
 

26 EISIC – 2023 

The relationship between teamwork and sustainable quality culture in 

transitional care  

Lilly-Mari Sten 

Department of Communication, Quality Management and Information System  

e-mail: lilly-mari.sten@miun.se 

Pernilla Ingelsson 

Department of Communication, Quality Management and Information System  

e-mail: pernilla.ingelsson@miun.se 

Marie Häggström 

Department of Health Sciences  

e-mail: marie.haggstrom@miun.se 

Ingela Bäckström 

Department of Communication, Quality Management and Information System  

e-mail: ingela.backstrom@miun.se 

 

 

Abstract 

Purpose: To explore how teamwork and sustainable quality culture relate to each other in 

transitional care from the perspective of intensive care personnel. 

Methodology: The questionnaire ‘Assessing Quality Culture Health Care edition’ (Sten et 

al., 2021) was used to measure teamwork and sustainable quality culture within an ICU 

setting. This questionnaire consisted of 50 statements and 16 factors.  

The results were statistically analysed using SPSS. Initially, no significant differences in 

scores were found between the two ICUs. Consequently, the results were treated as one set 

of data. Pearson’s Product-Moment Correlation was used to compare the measured factors 

for team collaboration within and between hospital units (6 factors) and the measured 

factors for sustainable quality culture (10 factors) to determine whether the factors 

correlated with each other. Correlations with an R-value above 0.50 (significant level 0.01) 

were considered high and treated as a correlation. 

Findings: All means for the factors measuring teamwork within hospital units were higher 

than the factors measuring teamwork between hospital units, which could indicate a lack 
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of system view. The results also showed that it was only the factors measuring teamwork 

within hospital units that correlated to four of the sustainable quality culture factors, namely 

‘AI’, ‘Pride’, ‘System view’ and ‘Continuous improvement’. The sustainable quality 

culture factors, ‘Leadership commitment’ and ‘Participation of everybody’, did not 

correlate with any of the factors concerning teamwork. This result suggest that these factors 

might need to be adjusted in the questionnaire to fit within the healthcare context.   

Research limitations/implications: This research is limited to intensive care personnel’s 

perceptions of transitional care at two medium-sized hospitals located in rural areas of 

Sweden.  

Originality/Value: No studies have been found that investigate the relationship between 

teamwork and sustainable quality culture within transitional care from the perspective of 

intensive care personnel. A sustainable quality culture can have an impact on teamwork 

and therefore also on patient safety. Insights from this study may have practical 

implications for the development of teamwork and sustainable quality culture within health 

care aimed at increasing care quality and patient safety. 
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1. Introduction: 

Due to the increasingly unstable and competitive environment of organizations today, achieving 

successful collaboration is critical within and among organizational teams as well as with their 

external partners to ensure organizational performance and competitive advantage (Boughzala 

& de Vreede, 2015). This applies, in particular, to health care in which patients are often fragile 

with needs that require high care quality and patient safety. 

The increasing demands on healthcare services is leading organizations today to struggle to 

maintain the focus on creating value for patients, while, at the same time, saving costs, adapting 

to new needs and achieving equity of access to health care (Gualandi et al., 2020). Rosen et al. 

(2018) argue that coordination and delivery of safe and high-quality care demand reliable 

teamwork and collaboration, which involves teamwork within as well as across organizational, 

disciplinary, technical and cultural boundaries. Previous research has shown that effective 

teamwork is crucial for providing optimal patient care in an intensive care unit (ICU) (Reader 

et al., 2009). Team leadership, in particular, appears crucial for guiding ICU team members 

when interacting and coordinating with others. Similarly, Weller et al. (2014) argue that senior 

champions, department heads and individual clinicians must recognize the importance of 

interprofessional collaboration and teamwork in creating safe and efficient patient care. 

Richardson et al. (2010) identified four principles for improving the effectiveness of 

teamworking in intensive care: engender professional efficacy, create stable teams and leaders, 

develop trust and participative safety, and enable frequent team reflexivity. 

The results of a study by Körner et al. (2015) underpin the importance of interprofessional 

teamwork in healthcare organizations and that investigating organizational culture and its 

impact on interprofessional teamwork and team effectiveness in health care is important for 

future research. According to Borrill et al. (2000), healthcare organizations should seek to create 

a culture of cooperative interdependence and collaboration between teams that emphasizes 

shared goals and focuses on delivering high-quality care and patient safety. Gaps in continuity 

of care can be life-threatening for patients transferred between hospital units. Findings from a 

study by Häggström et al. (2009) showed a perceived a gap in the care cultures between ICU 

units and general wards. This gap appears to be caused by differences in the level of care, which 

contributed to difficulties for nurses encountering an overlap during transitional care.  

In summary, the way multiprofessional teamwork in transitional care is performed, along with 

the existing sustainable quality culture, is likely to affect performance and delivery of care 

quality and patient safety. It is therefore interesting to further study how teamwork and 

sustainable quality culture relate to each other. 

The purpose of this study is consequently to explore how teamwork and sustainable quality 

culture relate to each other in transitional care from the perspective of intensive care personnel. 

 

2. Theoretical background: 

2.1 Teams, real teams and pseudo teams 



A team can be defined as a ‘real’ team (e.g., Hackman, 2002). A real team has a higher 

performance impact and team effectiveness than a potential team or a working group 

(Katzenbach & Smith, 1993). According to Katzenbach and Smith (1993), a real team 

incorporates five elements: size, purpose and goals, skills, working approach and mutual 

accountability. Other requirements for being a real team, mentioned in previous research, are 

the members identifying as being part of the team; the team’s task requiring members to work 

closely and interdependently towards a common objective; the team having clear and specified 

roles and a mandate to decide how to carry out team tasks; and the team holding regular 

meetings to reflect, communicate and review team processes (Lyubovnikova et al., 2014; 

Richardson, 2011). Co-workers often report that they are working in a team when they have the 

same supervisor (Lyubovnikova et al., 2014). However, having the same supervisor does not 

necessarily mean that you work in a real team. Hackman (2002) argues that if the task does not 

require them to work collectively and interdependently with others towards a common goal, 

they are not members of a real team (Wageman et al., 2012). Such collectives of individuals 

have previously been identified as “pseudo teams” (e.g., Katzenbach & Smith, 2016; West & 

Lyubovnikova, 2012). 

 

2.2 Organizational culture and sustainable quality culture 

Almost all parts of organizational interactions are affected by the culture of the organization 

(Henri, 2006), and understanding and developing the culture can be challenging in terms of 

both effort and time (Gimenez-Espin et al., 2013). According to Santos-Vijande and Álvarez-

González (2007), the organizational culture consists of a cluster of common norms and values 

formed over a long time and affecting the way an organization works. The culture of an 

organization can be understood through the perspective of three levels: artefacts, espoused 

values and underlying assumptions (Schein, 2009). Artefacts are described as visible 

organizational structures and processes. Espoused values are strategies, goals and philosophies 

that exist in the organization and create an image of the organization. Underlying assumptions 

constitute a deeper level of culture that is grounded in the history of the organization. This level 

includes the essence of culture in the form of common learned values and beliefs that are now 

taken for granted. The second level, espoused values, is the core values that form a sustainable 

quality culture.  

Quality management (QM) is often seen as a philosophy or culture and/or a set of methods and 

tools used in order to create an organizational culture ‘… characterized by increased customer 

satisfaction through continuous improvements, in which all employees in the firm actively 

participate’ (Dahlgaard et al., 2002). According to Sila and Ebrahimpour (2002), customer 

orientation, leadership commitment, participation of everybody, continuous improvements, 

management by facts and process orientation are the most common values mentioned in QM 

literature. 

Bergman et al. (2022) present a theoretical model consisting of six core values or cornerstones 

forming the base for a sustainable quality culture: focus on customers, base decisions on facts, 

focus on processes, improve continuously, let everyone take an active part and develop 



committed leadership. The quality core values are mutually dependent on each other and 

function as a system in combination with working methods and quality tools (Bergman & 

Klefsjö, 2020). As QM initiatives often focus on solving problems and are thereby seen as a 

deficit-based approach, a more strength-based way of approaching problems and culture change 

can add new perspectives. One way of doing this is by using appreciative inquiry (AI) and 

thereby, as Cooperrider and Srivastva (1987) state in their research: focus on increasing 

successful experiences instead of problem detection. AI is a theory and mindset aimed at 

influencing creativity and organizational learning (Watkins & Cooperrider, 2000). 

Ingelsson et al. (2018) summarize the important values to create a sustainable QM culture as 

follows: 

• ‘having a committed leadership; 

• giving all co-workers the opportunity to contribute and participate; 

• having a focus on our customers; 

• adopting a more holistic view on the organizations and society; and 

• continuously working with improvements.’ 

Zooming in on health care as a context, there are some challenges that need to be addressed 

when it comes to organizational culture, which, to some extent, are unique to health care. 

Establishing a sustainable quality culture within health care organizations can be one way to 

meet these challenges. According to Khatri et al. (2009), there is a need to move away from a 

‘blame culture’, which is often present within health care, to a ‘just culture’. To move from a 

blame culture to a just culture, ‘health care organizations first need to move away from an 

overly compliance-driven, regulated management system to a commitment-based management 

system that encourages employee participation and involvement in decision making’ (Khatri et 

al., 2009, p. 320). This is something that teamwork and a sustainable quality culture could help 

to accomplish. In addition, de Souza and Pidd (2011), identified a number of barriers when 

studying the implementation of the QM initiative Lean in healthcare. Barriers that can affect 

the success in changing the organisational culture, i.e.  professional and functional silos and 

hierarchy and management roles (ibid).  

 

2.3 ICU transitional care 

Patient transfers between hospital units are common and can be life-threatening for the patient, 

depending on their health condition. One critical patient transfer process is ICU transitional 

care (Chaboyer et al., 2005). This process involves care before, during and after the transfer of 

an ICU patient to another care unit and aims to minimize disruption and optimize continuity of 

care for the patient. In a study by Häggström et al. (2012), the researchers revealed the 

importance of a healthcare organization that provides the possibility for delivering coordinated, 

strengthening, person-centered transitional care. Organizing and performing such patient 

transfers is part of the continuum of care by multiprofessional healthcare teams (Häggström & 

Bäckström, 2014). Healthcare teams working in this process often consist of ICU nurses, acute 

care nurses, physicians and other healthcare professionals (Chaboyer et al., 2005). 



 

3. Methodology: 

This study was part of a three-year research project named ‘Increased quality and efficiency in 

patient’s transfers’ that was initiated in January 2018 and ended in December 2021. The project 

was financed by The Kamprad Family Foundation and was a joint research project between two 

research subjects: Nursing Sciences and Quality Management. 

The overall aim of the project was to gain new knowledge of how quality and efficiency in 

patient transfers within health care can be improved, with emphasis on leadership, continuity 

of care, safety culture, learning and teamwork. The focus of the project was ICU transitional 

care. 

This paper focuses on presenting results from a questionnaire used to measure teamwork and 

quality culture in the two ICUs that were part of the project.  

 

3.1 Ethical considerations 

The Swedish Ethical Review Authority (Ref. 2018-159-31M) has evaluated the project 

ethically. Since the result from this study can be used to measure and improve ICU transitional 

care, the positive effects are considered stronger than any negative ones. Before answering the 

questionnaire, all respondents were informed about the study, both in writing and verbally, and 

about confidentiality and their rights to withdraw their participation without giving any reason. 

 

3.2 Settings 

Two medium-sized hospitals located in rural areas of Sweden took part in this study. One 

hospital had 3 000 employees and approximately 440 beds, and the other hospital had 2 500 

employees and approximately 400 beds. All the participants worked in two medium-sized 

intensive care units with 6-8 intensive care beds and additional beds for postoperative care. 39 

health care professionals at the ICU at hospital 1 and 45 ICU health care professional at the 

ICU at hospital 2 responded to a questionnaire. The participants were nurses, physicians and 

assistant nurses. 

 

3.3 Questionnaire 

The questionnaire used in this study was named ‘Assessing Quality Culture Health Care 

edition’ and developed and tested by Sten et al. (2021). The questionnaire used a seven-point 

Likert agreement scale where seven corresponds to ‘totally agree’ and one to ‘totally disagree’. 

There was also an opportunity for the respondent to answer ‘Do not know/do not want to 

answer.’ The questionnaire started with questions about the co-worker’s hospital unit, 

profession, number of years at the specific unit and education. There was no question about 



gender, as few men were eligible to answered the questionnaire and, therefore, including gender 

could have risked anonymity. 

The questionnaire consisted of 50 statements and 16 factors. Six factors measured perceived 

team collaboration within and between hospital units and ten measured sustainable quality 

culture. Of these ten factors, six were seen as underlying dimensions of the health-related QM 

values ‘Leadership commitment’ and ‘Participation of everybody’ (Bäckström, 2019), see 

Table 1. In this paper, these dimensions are seen as equivalent to the other factors and will from 

here on be referred to and treated as factors.  

In total, 152 ICU co-workers received a questionnaire, and 84 out of these 152 co-workers 

answered, giving a response rate of about 55%. The questionnaire was handed out and answered 

at staff meetings for nurses, assistant nurses and physicians at the two ICUs. All of the co-

workers that joined the staff meetings answered the questionnaire, which was approximately 

35% of all the co-workers. The staff who did not participate in the meetings received the 

questionnaire from their leaders (65%). 

 
Table 1. Areas and factors measured in the questionnaire 

Areas Factors 

Sustainable quality culture  

Appreciative Inquiry (AI) 

Pride 

System view 

Continuous improvement  

Empathy 

Presence & communication     Leadership commitment 

Integrity 

Development 

Influence                                  Participation of everybody 

Being informed  

Team collaboration within 

a hospital unit 

Person-centred care within a hospital unit 

Continuous learning within a hospital unit 

Prerequisites for successful patient transfers within a hospital unit 

Team collaboration 

between hospital units 

Person-centred care between hospital units 

Continuous learning between hospital units 

Prerequisites for successful patient transfers between hospital units 

 

3.4 Analysis process 

The results of the questionnaire were analysed using SPSS and carried out in four steps: 

1. An independent sample t-test was performed to assess whether the means from the two ICU 

units differed significantly. Depending on the result of this test, further analysis would be 

carried out as one or two populations. 

2. The mean and standard deviation were calculated for all factors in the questionnaire. 

3. The internal consistency reliability was tested. This was done by calculating the Cronbach’s 

alpha coefficient for each of the factors. For the factors consisting of three statements, a value 



of 0.6 or more was seen as acceptable and for factors consisting of four statements, a value of 

0.75 or more was seen as acceptable.  

4. Finally, the correlations between the factors within the area sustainable quality culture and 

the two areas measuring team work were investigated using Pearson’s product-moment 

correlation. In addition, Spearman’s coefficient of rank correlation was calculated to see if this 

generated any other results. Correlations with an R-value above 0.50 (significant level 0.01) 

were considered high and thereby seen as correlations. 

The result is presented in accordance with this process. 

 

4. Results: 

4.1 Independent sample t-test  

In order to investigate if the two hospital wards differed from each other, the results from the 

two ICU units were tested for statistically significant differences using an independent sample 

t-test. This showed no differences between the results (ranging from 0.06 to 0.98). The results 

from all 84 questionnaires were therefore treated as the same population. Further analyses were 

conducted with this assumption. 

 

4.2 Cronbach’s alpha, mean value and standard deviation  

Table 2. Cronbach’s alpha, mean value and standard deviation for the measured factors for both ICUs 

Factors Number of 
statements 

Cronbach’s 
alpha 

Mean 
value 

Standard 
deviation 

Appreciative Inquiry (AI) 3 0.74 4.07 1.36 

Pride 3 0.74 6.08 0.78 

System view 3 0.79 5.33 1.27 

Continuous improvement 3 0.73 5.30 1.05 

Empathy 3 0.78 4.99 1.28 

Presence & communication  3 0.66 5.41 1.06 

Integrity 3 0.83 5.46 1.20 

Development 3 0.84 5.27 1.24 

Influence 3 0.45 4.90 1.04 

Being informed 3 0.54 4.83 0.81 

Person-centred care within a 

hospital unit 

3 0.78 5.77 0.79 

Continuous learning within a 

hospital unit 

 

3 

 

0.60 

 

5.33 

 

0.87 

Prerequisites for successful patient 

transfers within a hospital unit 

 

4 

 

0.86 

 

5.23 

 

1.02 

Person-centred care between 

hospital units 

3 0.77 5.04 1.09 

Continuous learning between 

hospital units 

3  

0.74 

 

4.14 

 

1.13 

Prerequisites for successful patient 

transfers between hospital units 

 

4 

 

0.85 

 

4.53 

 

1.08 

 



All factors except two reached the desired value when calculating Cronbach’s alpha. The two 

factors ‘Influence’ and ‘Being informed’ were therefore not used in further analysis of the result 

(see Table 2). Analysing this further by calculating ‘Cronbach’s alpha if item deleted’ shows 

that the factor ‘Influence’ reaches a value of 0.60 if the statement ‘I can adjust the working 

hours if necessary’ is deleted. The factor ‘Being informed’ reaches a value of 0.65 if the 

statement ‘The communication between units works well’ is deleted. 

 

4.3 Correlations 

Pearson’s product-moment correlation was used to compare the measured factors for team 

collaboration within and between hospital units (6 factors) and factors measuring sustainable 

quality culture (10 factors) to determine whether the factors correlated with each other. The 

Spearman’s coefficient of rank correlation was also calculated and generated the similar results. 

This paper presents the correlations that were considered high, i.e. with an R-value above 0.50 

at significant level 0.01 (see Table 3).  

 

Table 3. Correlations between factors measuring teamwork and sustainable quality culture that were considered 
high and significant at the 0.01 level (2-tailed) 

 AI Pride 
System 

view 
Continuous 

improvement 

Person-centred care within a 

hospital unit 
- 0.667** 0.556** 0.672** 

Continuous learning within a 

hospital unit 
0.559** 0.582** 0.528** 0.649** 

Prerequisites for successful 

patient transfers within a 

hospital unit 

0.511** 0.618** - 0.575** 

** Correlation is significant at the 0.01 level (2-tailed). 

  
Only factors aimed at measuring team collaboration within hospital units were found to 

correlate with four of the factors measuring sustainable quality culture. The factors measuring 

sustainable quality culture were ‘Appreciative Inquiry (AI)’, ‘Pride’, ‘System view’ and 

‘Continuous improvement’. They correlated with the factors measuring team collaboration: 

‘Person-centred care’, ‘Continuous learning’ and ‘Prerequisites for successful patient transfers 

within a hospital unit’.  

 

5. Discussion and findings: 

The purpose of this paper was to explore how teamwork and sustainable quality culture relate 

to each other in transitional care from the perspective of intensive care personnel. This was an 

interesting case to study as previous research shows that effective teamwork is crucial for 

providing optimal patient care when handling critically ill patients (Reader et al., 2009) and that 

the quality of teamwork has a direct impact on the quality of an organization’s outcomes and 

performance (Boughzala & de Vreede, 2015).  



There were a number of main findings from the analysis. First, all means for the three factors 

measuring teamwork within hospital units were higher than the factors measuring teamwork 

between hospital units. This could indicate a lack of a system view when looking at the factor 

‘Person-centred care’ in the study, as the patients and their relatives are those in the transitional 

care that should be focused on when it comes to creating value in the form of care quality and 

patient safety. This is in line with results from Häggström et al. (2012) indicating that 

transitional care between intensive care and wards was not always person-centered and adjusted 

to the needs of the patient, although the nurses wanted improvements, but the organisation did 

not always make this possible. Working in silos within hospital units in a patient transfer 

process does not benefit the patients and their relatives, nor the co-workers within the process 

and is seen as a major barrier for implementing QM initiatives (de Souza & Pidd, 2011). 

Häggström and Bäckström (2014) argue that collaboration intertwines the healthcare chain and 

is a foundation for ICU transitional care. Results according to teamwork also showed that the 

factor ‘Continuous learning’ as well as ‘Prerequisites for successful patient transfers within a 

hospital unit’ had higher mean values than the corresponding factors between hospital units. 

Like ‘Person-centred care’, this indicated that more focus should be placed on building team 

abilities of how to learn and communicate between hospital units as well as how to coordinate, 

structure and make fact-based decisions for safe patient transfers.  

Other main findings from this study were that only teamwork within a hospital unit correlated 

with some of the factors related to sustainable quality culture. These factors measuring 

sustainable quality culture were ‘AI’, ‘Pride’, ‘System view’ and ‘Continuous improvement’. 

Correlations between teamwork and organizational culture have been found in previous 

research. In a study by Körner et al. (2015), the authors investigated the relationship between 

organizational culture, interprofessional teamwork and job satisfaction and found a significant 

correlation (p < .01) between organizational culture and interprofessional teamwork, as well as 

that the effect of organizational culture was completely mediated by interprofessional 

teamwork. From this result, Körner et al. (2015) assumed that it could be most important to 

establish good interprofessional teamwork in order to increase job satisfaction in health care. 

Improving teamwork can also increase care quality and patient safety and the satisfaction for 

patients and their relatives, by decreasing the gap between intensive care units and general 

wards (Häggström et al., 2009). Previous research also emphasizes the importance of 

interactions with patients, relatives, environment and other team members for ICU transitional 

care (Häggström & Bäckström, 2014). Häggström and Bäckström (2014) argue that this process 

should be seamless and transparent for all persons involved, as well as include a multidiscipline 

approach and a family perspective.  

A final main finding was that none of the four remaining factors1 measuring sustainable quality 

culture correlated with teamwork within or between hospital units. This is surprising when it 

comes to the three factors aimed at measuring ‘Leadership commitment’2, as previous research 

emphasizes that team leadership is crucial in guiding how ICU team members interact and 

coordinate with others (Reader et al., 2009) and that strategies are needed to improve healthcare 

 
1 That reached an acceptable Cronbach’s alpha value (Empathy, Presence and communication, Integrity and Development) 
2Empathy, Presence and communication and Integrity  



teams at the level of individuals, patient care teams and organizations (Weller et al., 2014). 

Nurses have an important role as leaders of their health care teams. Nursing competence of 

managers and leaders at all levels is necessary to identify needs for quality development and 

improvement work in nursing and to lead this development (Svensk Sjuksköterskeförening, 

2018). Häggström et al. (2009) argue that leaders in organizations must take responsibility for 

encouraging and building a collaborative environment and a culture that improves ICU 

transitional care. It is also interesting to note that the two factors that did not reach an acceptable 

Cronbach’s alpha value both aimed to measure ‘Participation of everybody’. This could suggest 

that these factors might need to be further studied within this healthcare context.  

To summarize, this study aimed to deepening the understanding of how teamwork and 

sustainable quality culture relate to each other in transitional care from the perspective of 

intensive care personnel. One suggestion for further research is to investigate how core values 

such as ‘Leadership commitment’ and ‘Participation of everybody’ relate to teamwork aimed 

at increasing care quality and patient safety. Another suggestion is to study relations between 

teamwork, sustainable quality culture and performance using the IPO model by (McGrath, 

1964) as a theoretical framework. 
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