
r

INTERDISCIPLINARY HEALTH TEAM CARE:

PROCEEDINGS OF THE FOURTH ANNUAL CONFERENCE

September 23 - 25, 1982

Lexington, Kentucky

Edi tor

Janet I. Pisaneschi, Ph.D.

Published by

Center for Interdisciplinary Education

College of Allied Health Professions

University of Kentucky

1982



THE BRITISH ARE COMING:
SOME OBSERVATIONS ON HEALTH CARE TEAMS IN GREAT BRITAIN

DeWitt C. Baldwin, Jr., M.D.
University 'of Nevada School of Medicine

There is a tendency on both sides of the Atlantic to become preoccupied
with one's own problems and interests. As a result, we in the United
States have been relatively unaware of the great interest in and experi
ence with teamwork in health care going on in Great Britain and on
the European continent. Indeed, my reference to the famous call of Paul
Revere, "the British are coming", is not meant to imply that they or
their fellow Europeans are just arriving upon the scene, but rather
that, in a more accurate historical sense, they have landed in force
and are marching in well organized progression towards their objectives.
It is we, rather, who must rally our forces and respond.

To support this view, I would like to offer some data gathered in a
superficial survey of articles published on health teams in the Journal
of the Royal College of General Practitioners over the last six years.
Between January 1976 and January 1982, there were a total of 34 papers
published in the Journal on the subject of teamwork or collaboration
in health care, an average of nearly six per year. During a similar
period in the U.S., 1 doubt if there were that many papers on teams

Î our professional literature put together. Even more impressive
is the fact that the Journal is primarily a physician-oriented, medical
organ; since much of the material in the United States has been
published in a variety of non-medical disciplinary journals, or by
especially interested groups, such as our own.

Before going on to what I see as some of the more important similarities
and differences between the health team experience in Britain and the
United States, perhaps I should say a brief word about the health care
system in Great Britain.

The National Health Service

The National Health Service is a nationwide, government-sponsored, tax-
supported health care system, administered by regional and local health
authorities. The backbone of the system is the general practitioner,
through whom every primary care contact and every specialist referral
is made. In other words, he/she is the "gatekeeper" of a single portal
system. Specialists are hospital based and supported. Thus, by law
and tradition, all primary care Is assigned to the general practitioner.

There are approximately 30,000 general practitioners in Britain today,
whereas there were only about 16,000 when the National Health Service
was started in 19A8.* This dramatic Increase has occurred during a

'^Although the National Health Service Act was passed in 1946, for various
reasons it was not put into operation until 1948.



a period when overall population figures have not grown appreciably.
Further complicating the picture are some 15,000 medical students and
house officers currently waiting in the wings to enter general practice
(Fry, 1982).

By and large, most general practitioners now practice in groups (Reedy,
1977; Marsh and Kaim-Caudle, 1976). This also was not the case at the
start of the National Health Service. At that time, most general prac
titioners operated out of single-handed offices, usually in their homes.
After World War II, former colonials and young doctors returning from
military service could not find or afford places to practice. Their support
of the group practice, health center philosophy of the National Health
Service was a potent political element in the situation. (Webster,'. 1982).
Although there were many delays in implementing this policy, due in
part to economic and political factors, eventually, with government
support, local health authorities were able to build health centers into
which these new physicians were encouraged to set up practice, usually
In groups. The system caught on, largely because of government support
and subsidy, and today less than 20 percent of British general prac
titioners are in solo practice (Marsh and Kaim-Caudle, 1976; Fry, 1982).
Incidentally, not all group practices are to be found In publicly built
health centers. Many former solo practice physicians, seeing the ad
vantages (and subsidies) attached to group practice, have decided to
combine individual practices, either in the largest of their offices, or
in renovated or newly-built, privately-owned, group practice Centers
(Reedy, 1977; GPFC Report, 1967).

The creation of such health centers undoubtedly has had a positive
effect on health team development, since, at the start, few solo or home-
based practices could accommodate other team members. Thus, basic
structural or space limitations were an important factor inhibiting the
"attachment" of nurses and social' workers to general practitioners (Cook-
son and Miliard, 1970; Irvine and Jefferys, 1971; DHSS, 1976). These
difficulties have been largely overcome in recent years as the number
of nurse treatment rooms in health centers has increased from 71% in
1969 to 96% in 1977, and from 31% to 72% in other practice sites during
the same period (Cartwright and Anderson, 1979).

Origins of Health Teams in the U.S. and Great Britain

With this as a background, perhaps 1 can briefly compare the nature
and growth of health teams in the two countries. First of all, there
are some interesting similarities and differences in the origins and
history of interest in health teams in the two countries. In a certain
sense, interest In integration of health services began earlier in Britain
than in the United States. Most histories of the health team movement
in this country start with Cherkasky's experience with team home care
at the Montefiore Hospital in 1948 (Cherkasky, 1949) and with George
Silver's Family Health Maintenance Program at the same institution in
the early '50's (Silver, 1963). Forgotten In these reviews was a remark
ably modern and complete interdiscipl Inary health care team program
started at the University of Washington's Child Health Center in Seattle



in the late 40's. This health-oriented clinical teaching program included
pediatricians, psychiatristis, psychologists, nurses, social workers,
dentists, dental hygienists and medical technologists, together with
assigned students from each of these fields, ail of whom functioned
together in a very comtemporary fashion (Deisher, 1953). From these
beginnings, the account moves almost immediately to the community
health center movement in the mid-60's (Parker, 1972) and to the experi
ence of Harold Wise at the Martin Luther King Health Center (Wise,
1970, 1972).

It may surprise you, then, to learn that one of the key inspirational
elements in the genesis of the health team movement in this country
and, indeed, the model for several of the above experiments, was what
came to be known as the "Peckham Experiment" at London's Pioneer
Health Center in the 192Q*s. Health problems of the community were
viewed in a truly broad social perspective, and the concept of a col
laborative interdiscipl inary team who would assist in their solution
was clearly outlined and implemented. Of special interest for contempo
rary thought was their criticism of other models as fostering "sickism"
and their espousal of a "positive health model" (Pearce and Crocker,
1943). This same idealistic experiment also stimulated Sidney Kark and
his colleagues to implement the concept of health teams in their com
munity-oriented projects of the 1950.'s in South Africa and later in Israel
(Kark, 1951). At the same time, it would be unfair to the British to
think that the team movement arose solely from this pioneering effort.
As early as 1920, the government-sponsored Dawson Report introduced
the concept of heajth centers and advocated group practice and a team
approach to health care (Dawson Report, 1920). It should be re
membered, however, that Lord Dawson was proposing a military model
of "front~line" primary health care centers where general ist care would
be delivered, backed up by secondary centers where specialist care
would be concentrated. That this stimulus toward the creation of health
centers and group practice did not progress more rapidly was due In
part to initial support for the concept from left-wing organizations such
as the Socialist Medical Association and the ffear and resistance of the
British Medical Association, as well as to the economic and political
situation in Great Britain between World War I and M. Despite this,
over 100 health centers-largely oriented to maternal and infant health—
were in existence by 1940 (Webster, 1982).

The advent of the National Health Service after World War II clearly
gave impetus to the concept of community based centers and to the idea
of increased collaboration between health providers. The real break
through occurred, however. In the 1950's when the British Medical Associ
ation began to support the concept, largely out of a growing concern
for the ailing general practitioner. The more recent history of the
health care movement in Britain appears to have taken place over much
the same time span as that In America, namely, since the mld-1960's.

Some Problems with the Definition of Teams and Teamwork

As might be expected, there are differing definitions and models of
teams and of teamwork in the two countries. Early reports in Britain



used the term "team" freely to describe any form of collaboration or
association between the physician and another primary care worker—
generally a nurse .or health visitor (Fry et al., 1965; Warin, 1968;
Hasler et al., 1968), whereas the literature from the U.S. often has
described a number of participating disciplines and emphasized a major
effort at mutual collaboration.

Prior to World War II, solo practice was the rule in both countries.
Most offices employed a secretary/receptionist and/or an office nurse
and in the single handed practice of the time, it was not unusual for
the wife of the doctor to carry on both functions. Stimulated by con
current experiences in the Scandinavian countries which paired public
health nurses with general practitioners, the first experiments with
what is now known as "attachment" of nurses to general practitioners
in Great Britain were established in the mid-1950's in Oxford (Warin,
1968) and in Hampshire (Swift and MacDougali, 1964). These primarily
involved health visitors at first, but shortly thereafter began to include
district (home) nurses.

Although a number of terms have been used to describe the official
relationship between these physicians and nurses over time, including
"association", "cooperation", "alignment", and "secondment", three have
widely utilized in the literature: 1) attachment, which is a formal
arrangement in which a district nurse gives up her traditional geo
graphical orientation to assume responsibility for patients on the lists
of specified local general practitioners; 2) "liaison", in which the
district nurse retains responsibility for a geographical- district, but
maintains a regular and formal contact with specified local general
practitioners around referred or mutual patients usually in the com
munity and in the patient's home (Anderson, et al., 1970); and 3) "em
ployed" or "practice" nurses, who are employed by the practice under
partial subsidy from the government for work in the office • itself,
functioning at times in an "extended" fashion, not unlike physician's
assistants or nurse practi tioners in the U.S. (Reedy et al., 1976;
Marriott, R.G., 1981). Some 36 percent of general practices in Great
Britain include such practice nurses (Cartwright and Anderson, 1979),
a figure which appears to be increasing (Reedy, et al., 1980).

Two major questions have arisen from these historical antecedents and
definitions. The first relates to the nature of "attachment". Is it to
the practice or to the general practitioner? And, since such nurses are
employed by the local health authority, to whom are they responsible?
Indeed, Reedy (1981a) points out that significant discrepancies exist
between the reports of the local health authorities which "attach" the
nurses and the genera! practitioners to whom they are supposed to be
"attached". He even suggests that the term may have outlived its useful
ness in the evolving search for mutuality in interprofessional work.
A second question poses the more fundamental issue of whether such
arrangements constitute "teamwork" in the more idealized version or

concept proposed by most American writers (Wise, 1970; Parker, 1972;
Baldwin and Baldwin, 1981). Are such associations truly "teams", es
pecially when prescribed and largely supported by external bodies?
How much actual interaction and collaboration take place under such
conditions?



Focus of Interest in Teamwork

One major difference between the British and American experience may
lie in the relatively low level of interest of the former in the more
Ideological or educational ' aspects of interdisciplinary teamwork and
collaboration, with a focus almost solely on practice Implications and
applications. By contrast, in the United States, the early health team
movement frequently was associated with organizational models and/or
educational programs and Institutions. {Wise, 1970; Andrus, 1975; Parker,
1972; Beckhard, 1972; Mazur et al., 1979; Beloff and Korper, 1972;
Baldwin, M.A., 1976). Even the Martin Luther King Health Center was
conceived in part as a model training center and almost immediately
sought out the interventions of the M,!.T. group (Beckhard, 1972; Rubin
and Beckhard, 1972). These led in turn to the formation of the Institute
for Health Team Development (Bouffard, J.I. and Kindig, D., 1974),
which clearly focused its efforts on training health professionals and,
later, on assisting educational institutions to train health science
students to work as teams. Meanwhile, at the other end of the country,
the University of Nevada instituted an interdisclpl inary team-training
program, featuring a core curriculum designed to encourage pre~profes-
sional and professional health science students to learn and practice
health team concepts and skills. {Baldwin and Baldwin, 1979; Baldwin,
M.A., 1976). Indeed, the first (and thus far only) direct government-
supported effort also" was focused on educating students in the health
professions to work together as teams (Baldwin and Rowley, 1982).

By way- of contrast,' the British literature generally has described es
tablished practices and older, more experienced practitioners. Perhaps
this reflects a certain British pragmatism and respect for experience,
but I would have to estimate that the great majority of American pro
grams and papers have been focused more on educational approaches
to Interdisclpl inary teamwork, or on the process of team development
itself, whereas British authors have centered on the every day working
relationships between health professionals In practice and the • hard
realities of practice.

Some Other Differences

Another major difference between the two countries lies in the number
and nature of personnel involved on health teams. Whereas there has
been a tendency In this country to look to a wide-ranging assortment
and variety of clinical disciplines on the team, - a "one-of-these and
one-of-those" approach, - It is clear that in Britain the team is com
posed aimost exclusively of personnel directly and totally involved in
primary care—physicians, nurses and, more recently, social workers.
Furthermore, the numbers and proportions often are different. In the
true American style of "if a little is good, more must be better", we
in the United States have extended the team concept to nearly every
health profession and occupation. Thus, we often see teams of six or
eight different disciplines, only one of which is a physician, gathered
around the patient in an effort to contribute an idealized version of
"comprehensive" care. (Mazur et al., 1979).



In Britain, on the other hand, physicians usually outnumber nurses
and health visitors by three or four to one {Fry, et al.,. 1965;' Warin,
1968), although administrative staff tend to increase on a one-to-one
basis for each physician added, possibly because 70 percent of their
cost is reimbursed (Williams and Dajda, 1979). Most practices also have
some form of mid-wife attachment. Their usefulness is usually a function
of demand and their hospital based role, so that mid-wives frequently
serve more than one smaller practice and the usual ratio of mid-wife
to physician probably is closer to 1 to 7 or 8 {Warin, 1968; Fry, 1982).
In addition, over half of the local health authorities in Britain current
ly provide attachments of social workers to general practi tioners, and
the proportion of social workers to physicians in these is probably
smaller. (Gilchrist, et a!., 1978). Perhaps these differences in numbers
and proportions suggest a reason why the focus in America has been
as much on team communication and relationships as it has been on
clinical and task coordination (Rubin, et al., 1976; Wise, et al., 1974;
Banta and Fox, 1972). At any rate, teams in Britain generally involve
fewer disciplines, tend to have very clear task definitions and role
relationships and spend far less time discussing team process or team
development.

This leads to another Important difference between teams In the two
countries. In the United States, a great deal has been made of the role
of the team in challenging the hierarchical relationships which tra
ditionally have existed among health professionals. This Is approached
primarily by invoking a new norm of egalitarlanism, in which phy
sicians are expected to divest themselves of some of their traditional
power and prerogatives to other members of the team in an effort to
achieve greater "democratic" unity {Parker, 1972; Baldwin and Baldwin,
1981). By contrast, British physicians have never been asked, nor have
they expressed much interest In giving up their traditional power, .or
even their leadership role, although there are some early discussions
emerging as to whether the physician should always lead and make
decisions, even in the clinical arena (Lowe, 1971; Brooks, 1973; Reedy,
1977). In the main, however, the team in Britain Is clearly seen as phy-
slcian-led and dominated, with other team members perceived largely
as assisting the physician (Cromble, 1970), although independent and
expanded roles for nurses seem to be gaining acceptance (Miller and
Backett, 1980) and the quest for a more democratic, consensual decision-
making process appears to be underway {W.H.O., 1973).

Still another difference involves the focus of interest of most British
authors as opposed to our own. In this country, one would have to
say that the major focus of interest has been on the group or team
process and on the interaction among a broad spectrum of disciplines
and professions, each being considered to be more or less equal, rele
vant and useful. By contrast, a number of recent papers, at least those
in the Journal of the Royal College of General Practitioners, have been
on specific role or working relationships between doctors and other
primary team workers, such as nurses, health visitors and social work
ers {Brooks, 1973). A particularly interesting feature of the British
literature relates to the perception and acceptance of office staff (re
ceptionists, secretaries, clerks and bookkeepers) as members of the "team"
and the publication of papers in professional medical journals speciflcal-



ly addressing this relationship (Irvine and Jeffreys, 1971; Drury and
Kuenssberg, 1970; Williams and Dajda, 1979; Mulroy, R., 1974).

In this regard, of current interest in Great Britain is the still relative
ly^ new^ and emerging relationship between physicians and social workers
(Gilchrist, et al., 1978). In large measure this reflects the fairly recent
move to integrate health and social services in Britain. However, it
seems clear that the role and functions of social work in primary care,
while granted political importance by recent government decisions, are
not particularly well understood or accepted by physicians (Harwin,
et al.,^ 1970). Furthermore, considerable role overlap with the social
worker is perceived by both district nurses:; and health visitors (Brooks,
1973).. Nor has the profession of social work traditionally carried high
prestige^ or regard among educated persons or the other professions in
the British Isles, being a mixture of academic, vocational and techni
cal training (Cooper, 1971). Where carefully studied, however, such
attachments have resulted in expanded case-findings and services,
improved medical as well as psychiatric diagnosis, treatment and re
ferral, enhanced patient compliance and generally satisfactory relation
ships (Cooper, 1971; Ratoff and Pearson, 1970). Of interest is the broader
contact with the community and the enhanced role of the social worker
when attached to a general practice as opposed to the traditional agency-
based role (Corney and Bowen, 1980), Corney (1980) has summarized
the factors affecting the operation and success of social work attach
ments in general practice.

By contrast, in the United States, social work generally |s a graduate
level program and has always carried a university degree, ' It has
achieved considerable success in the field of mental health, where it
has contributed on a par with psychiatry and psychology to the solution
of problems about which each is similarly informed (or ignorant, de
pending on your point of view). Also, because of Cabot's early work,
most hospitals in the U,S. have maintained departments of social work
for many years. As a result, social work probably has been better
understood and accepted in this country than in Britain. At the same
time, very few private practitioners in the U.S, regularly employ or
utilize social workers . in their practices, and the idealized role of the
social worker as an essential member of the primary care team is mainly
an outgrowth of the community health center movement (Parker, 1972).

A further interesting difference between the two countries lies in the
unique role and contribution of the so-called "health visitor" to the
team in Britain. This nurse-trained, community-based, health prevention
and health education focused member of the team has a unique role,
which is somewhat different from anything in this country, except
possibly for some visiting nurse programs. Because of their community
outreach and follow-up activities and potential, health visitors were
the very earliest professsionals attached to general practitioners (Fry,
et al., 1965; Warin, 1968). Such collaboration was seen as logical and
desirable in that health visitors played a large role in clinical follow
up of patients in the community, especially newborns. Of special note
was their independence, which may have been somewhat inhibited by
such "attachments". In the "United States, this outreach concept was
borrowed by the early leaders of the community health center movement
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andadaptedinanefforttohelptheprimarycareteamrelateeffective
lytounderservedandoftenalienpopulationsintheinnercity.Thus,
theMartinLutherKinggroupsawtheneedforandtrainedindigenous
"familyhealthworkers"tocarryoutsuchoutreachactivities(Wise,
etal.,1968).Thesefamilyhealthworkerswerequitedifferentfrom
thehighlytrainedBritishhealthvisitorsinthattheyhadonlysome
rudimentarynursingandsocialworktraining.Theirmajorfunctions
wereseentobecasefindingandinterpretingtheroleofthehealth
centerinthecommunity,aswellasintegratingpatientsandtheir
familiesbackintothecommunity.

Afinal,andperhapsthemostimportant,differencebetweenthehealth
careteammovementinthetwocountrieshasbeentheextentofpolitical
andeconomicsupportavailablefortheteamapproach.InGreatBritain,
withtheadventoftheNationalHealthServicein1948,and,especially,
afterthe"Doctors'Charter"in1965,itbecameclearthatbothfunding
andpoliticalsupportwereavailablefortheconstructionofhealthcenters
andtheformationofgrouppractices,aswellastheencouragement
ofhealthteams.Directfundsandgrantswereprovidedtobuildthe
healthcenters,loansweremadeavailabletobuildorrenovateinde
pendentgrouppractices,andreimbursementanddirectsubsidiesbecame
availablefromlocalhealthauthoritiesforsupportofstaffandthe
"attachment"ofnurses'andhealthvisitorstoteampractices.Asa
result,therehasbeenahexponentialgrowthinthenumberofgroup
practicesoverthepastfewyears.ConcomitantIy,therateofnursing
"attachments"hasrisenfromlessthan5%in1965toover80%by1975
(DHSS,1977).Theactualnumberofpracticingteamsisnotclear,since
perceptionsanddefinitionsdiffer(Reedy,1981a),butonewouldhave
tosaythatincreasedcollaboration,atleastintheformofdesignated
"attachment"schemesbetweenphysician,nursesandsocialworkers,
ismuchmorewidespreadinBritainthaninthiscountry.

Thisgrowth,ofcourse,hasnotbeenuniformandtherearesomegeo
graphicalandregionaldifferencesintheextenttowhichhealthcenters
andteampracticehavebecomeestablishedinGreatBritain.Ingeneral,
thesearetobefoundinthenewersuburbanareas,whereplanning
andbuildinghavebeenrelativelyeasier,ratherthaninthelarge
citiesandindustrialareas.Ratesofnursingattachmentsvarysimilar
ly,from100%insomeareastolessthan20%inothers,withlowerrates
occurringgenerallyintraditionalurbanindustrialareas,suchasLiver
pool,Manchester,NewcastleandLondon(Reedy,1981a).Ruralareas,
withoneortwo-personpracticesandadearthofhealthcenters,also
havelowerratesofattachment(DHSS,1976).

Bywayofcontrast,intheUnitedStates,afterearlyattemptstobuild
theteamapproachintocommunityhealthcenters,therehasbeenno
significantfundingavailablefromfederalorprivatesourcesforthe
supportofteamsinpractice.Happily,thefederalgovernmentcontinues
tousetheword"interdisciplinary"and"teamwork"inanumberofits
programguidelines,but,inalltruth,onewouldhavetosaythese
conceptsarehonoredmoreInthebreechthanintheobservance.Of
historicalinterestwasthedramatic,ifbrief,experimentwithfunding
ofaseriesofstudenthealthteamtraininggrantsinthemid-1970's
bytheOfficeofInterdisciplInaryProgramsintheBureauofHealth
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Manpower. This program specifically funded some ten universities and
medical centers to train students in health team practice. This "resulted
m a variety of interesting but somewhat idealistic educational experi
ments, few of which have managed to become institutionalized or to
survive the more recent budget crunches. (Baldwin and Rowley, 1982).

Unfortunately, in neither country has much data been available on the
cost effectiveness of health teams, although sound and supportive data
have been reported on the beneficial effects of teamwork in the United
Kingdom. (Marsh and Kaim-Caudie, 1976; Fry, 1965; and Lowe, 1971)
In Britain, there is probably little motivation to study cost-effectiveness
per se, since the concept is built into and clearly has the support of

the United States, unfortunately, there has been great
difficulty in finding experiments which have been in place long enough
or have been sufficiently well-studied to provide the needed data. Those
few papers which have appeared seem to indicate that, in sum, team
care is accepted and, indeed, preferred by most clients (Friedson, 1961;"
Baldwin et al,, 1980), leads to a health orientation rather than an
Illness model {Silver, 1963; Beloff and Korper, 1972), is more efficient
and effective than traditional care {Garfield et al., 1976; Bellin and
Geiger, 1970) and may well be more cost-effective- (Garfield et al., 1976*
Steinhardt et al., 1975; Bellin et al., 1969). However, these relatively
isolated and poorly publicized studies have not been sufficient to con
vince the mainstream of American, practitioners or policy makers to come
out in strong support of teams as a more effective method of delivering
primary care.

Most of this difference between the two countries can be laid at the
feet of their radically differing health care delivery systems. In
Britain, the system Is nationally planned and financed, with a real
effort and considerable success at rationality and rationing of services.
There, health care is truly seen as a right and equal access is of
primary importance. By contrast, the American system clearly is based
on a competitive, entreprenurial model, with a marketplace philosophy
which IS largely antithetical to the concept and development of health-
teams. Thus, without some rather hardnosed economic studies which clear
ly establish team care as more cost effective (and profit producing)
than the present, admittedly costly and inefficient system, it is
doubtful that the team concept will catch on in other than a few protect
ed environments.

Some Concluding Observations

Let me not leave you with the impression that all is well with team
care In Britain. There are many problems with the "attachment" of
nurses, including the fact that, since they are employed by the local
health authority, they remain, administratively responsible to their
nursing administrators. Also, some 75% of district nurses are responsible
for more than one practice and even more practitioners, thus further
diluting their sense of belonging and responsibility to "the team" (Reedy
et al., 1980). Indeed, critics among general practitioners have used
words like "unpredictable", "seldom available", "minimal help", and
insufficiently committed" to describe them (Reedy, 1981b). As a result,
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many physicians prefer to hire their own "practice" nurses, who work
within the practice and are responsible to the practi tioner, although
partially subsidized by the government (Reedy et al., 1976).

For their part, formal nOrsing organizations are not entirely happy
with current arrangements either. They are not sure if nurses are
attached to the "practice" or the "practitioner". Also, they feel that
they are in danger of becoming subservient and of being asked to
perform "technical", as opposed to "caring" functions. At the same time,
the fact that over 75% of general practitioners have "attached" nurses
and the number is growing, suggests that it is working.

Before I close, 1 would like to make reference to two groups of workers
in Britain whose contributions to the health team literature have been
major and continuing. The first Is the Medical Sociology Unit at Bedford
College in London under Professor Margot Jeffreys, whose team of re
searchers has been studying teamwork in several Inner city practices
in the London area for some ten years. They have approached the
problem from an in-depth scholarly perspective and have produced a
major report on their observations which should be ready for publi
cation this year. Their manuscript details their perceptions of role re
lationships on the team, as well as patient attitudes towards teamwork
delivered in these several practices. It is a significant piece of re
search and should be a major resource for those of us interested in
studying teamwork in health care.

The other major group of studies are coming from Dr. Barry Reedy at
Newcastle-on-Tyne, who was to have been with us today, and who has
made a firm promise to be here next year. Dr. Reedy has approached
this phenomenon from a larger perspective, studying collaboration in
a wide, range of practices throughput Britain. His papers form the bulk
of the material currently appearing In British journals and generally
familiar to British physicians. In the main, they are directed at clarify
ing the concept and definition of collaboration and teamwork In primary
care as well as the working relationships and content of practice on
the team.

In closing, 1 would like to extend Dr. Reedy's apologies for his
absence, and my own for my poor efforts to substitute on his behalf.
At the same time, 1 am deeply appreciative to him, and to you, for
forcing me to do this review, which hopefully constitutes a positive
contribution to this conference as well as fulfilling part of my required
sabbatical report, thus removing one more paper from my unending list
of tasks to be accomplished.
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