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DEVELOPING A SHARED LANGUAGE FOR SHARED WORK —
C O L L A B O R AT I O N I N I N T E R P R O F E S S I O N A L T E A M S
This is the last in a series of four articles on improving collaboration in healthcare. We will describe
practical tools to enhance institutional performance through better collaboration—toward the primary
goal of providing better patient care.
Earlier in the series, we defined collaboration as an ongoing, systematic, strategic process that results
in a whole that is greater than the sum of its parts — a process fast becoming a business imperative as
our country redesigns healthcare delivery. Clinical teams in hospitals have always worked together on
patient care. But today, the push for value-based care and new metrics for clinical quality, appropriate
care, cost, access, and patient satisfaction are combining to raise the bar for effective collaboration.
As a result, interprofessional teams are becoming more common in acute care hospitals, and clinicians
are increasingly communicating across departmental silos and between and among the various parts
of the care continuum.
While team-based care can be better care, there is more risk associated with teams. Team dysfunction
on units can ripple through healthcare organizations and impact outcomes at all levels, especially when
new systems complicate traditional roles, accountability, and responsibility. So how can teams learn how
to collaborate to move beyond the time-honored systems that historically dictated who does what?
Improving the Effectiveness and Performance of Interprofessional Teams
In diagnosing and treating patients, interprofessional teams can bring a potent combination of
individual expertise directed toward a collective end — coordinated, high-quality care. The same
set of core competencies are required of interprofessional teams regardless of whether they are
utilized in a hospital or by a physician group. Clinical, financial, and operational skills are all essential
to ensure that the institution functions as a whole that is greater than the sum of its individual parts.
Consider the following example:
• An academic medical center developed a strategic plan to differentiate itself in cancer care. The
problem: the pillar of its cancer service was a poorly functioning Breast Care Clinic (BCC). The
issues in the Center showed up in several ways: patients were frustrated by wait times, clinicians
were disengaged, performance metrics were low, and leadership disagreed about what needed
to be done to reorganize. The unifying goal driving the team’s work was, as the Associate Medical
Director said, “My mother and my wife should actually want to come here for their breast care.”
An analysis of the BCC showed a significant lack of clarity around authority and accountability. This
uncertainty left BCC staff confused and frustrated. Who does the BCC Director report to? What is
the authority of the Chair of Radiology? These and other questions drove the work to improve the
performance of the leadership team and the entire BCC.
Teams fail when it is unclear whether or how they should participate in a process. In complex situations
in a hospital, uncertainty about substance (What is clinically needed at this point?) can get mixed
with uncertainty about process (Whose patient is this?). In such situations, either politics dominate
substance (I am not senior enough to “call out” the Attending) or conflict is avoided and suboptimal
choices are made.
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A Tool for Productive Collaboration: Decision Charting
Decision Charting has been proven to exponentially improve team collaboration and performance. The
process begins by identifying critical decisions where confusion exists, and assigning the following
roles to each team member in a “Decision Chart”:
A – Approve the decision
R – Responsible for staffing the decision (pull together people and resources to make a recommendation)
C – Consult to the decision before it is made
I – Informed about the decision after it is made
Team members complete charts independently, based on how they see each individual as being
currently involved in a decision, and how they should be involved in that decision in the future. The
data is compiled and analyzed. The group reviews the most critical decisions where disagreement
exists, and builds a shared view of who should be involved and how going forward. This process
streamlines teamwork by creating a common shorthand for future decisions (I have the “R” here) and
depersonalizes conflicts by using roles instead of names. It ensures accountability and increases
effective communication among individuals and team members.
Below is an abbreviated example of a completed and analyzed Decision Chart from the BCC. Two
decisions are listed on the left, with six “roles” at the top. The percentage represents respondents who
assigned a role to a stakeholder:

In the second decision, “the decision to hire a new Cancer Director,” it’s clear who has the ‘A,’ but no
one has the ‘R’ — which meant no one knew who would recruit, review, and nominate a candidate for
the EVP of Health Affairs to consider.
Decision Charting became a shared language to build interprofessional relationships and clarify roles
for the entire BCC. Debating and mapping out potential roles made potentially difficult conversations
more concrete, transparent, and less interpersonally risky. The Decision Charting work improved
both patient care and bottom line performance for the BCC. Wait times for diagnostic mammogram
appointments improved, decreasing the number of days to a visit by 89%. Outpatient revenue
increased by 44%. More effective collaboration was credited for producing these results, and the BCC
is now a major contributor to the institution’s success.
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Conclusion
In this four-part series, we identified attributes of effective collaboration, then examined how
partnerships at different levels within and among healthcare organizations can create a whole
greater than the sum of its parts.
• Our first segment introduced “the collaboration dilemma” — the fact that the very differences
that can create value can also destroy it. When parties commit to understanding and integrating
different points of view, the results are a better overall outcome.
• The second installment focused on collaboration across institutions, a growing imperative with
the increase in mergers, acquisitions, joint ventures, and alliances. Identifying “gives” and “gets”
— what an organization needs and what they can offer in return — will help partners more quickly
assess the long-term viability of arrangements and shape collective goals.
• In the third segment, we discussed how to foster collaboration between physicians and
administrators: by listening to and understanding physician resistance and using it to shape
effective strategy, and by creating “productive pairs” that rely on mutual influence and ensure
institutional support for change. With methods like these, health systems can shift to delivering
quality and value together.
• This piece described how to build a shared language to clarify decision-making in
interprofessional teams, laying the groundwork for more complex and fluid collaboration.
We hope the stories and resources we shared in this series will help you collaborate more effectively
in the emerging healthcare landscape, whether it be with clinical partners, within your institution, or
across alliances.
For more information on this topic or related materials, contact CFAR at info@cfar.com or
215.320.3200, or visit our website at http://www.cfar.com.
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