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IMPROVING PATIENT SAFETY 
AND CARE QUALITY: A 
MULTITEAM SYSTEM 
PERSPECTIVE 

Sallie J. Weaver, Xin Xuan Che, Peter J. Pronovost, 

Christine A. Goeschel, Keith C. Kosel and 

Michael A. Rosen 

ABSTRACT 

Purpose - Ew1r ll'ritings aho11r tea11111 ·ork i11 healthcare ('111f!lwsi::ed th(lf 
!,ealthcorc ;1r0Fidl'l's needed to evo!Fc J i·o111 11 te11111 of c.,pl'l't.1· into w1 
CXJ)l'l'f fl'(l/11. This is 110 longer c11ough. As ;wtic11ts, OC('l'('c/itufion hodics, 
and rcgu/otors incrcasi11gly demand that core is coonli11arcd, .l'i1/c' , o/' 
high c;1w!i1y , and c/ficicn/, if is clear that heu!rhrnrc organi::ations 
i11crcasi11gly 111ust /i111ctio11 (Ille/ !corn 1101 011/r as npcn teams hut (I/so as 
npert 11111/ritl'(l/11 srstc111s ( A1TSs ) . 

Approach - In this chaJJ/l'/', 11•c o/f'a ii porlrnit of' the /'()hus/, 011d a/heir 
co111JJ/c.,, 11111/titcam strncturcs that 111m1y hcolthcarc ,\TS/ems arc dcvc!­
opi11g i11 order to adapr to rupid chcmgcs in rcgu/army (Ill(/ jinanciu! 
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pressures while sim11lta11evusly improving patient safety, quality, and 
pe r/imnance. 

Findings and value - The noticm of' continuous i111proveme11t rooted in 
cmztimw11s learning has heen embraced as a battle er)' /i-om the board­
room to the bed1·ide, and the MTS concept offers ~t meaning/it! lens 
through which we can hel;ill to u11dersta11d, study, and impri;ve these 
complex orgcmi:::ational systems dedicated to tackling some of' the most 
important goals of'our time. 

Keywords: Health services administra tion; patient safety; quality 
improvement; leadership ; coordination; role clarity 

.. they rnn some lab wo rk and c;1me back ri ght away, and sa id ·· Kidney problems.'· 
And before I knew it , I was involved and thrown into thi s six months of tests and trials 
and tribulat ions with six doctors across two hospitals in this clash of medical titans to 

rigure out which one of them was right about what was wrong with me. And I'm si tting 
m a wa1t111g rnom some time later for an ultrasound. and all six of these doctors actu­
ally show up in the room al once, and I'm like "uh oh , this is bad news" (Dishimrn. 
20n) 

The United States is undoubtedly entering a new age in which healthcare is 
no longer valued singularly on the quantity of care provided. Moving 
toward a model that embraces quality, safety, and patient outcomes on 
increasingly equal footing with quantity, however, requires embracing new 
identities, new processes , and new structures that connect often highly dis­
parate care providers, care organizations, accreditation, and regulatory 
bodies. For example, the Centers for Medicare & Medicaid Services (CMS) 
Accountable Care Organization (ACO) model explicitly aligns payment 
structures with quality , safety, and other outcome metrics in an attempt to 
enhance care coordination among hospitals, groups of physicians, and 
other care providers for some of our nation's most chronically ill patients 
(Centers for Medicare & Medicaid Services, 2013). Additionally, payment 
structures for both acute care organizations (e.g., hospitals) and chronic 
care facilities (e.g., outpatient hemodialysis centers) increasingly include 
elements of care quality and safety. This means that many care organiza­
tions have significantly developed their efforts to learn from real or poten­
tial errors, near misses , glitches, or defects in order to effectively mitigate 
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and manag less than optimal patient ou tcome -. n do Lhis, mun y organi­
zati ns ha ve dev loped robust, nnd all cit C( mplcx strm:turcs o r sys tem" 
r r improving pa1icn1 safety , 4 uc1lil ' a nd performance. To this end , the 
noti 11 r c nti1,u us lea rn ing has been embraced ~1s ·1 battle cry fr 111 the 
bonrdr om lo lb bcu ·id , without a g reat deal or refl ecti o n n how such 
learning can occur effectively in complex team environments. Early writings 
about teamwork in healthcare emphasized that healthcare needed to 

1110ve from a team of experts to an expert team (Burke, Salas, Wilson­
Donnclly, & Priest, 2004). This is no longer enough. As patients , accredita­
tion bodies , and regulators increasi ngly demand that care is coordinated, 
safe, of high quality, and efficient, it is clear that healthcare organizations 
increasingly must function and continuously learn not only as expert teams 
but also as expert multiteam systems (MTSs). 

fn this chapter, we draw on the notion and ddlnition of an MTS as a 
hybrid organizational form designed to enable complex and highly specia­
lized teams (and we posit to more effectively incorporate more loosely 
organized groups as well) to coordinate, communicate, and cooperate in 
the name of shared superordinate goals (Davison, Hollcnheck , Barnes, 
Slecsman, & 1 lgcn, 2012). Under the shared superordinate goals of reducing 
preventable patient harm and optimizing care quality, both acute and non­
acute care organizations have attempted to adapt their committee and gov­
ernance structures to sim ultaneously facilitate informal learning and a just , 
relatively nonpunitive response to glitches, errors, and system defects 
(Rosen, Weaver, & GocscheL 2013). In this way, efforts to improve care 
processes and patient outcomes are increasingly the work of MTSs in 
healthcare. In this chapter, we offer an example of such an MTS working 
to reduce the risk of preventable patient harm. The MTS we describe inte­
grates elements observed across a cadre of suburban and rural U.S. acute 
care facilities participating in the CMS Partnership for Patients, a national 
public- private partnership aiming to decrease preventable hospital­
acquired conditions by 40% and readmissions by 20%, as well as o ur own 
health system and other national leading organizations who have achieved 
significant gains in patient safety and care quality . We want to emphasize 
that the example which we offer below is not designed to reflect an "ideal" 
system or to describe configurations and processes as they "should be." 
Rather we offer descriptive examples of MTSs "in the wild." These exam­
ples have been culled from observations, interviews, and focus groups in 
various organizations and detail how healthcare organizations arc increas­
ingly moving toward MTS models in order to provide safer, more effective, 
and more efficient care for all. 
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BACKGROUND 

Despite growing public awareness that care safety and quality could 
stand to improve, large Federal and local organizational investments in 
improving health services delivery, and employing a workforce that is 
proportionally among the most highly educated across a range of indus­
trie~. patients c~ntinue to be harmed in a system whose ultimate goal is 
to improve their health. Recent findings based on studies published 
between_ 2008 and 20 l l estimate that nearly 210,000 deaths per year in 
the U111ted States are associated with hospital-acquired conditions or 
har.m (.l.unc-, _() 13) . Furtherm re, best available estima tes based upon 
rev1e~s of :1.cu le care patient records suggest that 14-21 % of records 
contumed ev1d nee of at lea ·t .ne serio us adverse event (i.e., an event or 
u111ntended effect that contributed to a prolonged hospital stay, serious 
harm, or death) (Classen et al., 2011; Landrigan et al., 2010). Under­
standing how this type of harm can be mitigated and managed has thus 
be~n increasingly i.ntegrated into the strategic work of healthcare organi­
zat10ns and the datly work of healthcare providers over the past 15 years. 
Changes to regulatory and financial reimbursement structures since 2008 
(and continuing into 2015 and beyond) continue to further reinforce 
motivation to reduce preventable harm and improve care integration. For 
c.xample, Medicare and Medicaid, the two largest U.S. payers, have con­
turned to reduce reimbursement for hospital-acquired conditions and 
many. private insurers have instituted similar policies. Contextually, this is 
also 111 an mdustry where approximately 28% of organizations had a 
negative operating margin in 20 I l (American Hospital Association, 
2013 ). As such, healthcare organizations, the clinicians. and the staff that 
con:prise them are ethically and, increasingly, strategically motivated to 
optimize care safety and quality. 

For many this has meant developing or reconfigu ring aspects of thei r 
organizational structure and processes in order to (I) quickly surface 
ghtches, defects, or potential risks that have resulted in unintended conse­
quences or which could potentially lead to patient harm; (2) to develop and 
enforce. a system that holds leaders, clinicians, and staff from highly diverse 
professional backgrounds accountable for improving care processes and 
outcom~s; and (3) build capacity or expertise in doing patient safety and 
quality improvement (QI) work. While many clinicians and organizational 
leaders demonstrate incredible enthusiasm to embrace rapid advances in 
clm1cal science and treatment advances, healthcare organizations have not 
lustoncaily been characterized by agility or rapid innovation when it comes 
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1·g:wizutic 11'11 s lruclur s c r decisi 11-making J n> ·csse · . · xterna l changes 
to . • 1 • I fi nunciu.l payment slru lure., increasing pal!ent c 1 ,c ·tnL empower-
l~ nt coupled with increasi ng lransp·1r ·1,1cy. h wever. require in n vutivc 
'.
1 

proachcs to a ligning the w rk r mu ll i1 l t am in order t ef11.cienlly 
,1[) . I I . . l . . l respon I Lo such co~tmuous Y. evo v111g cnvironmcnla c nt1ngenc1cs :111c 
accompli. h verarehtng collcct1 ve rou ls. two hallmarks of MTSs Mnth1cu 
rvtarJ.:s, & Zuc~:nro, _( 01). Thi mean. un iti ng the efforts, roals, and temp 
of teams with their own proximal goals from the bedside to the boardroom 
under the often effusive goal of "continuous improvement." 

furthermore , this also me,111s empowering, motivating, and co-leading 
teams of highly educated, experienced , and historically fiercel y autono­
mous indi viduals. Improvi ng safety and quality depends upon implemen­
tation and sustainment of leading evidence-based practices, as well as 
effective teamwork at the bedside, and effective communication , coopera­
tion, and coordination among teams across the organization. The ex ten­
sive social science literature on teams, organiza tional development, and 
leadership, as well a nearly two decades of work examining performance 
improvement methods in healthcare, undoubtedly demonstrate that tech­
nical interventions to improve care, such as checklists, arc only effective 
to the extent to which they are perceived as valuable, used reliably, and 
reinforced by colleagues, peers, and leaders. Change efforts demonstrate 
effectiveness only when motivated clinicians own them, invite and 
appreciate contributions of other team members, and commit to holding 
their peers and fellow team members accountable for reliably demonstrat­
ing new behaviors through social norms and modeling (Nembhard & 
falmondson, :2006; Pronovost. 20 l I). Additionally, theory and empirical 
evidence underscore that management support, an organizational climate 
that promotes creativity, and investment of time and resources are crucial 
for effective organizational innovation or change (Alexander, Weiner, 
Shortell , Baker, & Bi.:cker, 2006; Klein & Sorra, 19%). To this end, an 
MTS whose overarching goal is to improve the safety and quality of care 
delivery must include component teams of different types across multiple 
organizational levels (Buzachero, 20 I~) . While unit-based teams of front­
line care providers can implement local changes (e.g., utilize a new check­
list or algorithm for catheter insertion, maintenance, and removal) and 
effect outcomes in their work area (e.g., improve their local central-line 
associated bloodstream infection rate), they must be suprorted by and 
work collaboratively with organiza tional-level teams responsible for 
understanding patterns of risk or similarities in improvement efforts 
across different work areas in order to move organizational-level 
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outcomes. Organizational-level improveni ent teams must stay abreast of 
often rapidly fluctuating contextual fact.ors, including financial risks and 
changes to both private and national payment structures, regulatory risks 
mark l share considerations, and consumer trends. Organizational-level 
improvement teams must also use information garnered from the efforts 
of individual units to guide broader improvement efforts, as well as 
negotiate with governance committees. Increasingly, these organizational­
level teams must also collaborate with others at a health system level in 
order to align system resources and foster cross-organizational learning. 

A "FRACTAL" MUL TITEAM SYSTEM EXAMPLE 

Given this complexity, one type of MTS structure adopted to address 
patient safety and QI draws on the notion of a fractal (Pronovost ct al., 
2013). Mathematician Benoit Mandelbrot coined the term "fractal" to 
describe geometric patterns of organization observed in nature in which a 
larger pattern or shape is comprised of relatively identical patterns or 
shapes of increasingly smaller sizes (Mandelbrot, 1983). Ferns are a com­
mon example of a fractal in that each fern leaf is smaller in size, but 
similar in shape to the larger fern frond. Fractals are represented in 
many structures including snowflakes, the rings that comprise tree trunks, 
the vessels in the heart, and the branches of the lungs, in which relatively 
simple structures arc recursive, that is, they are replicated again and 
again at multiple levels to form the complex array that is the entire 
object (Barnsley, 2013 ). Interestingly, fractals arc thought to be the pro­
duct of continuous iteration, meaning that they are produced by feedback 
loops in which the output o[ previous or smaller iterations is fed back 
into the overall system continuously (Barnsley, 2013; Mandelbrot, 1983 ). 
As such, "fractal" organization models have been proposed as one strat­
egy for building resilience and the capacity for quick adaptation to chan­
ging environmental contingencies (Hoverstadt, 2008; Morel & 
Ramanujam, 1999). In healthcare, such models have been implemented in 
the form of teams-of-teams working together toward shared goals o[ 

optimizing the quality and safety of care delivered. Accomplishing this 
requires multiple teams to work interdependently, as well as effective 
boundary spanning, integration, shared leadership, and effective entrain­
ment. In organizations that operate as part of a larger health system this 
also means that teams interact with and share with other teams that are 
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external to their home organization. We subsequently offer a descriptive, 
integrative example or one such MTS. 

Strnct11rc, Roles, and Processes 

Table I outlines examples or the different component teams or groups 
which may comprise such an MTS. The system as a whole shares three 
overarching goals: ( l) to optimize patient outcomes, (2) to optimize patient 
care experience, and (3) to eliminate preventable harm. In this example, 
13 types of component teams arc listed; however, it is important to realize 
that there may actually be several different teams of each type in a given 
organization. For example, Johns Hopkins Hospital alone has over 
40 active Comprehensive Unit-Based Safety teams (CUSP teams); multidis­
ciplinary teams of care providers and administrators that jointly work to 
identify local opportunities for continuous improvement and eliminate 
preventable hospital-acquired harms such as central-line associated blood­
stream infections (CLABSI) (Prunovosl d :ti., 2006; Timmel ct al., 2010). 

Such unit-based or work area-based teams tend to be more internally 
focused (i.e., focused proportionally more on their own proximal compo­
nent team goals relative to other teams that make up such an MTS); how­
ever, they form the foundation for improvement-oriented work given that 
they are comprised or practicing clinicians who carry out daily care. They 
monitor their own unit's performance on metrics related to the three over­
arching goals or the MTS and use this information to help guide and evalu­
ate their improvement efforts. These unit-based teams work. in concert with 
departmental or divisional teams to share their work and creative ideas 
with other units in their department. Their members may also participate 
in hospital-wide teams focused on a particular patient outcome or potential 
harm areas (e.g., a hospital-wide team dedicated to reducing and prevent­
ing patient falls). 

At the organizational level, separate teams may exist which explicitly 
focus on developing policy and processes related to each o[ the overarching 
goals of the MTS, as well as measuring and monitoring performance on 
quality and safety metrics across all areas or the organization. For example, 
a clinical QI committee may focus primarily on hospital-wide performance 
on clinically oriented patient outcome measures (e.g., 30-day mortality and 
readmission rates and percentage of' patients who receive timely, evidence­
based treatments or preventative practices such as deep vein thrombosis 
prophylaxis). Such teams may also be responsible for identifying and 



Table J. Example Component Teams. Their Goals, and Responsibilities in a Quality and Safety 
Improvement Multitcam System. 

Health system 
level 

O rganizational 
level 

Depa rt men t or 
division lew l 

UniL or work 
area le, el 

Example Component Teams 

Health System Quality & 
Safety Committee 

Component Team G oal(s) and Responsibili ties 

Sets strategic svstem priorities a nd specific goals related to quali t:-, 
and safe ly perform ance: poo ls and directs resources to support 
achie,•emcnt of these goals 

Armstrong Institute for Pat ient Coordinates identification. support. testing, and dissemination of 
Safety & Quality innovati,•e ideas that enhance the qua lity, safct,. and va lue of 

Clinical Communi t ies 

Hospita l Board o f Trustees 
Qualit0 Improvement 
Committee 

Hospital Quality lmproYement 
(QI) Council 

Clinica l Ql Committee 

Service QI Committee 

Pa Li en I Sal'ety Committee 

Hospital Falls Team 

Department o r Divisional 
Sal·ety Committee 

Department Qmrlil) 
Improvement Committee 

/\d-hoc Department 
Performance Impro vement 
Tean1 s 

patien t ca re 
Self-organiz ing communities of clinical care providers from 

different organizati ons within the system who come together to 
establish safet~ and qualit,· priorities; set specific perfo rmance 
goals: implement and Lest ne,, processes or improYement 
interventi ons: and monitor and achieve results 

Monitors hospital qualit0 and performance measures , re\'iews, 
and supports development o f policies and processes rel a ted to 
continuous qualitJ and safoty improvement 

Re, iews, aligns. and integrates quality-, service-. and sa fe t) ­
rclated po licies and procedures in the hospital: integrates and 
shares external regulatory o r measurement cha nges 

Monito rs hospital qua lit, and performance measures: develops 
and implements po licies and processes related to clinical QL 
ri sk-management. o r utili zati on in the hospital: allocates 
resources to support achievement of these goa ls 

Deve lops and implements policies and processes related to 
pa tient-centered sen•ice in the hospital: re,•iews hospita l 
acti, iti cs related lo service integratio n: creates service-oriented 
education programs: alloca tes resources to support achievemen t 
o f these goals 

De"elops and implements policies and processes re\ated to patient 
safety in the hospital: reviews hospita1 risk-reduction acti,·ities: 
creates pat ient-sa fct~ educa ti on programs~ a11 ocates resources 
to support achie, cmcnt or these goals 

[den Li fies common root causes and impro, cmcnt strategies related 
to a pa rti cular tvpe o f event o r qualit y saf'et) measure: brings 
together uniL or department rcprcsentati, es to share experiences 
and align improvement effo rts ,·elated Lo a particular outcome 

Brings together di , isio nal leaders to share inl'o rmation abo ut 
common qualit y o r sa1ct) improvement effo rt s: a ligns priorities 

Monitors departmental qualit)' and performance measures: 
deve lo ps and implements po licies and processes rel a ted to 
cl inic;tl QI. 1·isk-management. o r utilization in the depc1rtment 
in alignment with goals articulated b) hospita l- and sys tem-
ic, cl bodies: a llocates resources to support achievement o f these 

goals 
Fo rn1cd when problems or opportunities for ne\\ or improved 

sen ices o r processes arc identified: s l udies and gains rich 
understanding of issue(s) in qucst ion: creates recommendations 
l'o r policies. procedures. and in ten enLions to impro, c targeted 

processes o r o utcomes 

Cornprchensi,e Unit-based ldentilics local defects. good ca tches. and own loca l process 

Sa/'cty Team s (CUSP T eams) 1mprcl\ e111ent acti vities 

Overarchi ng 
Multitearn System 

G oal(s) 

• Opt imize patient 
outcomes 

• Optimize patient 
care ex peri en ce 

• Eliminate 
prew.ntable harm 
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helping particular .work areas tl~at 1nay L~ ·truggling a th se clinic,1 
metrics, as well as mtegrate practice that highly perform ing unit-based 1 

departmental teams have utilized int orgcmizationa l I' !icy The c. -~~ . . . . . IV1cc 
Q~. commir~ec and p~1llent sn~ety com mittee hold imilar g als al a concep. 
tu,ll level Le. monitor perf rrnance und ti ·Vclop p I icy and procc. ,e ) 
bowm'.er . each team areu of con tenl fo us differs. Thus, u central 
organ1zat1onal QI council may sei:ve a, a n inteurator or these t·J • 

. . I e Hee 
org~'.n'.zat1onal- eve! component team. . he o.rganizationul QT co uncils 
ex1 Ii ·1t rol~ 1s to review, align , and integrate quality-, safety-, and service~ 
re la1 d policies, procedures, and measur ·. Additional! members f thi 
council a_re expected to monitor extcrn:11 en ironment,·t! fac l rs, such ,

1 
changes 111 r~gulatory,. accrethtati?t) und payment tandards, un.d share 
this 111fo:·mat10n (and its 1mpltcat1ons for each level of the organiza ti n) 
widely with component teams across the MTS. 

J~·ganizatio
1
nal.-level QI _tea1:ns or commiltee may also be supported by 

an 111tegratet W1Lh rgan!z,1t1011al governance structure , in the form of 
b a rd . u c 111m1ttee pcc1fica lly ~ cusccl n quality and safely improve­
~enl. Th ugh _th proc~sses of such b ard-leveJ conm1ittec, may sup rfi­
c1a!Jy appear highly s11111lar to those a.c li vitie a nd respou. ibiLilies carried 
out by other component teams (e.g., m nitoring perfo rmance metrics) 
. omp nent .teums r groups at tbi · level additionally serve import ant role 
111 I) ensunng tlrn l ~pecific qua.lity a nd safety goals are integrated as part 
of an overu ll orga n1 za t1 ona l Lra tegy: 2) h !ding rganlzationn l leader 
accountable. f'~r. making progress toward such goals; and (3) serving to inte­
grate ,rnd (ac1 ltta le c mrnunicaLi n among med ical staff, senior leaders, 
and ~oard members (Goeschcl, Wacht er. ll. Pronovos t, 2010; Millar, 
Mann, n rcernun. & D;iv i • 20 13; Pron vos t et a l. , 2013; Prybil , 
Bardadt, & Fardo, 2014). In som rganizations, teams or groups at this 
le_vel _a lso s rve strong direction setting roles in terms of attitudes and orga-
111zat1onal_ cul_ture (e.g., viewing safety as a property and responsibility of 
the rga 11Lzat1onal system 1·ather than a liability-oriented attitude focused 
uni '.o.rmly on ·ecking out amt bluming individuals). Additionally, the com­
posn,on f b ,ml-level teams or gr up varic marked ly from other c mp -
~en.t . teams· usuully including a significantly Jarger proporlion f 
1:1d1v1duals e ~e '.·na l to the organizati< n itself with 6rea ter divers ity in clini­
ca l nnd n . 1~clln1cal ~ack~rounds. T this end, b a.rd- level te.ims may al 
er~e a cnyca l function m int grating community (e.g., public health) and 

patient voices a1; part of trategi · direc tion setting (Goeschel et al.. 20 lo). 
Finally, for urgani.za 1i ns that pmlicipate as part of a broader health 

ystcm their MTS may also include component teams at the health system 

T
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, 1 f analysis. A hea lth system (s a c lloctio n F rga ni.za ti ,n · lhal p r )-
1~, 1 ·ilthc·1re and nny be c 1111 n ell of a co llcc l1 011 or d1[fereJ1l h ·p1Lal ', 
idc ,e, ' · / · · I ' erm cure faci lities. humc ca re •r ups, r r,mu ry ca r and or spec,a ty 

len11.~ l I I I r ·1· . . 1· . d .~ hy-ician group,, m nta h1,;a t 1 ,a ·, 1t1cs, cornmumt c 1111cs. 11.11 
eiue 

1
l
1 

c·t rc raci li ties. u ·h d ivcrsiL i!T1,;ally incrca e Lhc com plex ity in i rgcn • ~ 1 
th · fT • tructurc und processes (sec Fig. I fo r ~Ln example from Lhe 

~crn rial HcnnaJrn Hea lth ystem . F r e :am ple .a he:t!th sy. 1 m-lcvcl 

l·ty ·ind afct committee r team may cxi. I 10 lmng toge ther r pres 11-
~1t111 I < : • • • • • • I d' I I. 

t. es from parllc.:1pa1mg < rgan.1za t1 ns l ·hare 111s1g it regar rng 1.: 1angrng 
Ill IV d' . l . l 

t l·nal environmental forces (e.g., regulatory, accre 1tat1011, am re1111 Jur-
~ e . 1· 
sement changes), to discuss and come to consensus_ regarding ovcrarc 1mg 

5 stem goal s, and to consider reso urce allocation issues. Orga111zat1onal­
l:vel perform ance metrics arc also monitored. At this level, processes of 
alignment, communication, and negotiation emerge to the forefront. 
Though perceived ingroup/outgroup issues may emerge amo~g teams at 
any level previously discussed, such differences are likel y highly salient 
among sys tem-level team mem bers, particularly 1[ they sirn ultaneousl y 
retain clear identity and remain part of their " home" organization or team 
(Hin sz & Betts, 2012). . . . 

While these types o[ system-level committees serve to 111tcgra tc and align 
functions across diverse organizations, they may also be complemented by 
teams or entities designed to support implementation of quality , safety, and 
service improvement efforts across participating organizations and compo­
nent teams. For example, the role of the Johns Hopkins Armstrong 
Institute for Patient Safety and Quality (http: //www.hopkinsmcdicinc.mg/ 
anmtrong institute /) is to coordinate and support idcntitlcation, testing, 
and disse;;;-ination ~f innovative ideas that enhance the quality , safety, and 
value of patient care across the John s Hopkins Health System. Core mem­
bers of the Institute include academic faculty and operational leaders with 
experience and expertise leading organizational improvement and change 
who arc collectively charged with this support and integration mission. The 
lnstitutc also serves to develop system capacity to effectively engage in 
improvement efforts. · Through workshops and other learning and develop­
ment uctivities the lnstitute's role is to help clinicians and staff develop the 
knowledge, attitudes, and skills necessary for implementing and leading 
change efforts. 

Clinical communities are another type of system-level entity that contri­
butes to system-level integration and alignment functi ons. Clinical commu­
nities are based on the notion o f communities of practice and learning 
communities, and arc loosely deri.ncd as "groups of people who share a 
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concern, a set of problems, or a passion about a topic, and who deepen 
their knowledge and expertise in this area by interacting on an ongoing 
basis" (Wenger, McDcrrnott, & Snyder. 2002). These voluntary commu­
nities bring together individual clinical care providers across a health 
system around a common area of interest or issue (e .g. , a Critical 
Care Clinical Community, a Joint and Orthopedic Surgery Clinical 
community). Each community 1s responsible for setting its own goals, 
choosing relevant performance measures , and deciding issues related to 
longevity, pace, and work rhythms. Administrative participation is often 
proportionally less in such groups with the focus on engaging frontline care 
providers across the system to interface directly and colead quality and 
safety improvement initiatives that affect multiple organizations. The 
communities may receive administrative support from other system-level 
entities (e.g., the Armstrong Institute provides support to clinical commu­
nities across the Hopkins system). Though such communities may retain 
fewer of the common hallmarks of a clearly defined team, their members 
are carrying out much of the critical boundary spanning work required for 
effective MTSs. These types of communities also play an important role 
in building trust and cohesion among system members who still retain 
primary affiliation with a specific given component organization and com­

ponent team. 

Formarion and Deve/opmenr 

The genesis of many MTSs dedicated to improving quality and safety fol­
low an arc described by Zaccaro, Marks , and DeChurch (2011) in that they 
often "emerged informally ... in response to a national cri s is (though in 
thi s instance this was paired with national trends in policy change) ... and 
have become more formali zed " with time (p. 20). For example, prior to 
2000, when two seminal Institute of Medicine reports placed a national 
spotlight on the imperative to improve the quality and safety of care in the 
United States (Institute of' Medicine. 200 l; Kohn, Corrigan, & Donaldson, 
2000), many acute care organizations already had committee or team struc­
tures in place that were tasked with monitoring areas of risk and indices 
related to care quality and safety; however, they likely did not exist as they 
currently do today. Prior to that time, risk was often defined almost solely 
in terms of legal liability. The ze itgeist was only starting to understand the 
scope of preventable patient harm and need for continuous improvement 
(Emanuel et al., 2008; flan & Fowler, 2005). Furthermore, these committees 
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or councils often functi,~rned as indei.,en~ .nt,_ 1: latively sell~ ·ontainCcJ, 
groups or "'pseudo-teams, rather tlwn 111ult1d1s 1p1Lnury team: with share<! 
goa ls. Even among groups t.hat fell. under 'I unified hca llh . yste111 in nanie 
or owner~h1~, most connections exi, t·ed at the ma nag rial. govern a nee. 

01
. 

"~1ac~-oflice le~el (e .. ~., ,_1 ~on:c~~ .. ll s.hured '.·e~ord ~y. tcm), :.i.nc.l groups 
d1ffe1.ed widely 111 then p1ocesses, structures, miornrn.(1 11 systems 

11 
r

111 decis,on-makmg habits. and tempo Lucian Lear c Insti tute Roundtat I 
C,1 re l n~egration, 20. J 1). Additiona lly ·t i though gr ups or tc.::un focuse~ 
on monllonng and improving care qua lity anti safety muy hH ve ex · t d 
I . . . I e 

t 1e1r 1nccnt1ves and accountability stru lure were often I osely, if ·it nil 
coupled. ' 

As national _policy and reimburs ,nent <1lgorithm · change. Ji wevcr 
many organ1zH l1~.n are responding by rethinking nnd restructuring their 
a pp1:oacl1 to. co.nt1nu u improvement. This mc~111 thal MTS · tasJ cd with 
c?nt1nu.ot~ 11111 rovcm nt oft n ev 1 c from lioki.ng aligning, and/or mer­
g,n~ ex .1s t111g _gr ups . .r team in new ways, as well as creating new teams 
~edic,'.~ed to mtcgrn t1on. As uch. th~ e sy terns may 1.::neountcr is

0

uc. early 
111 lheu de el pment due t·o unclear 111terdepend ncics am ng th · diITcrcnt 
component tea.ms that muke _up the ·ystem . This may be a particularly 
tough hurdle for MTS:- that 1ntegrat existing teams - wilb esw blished 
cultures, norm ·. and habi ts - and newly [i .rmcd t am ·. The o ld and new 
team that e me toge ther to frnn an MTS rnay , trug!!le until each learn, 
a~d a~t.:epts tlu_1.r they arc more tigh tly eo L1 pled rhan they may have be n 
b1sL ncally. ib1~ can also lead l identity struggle· throughout the course 
_fan MTS's exist·encc, including role c nfo i n or unneces ary duplica-

LJ n as groups r team::; wh existed previously formulate new identiLie 
~s. part o_f a larger system. Additi naJJy, such ·ystcms may ·truggl 
m1tin1ly with a Jack of adequate experti ·c in change management and QI 
methouol gy. 

Out comes ond Cont i1111011s lmerac tion 

MTSs tasked with c minuously improving cure quality. :afoty. and service 
ha e demonstn led evidence f succes ·. In o ne rec nt ex-tmJ)le tile r J H k. . L • • 111S 

or ' '.ns Hospnal Worked as part f the MT that compri ses lbc J hn s 
Hopkins Health Sy~tem lo improve and ·ustain high level f pcrfi rm ·1.11ce 
on u batt ry of p•1t1cn1 safe ty and qu<11ity indicators. WhiJ pecifi · detai ls 
of the approach and component te,tms in Jved urc de. cribed in detail ·I e­
where (. ce Pr n vost el a l. , "'-0 J 3), a ' ross-organization MTS structure that 

"/ .. (J11ci/ir1· and Sa/i:11' !111pm1'e111c'III t,1T,, <" - • . 49 

I d tc·1m from fiv ·11.:u lc ·urc hospitals a -ross Johns H pkins · .cJut ' ' . ·r 
,11t . ,. (JH M) collaborated with health yst m-1 · vel team · to clun,.y ty1cd 1cinc . (' 

l . illty structures und processes, set clear :ystcm-wt<lc p r ,ormanc:c 
·1~COLll1 ,I . ' . ' QI d I 
' 1• r ictc acces, to team memb~rs with expcrt1 e 111 un c mnge 
goa , P . . . . .. . · · · , . nicnt. and a lign 1mpr vcmcnt pr ce e ,1c1 oss p,11 t1c1pating te.1m 
nwnc1ge ·1· i 
nd orgunizati ns. Fig. 2 ullincs ~ ur key steps tlrnt tbe y ·tcm u111zet a. 

!l .1 or their inte!!rate<l i.mpr vement process. 
piil ~ . . r · 

1 
· 

This ·ystem ao<l pr ce .. cs re ulled 111 111ec1n1ng ul. su ta111ct tmpr e-
nents in nine measures of care quality and safety that are part of a set of 1 

t c·ii·c perfornnnce measures known as core mea.1·11rcs, which arc ·tell e , ' . 
designed to evaluate the reliable use of evidence-based treatments. or pro-

s ·tiid form the foundation for high quality care, accreditation, and cesse , . . , . . . 
reimbursement (Centers /'or Medicare & Medicaid Serv,.ces and The. Jomt 
Commission, 2014). Speci/kally, in the year followmg implementation_ of 
these processes within the MTS, the percentage of core measures rneetmg 
or exceeding a %'Yo compliance goal improved by 13% (82 % of measures 
met the performance goal in 201 I and 95% of measures met the _goal m 
2012) (Pronovost ct al., 1013). Additionally, several of the organizat101_1s 
within the health system were awarded both national and state awards 111 

quality and safety performance. 

ADVANTAGES 

Improving care quality and patient safety_ requires coordination and inte­
gration of many moving parts that are driven by a diverse cadre of multt­
disciplinary care providers , staff, and adrninistrato1:s often nested across 
multiple organizations. As such, many of the bencht.s associated. with an 
MTS in this context line up with those documented 111 the organizational 
behavior and teams literature. Perhaps the most important is the advan­
tage that MTSs offer as organizational structures .particularly well su!ted 
to address complex problems induced by large size, task specialtzat1on, 
and geographic dispersion (Davison ct al., 2012; Math.ie.u et al., 2001 ). 
Small pockets of improvement can be achieved by 111d1v1dual teams for 
short periods of time. however, sustained improvement 111 care processes 
and outcomes at scale requires an integrated system of teams with a 
shared understanding of mutual goals, communication, information shar­
ing, and informal learning mechanisms to share progress. and lessons 
learned, and leadership who arc cxrlicitly focused on alignment and 
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Bulfd Capacity: ldonUfy l9csl champions1 incorporate,0/11 effort, provide training to develop core 
compete11cles, craato do1t,)>oard a11d process for timely feedback (transparency) 

P~onn•nce 
bolowl11,atl~ 
1 reporting 

podoll• 

• Local champions lo fmm performance 
improvamanl team 
Review data and investigale dalec ls 
Reach out across JHHS fer best 
praotfces 
Jd1rntify barriers and Implement iargetad 
inter\'enllons 
Monitor ongoing performance 

• Partner with Lho Arms\rong lnsliluto lo 
reevaluate str at egy iJOd levengo 
rasources lo asslsl clinical team to 
advance perfo,mance 

'111rw•,io !1,<1(Jh.v.~ bt1:?w.iti .. 1• Cr\·nllt • 
d.1ff,l'llo,.i1tt, Mflu,.fv, t.ipi 

f1.rti,, tnp fc te1r. f..;..1w1Htn lw11tfin 
d.lfl r1 lra.111. U'lU ~11:dto.blj) 

,._,,,-;,-----· .. -·--··--) ~e~·el 3 v:,thin 30 clays of Let el 2 .. )_r-···- .. ----·-·-····-···- ··--:i---· 

• Process measures reporting period is 1 monlh, 
Ouicome measures reporting period is quarlerly 

l.)JII) .fn4 f o-JJ:,\i,;k 1'::!NU'rt ft~"n•ih,r1 
1'4tl ~ lwisrn, 111.ll h ~r-.hlr 

Rc:1 11/1/\ 2 

Fig. 2. Tbe F n m:tl .Johns Horkins Hea lth . ysr 111 Process ~ r real ing 
/\ccou nlubilil y for Improving ;:i !early ldcnli fi cd Baucry f Nine .ir QmiJity anti 
Safety Me-asures. The F ur Le ps Outl'ined in the igurc Dem nsLraLe Linbge~ 
Octween omp nc11L Ttams in the Overa ll MTS Dedicntcd to ontinuollS Quality 

Hnd afety Jmpr vement. ~n11rce: Reprinted from Pr r1e) o Le t al. (201 3). 
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iniegrntion or pantJlel eff rt (Flin & ule, 2 4: Keroack et ul. , 20 7: 
Mill:ir et al. , 20 13). MTS· are de'igncd LO meet an vera ll goa l that is 
IJ(!)'< ntl the ·apacity.o f an indi itluul tea m, g al:; that ca n nly be achieved 
thr ugh the coord111al -·d er~ rt from all compo nent team · (Zaccur 
Mlll'ks. & DChur-11. 2011 ivn thi ·, there ar many mechani ·m::.. 
thn ugh which the MTS examples dc ·cribed ·1b v n,Lble a 11 tw rk or 
tc1.1T11S to achieve beyond what individual component team c uld in ·ingu­
larity. ' uch yslem ar , ell . uited !'or tackling the o-called .. big, hniry. 
\1Uda iou· goal.., ·uc:h u liminaring patient ha rm, continuo usly impr ving 
the quality of care, and optimizing access to care. 

Despite Porentiu!lr /11troduci11g !11Cf'euscd Pr//ccs.1· C//111p!c:..:iry lnitia/h, 
An MTS Apprnac/1 Mu_i· A cruu/!y Enhcmcc the Efficiency/// 

Srratcgic Proh/c111 ,\'oh•ing and !111;JrnPc111c11r 
c;}i1rr.1· 01•('1' Ti111c 

MTSs arc often formed in response to a " unique organizational need 
best accomplished by a specialized network or teams working in close 
alignment" (J\.fothieu ct :d., 200 I, p. 293). However, unlike task forces or 
other team-like structures, an MTS such :1s the one described above often 
remains intact after a specific system objecti ve has been met. In this con­
text, continuous improvement is a core MTS goal, thus implying the very 
nature of such a system is iterative. Though membership is obviously not 
full y maintained over time, this does enable a degree of stability in both 
intr:1team :ind intcrtcam membership that can serve as a f'oundation for 
trust , cohesion, and entrainment thal can enhance efficiency over time. 
Additionally, an MTS structure can enable teams within the system to 
essentially rnultitask , addressing multiple overall system goals simulta­
neously which arc too broad for any individual team to address in-depth 
alone (Zacc:1ro ct al. , 2011). For example, creating separate teams specifl­
cally focu sed on clinical impro vement. service improvement , and patient 
safety allows each team the time and concentrated effort necessary to 
understand the numerous nuanced details o[ measurement , oversight, reg­
ulatory reporting, and financial reimbursement requirements related to 
thci1· respective focal area. Other organizational- and system-level teams 
arc, in turn, specifically responsible for integrating and aligning the work 
of these componenl teams. 
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Diversity of Disciplines, Aifh1tlsets, and 1,im.1· Jvfay Enlwnce 0 11erull Sl',\'te 
C · · IE -,; . 111 reatmty ctll< ./i,l'i 'fll Use of Specicrli:::ed Knoi1 ,fe<(!!;e or Skill 

Component teams bring together memb · rs , ith varied expcrti e. 
Organizing teams into an MTS that faci litute b undary spanning and 
transparency can fac'.htatc effective u ·e f tlw range or expertise that each 
com ponent team bnng~ to the table. Additiona lly, an MT ·Lru lure 
enables specialized skills and expertise to be cfticicnLly leveraged 
(c_-g·,. support and access ~o c.xpcrts in various improvernenL method logic 
pwv1ded by system-level 111st1tutes or !ncmbcrs f Lhcr • mponenl teanl.S) 
(MI1hk111, Hom, & Manz, 20 10) . Add1tJ nally MTSs in this · ntex L brin, 
tog~ther teams (and. individuals) from diver profe si naJ background~ 
funct'.ons, and orga111zat1onal culture . . While thi · can be a sour c of con­
flict, 1t can a!so facilitate creativity, new ways of thinking, and innovative 
problem _so l:111g that could not have come from any of the individual teams 
or orga111 zat10ns working al one. 

An AITS Strncture A1ap Enah!e Health Systems ollll the Organi:::ations 
That Cumwise Them to Be H(r;h111 Responsive in 

Tu rh11 le11 f E11 Piro11111c11 ts 

Th~ forn1'1t of nn ~T als provides the abi lity t·o respond t t!ynamic 
ovrr nme.nts (!"1 a th1cu ct a I. , 2001; Zaccar ct al. , 20 I I). tJ ndoubLed ly, the 

healthcare env1ro1:men t in ll~e United tates, and gJ bally, is dymtmic, 
novel, a11~ u1~certa 111 .. Le eragrng an MTS struc ture cmtble, a health y tem 
or .organ1za'.1on lo ~dent!f~ change (or hi11ts of p tentia l changes in 
natI mil P . hey publ ic puu n. nnd payment reform eai-ly wh n Lhese a.re 
c~e~rly art, ·u lated resp nsibi lities of particular teams r team members. 
1 hi. 1.:a n als enab.le tJ1e . 1TS t adapt more efficiently, a ll wing it to 
rec nligu re an I a hgn wHh new t:nvir nmental dema nds quickly nnd 
clTecti vely. 

An AITS Can Facilitate Tran.1pm·e11c11 mu/ Jn/cmnal Leaming Across 
Trnclitio11C1! Orga11i:atio11C1! Bo1111claries and Levels 

Unlike Lra~ ilion,il organizational structures, MTSs c,1 11 and often do) 
cross-org<111rzat10nal boundaries in order to achieve sh red goa ls. This 
usually h·Lpp ns when interdependency of input, process and oulcome 
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,· t am ng 1cams from e eral organization ·. An MT structure nablc 
cxrs . . . I , I . 
n1cI11bcrs ol' different rga11LzaU ns LO re~O~llZ _

1
·H~(t arll!CLI alle m_lerl ellaml 

. . 'lci1cnd em:ie as , ell us 111lra rgani:1:a l1 na in ·er c::1 cnt enc1es ,a 
1nte1 . . . · · (l) · I . ,··c among teams nes ted w1Lh 1n u r : 1 ct1ve rgan1zall n av1 .. no cl a ., 
\';2). D ing so effccti cly C' lll l~tcililate timely coordination or em rt, 
.. ourccs. and informa tion both within und aero s or anizations. This can 
;.~so or en line, f ~ommuni ation and i.nf'ormal lcar~iing lha l .doesn·t ften 
happen in o ther c1_rc.umstanc . (e.g .. dUTerent h sp1l'lls sharing h w they 

1, ,ve aprr ached liff crcnt areas or nsk) . 

CHALLENGES 

Jn many wnys, the challenges of managi ng MTSs in healthca re arc similar 
to those of managing traditi onal teams. Role clarity, shared situation 
awareness , effective leadership, trust , and comrnunic,1tion a ll appe:ir to 
matter, and many times are dinicult to maintain . Phys ica l and temporal 
distribution of diverse team members work ing with a complex set of multi­
ple. com pet ing, and sometimes cnnOicting goals are challenges that plague 
even a classical team structure in healthcare (e.g., a surgical team workmg 
011 a complex double arm transplant procedure). The same is true of MTSs. 
In the following section, we highlight a few o[ the descriptive themes emer­
ging from our analysis of safoty ,ind quality MTS structures in healthcare. 

01rncrshi11 {//l£1 E111po11·cm1 c111 

Componen t teams in these types o[ systems often represent multiple levels 
or orga nizatio nal power. As such, deci sio n-making author ity as we ll as the 
availabi lity or resources and power to allocate them may be confounded 
with organizational hierarchy. Additionally, teams or groups at the depart­
ment, organization, and system levels play important integration and 
boundary spanning roles ; however. role clarity and ownership issues as well 
as territoriality can emerge. For example, our qualitative exami nation of 
accountability procc.,scs around patient safety and quality in a sample of 
medium to large size U.S. hospitals found th:1t frontlinc clinicians and staff 
may be more hesitant to participate in improvement activities when those 
ex ternal to the unit arc viewed as "owners" or patient sa fet y and QI work 
(Rosen ct al., 2013). 
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Boundaries ancl Banchviclth 

' Table l begs the question: Where ti cs an MTS end nnd nn organizati 
begi n'! While MT struct.ur · enable team memb rs to sha re and lea/ 
from different t~am within and out~ide 0f their home rg:rnizati n, tbi~ 
can. be u c mpl1caLed ~ro ·cs ... Thi · 1s parlicularly true aro und issue · or 
paucnt afety and qual1ly given the sensitivity of Lhesc topi , lhe ne d t 
protect palienl onfidentia.l ily, and va lid concerns r fear · regarding disco­
verabiJity r liligut'ion. Within the U .. h althc.1re c ntex l, lega l entities 
known ut Palicnl a[ety Organiza ti ns (P s) have l1een d veloped as 11~ 

meth od lo help ensure proteeti n rrom di 'C(verabifay , enhance transpar­
ency, and fac ilitate learnin g ttmo11g organiza!' i ns lha t make up <1 health 
ystem or an A 0. Working as part of a PSO or under Lhe pr tcction · or a 

PSO ca n intr duce ·111 additi na l layer f complex_ity how ver and can 
initially c mplicate is ·ue related L team mem ber identily da ta ow ner ·hip 
und ace unLability. 

Ban !wid th and fo1ite ses urces is un thcr challenge faced y MTS mem­
ber .. Balanci ng workload und regulati ng effort in pursuit of individuaJ 
team (DeShon. I ozlowski .• chmidt Milner & Wiechmann, _004), amt 
MTS go:i l is an importan t per~ rmance 1 r cess whi le participating it, 
~earns (and MTS ) comes a l a ost - commw1ication or procc: vcrhead 
(Macmillan. utin , & erfaly, 2004). As d<nribcd above, ITSs in heallb-
are can b come uite complex . frequently involve vert ica l and horiz ntal 

linkage within the rga.nizati 11 spanning m ultipl work u mains and cli­
mat' . H w dope pie manage the work f mu ltiple tea m 111embersl1ip (and 
. tiU tmu1,~~e their taskw r~)'! Middle manager ·. in particular, frequcnt1y 
erve a cnucal role n mu ltiple com p nenl teams that make up such MTSs 

and ··eem v 1wh lmed with the ass ciated work.load ,u1d. time conuuit­
ments. There cun ent ly is littl · research LO guide pncti e i11 structuring the e 
ystem . How many teams can ne individual contribute to effectiv~ly? l s 

there a ·· tturation poi11t? Row well d es existin evidence regarding team 
omposition and size genera lize lo tb MT context. What practical gui­

~hrnce can we offer (1) middle man, gcrs responsible for deve loping and lead­
mg com ponent teams lhat are part of MTSs, and 2) team members wh a.r 
juggling work ror mult'iple teams? urrentJy. we d nol have s slematic 
answ r to the. c 1uestion, , but these ar as are rip for ruturc research. 

Common Ground and Climates 

Culture is local. Safety climate scores - indicators of shared norms, habits, 
and attitudes among members of a given work area - often vary more 

T
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. 
1 

in .
1 

hospi ta l thun they do across hospital · Huang ct al., 2007: 1..1rr:t & 
wit 1 ·OIO)- For cxumple- the eon.ital lnicnsi c are lJ nit Nl in a 
over . • 
·~en. h spita l may have a much di(for..:nt afety di.mute compared to the 

gi iull lntcnsive arc nit (I ) in the same ~,ospital even though b_) lh 
At. 

1 
·

11 
·ritica l care. Difforcnc s in ad111inLtral1v n rm. bet, een ·crv1ce. 

de.t 1 • f · T l · I ·urgical . crvil'.cs vs. 11 )r erv1ce ) o ten als exist. 11, mean l ml 

(e.g., r,
1
ng ·m MTS lhat pans multiple le Is r Llnils, ithin un organiza li n 

111llnag • · . . 
·11 und ublc ll y indude c mponent teams rt am member · 1 1lh arymg 

:~~rms related to leadership, teamwork, or safety and quality . Additionally, 
education and profession:.il socialization for\es can be powerful 111 shap111g 
subgroup cultures and climates among mult1d1sc1phnary component teams. 
This variation in expectations can cause fnct1on and dysfunction. 

Communication and Conte.YI 

One of the challenges for MTSs in patient safety is the sheer volume of 
data to be communicated. Beyond bandwidth issues discussed above, this 
problem is complicated in that the data relevant for irnprnvernent efforts 
and eva luation takes many forms - from r1sk-ad_1usted 111fect1011 rates , to 
stories of patient safety success and failures, to new best practices in com­
plex work processes. As this data moves from one component team to 
another, the context vital for meaningful understandmg ts easily stnpped 
away. Also, the use of' formal and informal communication channels can 
greatly impact the spread of information throughout an ~TS. _Some 
important conversations about symptomatic issues (e.g., 1111nonty op1111ons 
or disagreements) can come up "offline" in nonforrnal venues meamng that 
it is possible that conflicts might be less likely to be adequately managed 
(Chen & Kanfc1·, 2006; Kanl'er & Kerry, 2011). 

Conf/icr Reso lution ( und Resource A/loca tion ) 

Furthermore, without strong leadership, clear goals for the MTS, clear pro­
cesses for resource allocation across the system, and identity as a "system," 
the tendency is to turn efforts and allocation of resources inward (Hinsz & 
Bc:tts. 2012). For example, a unit or a department that has been ab\~ to 
secure .SFTE for one of their team member's time for a given task might 
fear losing this person or the resources committed to this person to other 
teams (e.g. , to a system- or organizational-level performance improvement 
committee) , and therefore try to protect that resource. 
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DISCUSSION 

Overall, an MTS approach to improve patient safety and care quality can 
offer strengths as well as new challenges. The MTS structure offers more 
than a new label for an organizational format that has emerged from neces­
sity in healthcare. It offers meaningful theoretical grounding for work 
forms that have emerged from efforts to solve real , practical problems. 
Additionally, MTSs offer a mechanism to transform the healthcare mindset 
from parts-care back to whole person-care. Medicine has historically been 
moving toward greater and greater degrees of specialization. Prior to l 970 
there were only l O specialties recognized by the American Board of 
Medical Specialties; however, today there arc over l 45 recognized medical 
specialties or subspecialtics (American Board of Medical Specialties, 2012). 
To address this trend toward specialization, evolving delivery models, such 
as the ACO model and patient-centered medical home, encourage MTS 
structures that integrate and align efforts to improve care coordination 
both within and across provider organizations. 

From an applied research perspective much remains to be learned about 
MTSs as they exist in the wild and team members working in these struc­
tures arc hungry for evidence-based recommendations rooted in good 
science. Examining efforts to improve patient safety also offers an opportu­
nity for expanding our scientific understanding of how MTSs form, 
develop, and perform over time. Additionally, studying these types of 
teams offers an opportunity to utilize innovative methods and heed calls 
for examining organizational configurations and patterns rather than conti­
nuing a reductionist path bent on examining singular teams, processes, or 
variables in isolation (Fiss, 2007; Meyer, Tsui. & I-linings, 1993; Schulte, 
Ostroff, Shmulyian, & Kinil.'.ki, 2009). Overall , MTSs in healthcare offer a 
symbiotic opportunity for research to inform practice and for practice to 
inform meaningful research. 
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