received one of the 

three prescribed 
antibiotics.’

Future Leaders Communiqué  -   Volume 7 Issue 1 / January 2022
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It was not discovered until her 

arrival in ICU later that evening 

that	Mrs	M	had	only	received	one	

of the three prescribed antibiotics. 

She	was	severely	septic	by	then,	

requiring	inotropes,	dialysis,	and	

mechanical ventilation. A second 

laparotomy two days later found 

widespread bowel and hepatic 

ischaemia,	and	Mrs	M	died	the	next	

day of multi-organ failure.

ii. Author’s comments

What is striking is that despite 

being reviewed by a succession 

of	doctors,	shortcomings	in	

supervision,	allocation	of	

responsibility,	and	communication	

during	handover	and	transfer,	

resulted	in	a	significant	delay	in	

administering	adequate	treatment,	

which proved fatal.

iii. Editor’s questions for 
reflection

How many clinical teams do you 

consider were involved in this case?

How many teams would the patient 

have considered involved?

What factors impacted on the 

performance of individuals within 

their medical speciality teams?

What factors impacted on the 

performance between the 

different teams? How could this be 

improved?
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i. Clinical Summary

Mrs	D	was	an	82	year	old	widow	

who lived alone and independently 

with a past medical history 

of	insulin-requiring	diabetes	

mellitus,	coronary	artery	

disease,	hypertension,	and	visual	

impairment.  

Her family noticed that she had not 

been herself for a few weeks and 

brought her to the hospital where 

they	explain	Mrs	D	appeared	

confused,	weak	and	had	a	loss	of	

appetite.	On	examination	in	the	

emergency	department,	Mrs	D	was	

febrile,	(temperature	38	degrees	

Celsius),	with	multiple	leg	ulcers	

and	was	subsequently	admitted	

to the hospital under the care of a 

general medical team. 

Throughout	Mrs	D’s	inpatient	

care the clinical team consisted of 

multiple doctors of varying levels 

experience	and	would	change	

multiple times. Various junior 

doctors	would	be	the	first	point	

of contact for any day-to-day 

concerns	regarding	her	care.	She	

was also attended to by a team of 

allied health professionals including 

physiotherapists. 

Mrs	D	was	given	a	provisional	

diagnosis of delirium most likely 

due to an infection that had 

developed	in	her	leg	ulcers,	

on a possible background of 

undiagnosed	dementia.	She	was	

commenced on culture-guided 

antibiotic therapy.

In	the	weeks	that	followed,	despite	

antibiotics,	the	treating	team,	

nursing,	and	allied	health	staff	

noted	that	Mrs	D	was	becoming	

more	agitated,	confused,	and	

required	more	assistance	with	her	

mobility and attendance to self-

care.	Mrs	D	also	developed	urinary	

retention,	constipation,	and	an	

increasing number of falls. 

The medical team were concerned 

that she may have an underlying 

neurological cause to her 

worsening delirium. A CT scan of 

her	brain	was	ordered,	however	

there	were	no	significant	signs	to	

suggest a neurological component 

to her confusion and functional 

decline. 

Over	the	next	few	months,	the	

prevailing	cause	for	Mrs	D’s	

clinical picture would be the 

poorly controlled pain from her leg 

ulcers.	Initially,	Mrs	D’s	pain	was	

treated with regular paracetamol. 

However,	her	pain	did	not	seem	to	

improve over a course of weeks. 

Despite	being	opioid	naive,	the	

team	commenced	Mrs	D	on	a	

fentanyl	patch	(25	micrograms)	for	

every 72 hours. 

Case #2 - It’s all too confusing

‘Despite being opioid 
naive, the team 

commenced Mrs D on 
a fentanyl patch (25 

micrograms) for every 72 
hours.’

Case Number Canada Ontario 
GLTCRC-2013-12
Author Joey Lam
Taken from  

Future Leaders Communiqué  

Vol 3 Iss 1 January 2018 Edition
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It was unclear whether there was 

any dissent from the medical team 

or ward pharmacist to suggest 

alternatives	for	analgesia	for	Mrs	D.	

Some	months	later	into	her	

inpatient	stay,	Mrs	D’s	cultures	of	

urine and leg ulcers were clear but 

her mental and physical function 

continued to decline. Nursing 

staff documented that she was 

swinging between being very 

agitated	to	exceeding	drowsy.	The	

physiotherapist	noted	that	Mrs	D	

was	requiring	the	assistance	of	1-2	

people at times to mobilise. Despite 

these	concerns,	the	treating	

team	persisted	in	treating	Mrs	

D’s	pain.	There	were	no	further	

investigations to elicit the source of 

pain. There was no consideration 

at this point given to reconciling 

Mrs	D’s	medications.	Haloperidol	

was used at times to control her 

agitation. The team increased her 

fentanyl patch to 100 micrograms 

every 72 hours.

Over	the	next	few	days,	the	nursing	

staff	reported	that	Mrs	D	was	

becoming increasingly obtunded 

with intermittent ‘twitching’.	She	

now	required	2-3	staff	members	

to mobilise her and attend to her 

personal care needs. Her bowel 

motions	were	becoming	difficult;	

she would not open her bowels 

for up to 5 days at times. Despite 

ongoing	opioid	use,	the	medical	

team only charted ‘as required’ 

aperients to address this issue. 

Mrs	D	continued	to	decline.	The	

treating team still assumed that 

it was her painful leg ulcers and 

proceeded to increase her fentanyl 

dose reaching a dose of 200 

microgram fentanyl patches every 

72	hours.	Some	days	later	Mrs	D	

was found dead by nursing staff. 

Following	an	autopsy,	the	cause	

of death was fentanyl overdose. 

Specifically,	the	post-mortem	

blood fentanyl concentration was 

32ng/ml	(a	potentially	fatal	level	

considered	as	>3ng/mL)	associated	

with fentanyl patch sedation. 

Faecal	impaction	(215g	mass	of	

impacted,	constipated	faeces	

distending	the	lower	rectum)	with	

partial chronic bowel obstruction 

and early aspiration pneumonia.

ii. Author comments

Mrs	D	had	a	team	of	medical,	

nursing,	and	allied	health	staff	

involved in the provision of her 

care. Yet despite the amount of 

expertise	made	available	to	her,	

the management plan seemed to 

have been followed without critical 

review.

iii. Editor’s questions for 
reflection

How do teams develop single-

minded	and	unquestioning	

approaches?

What could we do to prevent this 

from occurring?

How do we develop a team culture 

that welcomes challenges to 

decisions?
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During	the	pandemic,	some	groups	

are	working	extraordinarily	

well while others have become 

fragmented. In the current 

circumstances,	we	must	rely	on	

our teams much more and here 

we need trust and psychological 

safety. Psychological safety is a 

shared feeling that it is okay to be 

open and honest in a group setting. 

Things change rapidly. 

Communication comes at us from 

all over. We are overloaded. 

When decisions leading to major 

changes are being made on an 

hourly or daily basis. We are 

going to make mistakes. In these 

circumstances we must forgive 

and learn so we are focussing on 

how	we	get	through	this,	how	

we	innovate,	how	we	share	the	

ideas	we	have,	how	we	are	able	to	

challenge decisions we think may 

not be working.

It is important to feel that you 

are part of a team because the 

burden is too great to carry on 

your shoulders alone. I think that 

it is hard to eliminate that feeling 

of being alone. To do that we 

need peer support groups. This 

is basically just about tapping 

into informal but helpful support 

that you get from peers and 

supervisors.	It’s	important	to	talk	

about challenges and opportunities 

at work. 

This must be done in a way that 

makes	you	feel	safe,	and	makes	

you feel that you can tap into that 

camaraderie. 

The team usually has people that 

know what it is like to walk in your 

shoes and may be able to share 

their advice and opinions with you 

to help.

We	all	think	of	teams	differently,	

depending on who we are and the 

work	we	are	doing.		Commonly,	

your team is your immediate peers 

who are doing similar work and 

have common goals and challenges.  

But,	of	course,	teams	exist	all	

throughout	organisations,	across	

departmental boundaries and up 

and down the organisation too.  

Hierarchy is a very interesting 

concept that can impact on team 

and individual work.  It affects the 

way we interact and relate to each 

other and to those who supervise 

our work.

Lencioni¹	describes	the	five	

dysfunctions	of	teams,	the	first	

of which is the absence of trust. 

The	second	is	the	fear	of	conflict.	

The third is a lack of commitment. 

The fourth is avoidance of 

accountability. 

Dysfunctions affecting teams and 
teamwork
Dr Shelly Jeffcott 
Dr Jeffcot is a psychologist who 
studies,	teaches,	and	applies	the	
science of human behaviour to 
improve patient care. Based in 
Scotland,	Dr	Jeffcott	has	been	
working as an embedded part 
of	frontline	teams	designing,	
developing,	testing,	implementing	
and then evaluating safety 
interventions for a large national 
program	called	the	Scottish	
Patient	Safety	Program,	and	
now	for	the	Scottish	Ambulance	
Service.

Future Leaders Communiqué  -   Volume 7 Issue 1 / January 2022
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The	fifth	dysfunction	is	inattention	

to	results,	which	is	where	the	focus	

of the team member is on their 

own personal success rather than 

the success of the team. This is the 

mindset where a person if thinking 

“I want to maintain my status and 

protect my ego” and is putting that 

before everything else that the 

team needs to succeed.

Characteristics of strong teams 

include:

• Psychological safety

• Supported	communication	

flowing	up,	down	and	across	

groups,	such	that	silos	break	

down

• Situational	awareness	

opportunities 

• Shared	mental	models.

Remember the workplace and team 

culture is not just something that 

happens to you; it is something you 

are	part	of,	that	you	can	create.	

Some	of	the	best	and	smartest	

people I have ever worked with are 

the	clinically	untrained,	support	

staff. I think everyone has value 

which comes through when you 

begin to create opportunities for 

people	to	come	together,	show	

their	value,	speak	up	safely	and	

show	their	experiences.		How	can	

you help us to create more cross-

fertilisation between different 

groups,	up	and	down	the	hierarchy,	

to all come together and talk about 

how work really happens?

Reference

1. Lencioni	PM.	(2002).	The	

Five Dysfunctions of a Team: 

A Leadership Fable. United 

States:	Jossey-Bass.

The	fifth	is	inattention	to	detail.	

I think that if we run along 

hierarchical	lines,	we	are	more	

likely to fall into one of those 

dysfunctions.  

The	first	is	about	absence	of	trust,	

which really goes to the idea of 

psychological	safety.	Without	trust,	

we are much less likely to be able to 

understand the work that happens. 

We are much less likely to hear 

from the voices we need to hear 

from,	in	order	to	understand	the	

nature of the real challenges and 

opportunities. Have you ever seen 

the	‘iceberg	of	ignorance’?	This	is	

the idea that 100% of the problems 

are	known	at	the	bottom	levels,	

while only 75% of the problems 

are known at the supervisory 

level. As you move higher and 

higher,	knowledge	of	the	problems	

decreases until you get to the top 

level,	and	there	is	only	knowledge	

of between 7% and 10% of the 

problems. There is a muting or 

censorship of the reality of what is 

happening in the frontline as you go 

up. This is because people do not 

want	to	hear	bad	news,	and	people	

are frightened to share bad news.

The second dysfunction is around 

fear	of	conflict.	This	is	something	

that	I	find	fascinating,	and	related	

to psychological research done 

in	the	1970’s.	Although	we	are	all	

individuals with our own views and 

worldviews,	just	like	in	high	school,	

we still want to be popular. We still 

want to be in a harmonious group. 

Even	if	it	is	dysfunctional,	we	do	not	

want to stick out. 

It is a frightening thing to be other 

(that	is,	different	from	or	alien	or	

an	outsider),	so	that	fear	of	conflict	

can suppress our ability to be open 

and honest. 

To	question	things	or	to	bring	new	

but divergent information. I think 

that is hugely problematic in many 

ways.

The idea of a lack of commitment 

is an interesting one – it is the 

third dysfunction of a team. It 

is not the idea that people do or 

do not want to do their best. It 

is more the idea that there is no 

constancy of purpose or shared 

mental model of the plan of work: 

there is no sense that you are all 

trying	to	achieve	a	shared	goal.	So,	

people become disenfranchised 

because they do not really feel that 

they are included in the decisions 

being	made,	and	they	do	not	get	

a full picture of what is going on. 

They do not feel that they have 

been communicated with well. 

A	lack	of	commitment	is,	from	a	

psychological	perspective,	when	

you become less intrinsically 

motivated. Intrinsic motivation 

would be the feeling that you just 

want to do your best and are proud 

to be working in the team. On the 

other	hand,	extrinsic	motivation	

is	when	you	do	something,	for	

example,	because	otherwise	you	

will	get	into	trouble;	for	example,	

you are worried about getting your 

wages	docked.	Extrinsic	motivation	

does not create a nice environment.

The fourth point is avoidance of 

accountability.	This	is	the	idea	that,	

as I said earlier with respect to 

psychological	safety,	your	leaders	

are able to admit when they have 

done	wrong,	or	when	they	do	not	

know	all	the	answers,	despite	doing	

their best given the circumstances. 

That	is	really,	really	critical.	If	they	

do	not	do	that,	they	avoid	being	

accountable.	That	filters	down	and	

can	result	in	a	toxic	team.
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Commencing a career as a medical 

professional during a global 

pandemic was always going to 

prove	a	challenge.	Flexibility	and	

adaptability are more important 

than ever as the clinical landscape 

continues to change and the role 

of a junior doctor evolves. Within 

this,	there	is	an	even	greater	

emphasis on being a junior doctor 

who is an active member of a 

well-functioning team in providing 

patient centred care. As interns 

entering	the	first	year	of	clinical	

practice,	we	have	been	taught	

from early in medical school that 

communication,	collaboration,	

and organisation are the keys 

to a successful career. Perfect 

these skills and you will be a well-

respected junior within the treating 

team. 

It feels obvious to say that working 

well in a team is an essential skill 

for	an	intern,	but	as	highlighted	in	

the	case	studies,	when	the	treating	

teams do not work collaboratively 

amongst	themselves,	the	

outcomes for patient safety can 

be	catastrophic.	In	retrospect,	

it was incredibly naïve to enter 

my internship assuming that the 

medical team I was allocated 

to	would	be	the	main,	and	most	

important,	team	to	be	a	part	

of. While it certainly plays a big 

role,	I	would	argue	that	the	most	

important team that contributes 

to patient safety is made up of 

every person who is involved in the 

patient care from the moment they 

enter the hospital to the day they 

leave.

A team is a group of people working 

towards	a	common	goal,	and	in	

our case that goal is assisting our 

patients to return to health and 

return home. 

Sure,	a	patient	may	be	deemed	

medically	fit	for	discharge	but	

without a pharmacist to dispense 

a	Webster	pack,	an	Occupational	

Therapist to provide rails and a 

shower	chair,	physiotherapist	to	

provide	a	mobility	aid,	nursing	

staff to give urinary catheter self-

management	education,	or	ward	

clerks	to	book	transport	home,	how	

can we ensure patient safety on 

discharge?

A good intern is one who is an 

active contributor to the team. 

One way in which our role has 

adapted during this time of visitor 

restrictions,	is	that	we	need	to	step	

up	and	be	our	patient’s	advocate	

within the larger treating team. 

As	an	intern,	you	spend	all	day	

every day on the ward and will 

get to know your patients well. As 

such,	you	will	know	their	history,	

progress,	and	discharge	plan.	

You must actively contribute this 

knowledge to the team as these are 

integral to better patient outcomes. 

From the inside: A junior doctor’s view on 
teamwork and patient safety

Dr Georgette Paatsch
BBiomedSc,	MD
Hospital	Medical	Officer,	Victoria,	
Australia
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During this year I have found that 

teamwork takes on many more 

forms. It is the comradery amongst 

peers of acknowledging that we 

are all in this together and we 

need to take time out to look after 

ourselves and each other. 

It is important to remember 

that you will not be alone in 

feeling overwhelmed during 

your	internship,	particularly	as	

the	uncertainty	continues,	and	

that there are always people to 

talk	to.	Always	ask	for	help,	your	

teammates around you have 

years	of	clinical	experience	and	

provide a wealth of knowledge. 

And	remember,	to	be	an	active	

contributor	to	a	functional	team,	

it is essential that you look after 

yourself	first,	to	then	be	able	to	

look after your patient. 

Teamwork and patient safety 

are intricately intertwined 

within	the	health	care	system,	

and it is essential that any junior 

doctor entering this workforce 

acknowledges the importance of 

both. Interns are an important cog 

in the wheel of patient care and 

are a valued member of the many 

teams they make up. 

‘Always ask for help, your 
teammates around you 
have years of clinical 

experience and provide a 
wealth of knowledge.’
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From the outside looking 
in.

It must be hard for junior doctors 

to fully immerse themselves into 

a new team each new rotation. 

It	is	equally	as	hard	for	the	pre-

existing	team	members	to	learn	

to trust and rely on the new 

junior doctor every three months. 

After 15 years of working as an 

allied health professional within 

multidisciplinary teams on a range 

of	inpatients	wards,	I	have	a	sense	

of which teams are working well 

together and with the junior doctor 

allocated to the clinical service.

The better functioning teams 

are those where everyone 

communicates	regularly,	are	

working	towards	a	common	goal,	

and help each other during the 

busy times. 

Over my career I have worked 

closely with over 225 junior 

doctors and observed triple that 

number in other teams. 

It has become very easy to see 

which	junior	doctors	will	easily	fit	

into	the	team,	and	which	ones	will	

find	it	challenging.

Starting	out	in	clinical	practice	

is	exciting.		After	all	those	years	

studying at medical school you 

now get to practice what you 

have	learned.		What’s	important	

to remember is that you only 

just starting out and that there 

are nurses and allied health 

professionals that have been 

working in a team or on a ward for 

decades. Join the team actively by 

respecting	their	experience	and	

soaking up their knowledge. 

They have an abundance of real-

world information to share if you 

would	only	ask.	Don’t	forget,	those	

years	of	experience,	might	just	save	

you and your patient from harm.

If you don’t know, ask! 

If	you	don’t	know	the	names	of	

staff,	ask.	If	you	don’t	know	the	

roles	of	the	team,	ask.	Every	team	

and every hospital are different.  

Check your role in the team and 

how	it	fits	in	with	the	allied	health	

team. Ask if the Occupational 

Therapist normally completes the 

cognitive assessments or if it is 

your role.  Ask who co-ordinates 

the	discharges,	so	you	know	who	to	

liaise with about when a patient will 

be ready to go.  All this information 

is	valuable	and	if	you	don’t	ask,	you	

don’t	know.		

From the outside: an allied health 
professional's view of junior doctors and 
teams

Sally Eastwood
Occupational Therapist
Ballarat	Health	Service
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Be active and join the 
team

While	it’s	important	to	be	realistic	

and accept that not every colleague 

or every team is going to hit it 

off. The key is to success is being 

interested,	inquisitive	and	open	to	

learning,	these	characteristics	will	

always put a junior doctor in good 

stead to becoming an integral part 

of the team.

My	advice	for	junior	doctors	

starting	out	at	a	new	hospital,	

department,	or	ward,	is	to	actively	

‘join’	the	team.		Introduce	yourself	

to the team members around 

you,	sometimes	you	may	need	

to	do	this	a	few	times—don’t	be	

shy.	Learn	the	names	of	the	staff,	

if	you	forget,	ask	again.	I	would	

prefer someone to admit they have 

forgotten	my	name,	and	ask	again,	

rather than have those repeated 

awkward moments where they do 

not	address	me	for	the	next	three	

months. Remember to ask about 

and learn the whole team members 

– this includes clinical support staff 

such as ward clerks and domestic 

staff.

Teams want to embrace 
junior doctors

Junior doctors are a crucial part 

of	the	team,	for	one,	they	are	

often the most accessible part of 

the medical team. And the most 

in abundance. If you are hesitant 

to contact the senior medical 

specialist—imagine how we feel 

about having to approach them? 

We would far prefer to be talking 

to you.

Teams want to embrace the junior 

doctors,	so	it	is	important	to	jump	

on board and meet us halfway. 

Mutual	respect	and	a	passion	for	

patient care is essential. The other 

staff both clinical and clinical 

support	find	it	is	very	easy	to	

pick the junior doctors who are 

simply biding their time and just 

going through the bare minimum 

required	from	the	enthusiastic	

and attentive junior doctor who is 

dotting	their	I’s	and	crossing	the	

T’s.

For those junior doctors just biding 

their	time,	the	team	will	only	ask	for	

help	and	answer	your	questions	if	

absolutely necessary. That pattern 

of behaviour leads to mistakes and 

important things get missed.  You 

don’t	have	to	love	the	area,	to	do	a	

good	job.		Also,	in	those	situations	

the team will likely bypass you and 

instead seek out the registrar or 

consultant	to	get	our	questions	

answered – which makes the 

consultant wonder why.

We have a shared goal

Just remember we are all here 

working for the best possible 

outcome for our patients.

‘Junior doctors are a 
crucial part of the team, 
for one, they are often 

the most accessible part 
of the medical team.’
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Teamwork is an overused term 

that often becomes meaningless 

to health professionals. Teams 

are often seen as groups of 

people that are clearly physically 

and geographically co-located. 

Teamwork is about working with 

others. It is a fundamental part of 

health care and society and nearly 

everyone considers themselves a 

good	team	player.	It’s	regarded	in	

a similar vein to clinician-patient 

communication,	a	skill	that	nearly	

everyone considers themselves to 

excel	at	when	the	reality	is	quite	

different.

Pause for a moment and consider 

the membership of the team 

delivering patient care. Who did 

you count in your team? How many 

teams did you count? Did you think 

of teams that were not immediately 

visible to you? The term team-

based care is often interpreted as 

a multi-disciplinary clinical group 

of three to ten professionals of 

medical	practitioners,	nurses,	

allied health staff. This is somewhat 

simplistic and mis-leading. This is 

also damaging because it is fails to 

recognise the contributions of all 

staff to operating a health service.

In	more	concrete	terms,	the	

interns that are commencing their 

first	year	of	practice	arrive	on	a	

hospital ward and are allocated 

to	their	medical	team	comprising,	

perhaps,	a	hospital	medical	officer,	

a	registrar,	and	a	consultant.	

That’s	their	medical	team.	There	

is	another,	a	second	team	the	

intern	is	part	of,	the	clinical	

speciality service team which 

perhaps includes specialist nurse 

consultants,	allied	health	staff	and	

a pharmacist. The third team is the 

ward	team,	the	clinical	support	

staff,	the	ward	clerk,	administrative	

assistants,	cleaners,	food	

services. The fourth team is the 

medical workforce team who are 

responsible	for	managing	rosters,	

shifts	and	ensuring	adequate	

medical	staffing.	

The	fifth	team	are	your	fellow	

interns,	the	sixth	team	…	and	so	it	

goes on.

With	each	passing	decade,	the	

teams we are part of grow in 

number	and	size,	sometimes	the	

team	is	so	large	we	don’t	recognise	

where or how we belong. The 

pandemic	is	the	perfect	example,	

every health professional is part 

of the national efforts in keeping 

the health care system operational 

and protecting the wellbeing 

of the population. The system 

is	interconnected,	and	those	

connections become visible as we 

traverse the different parts of it 

throughout our career. 

In	a	technical	description,	we	have	

teams	at	micro-,	meso-	and	macro-	

levels,	that	is,	teams	with	specific	

goals in managing direct patient 

care,	management	of	the	ward,	

operating	the	hospital,	managing	

the whole health service for a 

geographic	region,	and	contributing	

to the national efforts.

Teams over five decades:  
from intern to the whole of system

Professor Joseph E Ibrahim
PhD FRACP
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Understanding that we are all part 

of multiple teams at the same time 

in a health care service allows us to 

contribute better to improve our 

team	function,	patient	safety	and	

our workplace environment. 

This is important as "moral injury" 

has featured around health care 

workers during the pandemic. This 

is psychological harm that occurs 

when we see patients receiving 

suboptimal	care,	feeling	powerless	

to assist and receiving little 

support,	for	the	failures	that	are	

outside of our control.

There is a fascinating and brief 

paper by Tannenbaum and 

colleagues that provides some tips 

about teamwork in a pandemic 

that is worth reading and sharing 

with your team. The article 

includes a tabulation of seven 

recommendations with advice that 

is actionable during a crisis. They 

identify the stressors affecting 

team	performance	at	an	individual,	

team,	organisation	levels	as	well	as	

work-life stressors. 

The seven tips are:

1. Recognise wins and successes

2. Ensure the team sustains 

shared mental models

3. Don’t	forget	the	people	behind	

the scenes

4. Emphasise and promote team 

mutual monitoring

5. Take actions that build and 

sustain psychological safety

6.	 Help team members address 

concerns with their home life

7. Consciously boost team 

resilience

Reference

Tannenbaum	SI,	Traylor	AM,	

Thomas	EJ,	et	al.	Managing	

teamwork in the face of pandemic: 

evidence-based tips. BMJ Quality & 

Safety	2021;30:59-63.
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An aspect that has become 

evident during the pandemic is 

the propensity for the pandemic 

emergency response being 

almost entirely top-down. While 

an emergency needs clarity and 

definitive	leadership	what	is	

often	missing	is	consideration,	

involvement and understanding 

of the staff working at the bedside 

and the nature of their work. 

This leads to implementation 

strategies on unfounded 

assumptions	or	textbook	like	

versions of how the health 

care system functions. This is 

potentially	dangerous,	as	effective	

interventions	require	planning	

based on understanding how 

“work” is done and the capabilities 

of the “people on the ground”—not 

a theoretical construct. 

A decade on from our original work 

in promoting the role of junior 

doctors we hope we have helped 

change the traditional perceptions 

of junior doctors. That is one of 

being a “high-risk” group with little 

experience	and	with	nothing	of	

value	to	contribute	is	an	antiquated	

view. This stereotype disempowers 

junior doctors who have much to 

offer. The body of work completed 

by our guest Future Leaders 

Communiqué	editors	highlights	

the value of their insights and 

should	stand	as	an	example	for	

other junior doctors to contribute 

whenever and wherever they can.

Junior doctors enter the health 

care setting with fresh ideas and 

the	perspectives	of	a	beginner,	

someone who asks “why is work 

done this way?” As such they are 

more likely to perceive practices 

that are long-standing and 

unquestioned,	but	no	longer	valid.

Junior doctors are more diverse 

than ever before and enter practice 

at a chronologically older age than 

past cohorts. This brings different 

values,	belief	systems	and	life	

experience	into	healthcare.	The	

benefits	of	diversity	are	twofold.	

First,	better	comprehension	of	the	

diverse	patient’s	preferences	and	

values.	Second,	changes	to	improve	

entrenched and dysfunctional 

aspects of the health care culture.

Junior doctors have more recent 

education	and	training,	especially	

of the non-technical skills like 

teamwork. This currency of training 

brings up-to-date knowledge of 

clinical care standards and less 

deviation from optimal practice.

Junior doctors have often 

previously worked in other 

professions or disciplines since the 

advent of medical school graduate 

entry programs. This has created 

a new cohort of junior doctors 

with new perspectives and better 

understanding of health care and 

the different roles of non-medical 

staff.

Finally,	junior	doctors	are	at	the	

patient bedside and have an in-

depth understanding of the day-to-

day needs and pressures of working 

in the health care system. 

Junior medical staff and patient safety

Professor Joseph E Ibrahim
Department of Forensic 
Medicine,	Monash	University
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This	makes	for	unique	insights	

and observations that could 

redesign practices to be more 

efficient	and	effective,	especially	

around rostering or scheduling of 

individual and team duties.

Medical	practitioners	are	highly	

influential	on	the	quality	of	

care delivered in health care 

organisations. Junior doctors 

must continue to challenge 

the traditional perceptions of 

workplace	practice,	especially	

during this pandemic if we are to 

collectively achieve what is needed.

Based on	Ibrahim	JE.,	Jeffcott	

S.,	Davis	MC.,	Chadwick	L.	

Recognizing	junior	doctors’	

potential contribution to patient 

safety	and	health	care	quality	

improvement. Journal of Health 

Organization and Management 2013 

27(2):273-286

1. Future	Leaders	Communiqué	

Vol 2 Iss 4 October 2017 

Edition.

2. Future	Leaders	Communiqué	

Vol 3 Iss 1 January 2018 

Edition.

3. ProfJoe Covid19 Podcast 

Episode	22	Dr	Shelly	Jeffcott	on	

Teamwork. Available at: https://

www.profjoe.com.au/agedcare/

episode/e62d97ed/ep-22-dr-

shelly-jeffcott-on-teamwork.

4. Lencioni	PM.	(2002).	The	Five	

Dysfunctions of a Team: A 

Leadership	Fable.	United	States:	

Jossey-Bass.

5. Ibrahim	JE.,	Jeffcott	S.,	Davis	

MC.,	Chadwick	L.	Recognizing	

junior	doctors’	potential	

contribution to patient safety 

and	health	care	quality	

improvement. Journal of Health 

Organization and Management 

2013	27(2):273-286.

6.	 Tannenbaum	SI,	Traylor	AM,	

Thomas	EJ,	et	al.	Managing	

teamwork in the face of 

pandemic: evidence-based 

tips. BMJ Quality & Safety 

2021;30:59-63.

7. The	Power	of	Words,	Dr	

Victoria Brazil 

Available at: https://www.

youtube.com/watch?v=Nm-K8-

6asM8.

8. Reid	C,	Brindley	P,	Hicks	C,	

Carley	S,	Richmond	C,	Lauria	M,	

Weingart	S.	Zero	point	survey:	

a	multidisciplinary	idea	to	STEP	

UP resuscitation effectiveness. 

Clin	Exp	Emerg	Med.	2018	

Sep;5(3):139-143.	Doi:	

10.15441/ceem.17.269.	Epub	

2018	Sep	30.	PMID:	30269449;	

PMCID:	PMC6166036.

This has a good discussion on team 

dynamics in resuscitation settings 

which also have application for 

general ward-based work.
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“As an intern, I felt like 
I was being pulled in a 

million different directions. 
How was I meant to have 
the time to communicate 
to every member in the 
health care team? Time 

would teach me that 
actually by communicating 

effectively, I would work 
more efficiently and have 

the benefit of an experienced 
team that wanted to help 

me!”

“Be mindful of the 
value you contribute 
to a team. As a junior 
doctor, you may have 
a fresh perspective or 
understanding of a 

patient’s concerns that 
your team wants to hear. 

Speak up!” 

“My first impressions 
after reading this issue 
is that the skills needed 
to contribute to a well-

functioning team are often 
hard to learn and practice 

because we often don’t 
receive any formal teaching 

on it."

“Being part of so many 
different micro/macro level 
teams can make us feel as if 
we belong everywhere and 

yet nowhere."

“The disconnect between 
senior managers and 'on 
the floor' staff is a real 

barrier that is important to 
overcome."

Comments From Our Peers
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