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INTRODUCTION The origin of health care teams is somewhat difficult to

pinpoint (Royer 1982). Social workers have been involved in

interprofessional teams since the turn of the century (Kane 1975) and

the discipline of nursing before that. The current image of health

care teams emerged as a result of increasing medical specialization

and the emergence of allied health professions.

Common areas for teamwork have' included surgery, rehabilitation,

pediatrics# mental health, mental retardation, and geriatrics. In the

1960*s and 1970*s with establishment of neighborhood-clinics, outreach

programs and health maintenance demonstration programs, there was

increased use of allied health personnel in treatment teams.

In the early 1970*s federal and foundation funding for health care

team projects was created and the•Institute for Health Team

Development was founded. Educational form and formats were encouraged

for the training of health science students in medical team service

provision. Much of the funding for health team development has

dissipated in the economic recession of the 1980*s.
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THE VA ITTG PROGRAM
« J.I I

Despite the recession some agencies have continued to value and

support the health team care approach to service delivery. As a result
'

of the large projected increases in the "old old" population (i«e« 75+

years) geriatrics as a health care specialty continues to command.a

greater percentage of human and financial expenditures for health

care. The Veterans' Administration anticipates this expanding

geriatric population in stating that by 1995 approximately 2 of every

2 U.S. males, over 65, will be veterans (Goldman, nd).

The complex nature of the health care needs for the frail elderly

command input from and cooperation between many disciplines. To help

meet the future demand for interdisciplinary geriatric health care,

the VA established Interdisciplinary Team Training in Geriatrics

(ITTG) programs. The first of 12 ITTG demonstration programs were

established in 1979. The purpose of these programs is to train health

care professionals in interdependent collaborative, provision of health

care to acutely and chronically ill geriatric patients. To accomplish

this training, each site has fostered the formation of clinical

interdisciplinary staff teams in both inpatient and outpatient

settings.

In the formation of these teams only general directives were

issued for the process and function of the team. ITTG teams vary in

composition, stability of membership, and methods for student

training. In additipn to staff teams, some ITTG teams focus on

establishing student teams which are more transitional than staff,

teams. Because of the constraints and other factors, student teams



261

may not have the capacity to develop into-mature teams* The ITTG

programs should provide fertile ground for continued development of

Interdisciplinary Health Care Team Theory as a number of

interdisciplinary formats may be examined.

THEORY OF TEAM CONSTRUCTION AND FUNCTION ,

It is widely recognized in team literature that interdisciplinary

team theory is derived from many theories including group dynamics,

small group, communication, organizational psychology, conflict

management, and organizational management theories. Because

interdisciplinary team theory has borrowed concepts from so many

fields, the concepts: are frequently interchanged. The term group is

used to delineate team and vice versa.

In a therapy group the following scenario might apply; 'Before

treatment can begin,, questions must be answered as to the size of the

group, the frequency and length of meetings, the degree of similarity

of members, the number of therapists, and the comparative merit of

group and didactic treatment for each client (Rose 1977, p. 13).*

Planning of this nature would be Utopian in structuring and

maintaining an interdisciplinary health care team.

In reality, team construction and function is most often a

reflection of the structure and function of the organization. The way

a team forms is reflected in the desirable and undesirable changes or

movements in the organization. Thus, the final team structure might

not reflect any well-conceived plan. In-,addition, changes in

personnel frequently bring about structural changes within the team as

the new team member changes the position to suit personal talents

(Horwitz 1970, p. 14).
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The dynamics of power and control also appear to differ between .

groups and interdisciplinary teams (Drinka 1982)* That power as, or

should be, equally shared by members- is a common assumption made of

interdisciplinary health team organization and management. For

example^ 'Some members hold dominant roles outside their team

membership (e.g.; doctors^ lawyers,' etc.) and the true team approach

is impossible (Gray and Nichols 1979, p. 5)." References are made

regarding the need for decisions by consensus (Filley 1975; Guetzkow

and Gyr 1954; Swingle 1976; and Horwitz 1970). Consensus implies an

equialization of power That power is equally shared by

interdisciplinary team members is questionable. Bach person in .the

most successful interdisciplinary team has some power or talent

different from all others.

What then, are the factors which affect the team dynamics? The

purpose of this report is to highlight features of one particular ITTG

setting with a focus on interpersonal dynamics and powers of the group

and individuals. "

THE PRESENT STUDY ' '

This report is from an exploratory study to define and understand

one team care concept in the Veteran's Administration Hospital System.

This project is a result of the evaluation design in'the original

proposal for ITTG funding and serves as an-instructional summary for

other groups with similar tasks.

The subjects of this -report are members of the ITTG program at the

William S. Hiddleton Memorial Veteran's Hospital in Madison,

Wisconsin. A description of the team by selected characteristics is

presented in Table 1.
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About here

263

Several observations were made of the team during the course of

the evaluation^ In addition to the basic demographics reported in

Table If two assessments of each member were made using the FIROB

Interpersonal Inventory. Members also i) helped rate power sources at

work within the team; 2) ranked the power structure of the team from a

personal perspective; 3) indicated power sources of the a) most

powerful members; b) least powerful members and c) themselves. Other

data sources from subjects included a personal interview and video

tapes of the teams in patient staffing. Anecdotal information from

the interviews is reported in this presentation where it helps clarify

an issue. Video tape analyses are the subject of a separate report.

INTERPERSONAL RELATIONS

The FIROB (Fundamental Interpersonal Relations

Orientation-Behavior) was proposed by Schutz in 1958 to examine the

ways people interact with one

V

another. It is based upon several assumptions (Schutz 1966):

Postulate 1. The Postulate of Interpersonal

Needs, a) every individual has three
interpersonal needs: inclusion, control and
affection.

b) Inclusion/ control and affection constitute a
sufficient set of areas of interpersonal
behavior for the prediction and explanation of
interpersonal phemonena. (p. 13)
Postulate 2. The Postulate of Relational

Continuity. An individual's expressed
interpersonal behavior will be similar to the
behavior he experienced in his earliest
interpersonal relations, usually with his



parents, in the following way: Principle of
Constancy; When he perceives his adult position
in an interpersonal situation to be similar to
his own position in his parent-child relation,
his adult behavior positively covaries with his
childhood behavior toward his" parents (or
significant others). Principle of
Identification; When he perceives his adult
position in an interpersonal situation to be
similar to his parent's position in his
parent-child relation, his adult behavior
positively covaries with the behavior of his
parents (or significant others) toward him when
he was a child* (p. 81)
Postulate 3. The Postulate of Compatabilitv.
If the compatibility of one group (h) is greater
than that of another group (m) then goal
achievement of (h) will exceed that of (m)« {p«
105)

A further assumption is that group ^and members develop

from inclusion needs to control needs to affection needs in an

orderly progression* Further, each of these needs has two

dimensions: "expressed" needs and "wanted" needs*

"Expressed" refers to behavior toward others and "wanted"

refers to the way a person wants to be treated by others.

Each dimension (Inclusion, Control, Affection) of the FIROB

has an "expressed" and "wanted" dimension.

The assessment tool does not focus specifically on team

behavior but individual behavior. An extrapolation is then

made to examine scores with relation to team function.

The instrument was administered' twice to team members,

once in the fall of 1982 and once in the spring of 1983. Two

measures were taken to examine situational influences that

might affect team functioning (Schutz 1966K

Scores and comparisons of scores are reported in the following

pages. Figures 1 through 6 report scores of the FIROB at both
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testing occasions* Means, standard deviation and Spearman

rank order correlates are reported for each scale at both

testing occasions. Graphs are paired by subscale with scores

for the appropriate dimensions*

Inclusion scores (Figures 1 and 2) on both occasions show

considerable variation. There is also no significant

relationship between expressed and wanted behavior either. It

is interesting to note, however, that the greatest variation

in scores occurred in the "wanted" dimension, while the least

Figures 1 and 2

about here

variation was in 'expressed* behavior* These pieces of

evidence point to several observations. Variation is a

desireable feature in interpersonal dynamics, for without it

the team becomes stagnant from lack of leadership in the

multidimensional team tasks or quarrelsome for lack of

followership. The relatively small variation in the

'expressed* dimension indicates agreement among members that

inclusion is important. Note also that in Figure 2 the group

has shifted slightly backward (but not significantly) on the

scales in both ^domains. This likely indicates a modification

in team behavior resulting from growth.

Information in Figures 3 and 4 is equally interesting

regarding the Control subscales. There is a. relatively tight

clustering of both "expressed" and "wanted* dimensions at the
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first occasion. It is possible that at this point the team

members are ambivalent in the Control domain. That is one may

be ready to take control or be controlled. At the second

occasion there is a difference. A number of members are-now

expressing a need to control where others have expressed a

greater desire to be controlled. The power structure of the

team may have become better defined at time two. There are,

however, some external situational influences which may have

affected scores of some individuals. It should be noted that

changes from time one to time two were not statistically

significant.

Figures 3-and 4

about here

Figures 5 and 6 are even more interesting than the other

domains. Note the rather high mean for "wanted" dimension

scores in contrast to "expressed* dimension scores. Members

wanted affectional relationships within the team but did not

express strong affectional behavior toward others. Perhaps

the objective professionalism of medical care pushes one away

from the extension of affectionate behavior toward others of

the team, while the human need for affection remains high. An

alternative conjecture might be that this team is mature and

at maturity affectional scores are vulnerable to' major changes

in the team structure or function.

266



Figures 5 and 6

about here .

, Further statistical analyses of the FIROB scores are found

in Tables 2 and 3. An interest in the,relationship of

subscale dimensions by occasion revealed significance only on

the Expressed Affection dimension.

Table 2 and 3

about here

An interest in statistical variations in the subscale by

occasion prompted the results in Table 3. There were no

significant changes in subscale dimensions by either occasion*

In summation, the FIROB has been a useful descriptor for

team development activities. The stability of Interpersonal

Relations Behavior may well reflect an effective dynamic of

interaction. That is, the team is^functioning quite well with

desiraible tensions that continually seek balance.

AS part of effective team functional ability, the

possession of sources of power, the ability to use those

sources effectively and the ability to share power with others

are critical. A review of literature and experience led to

the generation of 37 power sources that may be used by members

of a team.

Information in Table 4 indicates those sources which were
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identified. Hembers of the team were asked to rate these

power sources for their constructive attributes in team

function using a six point scale and to add other variables if

they wanted* Sources are ranked by mean agreement among team

members*

Table 4

about here

Those sources with high value (i*ea X^5*00) are likely

minimal acceptance standards for team members. In other

wordS/ members expect a professional to have at least these

characteristics before allowing permission to become an

integrated team member. Those sources' with low value (i.e.

4.00} are cited in literature as necessary power for

function. The team, however, felt they were either neutral or

inhibitive to their functional ability.

Further information on power and the team was gathered by

asking for a rank of all members by each person including

their own personal ranking. They were then asked to identify

up to five power sources (from Table 4) in order of importance

of the top three members, bottom three members and themselves

if they were not part of the top or bottom rankings.

Table 5 reveals the moist mentioned power sources of the

most influential members of the team. Th^y are ranked by

number of times mentioned. The 'Rank* column indicates the

mean rank from Table 4* Mote that for those mentioned by more
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than 50% of the team only three were marked high (i.e. X>
r

5,00).

Table 5

about here

Ranking power sources of those at the lower end of the

power structure was most difficult for many members. Most

wanted to cite deficiencies in those individuals as opposed to

strengths. Therefore, the data in Table 6 should be used with

caution. Note, however/ that unlike Table 5 more sources were

cited from nearer the top of the mean rank in Table 4. This

could mean that lower ranked members had the basic team

requirements (i.e. professional competence^ commitment, etc.)

but were missing less tangible traits that would have

permitted them to become powerful team members.

Table 6

About here

Five individuals did not place themselves in either the

top or bottom grouping of individuals. Their self reports are

located in Table 7.

Table 7

about here
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Interestingly personal sources cited for self ranking of

individuals are more like those cited for lower ranked

individuals than top. Further, they conform more to the basic

team criteria cited in Table 4 than to sources of members with

higher ratings. One might conjecture that these individuals

are expressing their basic competency credentials instead of

more personal and perhaps less tangible (ego centered?)

attributes wishing to be modest> not boastful*

Of final interest, was the overall rating of the members

and the self ranking of individuals. Results of that part of

the exercise are presented in Table 8.

Table 8

about here

Most individuals had a relatively realistic picture of their

rank in the team function. However, there were exceptions

(note A, I, and D). Implications of the disparity are not

clear as efficient function of the team is not jeopardized.

It may only imply that these individuals see themselves

differently than others- No one wants to be at the bottom of

any order. This may be particularly true of medical team

care. The range of personal ranking and the overall mean

rankings range from 1 to 6 while the possible range was 1 to

11.' Perhaps this is an indication of personal and

professional respect for members. It could also mean that

power is shared in accord with abilities and members could be
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satisfied with the powers they possess. Without variation in

rank as indicated the team would not be functional. Too many

powerful leaders would be disfunctional to team operation*

Observations

At the time team members were interviewed about power

sources and team function, a number of mitigating factors were

at work. Transition of team.members was occuring. some were

leaving the team and others had become less involved from a

realignment of professional commitments.

A new team program had been initiated in Hospital Based

Rome Care (HBBC). The team coordinator was heavily involved

with'its initiation formation and function.. Some members of

the ITTG team felt the new program was being thrust upon them

without their input. Others felt the coordinator was less a

member of the team, while the coordinator believed team

membership was retained. Formation of a new team for HBHC

combined some membership with ITTG yet possessed different

objectives.

Realignment of power structures was creating some

adjustment difficulties and morale problems among members.

Some members of the. team felt that there were problems within

the VA bureaucracy or medical training which impaired team

function. Examples cited included departments which demanded

accountability for'time, team decision-making differs from the

medical training model of individual decision making, and a

questionable cost effectiveness of service provision.

Team members of this institution are permanent
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professional staff with varying budgeted appointments on the ,

ITTG team. They are not student teams which are more

transitional than staff teams. Rather, students rotate

through the team for variable lengths of time- Medical

residents and other short time individuals often find it

difficult to be accepted as team members but individuals with

longer periods of contact are able to integrate in

compatibility with their abilities and desires.

Based upon observation of this team structure and having

examined the problems of student teams in development,

professional permanent staff are essential for achievement.

Student teams do not have sufficient time, experience, or

resources to establish good team care concepts. Students

examined in a separate study were still struggling for basic

Inclusion needs satisfaction at the end of their duty. The

students as a part of teams are subjects of a separate report

at a later time.

IMPLICATIONS

Based upon the data reported in this study it would appear

that a combination of features make this a very mature

functional team. A blend of very experienced team members

with less experienced may facilitate growth of the team by

continual reexamination of team norms. Other items like the

willingness to share power, to lead and be led, arid to support

and challenge each other are important for efficient decision

making and are confronted by this team. Afuture study should



focus on the vulnerabilities of mature te^s to change and

stress.

The FIROB has been a useful tool to understand the

resources of the team. Members know where they stand in

relation to each other on the three dimensions of

Interpersonal behavior. That knowledge is instructive as it

allows people to work on developing other traits that may help

them become more integrated members of the team enhancing

function.

This study re-emphasizes that teams are dynamic

organisms. Members are influenced by environmental and

personal factors In their functional ability. Variance in
•V

their influence should be expected by other members. In a

similar note support for professional competence and input is

critical for continuec' team value. Members need to develop

trust and confidence in both their own abilities and the

abilities of others. The sharing of resources and abilities

is critical if professional competence is to be maintained.
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TABLE 1

ITTfi nESr.RTPTnR.'^

Age: x = 33.61

SD = SM

R = 30.GO

2., Disciplines: Nursing (2)

Psychiatry

Social Work (2)

Medicine (2)

Physical Therapy

Pharmacy

Occupational Therapy

Dietetics

% Time Budgeted to ITTfi: 20 (1)

25 (1)

50 (5)

75 (1)

100 (2)

Gender: 3 Male

8 Female

Prior Experience of Members on Other Interdisciplinary
TEAfiS: None (6)

1 Team (2)

2 Teams (2)

3 Teams (1)

Length of Time Affiliated with the Present ITTG- Program:

1 Year (6)•

2 Years (2)

3 Years (1)

7 Years (2)
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Expressed X '5.27; Wanted X • 3.81;

SD -1.56 SD - 3.60

9

8

7

6
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.22 Sig.e.w > .Xd sig. • U.S.

Expressed X "4.36; Wanted X * 3.46;

SD -1.75 SD - 3.50

ro
•vj
O)



9

8'

7

6

5
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FIGURE 3

^e.w • .57 Stg. • U.S.

Expressed X -2.90; Uanted X - 3.90;

SO -1.64 SO • 1.37

FIRO-B STAFF CONTROL T2

• G

• D

• F
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B^J

• E

WANTED

FIGURE A

^e.w - .65 Sig. - U.S.

Expressed X •4.46; Wanted X • 2.73;

SO -2.81 SO - 1.10
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6-

5-

M-
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FIRO-B STAFF AFFECTION T2

<e.w
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SO

D/G

IA,C,
FjK

• BiE
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FIGURE 6

• .B2 Sig. • .007

•3.36; Wanted ^ - 5.59;
•1.91 SD • 1.57



TABLE 2

SPEARMAN RANK ORDER

CORRELATIONS FOR FIRO B

SURSCALE
^T^T^, SiG

Inclusion Expressed .30 NS

Inclusion Wanted NS

Control Expressed .51 NS

Control Wanted -.01 • NS

Affection Expressed .67 PI

Affection Wanted NS

TABLE 3

WILCOXON MATCHED PAIRS

SIGNED RANKS TEST

FOR CHANGE IN SURSCALES SCORES

Subscale 2 Tailed -P

Inclusion Expressed -l.W NS

Inclusion Wanted -1.00 NS

Control Expressed -1.69 NS

Control Wanted -1.95 NS

Affection Expressed -0.56 NS

Affection Wanted -o.id NS.
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BANK.

1

2

3

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

TABl£ 1

POWER SOURCES RANKED BY MEAN

IMPDRTAHCE TO TFAtl HEMBERS^-

PQWER SOURCE X -SL

Knohledge OF Geriatrics 5.54 .0.68

Professional Competence 5.54 0.69-

CoHHITMENT TO GERIATRICS 5.36 0.50

Professional Self Respect 5.36 . 0.67
Energy and Effort. 5.27 0,l4

Respect for Colleagues 5.27 0.65
Commitment to Team Care 5.18 0.40

Dependability 5-18 0.S7
Knowledge of Patients I.Sl 0.54

Conceptual Skills 0.70
Ability to Organize ^•91. 0.83

Self Confidence ^-91 0,83

Flexibility '••82 0.60
Willingness to Work on Common Problems 4.82 0.75
Charisma '̂ •82 0.87
Dedication to Common Ideal 4.82 1.33

Communication Skills 4.73 1.01

Willingness to Learn ^.73 1.74

Experience on Teams 4.64 0.50
Manageable Work Load .4.45 1.04

Understanding Other's Jargon 4.36 0.67

Outreaching Personality ^.36 1.57
Knowledge of The "System" ^-27 3.62

TABLE 4, CoNT.

pnwFR ^niiprF - —
X SO

KMrtN

24 Demonstration of Skills Difficult to 4.00 1.55

Replace
4.00 1.55

?S Information Flow

76 I Time on Team 3.91 1.64

27 Discipline
3.82 1.33

?8 Ability to Identify Holders of Power 3.64 1.57

29 Ability to Coopt 3.45 2.84

30 Placement of Office 3.78 0.87

31 Historical Knowledge of the Team , 3.18 1.31

3? Ability to Fill A Power Vacuum 3.18 1.72

-33 Sex "
3.09 ^ 0.30

34 Placement of Desk 3.09 0.94

35 Ascribed Power 3.09 1.58

36 Age
2.91 1.14

37 Scapegoat 2.09 1.45

'^Scale OF Measure: 0 = Unsure
1 = Destructive to.Team Function

2 = Inhibits Team Function

3 = Neither Inhibitory nor Constructive

4 =" Somewhat Constructive

5 = Very Constructive

6 = Always Constructive
CO
o



TABLE 5

RANK' POWER SOURCE COUNT Z OF RESPONSE X OF CASES

2 Professional Competence 8 6.5 72.7

11 Ability to Organize 8 6.5 72.7

1 Knowledge of Geriatrics 7 5.6 53.6

31 Historical Knowledge of the 7 5.6 63.6

Team

5 Energy and Effort 7 5.6 63.6

3 Commitment to Geriatrics 6 4.8 5*1.5

9 Knowledge of Patients 6 4.8 51,5

17 Communication Skills 6 4.8 54.5

23 Knowledge of the "System" 6 4.8 54.5

8 Dependability 6 4,8 54.5

4 Professional Self Respect 5 4.0 45.5

7 Commitment to Team Care 5 4.0 45.5

14 Willingness to Work on 5 4.0 45.5

Common Problems

15 Dedication to Common Ideal 4 3.2 . 36.4

19 Experience on Teams 3 2.4 27.3

23 Outreaching Personality 3 2.4 27.3

26 Z Time on Team 3 2.4 27.3

27 Discipline. 3 ,2.4 27.3

35 Ascribed Power 3 2.4 27.3

6 Respect for Colleagues 2 1.6 18.2

13. Flexibility 2 1.6 18.2

15 Charisma 2 1.6 18.2

RANK'

18

24

25

28

34

22

29

32

36.

PnWFR SOURCE

TABLE 5, Cont.

rpiiHT r OF rfsponse z of_cases,
1.6Willingness to Learn

Demonstration of Skills

Difficult to Replace

Information Flow

Ability to Identify Holders

OF Power

Desk Placement

Understanding Other's Jargon

Ability to Coopt

Ability to Fill A Power

Vacuum

Age

2

2

2

2

2

1

1

1

1.6

1.6

1.6

1.6

..8

.8

.8

.8

^Rank in overall power source. See Table 4

18.2

18.2

18.2

18.2

18.2

9.1

9.1

9.1

9.1

ro
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TABLE 6

pnv/FR SOURCES OF LOWEST RANKED TEAM MEMBERS.

RANK'̂ ' POWER SOURCE COUNT X OF RESPONSE : OF CASES

2 Professional Competence 8 11.3 88.9

3 COMHITHENT TO GERIATRICS 5 7.0 55.6

10 Conceptual Skills 5 7.0 55.6

27 Discipline 5 7.0 55.6

1 Knowledge of Geriatrics 4 5.6 44.4

5 Energy/Effort- 3 . 4.2 33.3

7 Comhitment to Team Care 3 4.2 33.3

8 Dependability 3 4.2 33.3

12 Self Confidence 3 4.2 33.3

11 Willingness to Work on 3 4.2 33.3

Common Problems

23 Knowledge of the "System" . 3 . 4.2 - 33.3

24 Demonstration of Skills 3 4.2 33.3

Difficult to Replace

26 X Time on Team 3 4.2 33.3

4 Professional Self Respect 2 2.8 22.2

6 Respect for Colleagues 2 2.8 22.2

9 Knowledge of Patients 2 2.8 22.2

16 Dedication to Common Ideal 2 2.8 - 22.2

17 Communication Skills 2 2.8 22.2

18 Willingness to Learn 2 2.8 22.2

19 Experience on Teams 2 2.8 22.2

21 Understanding Other's Jargon 1 1.4 11.1

30 Placement of Office 1 1.4 11.1

IM! PnWFR.SOURCE

34 Desk Placement

35 Ascribed Power

36 Age

15 Charisma

TABLE 6, CoHT.

rnilNT Z OF RFSPOHSE I OF CASES
1 l.M 11.1

1 i.4 11.1

1 1.1 11.1

1 l.M 11.1

*Rank in overall power source. See Table 4
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TABLE 7

POWER SOURCES OF THE INDIVIDUAL

RANK* POWER SOURCE COUNT I OF RFSPONSF I OF CASES

2 Professional Competence 5 11.5 50.0

5 Energy/Effort 5 11.6 50.0

1 Knowledge of Geriatrics 3 7.0 30.0

W Willingness to Work on 3 7.0 30.0

CortioN Problems
TABLE 8

rOMPARATIVE RANKINGS BY SF
17

27

i|

Communication Skills

Discipline

Professional Sfif Rfspfct

3 7.0

3 7.0

2 HJ

2 ^1.7

30.0

30.0

20.0

20.0

M

MEMBER lY A
ij|KLij

SD

11 Ability to Organize C 1 2.36 1.29

6 Respect for Colleagues 2 1.7 20.0 F 1 1.81 1.10

28 Ability to Identify Holders 2 *1.7 20.0 E 2 1.15 0.52

OF Power D 2 6.27 3.13

37 Historical Knowledge of Team 2 1.7 20,0 B 3 5.18 2.23

3 Commitment to Geriatrics 1 2.3 10.0 J 3 3.61 1.86

9 Knowledge of Patients 1 2.3 10.0 G 3 1.18 ' 1.89

13 Flexibility 1 2.3 10.0 K 3 1.00 1.11

19 Experience on Teams 1 2.3 10.0 A 1 2.36 1.63

21 Understanding Other's Jargon 1 2.3 10.0 I I 5.91 2.63

22 OuTREACHING PERSONALITY 1 2.3 10.0 H 6 5.82 2.32

23 Knowledge of the "System* 1 2.3 10.0

26 X OF Time on Team 1 2.3 10.0

29 Ability to Coopt 1 2.3 10.0

3^1 Desk Placement 1 2.3 10.0

35 Ascri&ed Power 1 2.3 10.0

*Rank in Overall Power Source. See Table k
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