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Palliative Care

WORKING IN TEAMS has been an integral part of the
philosophy of palliative care since its early days, enshrined in
its standards1 and embedded in its practice. What, then,
have we learned from this emphasis, and how transferable
are the lessons to other areas of healthcare?

Palliative care embraces a number of different frameworks
and approaches to meet the needs of the “whole” person. As
soon as we speak about the many dimensions of dying, and
aim to provide maximum comfort and support, we are
engaged in broad endeavours. Moreover, the origins of
palliative care lie in the areas of religious care and nursing,
rather than medicine,2 and palliative care draws heavily on a
broad spectrum of disciplines, knowledge, skill, experience
and creative thought.

Palliative care teams may include nurses, doctors, social
workers, volunteers, chaplains, allied health practitioners
and a multitude of other therapists. Medical science has
come to new understandings about the interplay of the
physical, functional, emotional, psychological, social and
spiritual aspects of wellbeing and more lately has supported
the development of multidisciplinary approaches.

Different models of teamwork: multidisciplinary, 
interdisciplinary or transdisciplinary?

The features of multidisciplinary teams are well understood
in current clinical practice. Professional identities are clearly
defined and team membership is secondary. Leadership is
often hierarchical. Many practitioners in healthcare teams
work as “wedges of a pie”, each with their own clearly
defined place in the overall care of the patient, contributing
their expertise in relative isolation from one another. In
many settings, this may be the practical limit of the team-
work concept.

Interdisciplinary function is generally the aim of specialist
palliative care teams, with members contributing from their
particular expertise. The team shares information and works
interdependently. Leadership is task-dependent,3 with tasks
defined by the individual patient’s situation. The analogy of
the hand is appropriate: individual digits of differing ability,
function and dexterity work together to achieve more than
the sum of the individual fingers.4

It needs to be acknowledged that team structures vary
widely within palliative care. The sole practitioner is one
extreme — hardly a “team”, but nonetheless providing a
very valuable service. This situation may exist because of
geographical constraints, or patients may choose to align
themselves with a sole practitioner, of whatever available
discipline, with (hopefully) a silent, unseen team in support.

The other extreme of team composition is the transdisci-
plinary approach4 — a team in which “role release” occurs.
Roles and responsibilities are shared and there are few
seams between the members’ functions. This means that a
team member’s particular expertise is not transparent to the
patient or the consumer. This is not a model used in
healthcare.

In the business world, organisation theory has developed
the concept of cross-functional teams,4 assembled to create
sets of skills for a particular purpose. They are comprised of
experts ready to move quickly and flexibly together; to adapt
to changing needs with a diversity of team players — in
essence, an interdisciplinary team. The synergy that is
created by these teams is beneficial to the patient, the family
and the team members. Interdisciplinary teamwork requires
the “interaction of the team to produce the final product”. It
should be able to achieve more than the sum of the
individuals involved.4 Successful teams may possess combi-
nations of skills that no single individual demonstrates
alone.

When there is some role overlap, resources are actually
multiplied and patients can have access to a multiskilled
practitioner who has learned from and been extended by
different professions and yet may suit individual patients in
terms of their primary need or personality “fit”. Family
members may need to relate to different members in the
team in order to have their own needs met without a sense of
compromising the patient’s therapeutic relationship with the
original team member.

Cross-functional or interdisciplinary teams provide a
unique forum for creative problem-solving, especially if
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every member’s contribution is genuinely solicited and
respected. Different frameworks — new ways of “seeing” —
may be the keys to resolving not only clinical but also ethical
dilemmas. These dilemmas abound in palliative care.

Cross-functional teams are flexible. People learn how to
“cover” each other, not perhaps in the most specialised
areas, but in terms of the general patient support role. There
is a sense of team responsibility for the wellbeing of the
patient. Members cover each other’s weaknesses and max-
imise each other’s strengths. Cross-functional teams are able
to make speedier responses to patient need when a crisis
arises.4 Careful documentation of explicit details and skilled
communication of the nuances of need and care contribute
to excellent care, even when decisions need to be made
quickly and at inconvenient times.

Practitioners of diverse disciplines may all play fundamen-
tal roles in complex assessment. Ideally, this is much
broader than a traditional medico-nursing assessment. If
there is a process for and expectation of collaboration, an
understanding of how each discipline might approach
“treatment” will avoid conflicting advice, timelines, and
goals. Given the different ways health professionals are
remunerated for their work, especially in private practice,
the time required to achieve these synergies may go unre-
warded.

This interdisciplinary team model works extremely well in
contexts such as mental health, rehabilitation, and aged
care, but less well in acute care, where timeframes are short,
cost considerations are paramount, and lines of liability
determine process. In contrast, referral processes between
professionals who do not truly work together can be so slow,
clumsy and burdensome that it may become easier to choose
not to refer.

Leadership

Best models of service provision and leadership for palliative
care have not yet been identified.5 In most services, teams
have evolved as funding and opportunity have allowed.
Often leadership is provided by the professional who has
been present the longest. Sometimes leadership is provided
by the sponsoring agency, not necessarily with a palliative
care focus. A recent study in the United Kingdom identified
a wide variation in services across several dimensions,
including location, management patterns and resource use.
The study highlighted problems in how teamwork is concep-
tualised and delivered.5 Some writers suggest that member-
ship of the team extends beyond the clinical team to
encompass administrative, operational and financial man-
agement staff.6 It would seem that in the palliative care
literature7 the need for teamwork is a given, but what an
optimum palliative care team looks like depends on many
contextual factors.

What have we learned?

For a team to function effectively, the members must have a
common purpose, an understanding of each other’s role and

an ability to pool resources.8 As Vachon succinctly states,
“dying patients are not the real problem”.9 This is not to
negate in any way the dilemma and effort involved in
establishing relationships with dying patients,10 but empha-
sises that the dynamics of the workplace play a major role in
a practitioner’s sense of wellbeing.

Challenges

Team conflict issues, role ambiguity, role overload, interper-
sonal conflict, inadequate communication and leadership
dilemmas are well recognised challenges to creating good
teamwork in the delivery of palliative care.3

Team conflict and difficulties can develop because of
internal or external stresses, individual issues or a corporate
problem.9 Communication, both formal and informal,
within a team is a major factor.11 A longstanding team may
become self-sufficient, or resistant to new ideas. Under-
ground communication (eg, rumour, gossip) may destroy
the trust and openness required to function as a team.
Conflict between two team members and problems such as
a dominant member, an isolated member, team factions and
team secrets12 are all potent means of disrupting team
equilibrium and function. Poor definition of authority and
individual responsibilities and roles, poor performance feed-
back processes, and reluctance to cooperate, collaborate and
compromise can all undermine a team’s capacity to achieve
its goals.

As teams grow larger, subgroups and alliances, lobby
groups and other agendas may distract the team from the
“main game”. It becomes more difficult for the whole team
to take responsibility for the quality of care offered to
patients and families. Members have less of a sense of their
participation in what a service delivers.

Such issues put great pressure on the leadership of a
service. Leadership may be provided more from a base of
clinical expertise than leadership skill. Some leaders are
better managers than they are leaders, and some palliative
care teams are comprised of several “leaders” who find it
difficult to follow. While there is much written about
leadership issues generally, research in the area of palliative
care team leadership would be useful. One is reminded that
leadership is always dependent on the relationship between
the leader and others and the context in which the task and
the process take place. Those contexts are as numerous as
they are confounding.

Benefits for the patient

The opportunity for genuine consultation and collaboration
offers great benefit for the patient. These benefits have been
an integral part of the practice of medicine for a long time,
but the concept of who has the final say when there is
conflict may still present difficulties. In palliative care, the
final decision-maker is the patient, and the patient uses
many pieces of information, many sources of support, and
their own values as a guide.
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Benefits for practitioners

Practitioners who engage in teamwork benefit from the
support and wisdom of diverse colleagues, but also need to
be prepared to be challenged and, at times, to practise
courage and humility. A challenge for specialist teams is to
support primary carers, such as general practitioners and
generalist community nurses, in caring for their patients.
Primary carers may need encouragement to work in a team.
In the early stages of working closely with others, the time
and effort required for good communication seems costly.
The dynamics of mutual inclusion are not always easy.
Communication is a core requirement to establish roles and
responsibilities. A well constructed formal summary of
assessment is a valuable basis for collaborative care. Teams
should try to develop some continuity in who interfaces with
a specific primary carer, to allow relationships and secure
referral pathways to develop.13

Benefits to specialists in other areas of care

Models incorporating shared roles and responsibilities offer
more than the sum of the competencies of the individual
team members. A true benefit of these
models is that each team member can
support and further the therapeutic
goals of other team members. Opportu-
nities for research and investigation may
multiply. The result is that the health-
care system as a whole remains respon-
sive to the changing needs of the
community it serves. It may be that, just
as palliative care has evolved over a
number of decades, the challenges of
multi- and interdisciplinary teamwork

will help with the evolution of new approaches to patient
care in broader contexts.
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