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Abstract
Inter-disciplinary team involvement is commonplace in many palliative care settings across
the world. Teamwork is perceived by many experts as an indispensable functionality of
palliative care teams. Significantly different structural and functional attributes of these teams
between regional and organizational contexts could potentially act both as strengths and
weaknesses towards their overall productivity. The sustainability and resilience of the team
also has an indirect bearing on the team functioning. This article aims to describe
international evidence on dynamic palliative care teams with a notion of how and when they
function efficiently or adversely. Emphasis is also placed on studies that suggest means to
mitigate the conflicts and limitations of team-work in palliative care and related health care
settings.
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Abstract
Inter-disciplinary team involvement is commonplace in many palliative care settings across the
world. Teamwork is perceived by many experts as an indispensable functionality of palliative
care teams. Significantly different structural and functional attributes of these teams between
regional and organizational contexts could potentially act both as strengths and weaknesses
towards their overall effectiveness. The sustainability and resilience of the team also has an
indirect bearing on the team functioning. This article aims to describe – with reference to extant
literature – the international evidence on dynamic palliative care teams with a focus on how and
when they function efficiently or not. Emphasis is also placed on studies that suggest means to
mitigate the conflicts and limitations of team-work in palliative care and related health care
settings.

Key words: palliative care, institutional management teams, patient care team, nursing,
interdisciplinary communication

Background
The founder of modern palliative care and hospice movement, Dame Cicely Mary Saunders
developed the concept of ‘total pain’ in 1964 (Saunders 2001). This concept encompassed not
only the physical but also the psychosocial and spiritual sources of distress experienced by a
person diagnosed with a life threatening illness. The discipline of ‘palliative care’ aims at
addressing each aspect of total pain among patients faced with life threatening illnesses inclusive
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of their loves ones. The spectrum of domains across which palliative care is organized makes the
fact obvious that a team of professionals from a range of expertise backgrounds must be involved
with the care of such a patient. The World Health Organization (WHO) in its extended definition
of palliative care, emphasizes the necessity of a ‘team approach’ to address the complex needs of
the patient spanning from the point of diagnosis to the stage of provision of bereavement care to
the loved ones following the death of the patient (WHO 2017).

The International Association for Hospice & Palliative Care (IAHPC) is currently in the process
of obtaining stakeholder endorsements for its consensus based definition of palliative care
(Palliative Care Definition - International Association for Hospice & Palliative Care 2018.). It
reiterated the salience of contributions of multi-disciplinary teams (MDT) in palliative care from
personnel with basic palliative care training through to those with specialist training.
Universities, academia and teaching hospitals are encouraged by the IAHPC to integrate research
and multi-professional training related to palliative care at basic, intermediate and advanced
levels.

Certain attributes of a palliative care team determine its effectiveness. Particular characteristics
of a team may have beneficial effects, detrimental consequences or both on the quality of care,
overall team performance and just utilization of scarce resources especially in resource poor
settings. The features of a team will be discussed under following domains.

1. Structural attributes
a. ‘Models’ for teamwork
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b. ‘Designated roles’ in the multi-disciplinary team
c. Sequelae of ‘having many eyes and many hands’
d. Teamwork across different ‘care settings’
2. Functional attributes
a. ‘Teamwork’ (itself)
b. Phases of team development
c. Leadership
d. Communication
e. Multimodal therapeutic options
f. Overlap between roles
g. Dealing with ‘burnout’ and ‘compassion fatigue’
3. Economic imperatives of palliative care teams
4. Means of sustaining satisfactory care

1. Structural attributes
(a) ‘Models’ for teamwork
Team structure and interactions between members vary in relation to the model of teamwork.
Three models of healthcare teams have been outlined by Crawford and Price (2003) in an
Australian context; multidisciplinary, interdisciplinary and transdisciplinary. A hypothetical
purely multidisciplinary team has clearly defined responsibilities assigned to individuals. Instead
of interacting with other members of the team, each professional provides care in isolation. This
approach is perceived to have practical limitations principally due to fragmentation of care. On
the other extreme is the transdisciplinary approach where the responsibilities are overlapping to a
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greater extent between the members. Each member attends to the same set of duties during their
shift. There can be specific care needs unattended to, which make this model unsuitable in
general for healthcare teams. In an interdisciplinary team, the members interact with each other
and work interdependently resulting in augmentation of overall patient care which is a model
suited to palliative care provision (Image 1). Hereon, the more commonly used term ‘multidisciplinary team’(MDT) will be used to denote ‘teamwork’ in general in this essay.

(b) ‘Designated roles’ in the multi-disciplinary team
Healthcare professionals involved with palliative care include doctors, nurses and allied health
professionals (AHP). The physicians of a care team include general practitioners, palliative
physicians, anaesthetists, psychiatrists, oncologists and other disease specific specialists
(example: nephrologists) (National Hospice and Palliative Care Organization 2017). Nurse
practitioners and community nurses play a major role as do allied health professionals (Kirby et
al. 2014). AHP also constitutes physiotherapists, occupational therapists, speech & language
therapists, dietetics and a range of other therapists; as described in worldwide studies (Bowen
2014; Fleissig et al. 2006; Ramanayake et al. 2016; Ramirez et al. 1998). Psychologists,
counsellors, social workers and community volunteers assist patients with their psychosocial
wellbeing while religious priests, pastoral care givers and chaplains provide spiritual guidance to
the patients (El Nawawi et al. 2012; Hanson et al. 2008; Puchalski 2002).

The team members whose services are essential on a routine basis constitute permanent members
of a team; the “core team’. Others who offer support on an “as required basis”, form the
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‘extended team’ (Øvretveit 1996). Extended team players for instance, may include solicitors
who assist patients in advanced care planning, appointing lasting power-of-attorneys for welfare/
financial affairs which also compose indispensable aspects of care (Mullick et al. 2013). A
review of the literature made suggest that family members and caregivers who play a significant
role in care provision also form part of the team (Morris et al. 2012). Such evidence emerges
from countries such as UK and Australia where palliative care is well established. The members
included in teams can vary significantly across countries and regions based on the loco-regional
needs, policies and resources (Crawford and Price 2003). Volunteers have long been a part of the
hospice workforce in the UK (Morris et al 2012) but are deployed in more extensive community
based roles in other places where the palliative care infrastructure is less well-resourced with
paid workers such as Kerala, India (Kumar 2007).

(c) Sequelae of ‘having many eyes and many hands’
Integrating the spectrum of expertise of different individuals into the palliative care plan
increases the likelihood that the patients are managed in a ‘holistic’ manner. As the number of
persons observing the patient: ‘many eyes’, increases, the vigilance over the patient’s welfare
improves and the probability of the patient’s concerns being overlooked diminishes (Rome et al.
2011)(Barry Quinn, 2016). Other proven benefits include expansion of the sources of support,
satisfactory symptom control, better opportunities to express concerns, better preservation of
autonomy, improved satisfaction and quality of life as reported by care recipients (Hearn and
Higginson 1998). Literature also suggests that involvement of care teams lessens the rates of
hospitalization of palliative care patients and allows them to spend more time at home (Gade et
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al. 2008; Higginson et al. 2002). This honours patients’ predominant preference to be cared for at
home (De Roo et al. 2014).

An American group of investigators suggested that the number of members in an ideal core
palliative care team ranges between 5-10. It is also reported that the efficiency of a team may
decline should the number of professionals in a team exceed twenty. This study found that
contradictory views and opinions which are inevitable by-products of a functioning enthusiastic
team, were better tolerated among members of relatively a larger team (Katzenbach and Smith
1993a).

(d) Teamwork across different ‘care settings’
The principle settings of palliative care delivery comprise of community/home, hospice and
hospital (Wiencek and Coyne 2014). The composition and the dynamics within these teams vary
depending on the availability of resources and expertise in the relevant care-setting. The general
practitioner (GP) who practices in the community has considerable understanding of the
resources available around the household, neighbourhood and the society in which the patient
resides. Therefore, GPs are well equipped to provide generalist palliative care while coordinating
care in community settings. Similarly, the palliative care specialist usually delivers care in a
hospice or a hospital based setting (as well as in the community) whilst solving complex health
related issues (Brumley et al. 2003; Higginson et al. 2002). The same patient may need access to
palliative care in different settings owing to constantly reshaping circumstances through the
disease trajectory. Therefore, efficient collaboration between the generalist and specialist care
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settings and the professionals involved is beneficial to ensure continuity of comprehensive care
(Quill and Abernethy 2013).

The models of palliative care provision and professional compositions of teams keep evolving
over time. A study that retrospectively evaluated pooled data on community based specialist
palliative care teams concluded that such teams evidently reduced rates of utilization of acute
care and of institutionalized deaths at end-of-life (Seow et al. 2014). Macmillan specialist nurses
who care for palliative patients in the community are examples.

Higginson and Evans (2010), reviewed the literature assessing the effect of specialist palliative
care teams on patients with advanced cancer receiving care at home, hospital and designated inpatient care units. Compared to disease-oriented care models, a superior relief in pain related
symptoms and anxiety was apparent with these teams with a reported reduction in the hospital
admission rates.

Another systematic review looked at the GP’s contribution to palliative care. The patients and
relatives expressed mixed perspectives in this regard. They appreciated the accessibility, time
dedication and efforts made by their GPs to ease symptoms while they believed bereavement
care was comparatively better provided in other settings. Furthermore, GPs themselves felt less
competent to provide palliative care. It was objectively established that they can miss complex
and rare symptoms which may lead to delays in diagnosis and the provision of appropriate care.
Eventual recommendations encouraged palliative specialists to refer patients to the GPs for
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palliative care provision which was expected to stimulate the GPs to develop their competencies
(Mitchell 2002).

2. Functional attributes
(a) ‘Team work’ (itself)
Healthcare teams have been demonstrated to provide better care in qualitative and quantitative
terms than practitioners operating in solitude. The care receiver satisfaction with regards to a
team was influenced favourably by collaboration, conflict resolution and functioning in cohesion
(Lemieux-Charles and McGuire 2006). The combined skills and decision making abilities
demonstrated by successful teams comprising of diverse experts (Crawford and Price 2003) have
shown to improve patient outcomes as well as organizational effectiveness (Lemieux-Charles
and McGuire 2006). A group of Norwegian experts suggested that the key objectives expected of
a optimally functioning health care team are prompt and comprehensive patient assessment
combined with appropriate care provision in constructive collaboration with the patients, their
loved ones, fellow team members, external individuals and organizations involved. Evaluating
practice on a regular basis to audit practice standards in with the light of current evidence
informed the development of service provision (Cherny et al. 2015).

(b) Phases of team development
The development of a team progresses through sequential stages along which the members gain
experience and mature (Katzenbach and Smith 1993b; Rickards and Moger 2002). In the
‘forming’ stage, inexperienced members attempt to define their roles with the guidance of a
formal leader. During the ‘storming’ stage, conflicts arise as a result of contradicting opinions
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between different subgroups and in a competition for power. The ‘norming’ phase is
characterised by members coming to terms with their roles and responsibilities. They openly
discuss their concerns with fellow members with whom they have a sense of belonging. In the
final stage of ‘performing’, team members support each other to function synergistically and
develop in-built algorithms for conflict resolution (Twomey et al. 2014). The notion of a ‘phases
model’ suggests that a team would not function efficiently right from its inception but will do so
through growing together as a functioning group.

(c) Leadership
Among the philosophies of team work; (directive, integrative, elective) the integrative model is
seen to work best with palliative care MDTs (Marnie Freeman 2000). In this model the value of
each professional is weighted equally since their individual expertise together enables the broad
spectrum of patient welfare. Frequent discussions among them are also vital to the functioning of
the group. A more ‘directive’ leadership approach exists in order to identify the skillsets of team
players, assign suitable tasks, motivate, collaborate with external resources, deal with obstacles
and steer the overall performance of the team towards the achievement of set goals (Katzenbach
and Smith 1993a). When the roles and responsibilities of team players are well coordinated
under a directive leadership the patients, practitioners and care givers are both likely to benefit.
In the absence of supportive leadership, teamwork can be frustrating. Poor definition of
leadership and conflicts over authority can also impair team functioning. Teams can on occasions
face problems related to unduly dominant members (Larson DG 1993). The Gold Standards
Framework has been instrumental in associating communication with high quality generalist
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palliative care delivery where well-functioning teams have used a mixture of formal and
informal meetings (Barry Quinn 2016). The meetings were meant to be held in relatively a nonhierarchical working style without much emphasis on leadership specifically, although the
hierarchy was apparent in doctor-nurse relationship.

(d) Communication
Communication, whether inter-professional or between the professional and a patient, was
described in a Swedish qualitative study as key to both execution of palliative care and optimal
team functioning (Klarare et al. 2013). Satisfactory inter-professional communication is deemed
instrumental in arriving at management decisions, conflict resolution, building trust, fulfilling
administrative tasks, advocacy, sharing of knowledge and experiences and thereby enhancing
individual and collective competencies (Klarare et al. 2013). A Swiss study shows that lack of
formal channels of communication between professionals in different care settings has led to
disharmony; for instance between primary and tertiary care levels (Liebig and Piccini 2017).

Communication challenges faced by healthcare professionals dealing with patients diagnosed
with life threatening diseases include breaking bad news, dealing with collusion, difficult
questions, uncertainty and responding to overt emotional reactions (Faulkner 1998). Individual
patient’s staff member of preference may vary from one patient to another within the team. A
study based in Libya found that the patient’s preferred staff member within the broader team was
considered to be better positioned to undertake sensitive information exchange than others
(Kurer et al. 2008). With this notion, having staff with varying personality characteristics within
the team can be perceived a strength.
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Certain team members who are better conversant in leadership, communication skills,
development of trust and team building are well equipped to serve as resourceful intermediaries
in dissonance management while offering valuable feedback and support to the fellow members
(Green 2017; Oliver and Peck 2006).

(e) Multimodal therapeutic options
The range of members forming the traditional palliative care team keeps evolving over time with
new additions. Examples from a Taiwanese context include music therapists and art therapists
who render their services that entail symptomatic relief and enhancement of quality of life of
patients (Huang et al. 2010; Lin et al. 2012). Fear of adverse effects of drug therapy (example:
opiophobia) can contribute to the reluctance of patients accepting pharmacotherapy. Patients
receiving care in resourceful settings which may include access to a range of therapeutic
approaches , provide opportunities to trial the benefit of complementary therapies such as art
therapy.

Owing to the inherent discrepancies in the training, exposure and perspectives of the diverse
professionals involved, contradictory views of the best suited therapeutic modality given the
prevalent status of a patient may exist. A study based on middle-eastern background
demonstrated that his could lead to inter-professional conflict (Silbermann et al. 2013). MDT
discussions allow space for the team members to weigh each option and arrive at consensus on
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the overall plan of management of the patients targeting their net-benefit. Good palliative care
teams respect patient-centred approach while arriving at care decisions (Gillon 1994).

(f) Overlap between roles
The designations of these distinct personnel imply their primary role in the team. Nevertheless, a
considerable overlap exists between the roles that are practically played by them. For instance,
the multi-faith hospice chaplains possess expertise in offering spiritual guidance regardless of the
patients’ religious backgrounds or spiritual beliefs. Dutch experts suggest that the fellow
members of the team who are not principally concerned with spiritual care provision must also
have a basic training in assessing spiritual distress and an overview of the nature of care a
pastoral care giver provides (Baldacchino et al. 2015; Joep Van De Geer et al. 2016). This
understanding ensures that spiritual distress will be less overlooked by healthcare professionals
and measures including appropriate referrals will be undertaken to alleviate such distress.

Where there is arbitrariness in the specific roles of individual professionals, emergence of
dissonance is not uncommon. Disputes can arise between two different professionals who claim
their sole responsibility over a particular facet of care concerning a particular patient. There
could also be instances where professionals neglect certain aspects of care assuming that another
colleague may deal with the same (Green 2017). Timely communication between team members
can prevent such occurrences.

(g) Dealing with ‘burnout’ and ‘compassion fatigue’
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Emotionally and sometimes physically overwhelming tasks handled by palliative care providers
while dealing with dying, suffering and uncertainty render them vulnerable to compassion
fatigue and burnout (Kamal et al. 2016). Burnout may have mental, emotional and physical
elements of fatigue which can undermine the professional’s interest and capacity. The proportion
of clinicians who suffer burnout mostly due to emotional exhaustion can be as high as 62% in
hospice and palliative care settings. Recent research found that conflicts within a team can also
serve as a source of stress. However, working in a team can positively influence individual
members through reinforcing interpersonal relationships, providing opportunities for
professional appraisal and sharing of experiences, responsibilities and worries (Kamal et al.
2016; Martins Pereira et al. 2011; Penson et al. 2000).

3. Economic imperatives of palliative care teams
The labour intensive nature of team approaches may raise concerns about the costs involved.
When community-based multidisciplinary palliative care team members work in collaboration
aimed at the best interests of their patients, the need for hospital based care declines. Hence, the
team approach in fact decreases the overall costs of care (Hearn and Higginson 1998). The cost
effectiveness of palliative care teams was consistently found to be impressive in contrast to
comparator groups in fellow disciplines. The community based model developed in Kerala, India
where the administrators of care are mostly trained volunteers, is an exemplary cost-effective
method of care provision that has been of proven efficacy and hence advocated among fellow
developing countries (Smith et al. 2014).
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4. Means of sustaining satisfactory care
Regular audit of practice is central to the sustenance of the quality of care provision, fair staff
contributions and stability within teams. An audit is generally aimed at evaluating the
discrepancy between current and best practice recommendations in keeping with the most recent
evidence. Organizational structure, processes for service delivery and care outcomes must be
audited by palliative care teams on a regular basis. These must be interspersed with necessary
revisions and training in order to upgrade and maintain standards and consistency of care (Hunt
et al. 2004; Fulmer et al. 2005).

Sufficient room must be provided for each individual in the team to develop and update skills
and knowledge. Case discussions, ward rounds and clinical meetings held by the MDT members
on occasions with external resource persons are some examples as to means for team
development and functioning.

Conclusions
Evidence aligns strongly with the notion that palliative care is optimally delivered through MDT
approaches. The inherent attributes of teamwork provide strengths to the quality and extent of
care provided to the patients and their loved ones, albeit with minimal yet noteworthy
limitations. The dynamics within the team can influence individual members and the team as a
whole favourably and on occasions adversely. The net effect of the supportive and maladaptive
environments created within healthcare teams largely determines the overall team performance
towards achieving the common goal of holistic patient care. The majority of perhaps inevitable
drawbacks in an MDT approach are best mitigated through communication, leadership skills and
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mutual respect. Research, clinical audits and ample opportunities for the team members for
continuous professional development are central to the maintenance of the ideal standards of care
provided by a multi-disciplinary palliative care team.

List of abbreviations
AHP

Allied Health Professional

IAHPC

International Association for Hospice
Palliative Care

MDT

Multi-disciplinary team

WHO

World Health Organization
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