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Abstract 
(IIHFWLYH�WHDPZRUN�LV�D�NH\�HOHPHQW�RI�WRGD\¶V�KHDOWKFDUH�HQYLURQPHQW��DIIHFWLQJ�HYHU\WKLQJ�IURP�PRUDOH�WR�SDWLHQW�RXWFRPHV��
,QFUHDVLQJ�IDFLOLW\�LQ�LQWHUSHUVRQDO�VNLOOV�FDQ�HQKDQFH�RQH¶V�DELOLW\�WR�EH�DQ�HIIHFWLYH�FROODERUDWRU�ZLWKLQ�D�KHDOWK�FDUH�WHDP��
)RU� WKRVH� LQGLYLGXDOV� ZRUNLQJ� LQ� WHDPV�� HIIHFWLYH� LQWHUSHUVRQDO� VNLOOV� IDFLOLWDWH� GHPRQVWUDWLRQ� DQG� VKDULQJ� RI� H[SHUWLVH��
PD[LPL]H�LQGLYLGXDO�FRQWULEXWLRQV��PLQLPL]H�EXUQRXW��DQG�IRVWHU�DXWRQRP\�LQ�SURIHVVLRQDO�SUDFWLFH��7KH�IRXQGDWLRQDO�FRQFHSW�
RI� WKLV� SDSHU� LV� WKDW� LQ� KHDOWKFDUH� SUDFWLFH�� FRPSHWHQFH� LV� QHFHVVDU\� EXW� QRW� VXIILFLHQW� WR� VXVWDLQ� RQJRLQJ� HIIHFWLYHQHVV� LQ�
LQWHUSHUVRQDO�LQWHUDFWLRQV��
7KLV�DUWLFOH�RIIHUV�D�IUDPHZRUN�GHVFULELQJ�KRZ�NH\�VNLOOV�QHFHVVDU\�LQ�GHYHORSLQJ�HIIHFWLYHQHVV�LQ�WHDPZRUN�FDQ�EH�GHYHORSHG�
XVLQJ� %DQGXUD¶V� FRQVWUXFW� RI� VHOI�HIILFDF\� WKHRU\� �������� ,QWHUSHUVRQDO� HIIHFWLYHQHVV� UHTXLUHV� QHJRWLDWLQJ� WKH� FRPSOH[�
LQWHUDFWLRQV� DW� WKH� LQWHUVHFWLRQ� EHWZHHQ� WKH� IRXU� VRXUFHV� RI� LQIOXHQFH� LGHQWLILHG� LQ� VHOI�HIILFDF\� WKHRU\� �PDVWHU\�� YLFDULRXV�
H[SHULHQFH��VRFLDO�SHUVXDVLRQ��DQG�SK\VLRORJLFDO�UHVSRQVH�DZDUHQHVV��DQG�WZR�SULPDU\�GRPDLQV�RI�LQWHUSHUVRQDO�HIIHFWLYHQHVV�
�LQGLYLGXDO�DQG�JURXS���

Developing and enhancing the key skills necessary to 
increase interpersonal effectiveness in health care practice is 
vital to job satisfaction and success (Drinka & Clark, 2000, 
Rafferty, 2001). This paper proposes a strategy for 
developing skill in health care practice through application of 
the theory of self-efficacy developed by Albert Bandura 
(1997), adding to this body of knowledge by applying the 
theory to the realm of interprofessional healthcare practice. 
We describe how the sources of influence in self-efficacy 
theory can be employed to increase individual and group 
effectiveness within an interprofessional healthcare team. 
Our proposal elaborates on the tenets of Invitational Theory 
and Practice specifically in that every person within a health 
care team can add to or subtract from the likelihood of 
positive outcomes for the people they serve, and that every 
member of a team can choose to enhance his/her potential 
and capability within an inviting, respectful and trusting 
culture (Purkey, 1992). In a work setting in which everyone 
participates freely and intentionally, the needs of individuals 
and the team as a whole are considered and addressed, 
inviting and encouraging everyone to function optimally.  

Background 
The task for professionals in practice is to form effective 
relationships with a diverse array of patients and colleagues; 
including some that might be avoided if there were a choice 
(Wackerhausen, 2009). There is an important reason for 
forming and maintaining these relationships, which is to 
facilitate positive healthcare outcomes. 

In every healthcare workplace, three broad factors affect 
human interactions: individual differences, group dynamics, 
and conflict (Axelsson & Axelsson, 2009; Drinka & Clark, 
2000; Hall, 2005; Magrane et al, 2010; Pew-Fetzer Task 
Force, 1994). The complex interplay of these factors is 
critical because the way members of a health care team 
interact can have an impact on the quality of care provided. 
This impact is intensified around crises, errors, delays, and 
continuity of care—all of which influence patient outcome 
risks. 
Increasing effectiveness in key skills can facilitate one’s 
ability and capability to be a collaborative practitioner. 
Individuals with effective interpersonal skills working in 
teams can demonstrate and share expertise, maximize their 
contribution, minimize burnout, and foster professional 
autonomy. 

Self-Efficacy 
People with a sense of self-efficacy (Bandura, 2010, 1997) 
believe in their ability and capability to succeed in attaining 
their goals. A sense of efficacy provides staying power and 
resilience to endure and move beyond obstacles and 
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setbacks, and allows for a creative response to failure and 
disappointment. Individuals with high self-efficacy view 
failures and disappointments as indicators of the need to 
learn more or to use different problem-solving strategies. In 
the absence of self-efficacy, such challenges are more likely 
to be seen as personal flaws or lack of ability. 
Bandura’s theory of self-efficacy can be used as a tool to 
reinforce ability and promote capability in successful 
attainment of new skills. Understanding the process of 
acquiring efficacy while practicing new skills and behaviors 
will increase resilience and endurance in the face of setbacks 
(Bandura, 1997). Getting started requires recognizing current 
skills, abilities and aspirations and committing to work 
toward efficacy in unfamiliar domains. Self-efficacy is 
domain-specific, meaning that it does not generalize to a 
global feeling of self-confidence, competence or self-esteem. 
Bandura (2010, 1997) described four sources of influence 
that can increase potential for success in a new domain. 
Mastery experiences refer to accomplishment of feats or 
tasks, sometimes incrementally, acknowledging successful 
accomplishment. Vicarious experience or social modeling 
happens while observing others, preferably peers, modeling 
behaviors and accomplishments, and seeing and believing 
that it can be done. Social persuasion occurs when others, 
especially trusted colleagues, encourage and reinforce 
attempts, and provide feedback as new behaviors are 
attempted. Physiological response awareness means knowing 
and being able to explain physiological reactions under stress 
and finding ways to manage stress factors related to 
performance by modifying behaviors. 
The strength of self-efficacy in any domain is reinforced by 
these influences, which can be used to support and monitor 
progress. Increasing self-efficacy in new and ongoing 
situations, such as bridging individual differences, 
addressing conflict, and functioning comfortably in a group, 
enhances effectiveness. It is important to remember that 
deciding to learn a new skill is a choice and that believing 
success can be achieved supports resilience and incentive to 
keep trying. 

Progressing from Competence to Effectiveness 
An underlying concept of this paper is that in healthcare 
practice, competence is necessary but not sufficient to sustain 
ongoing effectiveness in interpersonal interactions. It is 
important to distinguish effectiveness from competence. In 
most academic and professional development programs, skill 
is measured by attainment of particular competencies 
(Schmitt et al., 2011). This paper is informed by the belief 
that moving beyond attainment of individual competence in 
particular skills, toward achieving an array of skills for 

responding effectively to ongoing interactions is fundamental 
to effective teamwork. We will describe a process for 
acquiring the knowledge and skills necessary to be effective 
and to thrive in the workplace. To be effective requires a 
willingness to respond to inevitable interpersonal challenges 
and modify and choose behaviors that contribute 
meaningfully, building on the foundation of particular 
competencies (Drinka & Clark, 2000). The key is to 
intentionally identify and develop the skills to exercise the 
most appropriate action in any given situation with any type 
of individual or group. Interpersonal effectiveness is not 
reaching an end point or ultimate skill level. It is an ongoing, 
evolutionary process. Interpersonal effectiveness means 
employing the skills necessary to respond optimally in 
situations arising in the two primary domains of interactions; 
individual and group. 
In service-oriented professions, the task is to interact with 
others effectively enough to express professional expertise 
and to form therapeutic relationships. Expert knowledge 
and/or congenial patterns of relating alone won’t accomplish 
that goal—developing a deep understanding of self, others, 
communication and conflict is important, as well as learning 
to interact with individuals, groups, teams, and communities 
in ways that allow everyone to thrive and allow individual 
and shared goals to be achieved (Bandura, 2000). 
Skill in self-awareness, communication and reflection can 
facilitate the development of interpersonal effectiveness and 
increase confidence in responding to anyone — from those 
most similar to those most different. Interpersonal 
effectiveness can help enhance satisfaction, quality and 
enjoyment of work and facilitate positive outcomes for the 
people served (Pew Fetzer Task Force, 1994). In the 
following sections, using Bandura’s theory of self-efficacy as 
a foundation, principles and skills necessary for interpersonal 
effectiveness will be explored, first through an “individual 
lens” and then a “group lens.” 

Individual Domains of Interpersonal Effectiveness 
Self-Awareness  
Self-awareness is critical to skillful navigation of 
interpersonal interactions in a healthcare setting (Bumann & 
Younkin, personal communication, 2008). Everyone has 
perceptions that arise from feelings and beliefs that are 
unique to them alone. A person can know and understand 
his/her own “insides,” but can know and understand only the 
“outside” of others—what is shared and revealed. No two 
people will understand and interpret the world in exactly the 
same way. There is always a choice about whether or not to 
share one’s truths and ideas. Being mindful of that choice 
and respecting the choices of others is key. Moreover, being   



-RXUQDO�RI�,QYLWDWLRQDO�7KHRU\�DQG�3UDFWLFH�Ɣ�Volume 18, 2012�

13 

“entitled” to an opinion does not mean that voicing it is 
appropriate or helpful. Sometimes the most productive 
choice for a team is silence and careful listening. Everyone’s 
perspectives are valid. Along with the choice to speak comes 
the freedom to affirm, question, and change. Differing 
perspectives can be useful in learning about self and others. 
Failing to share a different perspective may actually hamper 

learning, inhibit dialogue and increase stress in a situation. It 
is not uncommon for people NOT to understand their own 
reactions, motivations and sometimes their behaviors. No 
one can achieve total self-awareness. Acknowledging that 
which is not and sometimes cannot be known is an essential 
part of self-awareness. 

 Table 1. Individual Domains of Interpersonal Effectiveness in Healthcare Practice 

Individual 
Domains 

Self-Awareness Individual 
Differences 

Communication Reflection 

Mastery 
Experiences 

Accurate self-
knowledge 

Comfort with 
differences 

Clear & direct 
exchange of 
information 

Application of new 
behavior based on 
understanding  

Vicarious 
Experiences 

Pay attention to self-
disclosures of others 

Learn from 
interactions of 
others 

Observe & learn 
communication 
patterns of others 

Notice reflection 
techniques of others 

Social Persuasion Openness to 
feedback about self 

Responsiveness to 
input about 
strategies 

Responsiveness to 
feedback about skills 

Openness to suggested 
reflection techniques 

Physiological 
Stress Response 

Manage fear & 
resistance to self-
understanding 

Explore personal 
biases related to 
difference 

Manage content and 
context of interactions 

Manage resistance to 
changing beliefs & 
behaviors 

In 1955 Joseph Luft and Harry Ingham created a tool 
identified as the “JOHARI Window” (see table 2) in order to 
describe how to think about the known and unknown 
information within interpersonal interactions. In this schema, 
awareness is separated into four quadrants: what everyone 
knows, what the self knows that is unknown to others, what 
others know that is unknown to self, and what is unknown to 
everyone. Luft (1961) posited that this compartmentalization 
of knowing exists within every individual and in every 
relationship. Clarity about one’s own motivations, culture 
and professional roles contributes to informed understanding 
in every experience. This clarity in self-awareness increases 
the probability of a mutual sense of understanding as well as 
emotional safety in interpersonal interactions. 
Individual Differences 
Every healthcare team is influenced by obvious and hidden 
diversity, perceived roles, and the larger institutional culture 
(Hall, 2005). To understand the complex interplay occurring 
in professional interpersonal interactions, it is essential to 
remember that everyone is a unique product of overlapping 
experiences based on race, ethnicity, education, economic 

status, occupation, sexuality, age, etc., which combine to 
produce an identity. As individuals continually refine and 
redefine these identities, they develop “lenses” through 
which they observe, consider, and make sense of the world 
around them. For example using one’s personal experiences 
of feeling “different,” or in the “minority,” or having others 
make assumptions which were surprising or false, can 
increase awareness of bias and assumptions about others. 
Everyone experiences some degree of comfort when 
interacting with others perceived as similar to themselves and 
trepidation when interacting with those perceived as 
dissimilar. In reality, there may be much less or much more 
in common than is realized. Approaching intercultural 
interactions as opportunities (to learn, engage, or foster a 
relationship) helps create openness to new experiences and 
fosters a keen awareness of one’s own and others’ 
uniqueness. Although no one can become an expert in every 
detail of the many cultures and belief systems held by 
individuals across the globe, it is important to develop a deep 
understanding of the powerful influences that culture can 
have on interactions. Interpersonal efficacy can improve 
interactions among individuals and groups that are vastly  



-RXUQDO�RI�,QYLWDWLRQDO�7KHRU\�DQG�3UDFWLFH�Ɣ�Volume 18, 2012�

14 

 Table 2. The JOHARI Window (Luft & Ingham, 1955) 

 Known to Self Not Known to Self 

Known To Others Public Knowledge Blind Spot 

Not Known To Others Private Knowledge Unknown 

diverse—whether the individuals are aware of the differences 
or not. 

Communication 
Communication skill and style can have enormous influence 
on the process and outcomes of healthcare practice. Along 
with elements of effective communication such as clarity, 
directness and responsiveness, every communication should 
reflect an awareness of the key points of the subject at hand. 
Strong communication skills allow team members to interact 
effectively --even if that means simply conveying respect for 
differing points of view when individuals disagree. 
Listening with attentiveness begins by focusing on what is 
being said, not thinking about what \RX�are going to say next, 
not assuming you know what the other person is going to say 
before they say it, and not interrupting. Frequently, 
miscommunication is simply the result of not listening 
attentively, whether from distraction by a personal issue, 
composing a response, judging the person speaking, and/or 
discretely checking a phone. It is a common deception to 
think that listening happens simply through not talking. 
There is more to effective communication than listening; 
checking for understanding of what others have said helps to 
establish meaning and makes space for self-disclosure of 
personal perspective. While no one wants to sound like a 
parrot, carefully checking understanding of what the speaker 
said may reveal that what the speaker thought they expressed 
was quite different from what the listener actually “heard.” 
Responsiveness or reciprocal acknowledgement of another’s 
perspective is essential. This allows the other person to share 
a personal perspective and contributes to the potential for a 
positive and meaningful outcome of the interaction. 
Typically, this requires thinking before speaking. A mutual 
and ongoing combination of ideas can lead to the creation of 

new insights and meaning and a discovery of consensus. This 
requires trust in the process of the conversation, as well as 
the content (Suchman, 2006). 
Effective communication includes ownership of feelings, 
ideas, experience, and perspective. For example, “In my 
experience, the French are rude” allows others to have a 
different point of view rather than simply stating, “The 
French are rude.” Similarly, “I don’t think critical feedback 
is welcome in this team,” allows for a more productive 
discussion than a unilateral statement such as “Critical 
feedback is unwelcome in this team.” Feedback must be 
behavior-specific, timely, concise, and respectful (Kaprielian 
& Gradison, 1998; Bandura, 1993). 
Self-disclosure is pivotal in the development of trusting 
relationships, but the importance of making careful choices 
about self-disclosure cannot be overstated. Attentively 
observing others and choosing what and when to disclose 
promotes authenticity, respect, and understanding of 
individual differences. 
When expressing thoughts and feelings, it is important not to 
rebuff or reject others’ ideas in order to make a point. While 
it’s natural to want to share a parallel experience, sometimes 
the most valuable thing one can do is provide an opportunity 
for the speaker to focus on his/her own experience. For 
example, if a patient chooses to share a current struggle with 
grief over the loss of a loved one, it might not be helpful or 
productive to take that moment to share a personal 
experience with that issue. Sometimes, the most appropriate 
choice is NOT to self-disclose. Conversely, not everyone is 
comfortable with self-disclosure, thus boundaries must be 
respected when asking questions designed to elicit personal 
information. 
It is important to notice accommodation in communication, 
some of which is conscious and some of which is 
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unconscious (Giles & Ogay, 2007). The ways in which we 
adapt our behavior in response to the statements and 
demeanor of others influences the outcome of the interaction. 
For example, the phrase “Yes, but” commonly used in 
conversation, can discount another’s statement. For example, 
“YES, I hear you, BUT here’s my (better) idea”. The tone 
would change if one said, “YES, AND” instead, as in “YES, 
I hear you, AND I would like to offer an additional point of 
view.” 

Reflection 
The desire to understand the meaning of our experience is 
fundamentally human (Mezirow1990). However, a 
commonly held stereotype is that every healthcare 
professional finds meaning in the work. This may be an 
unrealistic assumption. Reflection has to be an active and 
ongoing element of personal and professional learning. It can 
occur individually or in groups (Mann, Gordon, & MacLeod, 
2009; Suchman, 2006). The process of reflection engages 
external and internal levels of examination and integration of 
experience (Le Cornu, 2009). It can be as simple as clearing 
one’s mind of distracting details and focusing on one 
situation or experience. Three basic questions useful in 
beginning a reflection process are: What happened? What 
does it mean to me? What could I do next time? Skill in 
reflection requires allocation of time for closer observation, 
receptiveness to other points of view, exploration of feelings 
and thoughts, and examination of beliefs, goals, and 
practices. In order for reflection to have an impact, it must be 
followed by action or change in behaviors based on what is 
learned. 

Group Domains of Interpersonal Effectiveness 
Teamwork 
The most prevalent and promoted approach to providing 
health care is interprofessional teamwork, which brings 
together individuals with diverse education, training, and 
cultural experiences working together on a mutual task 
(Grumbach & Bodenheimer, 2004). Working with colleagues 
to help patients requires developing and maintaining a 
diverse array of relationships (Pew Fetzer Task Force, 1994). 
Satisfying, rewarding and effective teamwork requires a 
workplace where all practitioners are energized by engaging 
in multiple interactions with others and invested in the 
mission of the team: positive patient outcomes. Ideally, 
groups sharing a collective commitment and mutual trust 
determine their overall mission, establish shared explicit 
goals and responsibilities, and work collaboratively to 
respond to health care problems and dilemmas. However, 
most healthcare teams do not begin together as cohesive 

groups; more often, they are random and diverse. Teamwork 
is a long-term and constant process of reiterating and 
reinforcing commitment to the mission and trust in each 
other (Axelsson & Axelsson, 2009; Siver, 2004). 
When team members are doing their best, believe in their 
work, and share information clearly and directly, everyone’s 
work is enhanced. To be effective, members of the team must 
understand and value their own as well as others’ 
professional roles, recognize the influence of culture in 
individual and professional differences among team 
members, and acknowledge their own and others’ reactions 
and responses within the group (Drinka & Clark, 2000). 
Skills learned and refined through modeling and 
encouragement from other team members over time, enhance 
individual efficacy, which optimizes the collective group 
effort (Bandura, 1997). 

Interprofessional Roles and Expertise 
A critical component in high functioning healthcare teams is 
the degree to which the relevant expertise of every discipline 
is acknowledged, utilized and valued (Brown, 2000). To 
collaborate across professional boundaries, group functioning 
is optimized when all members are able to see beyond their 
own interests and are willing to give up professional territory 
to accomplish a common goal (Axelsson & Axelsson, 2009). 
This requires each professional to be aware of his/her 
specific expertise. Assumptions and stereotypes related to 
someone else’s role and capability are frequently mistaken 
for this awareness. Educated professionals have a natural 
desire to illustrate mastery in the specific skills of their 
discipline; unfortunately that desire can frequently interfere 
with developing an understanding the specific skills of other 
members of their healthcare team. When team members do 
not know or ask about the expertise of other members, it is 
unlikely that the team will be able to leverage the full extent 
of everyone’s expertise. This is complicated further when 
clear communication is not a group norm or expectation. 
Individuals have to recognize and acknowledge their own 
expertise, as well as model, encourage and reinforce the 
expertise of all other members of the team. 

To develop interprofessional expertise, the healthcare team 
must define and clarify all the necessary roles and functions 
needed to fulfill the work of the team. This clarification can 
enhance interprofessional relationships by inviting all 
members to share how they would like to contribute to the 
work of the team. As the team engages in this clarification 
process, individual members can develop a clear 
understanding of other team members’ unique capabilities, 
observe the evolution of everyone’s role and contribution 
within the group and invite and encourage everyone to   
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practice at the top of his/her professional capacity. 
The four sources of influence (mastery, vicarious experience, 
social persuasion, and physiological response awareness) can 
facilitate understanding the expertise of other professions, 
contribute to a sense of professional autonomy, and enhance 
teamwork (Rafferty, 2001). Intentionally acknowledging 
expertise, modeling professional practice, fostering 
engagement, and creating an inviting and inclusive 
atmosphere can encourage and highlight the expertise of all 
team members. 

Elements of Culture 
The cultures of every health care profession and 
interprofessional team encompass similar elements. These 
include communal values and beliefs, codes of behavior, 
language, knowledge and information, strategies for solving 
problems, cultural practices, methods of orienting new 
members and sets of relationships. 
The way the above elements are expressed and practiced by a 
healthcare team can affect the way any individual within the 
group functions. Being an accepted member of a profession 
or a team implies embodying a group of rules, beliefs and 
habits: ways of speaking, understanding, seeing, valuing, etc. 
A sometimes unspoken expectation in any cultural group 
(including professions) is to “become one of us and stay one 
of us” (Wackerhausen, 2009). Sometimes going outside these 
norms and expectations causes conflict between one member 
and the group or among the entire group (Wackerhausen, 
2009; Brown, 2000). 
It can be useful to view cultural systems dialectally, for 
example inclusive v. exclusive, cohesive v. divisive (Estes, 
1992). Depending on the way members of a team interact, 
any group will create a climate in which individuals feel safe 
or vulnerable. A negative climate can manifest in 
inconsistent ways, increasing negative outcomes and creating 
a sense of perceived oppression. On the other hand 
understanding a group’s culture and reconciling its healing 
and injuring aspects can create an environment that promotes 
positive outcomes for individual team members, the group as 
a whole and the population served. Positive goals for a team 
might include creating a climate of emotional safety and 
inclusivity within the group, particularly related to new 
members. 

Group Dynamics 
Along with cultural characteristics, every team has group 
dynamics, which describe the interactions and relationships 
that take place among group members as well as between the 
group and the rest of society (Brown, 2000). Dynamics are 
created by interactions among the personalities of the group 
members, as well as the context and environment of the 

group’s work. These dynamics set the group’s basic energy 
and tone and affect its performance. Group dynamics can 
affect each individual’s behavior differently, depending on 
status, assigned work in the group and idiosyncratic 
behavioral patterns. There is no absolute standard for how to 
respond effectively in a group and no direct correlation 
between comfort and effectiveness. There is no simple 
explanation for why some groups thrive and others do not. 
When some team members experience ongoing discomfort 
and a sense of being overwhelmed by the dynamics of the 
group, overall group dysfunction can result. Sometimes one 
person’s comfort may come at the expense of another 
person’s sense of safety and an absence of emotional safety 
may result in team members feeling negatively affected by 
the dynamics of the group. Individuals are always making 
conscious and unconscious choices about group interactions 
and the way those choices affect others may reflect 
inattentiveness or lack of awareness of one’s own and other’s 
reactions and responses. Ultimately, interpersonal dynamics 
among team members do influence healthcare outcomes for 
the clients, patients, and communities served (Grumbach & 
Bodenheimer, 2004). 

Conflict 
Dynamics and diversity, workload stress, and the close 
physical proximity of a teamwork setting inevitably create 
conflicts. The way individuals deal with conflict determines 
whether the process will be productive or destructive. 
Conflict is often an indicator of an ongoing discussion and 
engaged relationships within a healthy group of unique 
people. Working through conflict effectively requires 
engaging in a resolution process and communicating concern 
about the relationships involved. 
It is reasonable to assume that everyone on the health care 
team has the best interests of the patients in mind. While 
there may be unusual cases in which this is NOT true, 
operating from the assumption that it IS will help bridge 
differences and manage conflict. A fundamental commitment 
to a shared goal (the best interest of the patient) can promote 
interpersonal and group effectiveness. 
Mastering conflict allows for successful resolution of 
potentially destructive interaction patterns in a group. This 
requires learning to communicate directly and respectfully. 
Team communication left to chance or impeded by 
unresolved or ignored barriers or conflicts is unlikely to 
produce a clear and accurate response when a complex or 
serious situation arises (Drinka & Clark, 2000). In the face of 
conflict, exacerbated by individual differences, group 
dynamics and the stresses of health care practice, group 
members are as likely to revert to self-protective patterns of 
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behavior as they are to altruism (Axelsson & Axelsson, 
2009; Drinka & Clark, 2000). 
Every member of a team encounters diverse and unfamiliar 
situations, which can cause negative or uncomfortable 
interactions. For those directly and indirectly involved, 
addressing conflicts promptly and appropriately is critical. 
Moreover, when one or more members of the team are 
disrupting the group’s work and the rest of the group is 
avoiding confronting the behaviors, that group has to find a 
way to solve the problem (Drinka & Clark, 2000). Every 

group member can learn how to give and receive feedback, 
express his/her feelings and address unproductive behaviors, 
and any one person can begin this process. Avoidance, 
blaming, gossip and speculation are some of many ways 
individuals can sabotage attempts to resolve conflict 
effectively. One complicating factor is the fight or flight 
response to conflict, thus it is important to take time to 
address one’s physiological reaction to stress before taking 
any action. 

Table 3. Group Domains of Interpersonal Effectiveness in Healthcare Practice 

Group Domains Teamwork 
Professional 

Expertise 
Team culture Group Dynamics Conflict 

Mastery 
Experiences 

Collective 
recognition and 
responsibility for 

mission 

Acknowledgment & 
utilization of 

everyone’s expertise 

Inclusive, 
supportive & safe 

climate 

Optimal function of 
all members 

Conflicts 
resolved & 

relationships 

repaired 

Vicarious 
Experiences 

Observe & learn 
from effective 

teams 

Explore & learn 
others’ skills sets 

and roles 

Assess cultural 
climate of other 

teams 

Notice interpersonal 
outcomes of group 

process 

Learn conflict 
resolution 

strategies from 
others 

Social 
Persuasion 

Encouragement & 
education from 
trusted peers 

Integration of best 
practices of all 

members 

Responsiveness to 
feedback about 

emotional climate 

Acknowledgement 
and attention to 

group process issues 

Accurate 
feedback about 
identified areas 

of conflict 

Physiological 
Stress 

Response 

Enact willingness 
to trust & depend 

on others 

Overcome 
reluctance to ask 

questions 

Manage stresses 
related to 
diversity 

Develop atmosphere 
that accommodates 

uniqueness 

Create safe 
climate for 
exploring 
conflict 

 
Conclusion 

Every individual’s sense of self-efficacy contributes to 
achievement of the team’s collective goals, just as the team’s 
successes enhance every individual’s satisfaction. Self and 
group-efficacy in any of the domains described in this paper 
are achievable, through attention to personal culture, 
emotions, and beliefs. It is important to remember that self 
and group efficacy require believing that success in any 
chosen domain is possible, which reinforces resilience to 
continue in the face of failures and obstacles. Use of this 
theory individually and in groups could facilitate 
professional effectiveness and satisfaction. Although it takes 

the entire team working together to achieve team 
effectiveness, it may take only one person to initiate a 
process toward working together more effectively (Magrane, 
et al., 2010). Individuals do influence the whole team 
atmosphere, which could explain how one team member can 
have a positive effect on the overall team performance 
(Purzer, 2010). One person can conceive of an idea, share 
and explain it to others, who demonstrate how it could work, 
and eventually make it a norm (Palmer, 1998). A potent 
outcome of this pedagogy is that individuals and/or teams 
will support and encourage each other’s goals and 
aspirations. Because many outcomes are achievable only   
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through interdependent efforts, groups have to work together 
to accomplish what they cannot do on their own (Bandura, 
2000). Through engaging in the processes described in this 

paper, health professions teams can move beyond 
competence toward effectiveness, resulting in high 
functioning teams and consistently positive patient outcomes. 
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