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Introduction

Teamwork

A group of individuals is not a team

DO YOU WORK on a team? For most of us, that’s as banal a question as you’ll get.

People in all walks of life talk about the importance of teamwork. In sports, it’s the difference between winning and losing. At Fortune 500 companies, teamwork builds trust and fosters creativity, collaboration and risk-taking. In journalism, teamwork reduces errors and increases engagement with readers, radio and podcast listeners, and TV viewers.

A team may begin as a group of individuals who have different skills and experience and come from different backgrounds. But a group is not a team. To be a team, these individuals must be interdependent in terms of knowledge, abilities and the materials they work with. And they must work together to achieve a shared goal.

Many of us believe we work in teams because we work in groups. Sports franchises may be stacked with superstars yet never compete for the championship because they are no more than a group of talented individuals bent on pursuing individual awards. Other teams are made up of more mediocre talent yet win titles consistently because they set aside individual achievement in favour of team goals. With professional sports teams, the whole may be much more successful than the sum of its parts.

Team players leverage the talents of individual members. They complement one another. They help each other realize their true potential and create an atmosphere that encourages everyone to do better.

You don’t have to play professional sports to know what I’m talking about. At your office, the people you work with constitute a group and not a team if they spend most of their time competing against one another for attention, plum assignments and accolades. It’s not a team if only some members are acknowledged at meetings. It’s not a team if the leader shuts down discussion when members ask difficult questions about departmental goals and strategies. It’s not a team if regular meetings are the place where intriguing ideas go to die.

Once a pattern of anti-teamwork is established, it becomes a vicious cycle. You develop interpersonal habits that inhibit teamwork. You’re insecure about the achievements of others because they are not seen as team achievements. Instead of teammates, you see rivals. At meetings, you want to outshine them. If that means criticizing others or snuffing out even helpful suggestions, so be it.

You may be thinking this is just the way things are, but you’re wrong. Team-spiritedness can be kindled, but it requires conscious effort and a leap of faith.

Recently, I went to a story meeting for White Coat, Black Art, the CBC Radio show I’ve hosted for fifteen years. The show mixes field pieces with studio interviews that revolve around the experience of patients, their loved ones and health professionals in the context of modern medicine.

Everyone is supposed to come to these weekly meetings with new and fresh ideas for stories. They prep for the meeting by scouring news sources and by working their contacts for ideas, which they then pitch to the group. In a team culture, the other members of the team ask questions that sharpen the focus and help refine the pitch into a decent story idea for the show.

That’s the theory. In practice, these meetings may reveal cracks in team cohesion. For one reason or another, story meetings can be showcases for rivalries within the group. There are many reasons for this, but the big one in my opinion is the tendency to fret about mistakes, to single out shortcomings while failing to recognize the unique talents and contributions of everyone on the team. In that sort of culture, everyone gets a meagre ration of praise until one mistake or another knocks them down a peg or two. It makes group members sensitive to criticism and defensive at story meetings. And it’s for that reason that they become reluctant to make comments and suggestions. The team begins to fail.

As the only physician in a room full of journalists, my own insecurities have often made me wary of being contradicted on medical facts. I carried that insecurity into a recent story meeting with my team. For some time now, Canada has experienced a severe shortage of acute care nurses who work in emergency rooms (ERs), operating rooms (ORs) and intensive care units (ICUs). The shortage and the reasons for it have attracted lots of news coverage. Our show producer wanted pitches for stories that showed the impact of nurse shortages on the healthcare system.

I had heard about a small hospital in rural Ontario at which a shortage of ER nurses meant the hospital’s CEO had to close the ER for most of a holiday weekend. My pitch was to do a field piece in which I visited the hospital to interview the CEO and the people working there.

“You aren’t interviewing a nurse,” said one of the producers, after hearing my proposal. “This is a story about nursing shortages, and you aren’t interviewing a nurse.”

The meeting fell silent.

To me, it felt like the moment in the Hans Christian Andersen story The Emperor’s New Clothes when the child cries out that the emperor is naked. I could feel my face flushing with embarrassment and my thinking frontal lobes being taken offline. I was acutely sensitized to the producer’s comment because it was the second time recently that she had raised an objection in a still, small voice that seemed to pack a wallop.

Later in the book, I’ll show you a technique used by comedy improv partners to support one another onstage. Intentionally or not, the objection raised by the producer was not constructed to support my idea.

The thing is, up until that meeting, the producer and I had worked quite well together, which made these perceived critical barbs surprising. So surprising that in the first instance, I was unable to respond. But on this second occasion, something very different happened. In addition to feeling embarrassment, I kept my higher centres functioning by being curious.

I remembered the times when the producer and I had worked well together. Recently, the show had changed leaders. Perhaps the barb was less about sending a message to me and more about showing the new leader that she was capable of critical thinking.

“I know that it’s important to get the viewpoint of nurses when doing a story about nursing shortages,” I replied. “That’s a great story idea that I dearly want to do on the show. But the leader asked us to pitch stories not on the nursing shortage and reasons why but on the impact of nursing shortages.”

Then I uttered three words that I had never used before in a story meeting.

“Tell me more,” I found myself asking. Those three words disarmed the barbs by asking for the critical thinking behind them. The producer began to elaborate on the original criticism. Instead of feeling threatened, I expressed appreciation to her for anticipating criticisms we might get from our listeners and from nurses. We began to support one another. We recognized one another’s gifts. We became a team.

As you’ll find out later in the book, the words “Tell me more” are part of a team-building technique called Visual Thinking Strategies (VTS), which creates a safe structure that empowers all members of the team to contribute to meetings.

* * *

I’VE SPENT CLOSE to four decades as a front-line emergency physician. When it comes to teamwork, healthcare is a special case, and I know a fair amount about modern medical culture. Almost every head nurse, dean of medicine or hospital executive I’ve met uses lofty rhetoric to extol the virtues of teamwork.

“Today’s healthcare organizations are filled with skilled, multigenerational, and culturally diverse interdisciplinary team members,” wrote Charlotte Davis, a surgical-trauma ICU nurse educator and clinical adjunct faculty member at Clayton State University, in a 2017 article for Nursing Made Incredibly Easy! “Although each specialty has a specific focus, we all share a unified goal: We want both the patient care experience and our work environment to be positive. To ensure that patients are satisfied during their healthcare encounter, we must embrace a teamwork approach to care delivery.”

People in healthcare constantly talk up the benefits of teamwork while failing to comprehend what that means. This manifests itself in many ways.

For example, ask different health professionals about the team-spiritedness at hospitals and you will get some very different answers. Dr. Martin Makary and colleagues found that out when they surveyed operating room personnel at sixty hospitals across the United States for a study published in the Journal of the American College of Surgeons in 2006. Surgeons rated the quality of collaboration and communication by fellow surgeons as “high” or “very high” 85 percent of the time. Nurses, on the other hand, rated their collaboration with surgeons as “high” or “very high” just 48 percent of the time.

Clearly, there’s a disconnect between surgeons and nurses. Some of that may be due to some misconceptions about teamwork that need to be clarified.

In a high-performance cardiovascular operating room, the lead surgeon performs the organ transplant, the first assistant surgeon keeps the field of view free from blood, the anesthesiologist keeps the patient alive and unconscious on a ventilator, and the scrub nurse hands the surgeons instruments and (with other nurses) maintains a strict count of said instruments.

But a shared goal is fundamental. Everyone must feel as if they are joined in a common mission or struggle, or they don’t function as a team.

Healthcare isn’t about winning championships. It’s the business of curing illness, repairing trauma and saving lives. When it’s you or a loved one on the table in the OR, the stakes could not be greater.

When I set out to write my fourth non-fiction book, I had no intention of writing about the elemental need for teamwork in healthcare. Then a man named Martin Bromiley told me a story that completely changed my mind.

* * *

MARTIN BROMILEY HAS been a commercial airline pilot for more than a quarter of a century. He’s accumulated just over 11,000 hours flying the Airbus A319, A320 and A321 for a major international airline based in the UK. As a training captain, he gets to instruct newly minted pilots in the simulator and in a real cockpit.

As an accomplished aviator and aviation instructor, Martin is steeped in knowledge about the power of teamwork. His interest is not just professional but deeply personal. This is because of his late wife, Elaine Bromiley.

High school sweethearts, the couple met when Elaine was sixteen and Martin three years older.

“She was very different to anybody else I’d met at that stage,” says Martin. “She was full of life, very bubbly. She was probably more adventurous and more happy to travel, whereas I was quite reserved, I think.”

Opposites attract, and Martin says he and Elaine hit it off straight away. They got married in 1989 in a little church near Aylesbury in Buckinghamshire. Elaine worked in the travel industry and the couple honeymooned in Hawaii. Their daughter, Victoria, was born in 1999 and their son, Adam, in 2001.

In 2004, Elaine caught a bad cold and developed a sinus infection. That led to a severe bout of periorbital cellulitis, an infection of the skin and soft tissues that surround the eyes. It’s not a trivial infection. Complications include protrusion of the eyeball and meningitis. Elaine was admitted to hospital for IV antibiotics and recovered. It turns out she had a deviated septum that caused the sinus passages on one side of her face to get blocked.

“She saw a consultant in the hospital,” says Martin. “And he said, ‘I think we need to sort this out because otherwise you’re going to be back in hospital again.’ So that was where the plan came from, as it were.”

The ear, nose and throat (ENT) surgeon booked Elaine for a functional endoscopic sinus surgery and a septoplasty. The plan was to straighten the cartilage between her nostrils to improve her breathing and the drainage of her sinuses, and thus make her less prone to sinusitis.

Endoscopic surgery is a form of keyhole, or minimally invasive, surgery performed entirely through the nostrils. The surgeon uses an endoscope, which is a thin camera rod with a light at the end, to illuminate, visualize and magnify the sinus tissues. The images are sent to a large video screen in the OR. The surgeon uses specialized instruments to cut and remove tissue blocking the sinuses (such as nasal polyps and scar tissue), to straighten the septum and to reduce the size of the turbinates (projections made of cartilage that sometimes block the nasal passages).

The procedure takes thirty to ninety minutes and can be done at a hospital, a doctor’s office or a clinic. Since the operation does not involve cutting through the skin on the face, there is often very little post-operative pain. Most people go home the same day.

The procedure is done under local or general anesthesia.

“It so happened I was going to be off for two weeks at the start of Easter,” Martin recalls. “It made sense to have the procedure done at the start of that two weeks off so I could look after the kids.”

The surgery was booked for March 29, 2005.

“I don’t think I was particularly nervous,” he says. “If your partner goes into hospital, it’s a bit nerve-wracking. But I didn’t expect anything to go wrong.”

Martin says they woke up at quarter past six the morning of the operation. Elaine was told to arrive at the hospital by 8:00 a.m. The plan was to take Elaine and their children to the private clinic located next to a publicly funded National Health Service (NHS) hospital.

“The kids would be with Mom prior to the procedure so they could see it wasn’t anything scary, and then I’d take them home,” Martin says.

The family arrived at the hospital at 7:45 a.m. They were escorted into a private room. Elaine changed into a gown with the children (six and five years old) by her side.

“Victoria was sitting on her mom’s bed with Elaine reading a book to her,” Martin recalls. “Adam had some toy cars playing on the window ledge.”

Over the next thirty minutes, nurses came in to do vital signs. The anesthesiologist also came by.

“He was very jolly and pleasant and just did the usual check on her airway to give her various grades and scores, as it were,” says Martin.

Elaine had fused vertebrae in her neck, and the anesthesiologist was concerned that her neck might be so stiff that it could make it more challenging to manage her airway during surgery. After examining her, the anesthesiologist pronounced himself happy with her neck mobility and left the room.

“As bizarre as it sounds, it was a fairly pleasant forty-five minutes,” says Martin. “The kids were happy. Elaine was happy, although I’m sure nervous.”

A nurse arrived at 8:30 a.m.

“‘Right,’” Martin recalls the nurse saying. “‘It’s time to go off to the operating theatre.’”

The nurse wheeled Elaine’s stretcher into the corridor, and the family followed behind.

“As we went down the corridor and her bed was wheeled, we were kind of side on but behind her,” he says. “We couldn’t see her face, but she put her hand out and just said, ‘Bye.’ And that was it.”

That was the last time Martin Bromiley saw Elaine conscious.

* * *

WHAT HAPPENED NEXT comes from a 2005 report published in England by Professor Michael Harmer, an anesthesiologist and former head of the Department of Anaesthetics at the University of Wales College of Medicine.

There was nothing in Elaine’s pre-operative anesthetic assessment that aroused concern. Her vital signs and blood tests were normal.

For the relatively brief procedure, the anesthesiologist chose a standard anesthetic gas called isoflurane carried in a mixture of nitrous oxide and oxygen. Because cutting inside the nose is painful, Elaine was to be given a strong but short-acting synthetic opioid called remifentanil.

For major surgical operations, the anesthesiologist administers a drug that paralyzes the muscles. That makes it easier to ventilate the patient with a mechanical ventilator. From the moment the patient receives a paralytic drug, she is unable to breathe on her own and must be ventilated by a mechanical device or hand-ventilated by the anesthesiologist.

Elaine was not given a paralytic drug. Still, general anesthetics and opioid pain relievers slow the breathing and impair the patient’s natural ability to protect their airway and clear secretions. There is always a danger of respiratory distress. For longer procedures, the anesthesiologist usually inserts an endotracheal (or breathing) tube past the vocal cords and into the windpipe or trachea.

Because the procedure was to be brief, the anesthesiologist chose to use a different type of airway device called a laryngeal mask, or LMA. The LMA is inserted inside the mouth along the curve of the tongue as far as it can go and is then inflated. By design, it causes air to pass through the windpipe by blocking it from going into the esophagus.

Anesthesiologists use the LMA as a temporary airway for short procedures such as Elaine’s. They also use it as a quick fix when it’s difficult to insert a breathing tube and the patient’s life is in danger.

At 8:35 a.m. the anesthesiologist gave Elaine remifentanil plus 200 mg of intravenous propofol, a rapid-acting anesthetic drug commonly used to induce anesthesia at the beginning of an operation.

In the ensuing fifty-four minutes, a relatively minor and routine procedure went completely awry.

First, the anesthesiologist tried inserting the LMA but could not because Elaine’s jaw muscles were too tight to open her mouth wide enough. The doctor gave another 50 mg of propofol and tried again. He tried two sizes of LMAs and was unable to insert either.

Minutes later, Elaine, heavily sedated and with an unsecured airway, began to deteriorate rapidly. When a patient is under anesthesia, their oxygen level is measured using a pulse oximeter. It’s a non-invasive device that tracks oxygen saturation. Oxygen saturation readings usually range between 95 and 100 percent. Values under 90 percent are considered low.

By 8:37 a.m., Elaine’s oxygen saturation was 75 percent, and her skin complexion was blue. That indicates she had cyanosis, a medical condition caused by not having enough oxygen saturating the hemoglobin in her bloodstream. Her heartbeat was rapid due to lack of oxygen.

At 8:39 a.m., her oxygen saturation level had dropped to 40 percent, an acute emergency. At that level, vital organs (especially the brain) are at immediate risk of damage.

By 8:41 a.m., the anesthesiologist had put the LMA aside. For two minutes, he tried to increase Elaine’s oxygen by inserting an oropharyngeal (or oral) airway—a device that prevents the tongue from blocking the epiglottis—and administering 100 percent oxygen via a facemask. This is basic life support that all first responders use when they find a patient in acute distress.

These techniques also failed, and Elaine’s oxygen saturation remained around 40 percent. At this point, Elaine’s heart rate dropped to the lower forties, indicating the vital organs were not getting enough oxygen to function. The anesthesiologist then attempted to pass an endotracheal tube into Elaine’s windpipe. He administered a dose of a drug called atropine to raise her slow heart rate. He also gave a paralytic drug to relax Elaine’s neck and chest muscles to make it easier to pass the breathing tube.

At around 8:45 a.m. a second anesthesiologist came from a nearby operating room to help. After giving the paralytic drug, the first step to intubation is to insert a device called a laryngoscope to shine a light on the vocal cords, and over which the endotracheal tube is passed. But when they inserted the device, they were unable to see the vocal cords. That fact by itself would make it more difficult to secure Elaine’s airway and give her oxygen.

About this time, other staff were summoned to help, including Elaine’s ENT surgeon. The two anesthesiologists could not see the vocal cords, and they could not ventilate Elaine with the fresh oxygen her vital organs needed.

Doctors call this a “can’t intubate, can’t ventilate” scenario; it is a recognized emergency in anesthesiology practice for which guidelines are available. Despite this, between 8:47 and 8:50 a.m., both anesthesiologists tried again and again to intubate Elaine. The second anesthesiologist tried inserting a fibre-optic flexible scope, but a pool of blood inside the throat blocked his view. With Elaine’s oxygen saturation level perilously low, her heart rate began to slow once again.

At this time, a nurse told the anesthesiologists that an ICU bed had been reserved for Elaine at the NHS hospital next door. As well, a nurse arrived in the room carrying a tracheostomy tray, and advised the doctors of that fact. A tracheostomy, or surgical airway, is a standard procedure to open a hole in a patient’s windpipe to provide oxygen directly to the lungs. It is indicated when endotracheal intubation is not an option or fails. It’s what you do when you “can’t intubate” and “can’t ventilate” the patient.

Between 8:51 and 8:55 a.m., the ENT surgeon continued trying to intubate Elaine. He could see the very end of the top part of the vocal cords and tried passing a long, flexible device called a bougie through the vocal cords, over which a breathing tube could be threaded. He too was unsuccessful. Elaine’s oxygen saturation remained at 40 percent.

There was yet another attempt with a device called an intubating LMA. Using that technique, the doctors were able, with difficulty, to ventilate Elaine. Finally, her oxygen saturation rose to 90 percent, with an improvement in her heart rate and blood pressure.

The doctors gave Elaine a dose of a corticosteroid drug called dexamethasone to help protect the brain from damage due to low oxygen.

At 9:10 a.m., the doctors decided to abandon the operation and allow Elaine to wake up from the anesthetic. Between 9:13 and 9:29 a.m., the remifentanil infusion that was keeping her sedated was stopped to enable Elaine to breathe on her own. The intubating LMA was removed and an oral airway reinserted. Elaine’s oxygen saturations gradually improved to 95 percent, but her blood pressure and heart rate remained markedly elevated.

Elaine began breathing on her own with the oral airway in place, and she was transferred to the recovery room. The anesthesiologist thought Elaine was showing signs of waking up and was breathing in a normal manner.

During the various attempts to establish an airway, Elaine’s oxygen saturation remained perilously low for some twenty minutes. That was all it took.

* * *

MARTIN BROMILEY SAYS the phone rang at around 11:00 a.m. His brother had come to the city to visit the family and was with Martin at home.

“I was so busy with the kids and my brother that I’d forgotten, actually,” he says. “It sounds strange to say, but when the phone rang it was a bit of a surprise.”

It was Elaine’s ENT surgeon on the phone. This was the first conversation between the two men.

“I can’t remember the exact words, but he said that she was coming round from the procedure, but she hadn’t woken up properly,” Martin recalls.

“Do you want me to come in?” he remembers asking the specialist.

“Yes, I think that would be better,” came the reply.

“It didn’t sound that bad, but obviously I was a bit nervy at that point,” says Martin, who left the kids with his brother and made the twenty-five-minute drive to the hospital.

Staff took him to the room that had been Elaine’s that morning.

“If you just wait here, the doctors will be with you in a moment,” Martin recalls someone telling him. The ENT surgeon and the anesthesiologist arrived shortly after.

“We had some problems with the procedure, but my colleague who knows more about it will tell you all about it,” said the surgeon.

“The anesthetist basically said that they had problems with her airway, and they decided that it was probably not working out properly,” recalls Martin. “He said they were struggling to get oxygen to her lungs and that they couldn’t get a tube down.”

Today, Martin Bromiley probably knows as much about the “can’t intubate, can’t ventilate” scenario as any anesthesiologist. But this was 2005, and he was a commercial pilot, not a doctor.

“I had seen a program a year previously,” he says. “It was a short news item about tracheostomies. And I knew that was a way of getting air into the body.”

His curious and inquisitive mind was doing frantic cartwheels.

“Did you think about a tracheostomy?” Martin had the presence of mind to ask the doctors.

“No, no,” one of them replied. “The oxygen levels were low, but they were fluctuating, so she was never on low oxygen levels for a sustained period. So the safer option was to let her wake up. But unfortunately, she’s not waking up as quickly as we thought. So as a precaution, we’ve transferred her across to the intensive care unit.”

To Martin, this didn’t sound so dire. The doctors left the room, and a nurse escorted him down the corridors and out a back door.

“As she led me, the nurse turned to me and said, ‘Are you okay?’” Martin recalls. “That seemed a really strange question to ask at the time.”

The short walk to the high-security unit felt rushed.

“Press the buzzer, tell them who you are,” he recalls the nurse saying. “They’ll come and get you. [I] hope everything’s okay.”

She turned and walked away.

“I pressed the buzzer and a female voice answered and I said who I was, and she said, ‘We’re just working with your wife,’” Martin remembers. He was told to wait in a nearby room.

Martin says the phrase “working with your wife” gave him a mental image of Elaine sitting up in bed chatting as nurses walked around her plugging things in and doing all that sort of stuff.

He sat there waiting for fifteen minutes in a small, square room just off the entrance to the ICU. Two doctors appeared: one male and one female.

“What do you think has happened?” Martin recalls the male doctor asking him.

“Well, I gather there have been some problems and she’s not waking up properly,” Martin recalls answering.

“Your wife has been without oxygen for a significant period of time,” said the female doctor. “We’re looking at significant brain damage.”

That was Tuesday, March 29, 2005. A brain scan done five days later confirmed the doctors’ suspicions. A day later, one of the consultants looking after Elaine told Martin it was time to start thinking about withdrawing life support.

Martin says he agreed with the consultant immediately because he and Elaine had discussed that very question two years earlier.

“I don’t remember what prompted it,” says Martin. “It might have been a television program or something like that. It was just one of those in-the-moment conversations. What would you want? Both of us said we wouldn’t want to be in a vegetative state.”

Elaine Bromiley died at 11:45 p.m. on April 11, 2005.

Martin assumed there would be an investigation, as happens following aviation mishaps. The head of the ICU told him that this seldom happens unless someone sues or complains about the care received. The ENT consultant told him the difficulty intubating and ventilating Elaine was exceptionally rare and could not have been anticipated.

But the ICU doctor was sympathetic to Martin. He was the one who got Professor Michael Harmer to lead an investigation into what happened by interviewing everyone involved. The chronology was released in July 2005, three months after Elaine’s death.

In the months and years that followed, Martin Bromiley met with experts in aviation, medicine and human factors engineering—the burgeoning field that focuses on how fallible human beings interact with technology and systems in the real world. Eventually, he founded the Clinical Human Factors Group, a registered charity that works with healthcare professionals, managers and service users partnering with experts in human factors from healthcare and other industries to campaign for improvements in healthcare.

A coroner’s inquest confirmed the “can’t intubate, can’t ventilate” scenario had occurred during those failed attempts at intubation, and also determined that the management of the emergency did not follow then current or any recognized guidance. Too much time was taken trying to intubate the trachea rather than concentrating on ensuring adequate oxygenation.

“It is hard to understand why Dr A, and those with him, persevered in trying to intubate the trachea when standard teaching would be to ensure oxygenation within three minutes of the start of severe hypoxia,” wrote Professor Harmer in his report. “The clinicians became oblivious to the passage of time and thus lost opportunities to limit the extent of damage caused by the prolonged period of hypoxia. Not all the clinicians were aware that there was a problem with ventilating Mrs. Bromiley. Surgical airway access should have been considered and carried out.”

Those are the hard facts that led to Elaine Bromiley losing her life. Since her death, Martin has worked hard to make doctors aware of the “can’t intubate, can’t ventilate” scenario. Later in this book, we’ll explore how simulation training and crew resource management (CRM)—protocols and approaches borrowed from aviation—can better prepare doctors to face rare situations like what happened to Elaine.

I’ve placed the story of Elaine Bromiley at the front of this book not only for those lessons but for what it says about healthcare’s ambivalence towards teamwork. Although his motivations are more urgent, Martin Bromiley, like me, has spent a lot of time trying to get inside the heads of my colleagues. What he says about healthcare and teamwork is revealing.

“I talk to doctors, nurses and other health professionals about teamwork, or more importantly, they tell me about teamwork,” he says. “They describe a situation where a number of people in a team have very set technical roles, whether that be a surgeon, an anesthesiologist, a theatre nurse or whatever it might be. They have certain things to do, and that would probably be defined as good teamwork. To me, that’s a very shallow or functional view of teamwork. And then, if we all do it in the right order, everything will be fine. For me, teamwork is much more about the human-to-human connection. It’s about how we look out for each other, how we understand each other and how we’re able to think through somebody else’s eyes, ears or point of view.”

When Elaine Bromiley’s oxygen saturation lingered at a level incompatible with life, there were three highly trained professionals in the OR with more than sixty combined years of clinical experience. Each, in turn, had a go at trying to secure her airway, but you can argue that the three did not function as a team.

“An airway management crisis, such as the ‘can’t intubate, can’t ventilate’ situation, highlights the importance of effective team collaboration for good patient outcomes,” says Dr. Johannes Huitink, an anesthesiologist from the Netherlands. Huitink is the founder and director of the Airway Management Academy, a global initiative to increase patient safety during airway management through medical education. “A team is needed because there are multiple tasks to be performed within minutes. The diversity of experience of the team members allows a team to see risks and opportunities from different angles so that it can come up with new solutions and adapt dynamically to changing situations.”

That would have included recognizing the “can’t intubate, can’t ventilate” scenario in time to have saved Elaine Bromiley’s life. None of the experienced doctors involved had the situational awareness to bail on “Plan A” and formulate a new plan on the fly—or even to ask for help. There was no leader in the room. And yet there were followers who could have helped. At least two nurses did know about that scenario, and said so, but were ignored. Or perhaps they spoke too quietly because that’s what you do when you lack standing in a rigid hierarchy.

“There was a very clear case of teamwork breakdown here, where you had a number of people who knew what was happening, who could see what needed to happen, but were simply unable to influence the outcome,” says Martin. “And so teamwork wasn’t really a thing in those days. It was just, you do your job and that’s good teamwork. But that’s not what it is at all.”

* * *

I’VE WRITTEN THIS book because I believe that a lot of us think we work in teams when what we really mean is groups. And that’s a problem for several reasons.

Unlike a team, a group is not primed to notice and share information about a problem, like a patient who cannot be intubated or ventilated. Members of a group may not want to look too closely, because if they notice something, they might feel compelled to say something about it. They may not want to call attention to it because they may be wrong. Or they don’t want to call it out because they may be right and don’t want to deal with the implications. In healthcare, accepting help is sometimes seen as a sign of weakness, and offering help is seen as a veiled accusation of incompetence.

Dr. Huitink doesn’t think teamwork is only for sports teams.

“Good teamwork can be compared to baseball champions,” he says. “It’s not that they hit only home runs; it’s that they have more at-bats and can play different positions as needed.”

This may surprise you, but even now, in medical culture, teamwork is assumed rather than discussed and taught. One person trying to change that is Dr. Teodor Grantcharov, professor of surgery at the University of Toronto and the Keenan Chair in Surgery at St. Michael’s Hospital in Toronto. Dr. Grantcharov is the inaugural director of the International Centre for Surgical Safety—a multidisciplinary group of visionary scientists with expertise in design, human factors, computer and data science, and healthcare research.

“Teamwork makes so much sense intuitively,” he says. “It’s unbelievable that we have to talk about it today. We don’t need to wait for research to understand that the role of the team is critical to success or failure.”

Surgeons are often judged by their technical skill. Grantcharov is one of a very few practising surgeons who studies the non-technical skills necessary for teamwork in the OR—things like communication and leadership situational awareness, both of which might have changed the outcome for Elaine Bromiley.

“We found out how important non-technical skills are not only to the surgeon but the entire team, and how significantly the non-technical performance of team members influences the performance of the surgeon,” he says. “It supports the theory that our performance is not isolated. It not only depends on our own skills and abilities, but on lots of other factors that can make a difference between life and death.”

* * *

OUTSIDE OF HEALTHCARE, most people believe they work in teams. A 2019 Deloitte survey titled “Organizational Performance: It’s a Team Sport” found a whopping 96 percent of those asked said at least some of their work is done in teams.

“The shift from hierarchies to cross-functional teams is well underway,” the survey’s authors wrote. “Our data shows that adopting team structures improves organizational performance for those that have made the journey; organizations that have not risk falling further behind.”

Elaine Bromiley died in 2005. In the interim, some doctors have come to understand the value of teamwork.

Dr. Daniela Lamas is a respirologist and critical care physician at Brigham and Women’s Hospital in Boston. Lamas leads a team taking care of critically ill patients in the hospital’s medical intensive care unit. And she loves it.

“The ICU is an extraordinarily team-based specialty, which is probably one of the reasons that it appealed to me initially,” she says. “Being a solo doctor in an outpatient practice is so much less appealing to me, because I enjoy the teamwork nature.”

That said, Lamas leads an ICU team at a hospital whose management structure is hierarchical, as it was in the hospital where Elaine Bromiley met her fate. As an attending physician (a physician who has completed residency and who practises in a hospital or clinic), Lamas is at the pinnacle of her team. Other members include a fellow (undertaking additional training to follow in Lamas’s footsteps), senior and junior doctors, and medical students, not to mention nurses, respiratory therapists, pharmacists, social workers and others.

But Lamas also says the hierarchy in which she works is collaborative. “I know a lot about the hierarchical part of medicine because that’s the culture in which I trained,” she says.

Later in the book, we’ll discuss the disastrous consequences for patients who are cared for in a rigid hierarchical system.

When I ask Lamas what she means by collaboration, she tells me a story from early in her ICU training.

“We had this twenty-year-old girl who had overdosed on acetaminophen,” Lamas recalls. “She was clearly the sickest patient in our ICU by the time she came in.”

Lamas says the acetaminophen had damaged the young woman’s liver, which in turn had caused her blood to stop clotting. Other possible adverse effects included brain swelling.

“The fear with an acetaminophen overdose is that it causes liver failure,” she says. “You could need a transplant. You could die from this.”

The initial management of severe acetaminophen overdose is to give an antidote to try to prevent serious consequences. This particular patient was way past that, however, which is why she was in the ICU fighting for her life. Lamas’s goals were to provide supportive care while managing the complications.

“I felt like I was going to be the sole person in charge of her ultimate outcome,” she recalls. “I remember rushing into the room and saying, ‘All right. I’ve got to get a central line in. I have to get access so we can give her the blood and stuff she needs.’”

Her take-charge attitude came from a hospital ethos that gave junior residents a lot of autonomy to manage patients, with the expectation that they would sink or swim. She tried but could not put the line in.

Lamas was getting anxious for her patient’s welfare when something amazing (to her) happened.

“My attending stepped in,” she says. “She started to try to get a line, and then she had trouble. She paged another attending from the other side of the unit, who came in. In the interim, another doctor on the ICU team took care of all the other patients.”

People from all around the ICU offered to help without being asked and without complaining. They stabilized the patient, and she got a liver transplant, and the rest of the ICU was run smoothly.

True, there were also people who rushed in from other ORs to offer assistance as Elaine Bromiley’s condition deteriorated. But each of these separate ORs worked concurrently and were not interdependent. They weren’t a team. By contrast, everyone working alongside Lamas in the ICU that day felt part of a single enterprise.

“I remember thinking, ‘Oh, I want to be part of a team like this forever,’ which is why I ended up doing a critical care fellowship,” says Lamas.

What Lamas experienced in that ICU is not universal, and she’s thought a lot about what makes an ICU team more or less good. “I don’t think it can be just the whims of personality clicking, though that of course makes for one team being a lot more fun than another,” she says. “But I also think it’s the structure of the ICU . . . knowing that you are all in this place where people are sick, and nobody’s going to get to go home until all the work gets done. Think of it as your weirdest summer camp ever. You can’t leave. This is where you are, and these are the people who are there with you, and you’re going to make the best of it, and you’re going to work hard because everybody’s invested in the goal, which is not a hard goal to get behind: let’s try to do the best thing we can for these people and make anyone better who can get better.”

As you’ll find out in the pages that follow, that sense of shared purpose is critical. Every member of the team has a stake in the outcome. More than that, the best teams experience a kind of group ecstasy for a job well done. You’ll see more than one example of that too.

Leadership is also important.

“It’s something that I think about a lot: trying to command respect, but also to lead in a way that makes it so that the intern isn’t scared to talk on rounds when they might be wrong,” says Lamas.

These are elements that weren’t present the day Elaine Bromiley went in for surgery. And they certainly aren’t present in every OR, ICU, ER and clinic around the world. But there are plenty of signals that teamwork is changing healthcare for the better.

Teamwork is making healthcare safer and more effective for patients. It is also making things more inclusive for patients and their families. Teamwork has the potential to reduce burnout and improve job satisfaction for doctors, nurses and others who work inside hospitals, as well as for the paramedics who patrol the streets in ambulances.

Recently, I have felt more like part of the team when I’m on duty in the ER. Nurse practitioners (NPs) and physician assistants (PAs) help foster teamwork. Nurse practitioners have an independent scope of practice somewhere between that of a registered nurse and that of a family doctor. In the ER where I work, they confer with me regarding diagnosis and treatment. Physician assistants do many of the things NPs and MDs do, except they work under the direct supervision of physicians.

When I work alongside PAs and NPs, it feels like I’m working on a team. Diagnoses come easier on teams compared to when I work by myself. It’s more fun and more satisfying to work on a team.

Working on a team is a transcendent experience. Once you have it, you don’t want to go back to working in a group or alone.

In this book, we will travel alongside health professionals who are making the long and surprising journey from solo artist to team player. From art curators to aviation engineers, we will meet the teamwork experts who are showing health professionals how to suspend their need to shine as individuals and put their trust in the team. And we’ll also meet the healthcare people who have taken teamwork to such a rarified level that they now give lessons to people in such diverse fields as entertainment, law enforcement, journalism and automobile repair.

This book was pitched, researched and written during the worst pandemic in a century. There is no question that COVID-19 has been both a catalyst and an accelerant for teamwork in healthcare. But this is not a book about the coronavirus. It’s a book about how we can do a better job and become our most transcendent selves through teamwork.

Before we begin to assemble the building blocks of teamwork inside and outside of healthcare, we need to explore some basics. Teamwork is a form of collective consciousness that may be highly developed in humans, but it began much earlier in our evolution.




Chapter One

Jugglers and Navy Seals

Super-efficiency, the economy of effort and the science of teams

EACH FALL, CANADA geese fly south to stay warm, and each spring, they make the return trip north to their breeding sites. They fly in a distinctive V-shaped pattern, with the leader at the apex.

There are several reasons why Canada geese would not get as far if they weren’t team players. Each bird flies slightly above the bird in front. This reduces wind resistance and makes flying easier for the birds that bring up the rear. These birds also take turns leading the flock and spelling off their tired colleagues, who get a break by flying at the back. The V pattern also makes it easier to coordinate changes in velocity and direction and to communicate quickly.

Birds that take to the air alone have a harder time of it. “Energy Saving in Flight Formation,” a 2001 study published in Nature, found that pelicans that fly solo beat their wings more frequently and have faster heart rates than those that fly in formation.

African lions hunt in teams and have success catching antelopes, wildebeest and elephants. One lion spots the prey while the others observe. When their intended prey arrives, the lions encircle it. One lion uses its claws to scratch the rear of the hunted animal, and the others kill through bites to the throat or neck.

“Ant Groups Optimally Amplify the Effect of Transiently Informed Individuals,” a 2015 study by researchers at Israel’s Weizmann Institute of Science and published in Nature Communications, found that longhorn crazy ants coordinate their efforts to pull heavy items of various shapes in one direction.

It’s all in the interests of super-efficiency. The term describes the result when the work output of animals in teams is greater than the sum of each contributor.

Dr. Edson Filho doesn’t study ants, lions or Canada geese. But the sports psychologist and associate professor of sport psychology and counselling at Boston University’s Wheelock College of Education and Human Development knows all about super-efficiency as a driver of teamwork in humans. Filho has authored more than eighty peer-reviewed manuscripts and book chapters, and has given advice to Olympic athletes, a Nobel Peace Prize winner, Cirque du Soleil artists and many other elite performers. He has also studied top performers, including elite surgeons who work alone and in teams.

Filho uses functional MRI and other imaging techniques to measure brain activity. It turns out that the seat of teamwork and the super-efficiency that elite performers demonstrate lurks between the ears. That’s why it is also called “neural efficiency.”

“For the same level of work, the best brain surgeons are using much less of their brains because they’ve learned over time to activate only the areas they need to activate,” says Filho. “It’s the same thing in group work. Once we develop coordination, cohesion and collective efficacy, there is a gain or a surplus in theory. Super-efficiency.”

Filho says super-efficiency looks different depending on the type of performance one measures. Filho is a soccer fan, which explains his real-world examples. His favourite players are forward Lionel Messi, who plays as a forward for Ligue 1 club Paris Saint-Germain and captains the Argentinian national team, and Andrés Iniesta Luján, a Spanish professional footballer who plays as a central midfielder and is the captain of the Vissel Kobe club with the J1 League.

“If you were watching Messi and Iniesta playing together back in the day, they shared the tactics, they shared the fundamentals of soccer, but they also complemented each other,” says Filho. “If Iniesta passed the ball to Messi, he knew Messi would be able to control it and score. What is interesting is that we can also see that in the brain.”

If you were to scan the brains of star athletes who play well together on a team, you’d notice something interesting: the more they are in sync with one another, the more the same areas of the brain light up. Jugglers too, Filho says, but with an intriguing difference.

“We’ve done research on co-operative jugglers,” says Filho. “When they are co-operating, there are shared neural pathways that activate the same areas of the brain, but there are also complementary areas that activate so they can complement one another’s actions.”

Sports, gymnastics, juggling—it doesn’t matter. The aim of peak teamwork is to enter a state in which the quality of the performance is better than what any member of the team can do on their own, and with less effort. It is wired into the human brain.

“Teamwork succeeds because they [teams] divide the labour,” he says. “The division of labour aligns with what you call shared knowledge and complementary knowledge or mental models. For a team to work, we need shared as well as complementary ideas, values and skills.”

In animals, teamwork is instinctive. Humans, on the other hand, have giant frontal lobes that provide self-awareness, memory language and a capacity to envision and plan for the future. For us, teamwork is part instinct and part conscious choice. Filho says peak performers wage a constant internal battle between teamwork and going it alone.

But how do those frontal lobes factor into the decision to value super-efficiency and the desire and, ultimately, the choice (not instinct) to achieve it?

Filho says the answer likely comes from what’s known as the social brain hypothesis. Proposed by British anthropologist and evolutionary psychologist Robin Dunbar, this hypothesis helps explain why humans and other primates developed large frontal lobes to manage complex social systems. Their large brains facilitate teamwork and other social interactions as a matter of survival.

Still, when it comes down to teamwork or going solo, Filho says we need both. But the choice is a matter of trust.

“You might be very confident in your own efficacy, but you don’t trust your team’s collective efficacy,” he says. “Sometimes, you have to improve the performance of the athlete and sometimes you have to improve the performance of the team. Sometimes you fire the coach, sometimes it’s the team. Sometimes you need to sign different players. Sometimes it’s the team’s management. If you want to improve individuals and group performance, you need to know the psychology of the ‘I’ and the psychology of the ‘we.’”

A big part of that psychology has to do with motivation. No matter how virtuous teamwork seems, you cannot assume people (physicians included) will automatically choose teamwork if given the option. Even if they trust their teammates.

Often, the choice comes down to the upfront cost. In a 1992 paper published in the Quarterly Journal of Economics, American economists Gary S. Becker and Kevin M. Murphy of the University of Chicago discussed the coordination costs of teamwork in an era of increased knowledge specialization. The more people specialize, the narrower their expertise and the greater the need to coordinate one’s knowledge with that of others.

Wolves and lions also need to coordinate their actions or fail on the hunt.

In humans, teammates with complementary strengths and abilities must put time and energy into figuring out who does what. This is true of healthcare teams, first responders, special police units, sports teams, circus acrobats and jugglers. For instance, to optimize the overall performance, a superior juggler figures out that they must compensate for the shortcomings of a weaker partner.

“If you throw the ball a little bit off, I can move to compensate,” Filho says. To do that, better and weaker jugglers must practise together. These and other factors make up the coordination cost.

Filho and colleagues tallied the coordination cost in an ingenious study. They recruited forty-eight men in their twenties and assembled them into twenty-four pairs. A pair, or dyad, is the smallest possible team. Participants in this study had to have at least thirty hours of experience playing FIFA 17—a sports video game in the FIFA (Fédération Internationale de Football Association) series developed by Electronic Arts and released in September 2016.

“We picked FIFA 17 because we talked to people who would want to play,” he says.

Another reason for choosing a video game to study teamwork is that it enables researchers to collect data from each player with a high degree of reliability.

Participants played FIFA 17 while hooked up to a heart rate monitor and an EEG (electroencephalogram), the latter of which measured brainwaves and did thermal brain scans to measure brain activity. Participants played games solo or in teams against a computer or one another.

Compared to when playing alone, when the participants played in teams, their heart rates became more variable and their brainwaves showed more beta activity, which means they had higher arousal or vigilance. The initial cost of collaboration was an increase in stress.

“There was a cost of playing as a dyad,” Filho says. “As you play with someone, you have to activate new areas of your brain to meet that coordination cost.”

But as the players figured out who was better at tactics and who had better hand-eye coordination, the teamwork part got easier.

“We found that over time, they communicated better,” he says. “They listened more and didn’t talk over one another. We also saw the development of coordination and shared knowledge.”

As dyads, the players’ performances got better with less effort.

“As you play together, your brain is starting to automatically adapt to the task, so you only act as needed,” he says. “That is called ‘economy of effort.’ We know from evolution theory that economy of effort is a good thing.”

That’s one study in one experimental model. But there is plenty of evidence across the board that teamwork makes for better results with less effort.

Edson Filho is a rising star among academic sports psychologists. His 2013 doctoral thesis on team cohesion won the American Psychological Association Dissertation Award in Sport, Exercise & Performance Psychology.

“Essentially, I proposed an integrated framework of team dynamics linking cohesion, team mental models, collective efficacy and team performance,” Filho said recently in a faculty spotlight article posted in January 2021 on the Boston University Wheelock website. “It is rewarding to see that my work has generated substantial research from other scholars around the world.”

Moreover, he says teamwork has been shown to produce better results across nearly every domain.

“I’ve looked at it in sports, special forces in the military, and in entertainment,” he says. “I look across the board and the science is there.”

It’s certainly true among successful Fortune 500 companies. One technique that helps ensure strong teamwork is to have employees switch roles on the team to make it easier to mesh. The initial loss of efficiency when employees assume unfamiliar roles is the coordination cost. That it pays off in better teamwork makes the coordination cost an investment.

So if teaming up leads to super-efficiency and, in turn, better workflow, better results and better social cohesion, why do humans often choose not to work in teams? Perhaps it comes down to people being unwilling to pay the coordination cost.

“The short-term versus long-term trade-off is a difficult one that is likely determined by both individual and team factors,” says Filho.

He says the task itself is often the deciding factor.

“I think it is all about task difficulty,” he says. “Complex tasks require teamwork. We cannot build a skyscraper or send a rocket to the moon on our own.”

There is no reason why teamwork can’t work in healthcare. Still, the evidence for teamwork in healthcare has been lacking. Filho has identified at least two differences between healthcare and other domains in which teamwork has a proven track record. One of them has to do with goals and objectives.

“In sports, there are outcomes,” he says. “You win the team championship. In healthcare, I’m not sure that the outcome is as clear and obvious as that.”

As a patient, or the loved one of a patient, you might be troubled to learn
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