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Background: Teamwork is essential for the quality and safety of care, and research on teamwork in health care has developed rapidly in many countries. However, evidence from less affluent, non-Western countries is scarce, while improving teamwork may be especially relevant to be able to increase the quality of care in these settings. This study aims to understand the main factors that influence, and interventions used to improve, the functioning of health care teams in the context of county-level hospitals in less affluent areas of China.

Methods: We conducted semistructured interviews to explore the factors that influence team functioning and the interventions implemented to improve team functioning in these hospitals. 15 hospital presidents and 15 team leaders were selected as respondents.

Results: From the interviews, we have identified five main factors that influence team functioning in these hospitals: “stuck in the middle”, local county setting, difficulty in attracting and retaining talent, strong focus on task design, and strong focus on leadership. The interventions for improving team functioning can mostly be categorized as the following: 1) measures to attract and retain talent (e.g., increase salary, train talent in national or provincial level hospitals, and provide fast-track promotions), 2) interventions focused on monodisciplinary teams (e.g., changing the team structure and leadership, and skill training), and 3) interventions to establish and improve multidisciplinary teams (e.g., simulation training and continuous team process improvements).

Conclusion: With the introduction of multidisciplinary teams, interventions into team processes have started to receive more attention. The findings depict an overview of the main factors and interventions as specifically relevant for team functioning in county-level hospitals in less affluent areas of China and may help these hospitals benefit from additional process interventions to improve teamwork and the quality of care.
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Introduction

Health care is a highly demanding industry, which requires effective teamwork to provide high-quality care for patients. The landmark publication “To err is human” has pointed out the key role of teamwork in reducing medical errors (1). Since then, the evidence base supporting the impact of teamwork on the quality and safety of care has continued to grow. Manser’s (2) review confirms that teamwork plays a key role in preventing adverse events. Schmutz et al.’s (3) systematic review and meta-analysis more generally shows that teamwork is positively related to the clinical performance of health care teams.

Due to the importance of teamwork in the quality and safety of care, research on the functioning of health care teams has been blooming in recent decades. Lemieux-Charles & McGuire have proposed the Integrated (Health Care) Team Effectiveness Model (ITEM) to describe the relationships among team inputs (i.e., social and policy context, organizational context, and task design), processes, and outcomes (4). This model is the foundation and starting point of many teamwork studies in health care. Other researchers have focused on interventions to improve team functioning in health care. For example, Buljac-Samardzic et al. (5) have proposed four categories of such interventions in health care: training, tools, (re)design, and combinations of interventions from multiple categories. McCulloch et al. (6) have reviewed the effects of teamwork training on health care professionals’ performance and found enhanced teamwork after training, as well as improved staff attitudes, efficiency, and reductions in medical errors.

The existing evidence on teamwork in health care is, however, mostly from Western countries. Evidence from less affluent, non-Western contexts is especially lacking. This can be viewed as problematic in contexts such as less affluent Chinese areas, as the World Bank and the World Health Organization have advocated enhancing teamwork in Chinese hospitals as one of the strategies to improve the quality of care delivered by Chinese hospitals (7). This calls for research to increase the evidence base and close the knowledge base by exploring the functioning of health care teams and the interventions for improving team functioning in these hospitals, which may also be relevant for other less affluent, non-Western areas in the world.

A recent review of the evidence on teamwork in Chinese hospitals finds that most of the included studies were conducted in national and provincial level hospitals and that the evidence base for county-level hospitals and primary care institutions is scarce (8). The 17,294 county-level hospitals play a pivotal role in the Chinese health system (9). Positioned between primary care institutions on the one hand and national and provincial level hospitals on the other hand, they are required to provide an extensive variety of health services for the population of more than 498 million living in counties and county-level cities (10).

Governmental authorities and populations of counties and county-level cities in less affluent areas of China often face resource shortages that can negatively impact the health services delivery infrastructure, particularly for county-level hospitals. Thus, county-level hospitals in less affluent areas face unique context-specific challenges. The validity of existing evidence on teamwork in China’s national and provincial level hospitals in affluent areas may therefore be limited for this context. In this study, we aim to extend the understanding of team functioning and team interventions in these hospitals. More specifically, we propose the following two research questions:

(1) What are the main factors that influence the functioning of health care teams in county-level hospitals in less affluent areas of China?

(2) What interventions have been implemented by county-level hospitals in less affluent areas of China to improve the functioning of health care teams?



Materials and methods


Research method

The ITEM shows that social and policy context plays an indispensable role in team functioning, as is further emphasized by the Context-Interventions-Mechanisms-Outcome logic that explicitly captures the role of context in understanding the effects of interventions on outcomes (4, 11). Because of the scarce evidence on team functioning and team interventions in the context at hand, i.e., county-level hospitals in less affluent areas of China, and the limited validity of existing evidence in this unique context, it is necessary to construct our understanding of factors influencing team functioning and interventions to improve functioning specifically in this context rather than assuming that the known factors from research are valid. Therefore, our study is of explorative, phenomenological nature, following the constructivist paradigm and using semi-structured interviews for data collection (12–14). The reporting of this study follows the Standards for Reporting Qualitative Research (SRQR) guideline (15). The SRQR checklist is attached as Supplementary File S1.

This study was approved by the Research Ethics Review Committee of Erasmus School of Health Policy and Management, Erasmus University Rotterdam (Approval No. 21–035). Oral informed consent was obtained from all the participants before the data collection.



Interview topics

The interviews have two parts. The first part addresses the factors that influence team functioning, and the second part considers the interventions implemented to improve team functioning. Each part includes both general, open-ended questions, and more structured questions based on a list of topics extracted from the literature. The interview guide is presented in Supplementary File S2.

The topic list for the first part is rooted in an input-process-outcome-based teamwork model as also adopted in the aforementioned ITEM which forms the corresponding theoretical framework (4, 16, 17). Within this framework, we specifically consider the “social and organizational context” and address the specificities of the less affluent county settings and China’s ongoing national health reforms.

Team composition and individual characteristics are important team inputs that are well researched in China but not for county-level hospitals (8). These inputs therefore need to be explicitly addressed. The Chinese culture emphasizes the hierarchy in organizations (18, 19), which implies that “leadership” is an important teamwork input and process worthy of special attention. Finally, we are especially interested in exploring team processes, as they have thus far received little attention in Chinese health services research on teamwork (8).

The topic list for team interventions studied in part two contains the aforementioned categories “training”, “tools”, and “(re)design” (5). Furthermore, as the Chinese government promotes the development of multidisciplinary teams (MDTs) and requires county-level, provincial level, and national level hospitals to establish MDTs, MDTs receive special attention within the category “(re)design” (20).



Inclusion criteria and sampling

We consider a hospital to be a county-level hospital if it is located in a county or in a county-level city in China. We consider a county or county-level city to be less affluent if its GDP per capita level was below the national average in 2020, i.e., 72,447 Chinese Yuan (10,154 US Dollars) (21). We initially selected 15 county-level hospitals from areas thus identified as less affluent by purposive convenience sampling with the aid of the Health Human Resources Development Center of the National Health Commission of China and the Health County Media (22). The research team has no direct connections with these studied hospitals. In addition, the first author is from China and has worked as a health care professional in China for several years, so he well knows the Chinese health system and the context of this study, which will be helpful for conducting the study and analyzing data.

From each county-level hospital, we intended to interview the hospital president and one team leader who was in turn proposed by hospital senior management. The reason for enrolling hospital presidents and team leaders is that they, as both health care professionals and managerial personnels, most clearly know the influence of the unique context (i.e., county-level hospitals in less affluent areas of China) on team functioning and will provide the most valuable perspectives for this study. Data saturation determined the final sample size as we checked for saturation (i.e., all relevant themes were identified, and the same themes repeatedly emerged.) after conducting interviews with the respondents from hospitals in the initial set (23, 24).



Data collection

Ultimately, 30 interviews were conducted via WeChat voice calls between September and December 2021. These interviews lasted from 38 min to 79 min and were recorded for further analysis. The first author transcribed all the audio-recordings in Chinese, translated 5 Chinese transcripts into English to be used for the independent coding process and alignment of the codes between the first and second author, and pseudonymized them to protect participants’ privacy.



Data analysis

A thematic analysis was conducted via the software Atlas.ti and Microsoft Excel to generate codes and themes (25). The data analysis is characterized by a combination of an inductive and deductive approach (26, 27). The first and second authors independently analyzed and coded the English transcripts. While the interview questions were partly based on theory, we primarily used open coding in the data analysis (following an inductive approach). During the coding process, the first and second authors first familiarized themselves with the transcripts and created preliminary codes. Thus, these codes primarily emerged inductively from our data. Further synthesis of the codes also adopted a deductive approach when interpreting and reflecting from the perspectives of the theories used to generate the interview guide (4, 5, 16, 17).

After the preliminary coding process was finished, the first and second authors compared and discussed dissimilarities in their independent codes until consensus was reached. Then, the first author continued analyzing and coding the remaining Chinese transcripts based on the preliminary codes. After the coding for all transcripts was completed, discussion took place again between the first and second authors to resolve any issues with the codes. Next, themes were derived from these revised codes and subsequently merged into several overarching themes. These overarching themes were discussed and revised multiple times among all the authors in the process of data synthesis and developing the results section until consensus was reached. This triangulation of researchers ensures the rigor, credibility, and reliability of the study.




Results

The data obtained during part one of the interviews, which addresses the first research question, yielded five main factors that influence team functioning in county-level hospitals in less affluent areas of China. These main factors are “stuck in the middle”, local county setting, difficulty in attracting and retaining talent, strong focus on task design, and strong focus on leadership. The results for part two which addresses the second research question on team interventions are presented subsequently. The overview of the results is shown in Figure 1. Dash lines and arrows indicate the connection between the ITEM and the findings of this study.
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FIGURE 1
 Overview of the results.




The main factors that influence team functioning


“Stuck in the middle”

From the interviews, we learn that county-level hospitals are viewed as “stuck in the middle” between primary care institutions on the one hand, and national and provincial level hospitals on the other hand. Primary care is seen as the main point of access for patients with mild diseases, whereas patients with more severe and complex conditions prefer to visit national or provincial level hospitals. County-level hospitals are, however, expected to contribute to servicing both types of patients, which puts them in a difficult position.


“There is a very important responsibility for county-level hospitals. We have to treat not only common and frequently occurring diseases but also emergency cases and critically ill patients.”
 

Moreover, the reputation of county-level hospitals is perceived as poor, which further exacerbates the difficulties in attracting patients and continuing providing health services for severe and complex patients.


“Many patients who are critically ill, such as with cancer, have been more willing to visit national or provincial level hospitals instead of staying here.”
 

As a consequence, health care professionals in county-level hospitals have few opportunities to practice all of their discipline-specific clinical skills, which makes it hard to maintain or improve the abilities of health care teams to provide appropriate care for complex cases.


“Patients, such as those with tumors, will go to the hospitals in the prefecture-level city or even Beijing and Tianjin when they are diagnosed with tumors. You cannot retain such patients, so it is difficult to improve the clinical skills of the team.”
 

Another consequence brought by the poor reputation of county-level hospitals is the lack of revenue. As county-level hospitals mainly earn their income by providing patient care, their poor reputation may negatively impact patient volumes and subsequently available financial resources. This inhibits these hospitals from buying necessary equipment for health services and can negatively impact the salary budget. When this translates into lower salaries, fewer professionals, or both, it can in turn negatively impact team functioning, health services provisioning, hospital reputation, and income, causing these hospitals to feel even more stuck.


“The insufficiency of funding is very normal. …… First, …… you cannot carry out some health services without necessary equipment, so you are not able to treat patients. Another thing is the motivation and incentives. …… If you cannot provide enough salary, staff are not able to work well as they need to live and support their families.”
 



Local county setting

Our respondents tell us that county-level hospitals are located in specific local county settings. These areas are typically more mono-cultural than China’s big cities and have their local customs, norms, values, and dialects. Furthermore (close) interpersonal relationships are likely to exist outside of work among staff of county-level hospitals because counties and county-level cities are relatively small. The shared cultural background and social relations facilitate communication and teamwork, according to the respondents.


“A good thing is that this is a small place, so everyone is familiar with each other. There are many social relationships behind us. … Therefore, various communication modes exist in a team.”
 

However, these local county characteristics can cause integration difficulties for nonlocals, as they may have different working habits or struggle to understand the local dialect. Rather than creating an open environment for “outsiders,” county-level hospitals are often prone to recruiting local professionals.


“We mainly recruit local employees whose families and social relationships are in our county. These employees can adapt well to our local culture and customs. Outsiders really do not fit in.”
 



Difficulty in attracting and retaining talent

As a result of the two aforementioned factors, most county-level hospitals have experienced difficulties in attracting and retaining talent. Talented professionals are reported to be likely to leave as they find it difficult to improve their clinical skills due to the lack of complex cases. The aforementioned limitations in salary budgets may further add to these challenges and cause talented professionals to seek alternative employment elsewhere.


“There are not many patients for some disciplines, for instance, pediatrics and oncology. Then, it is hard to improve the clinical skills. The salary is also low. Therefore, they will resign.”
 

Moreover, the less affluent character of the county context has further exacerbated the talent insufficiency beyond the aforementioned salary limitations.


“Then, the living condition is also a key consideration, for example, children’s education. Nearly all the aspects here are worse than those in big cities.”
 

In this case, the lack and loss of talent hinder the influx of new knowledge and skills into the health care teams in county-level hospitals, which in turn impedes effective communication between team members.


“If the degree level of a team is too low, the acquisition and renewal of the state-of-the-art medical knowledge is limited. This will hinder the communication within a team as no one understands the latest knowledge.”
 

To change this situation, county-level hospitals have taken measures in recent years to recruit young talent (The specific measures will be discussed later when reporting interventions). As a consequence, an increasing number of young health care professionals appear in county health care teams, increasing intergenerational interactions with both positive and negative consequences.

Different respondents stress the harmony and energy that young health care professionals bring to the teams, which increases the vitality within teams and is beneficial for the interaction between these team members.


“Most of the team members are young. They are energetic. The atmosphere within the team is harmonious. Therefore, it is easy to arouse their enthusiasm for work.”
 

Some older doctors are willing to teach and support their young colleagues, improving their clinical skills and the cohesion and communication within teams.


“Young doctors are less experienced. Then, the older doctors teach them. … This is the mode of teaching and helping. Everyone feels happy to work on the team. The whole team is also harmonious.”
 

However, not all older doctors are cooperative. Some feel threatened by these young professionals and refuse to share their knowledge and support their younger colleagues. As a result, these young health care professionals may experience difficulties integrating and be more likely to leave.


“A team recruited a professional with a high degree. The older staff on the team felt threatened and did not support the professional’s work. This young talent found himself unable to use his knowledge there, so he finally left.”
 



Strong focus on task design

From the interviews, we learn that most health care teams in county-level hospitals are monodisciplinary and adopt a monodisciplinary basis for the task design within the teams.

Our respondents especially emphasize the importance of disciplinary clinical skills, team composition, and role clarity with respect to task design. Moreover, most respondents believe that clinical skills positively impact team performance.


“It is sure that if the health care professionals’ clinical skills are better, this team will function better.”
 

An appropriate team composition, for example regarding educational background and seniority, is perceived to be beneficial for team functioning by most respondents as every health care professional in the team is seen to have a well described specific role.


“The team composition is very important. The ideal status is that old, middle-aged, and young staff should all be involved in a team. It is very helpful for team functioning.”
 



Strong focus on leadership

In addition to the importance of task design elements, most respondents also stress the pivotal role of leadership in team functioning. Team leaders must be regarded as leading experts in their field, with excellent clinical skills, for a team to function well.


“As a team leader, he or she must be a leading expert of the discipline. Namely, his or her clinical skills are very good. If every decision and each step arranged by the team leader is reasonable, the team members will firmly support his or her leadership.”
 

Furthermore, team leaders’ individual characteristics and leadership skills are seen as crucial to ensure high-quality team functioning.


“First, a team leader should have foresight; otherwise, the team planning will be influenced. Second, he or she needs to possess executive ability. … Third, a team leader must be fair, or the team will not be cohesive. Fourth, decisiveness, which is part of decision-making, is needed for a team leader.”
 

In addition, some of the respondents mention the crucial role of hospital management in team functioning. They not only monitor team functioning but are also involved in resolving operational issues and in introducing interventions.


“The hospital administrators usually visit each health care team. … Staff can report issues to the hospital president via WeChat or telephone. Then, these issues will be solved.”
 

Despite the importance of a clear hierarchy and strong leadership, most of the respondents do not think there is a substantial power distance within teams in county-level hospitals. This relates to the shared backgrounds and social ties between the team members.


“Although the team leaders have some power and managerial ability, the power distance in our area is not that high. All the team leaders get along with team members in real daily life, so there is no barrier to the communication between team leaders and team members.”
 

In particular, young leaders are seen as more open-minded and willing to listen to others.


“The team leader and the doctors on the team are young, so there is no barrier to the communication between us. … When team members raise the issues they find, it helps the team develop or even helps the team leader better manage the team. We need to adopt their good suggestions.”
 

Furthermore, a few respondents even state that managerial delegation is encouraged and supported by team leaders and seen as beneficial for team functioning.


“A good team is a team on which everyone participates in management under the supervision of the team leader. … We have taken some measures, for example, assigning some administrators for quality control, nosocomial infection control and team operation. These people can help the team leader better manage the team. … On some specific things, team leaders do not know better than the team members.”
 



Interventions for improving team functioning

County-level hospitals have implemented different interventions to improve team functioning as addressed in the second part of the interviews. These interventions can be synthesized into three categories: measures to attract and retain talent, interventions mainly focused on monodisciplinary teams, and interventions to establish and improve MDTs.



Measures to attract and retain talent

Facing the difficulty of attracting and retaining talent, most county-level hospitals have taken measures to reverse this situation. These measures include increasing talent salaries, sending staff to learn clinical knowledge and practice their clinical skills in national or provincial level hospitals, and promoting them to a higher professional title or managerial position at an early stage. Together, these interventions are intended to make county-level hospitals more attractive for recent university graduates.


“If this young recruit is full of positive energy and good at every aspect of his or her job, we will promote him or her to a managerial position to stimulate his or her enthusiasm for work and let him or her see the hope to work here.”
 

Interestingly, one of the hospitals in our study has introduced a form of unified personnel management to attract talent from primary care institutions. Well-performing professionals from primary care institutions have the chance to be promoted to this county-level hospital while at the same time poorly performing professionals from the county-level hospital are considered to be reemployed in primary care. This human resource management practice is perceived as effective.


“Staff from primary care institutions can compete for the opportunity to work in our hospital. … This mode gives these staff the hope to work in better hospitals and improve their quality of life. Meanwhile, the staff in our hospital feel a sense of crisis. If they do not work well, it is also possible for them to work in primary care institutions.”
 

Respondents have not been able to present evidence (beyond anecdotal evidence) on the effectiveness of any of the interventions to recruit qualified staff and mitigate their willingness to leave.



Interventions regarding monodisciplinary teams

County-level hospitals display a preference for interventions on task design, in particular for leaders, to improve the performance of monodisciplinary teams. These interventions, for instance, include changing the roles of team members, changing leaders, and inviting experts from national or provincial level hospitals. In addition, interventions include the improvement of task related skills such as clinical skills and managerial skills.


“If a team leader cannot help the team function well, … we will change the team leader. … We have successful examples. Some teams have obviously functioned much better after we changed their team leaders.”

“We usually organize training around clinical skills. For instance, cardio-pulmonary resuscitation, …, and emergency tracheal intubation. … It is very effective.”
 



Multidisciplinary team (MDT) establishment and related interventions

County-level hospitals have come to realize that the conventional monodisciplinary setting does not meet the demands of the increasing volumes of patients with complex, critical, conditions. These multimorbid conditions especially need the expertise of multiple specialties. Furthermore, the Chinese national health reforms stipulate that county-level hospitals have to establish MDTs to improve the quality of care for emergency patients and critically ill patients by introducing five MDT centers, i.e., chest pain center, stroke center, trauma center, critically ill maternal treatment center, and critically ill neonatal treatment center (20). County-level hospitals have taken up the establishment of MDTs for these centers to improve the consultation for complex cases (e.g., oncological patients) and to ensure integrated care for common conditions that require the involvement of multiple specialties (e.g., diabetes and hypertension).

As was the case for the monodisciplinary teams, task design elements regarding clinical skills, team composition, and hierarchy are stressed to be of importance for the functioning of MDTs. For example, multidisciplinary consultation teams often have a fixed composition (i.e., chief physicians and deputy chief physicians) to ensure the quality of consultation. Likewise, the leader of the core discipline of an MDT center reportedly always leads the multidisciplinary collaboration within the center. In multidisciplinary consultation teams, the most experienced doctor is typically appointed to lead and integrate the views of the team members from various disciplines.


“Take the chest pain center as an example. The main discipline of this center is cardiology. The leader of cardiology, who is also the leader of the chest pain center, is responsible for arranging everyone’s work within the team. Other team members are in a cooperative position and should follow the team leader’s arrangement.”
 

Experts from national or provincial level hospitals may be invited to help make final decisions when the team leader is not able to deal with divergent opinions within the MDT due to the limited knowledge and clinical skills in county-level hospitals.

The newly built MDTs also bring new challenges for teamwork, especially regarding collaboration. For instance, some health care professionals are reluctant to work with those from other disciplines. Therefore, in some of these cases, county-level hospitals have organized training to increase staff awareness of MDT collaboration.


“These doctors and nurses have received specialized MDT training. Their thinking is unified, and they have awareness of MDT collaboration.”
 

The multidisciplinary collaboration difficulties have caused hospital management to initiate interventions targeting the improvement of team processes (e.g., communication, collaboration, and coordination) rather than intervening in task design. Simulation training is frequently reported with the purpose of promoting the coordination and collaboration within MDTs. Most respondents perceived teamwork improvements from simulation training.


“After the operation of the MDT and simulation, the communication and coordination between disciplines improved. … Another thing is that doctors’ and nurses’ clinical skills have also improved. … Now, they also have knowledge of other disciplines; their capabilities in their basic clinical work to treat patients have improved.”
 

Furthermore, there were reports that hospital management implemented continuous improvement of MDT processes after simulation training and the initial implementation of MDTs. Shared leadership and decision-making are seen to contribute to such process improvement.


“This is a process of gradual optimization. After the MDT collaboration, … we usually discuss the existing issues. Everyone expresses their opinions on how to optimize the procedures and workflows, how to save time and how to improve efficiency. This is what we are continually improving.”
 




Discussion

In this study, we aim to understand the main factors that influence team functioning and the interventions implemented to improve team functioning in county-level hospitals in less affluent areas of China.

These main factors are covered below following the logic of the synthesis presented in the results section. For each of the factors, we additionally discuss whether they can be viewed as facilitators, barriers, or both. The main interventions and their associated barriers are discussed next.

Respondents’ views on the factors regarding the contextual setting of the studied hospitals (i.e., the intermediate position in the Chinese health system and the local county setting) indicate that the contextual setting may bring both barriers and facilitators.

The context-specific barriers mostly relate to resource shortages such as staff shortages, lack of equipment, and insufficient funding. These resource shortages have been reported for hospitals in other low-income and middle-income countries and are seen as a barrier to health care delivery (28–30). Personnel shortages are also reported in rural areas in high-income countries (31, 32). Our results confirm that these context-related resource shortages may negatively impact health care delivery and additionally show that they may exacerbate the personnel and financial shortages. Moreover, the relatively poor living conditions provided by the less affluent settings can cause young staff to leave. All these barriers negatively influence team functioning in county-level hospitals and can cause them to be stuck even deeper between primary care and provincial and national level hospitals.

At the same time, our results reveal that the local county setting can facilitate team functioning in county-level hospitals due to the strong sense of community and shared local culture and values. This confirms previous evidence from rural areas in other countries (33, 34). These local idiosyncrasies can enhance the communication between local team members in county-level hospitals. However, we also find that local culture and values can turn into a barrier when “outsiders” may perceive it as difficult to integrate and subsequently are more likely to leave.

From the findings, we know that Chinese county-level hospitals have implemented various interventions to overcome these barriers. Fast-track promotion (i.e., promoting talent to a higher professional title or managerial position at an early stage) aims to attract and retain talent as it provides a faster career path in comparison to national and provincial level hospitals. The resulting influx of young talent may bring intergenerational differences to health care teams. The emergence of these differences was found to be a barrier and a facilitator, depending on the attitudes of older health care professionals toward their younger colleagues. We present suggestions for overcoming intergenerational barriers below when discussing interventions into team processes.

The medical treatment alliance initiated by the Chinese authorities helps county-level hospitals overcome resource shortages and improve team functioning by training staff in national or provincial level hospitals and inviting experts to support county-level hospitals (35). Our respondents provide little evidence on the effectiveness of such interventions yet, which therefore is an interesting area for future research.

The scientific literature provides suggestions for other interventions that thus far appear to have been disregarded. The integration of “outsiders” can, for instance, be promoted by diversity awareness training for team leaders and team-building exercises for team members (36, 37). Such interventions can more generally contribute to building a cohesive and inclusive organizational and team culture that facilitates attracting and retaining “outsiders” to advance hospital performance.

Our results on team interventions show that county-level hospitals prefer interventions to improve technical skills and interventions in team structure to improve team performance, especially for monodisciplinary teams. A recent systematic review on teamwork in Chinese hospitals also shows a preference for training clinical skills and redesigning team structure (8). Based on the ITEM, both technical skills and team structure belong to task design (4). It may then be noted that the identified preference to intervene in task design in Chinese county-level hospitals contrasts with the predominant focus of Western hospitals to intervene in team processes, which more frequently involve simulation training and crew resource management training and use tools for promoting and facilitating communication (5).

One explanation for this difference is that team processes such as communication and collaboration are not perceived to require improvement interventions because of the shared cultural background and close social relationships among team members. Moreover, the “collectivist” values of Chinese organizational culture may naturally facilitate cooperation within teams, thus reducing the (perceived) need to improve processes (18, 19).

Another explanation may lie in the cultural differences between China and Western countries. Chinese culture emphasizes hierarchy in organizations (18, 19), which helps clearly define the hierarchy and leadership within teams and subsequent top-down communication. As a result, teamwork problems are preferably resolved by changing the team leader or team structure rather than by intervening in team processes.

Despite the emphasis on task design interventions, team process interventions can still be valuable when issues in team processes appear to be rooted in team structure. For example, interpersonal conflicts may occur due to the intergenerational differences in values, personality, and behaviors brought by the influx of young staff, as discussed above (38–40). The literature summarizes a number of interventions for relieving such conflicts, for instance, reframing intergenerational differences, organizing team building activities, providing equal development opportunities for all generations, and facilitating communication by using other generations’ language (41, 42). To avoid and resolve potential intergenerational conflicts within teams, county-level hospitals may learn from these interventions and develop their own tailored interventions.

As the Chinese health reforms are deepening, the Chinese government has promoted “Patient-Centered Care” and advocated the establishment of MDTs in Chinese hospitals to address patients’ multimorbidity (7, 20). Successful implementation of MDTs can promote desired team and patient outcomes, such as increased team innovation capacity, reduced incidence of adverse events, and improved staff and patient satisfaction (43, 44). Compared to monodisciplinary teams, newly built MDTs were found to exhibit distinct features and confront new barriers for which different (types of) interventions are implemented.

Our findings show the difficulty of collaborating across disciplines surfaces as a main barrier to MDT effectiveness. This difficulty might be rooted in the traditional Chinese value “collectivism,” which causes professionals to commit to and behave more cooperatively with the “in-group”—their discipline—and show a corresponding tendency to disregard those outside of the “in-group”—staff from other disciplines (19, 45–47). Although MDTs are a new “group” gathering health care professionals from many disciplines, staff may continue to consider professionals from other disciplines as “out-groups” and thus be reluctant to collaborate with them in MDTs. The literature provides further evidence that language barriers between disciplines and conflicts across disciplines can form barriers to MDT collaboration (48–50).

Our results indicate that these barriers to MDT collaboration have prompted an interest in team processes, and county-level hospitals have started to implement team process interventions to improve MDT functioning. From the findings, we know that Chinese county-level hospitals have organized simulation training to promote the coordination and collaboration within MDTs. Moreover, hospital management has initiated corresponding continuous improvement of MDT processes.

The shared leadership and decision-making in such continuous improvement further strengthens our finding that the low power distance is perceived to be low in county-level hospitals, which is seen as conducive to effective teamwork by the respondents.

These interventions are broadly in line with the recent international literature on team processes and the positive impact of improving team process elements such as communication, collaboration, coordination, and decision-making on the effectiveness of MDTs (43, 51, 52).

Our findings on the main factors that influence team functioning and team interventions in county-level hospitals in less affluent areas of China may be generalized to other less affluent, non-Western contexts. However, as specific Chinese cultural traits appear to be embedded in our findings, the external validity in the aforementioned contexts may be limited.



Limitations

There are some limitations of this study. First, all respondents have managerial roles, and we did not enroll other health care professionals. Hence, those professionals’ perspectives on team functioning are not included. Second, we selected 15 hospitals to advance the understanding of team functioning in county-level hospitals in less affluent areas of China. Larger-scale studies can provide a stronger evidence base for team functioning in county-level hospitals. Third, as we did not enroll participants from primary care institutions, national or provincial level hospitals, or hospitals in more affluent areas, it remains unclear to what extent the identified factors and interventions are specific to county-level hospitals in less affluent areas of China. Fourth, this study focused on the main factors and interventions to be particularly relevant for county-level hospitals in less affluent areas of China. Therefore, it does not provide a general analysis of teamwork and team functioning in these hospitals. Last, this study focused on factors and interventions that were commonly reported and has not analyzed differences between county-level hospitals, which may therefore be an interesting direction for future research.



Conclusion

The specific contextual features and the focus on task design and leadership influence the functioning of health care teams in county-level hospitals in less affluent areas of China. There is a strong preference to intervene in team structure and leadership to improve team functioning. Due to the integration difficulty for “outsiders,” intergenerational interaction and the establishment of MDTs, process interventions are likely of additional benefit for county-level hospitals to improve team functioning and the quality of care. Recent initiatives in this direction are a promising area for practice and scientific research, strengthening the evidence base.
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