IMPACT OF POOR COMMUNICATION AND TEAM COLLABORATION AS A TOOL FOR EFFECTIVE HEALTH CARE SERVICE DELIVERY IN FEDERAL TEACHING HOSPITAL IDO-EKITI

ABSTRACT

This study was carried out on the impact of poor communication and team collaboration as a tool for effective health care service delivery in federal teaching hospital Ido-Ekiti. The survey design was adopted and the simple random sampling techniques were employed in this study. The population size comprise of staff of federal teaching hospital Ido-Ekiti. In determining the sample size, the researcher purposefully selected 53 respondents and 50 were validated. Self-constructed and validated questionnaire was used for data collection. The collected and validated questionnaires were analyzed using frequency tables. While the hypotheses were tested using chi-square statistical tool. The result of the findings reveals that poor communication affects effective health care service delivery in federal teaching hospital Ido-Ekiti. The study also revealed that team collaboration promotes effectiveness in delivering healthcare services. The findings of the study further revealed that effective communication will promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti. Therefore, it is recommended that team building activities should be designed, planned, executed and monitored in such a way that it will enhance open communication, collaboration and flexibility in order to create effective cohesion and synergy to enhance team effectiveness and performance among healthcare workers. And team’s esprit de corps is a situation in which a group of people jointly depend on one another. This should be strengthened by making sure that people of like minds are put together in a team so that the hospitals can enjoy the full potential of such teams. To mention but a few.
CHAPTER ONE

INTRODUCTION

BACKGROUND OF THE STUDY

Communication is defined as "the transmission or exchanging of ideas, views, or information through voice, writing, or signs," according to Webster's Dictionary. It is essential to keep in mind that communication comes in many forms than only the verbal one. According to the findings of one study, the body language, attitude, and tone of voice have a greater impact on communication than the actual words said. The words themselves are responsible for just 7 percent of the meaning and purpose. Even while the substance of what is being said is what is most important, the manner those words are delivered—including how a person stands, how they talk, and how they look at another person—can have a significant impact on how those words are understood. On the other hand, crucial information is often sent by handwritten notes, e-mails, or text messages, which increases the risk of significant repercussions in the event that a misunderstanding occurs (Guzzo & Dickenson 1996).

Collaboration in health care is described as the assumption of complementary responsibilities by health care professionals and the cooperative working together of those experts to solve problems and make choices in order to create and carry out care plans for patients. The team members' awareness of each other's kind of knowledge and abilities is increased as a result of collaboration between doctors, nurses, and other health care professionals. This leads to continual progress in decision making.

Trust, respect, and collaboration are the three pillars that support the success of teams. Deming is widely considered to be one of the most influential advocates for collaboration. team collaboration, he says, is endemic to a system in which all workers are working for the benefit of a purpose, who have a shared target, and who work together to attain that aim. When thinking about ways to improve patient care via team collaboration, it is important to take an interdisciplinary perspective. An interdisciplinary approach, as opposed to a multidisciplinary one, in which each team member is responsible only for the activities related to his or her own discipline and formulates separate goals for the patient, brings together a joint effort on behalf of the patient with a common goal from all disciplines involved in the care plan. This is in contrast to a multidisciplinary approach, in which each team member is responsible only for the activities related to his or her own discipline. Integrated interventions are the result of sharing specialist services with one another. The plan of care takes into consideration the many evaluations and treatment regimens, and it bundles these services to produce a personalised care program that best suits the requirements of the patient. The patient reports that communication is simpler with the cohesive team, as opposed to the multiple professionals who are not aware of what the other members of the patient-management team are doing to manage the patient (Obansa & Osrimisan 2013).

It is essential to highlight the fact that cultivating an environment that is conducive to teamwork and collaboration may involve overcoming challenges such as the need for additional time, the perception of a loss of autonomy, a lack of confidence or trust in the decisions made by others, conflicting perceptions, territorialism, and a lack of awareness on the part of one provider of the education, knowledge, and skills possessed by colleagues who work in other fields and professions. However, the majority of these challenges are surmountable if one adopts an open mindset and cultivates emotions of mutual respect and trust with one another. According to the findings of a study, enhanced team collaboration and communication are among the most essential characteristics that health care employees regard as being among the most crucial in increasing clinical effectiveness and job satisfaction.

STATEMENT OF THE PROBLEM

All inhabitants of Nigeria are entitled to high-quality health as one of their basic rights. Despite the fact that health care (PHC) centers are relatively uniformly distributed throughout local government areas (LGAs) in Nigeria, the rural people have a tendency to under use the basic health services, and the main reason for this is due to poor communication and team collaboration among the staff (Obansa & Osrimisan 2013). Policymakers, and more especially a lack of communication and teamwork, should bear some of the blame for the continued existence of a subpar health care delivery system. Health for all, including that of rural communities, will no longer be a fantasy but a reality by the year 2015 if responsible health workers are able to construct a new social order based on greater equality and human dignity. This new social order can be built by health personnel (Obansa & Osrimisan 2013). In order to further improve the utilization of health services by the populations, capacity building and empowerment of communities through orientation, mobilization, and community organization in terms of training, information sharing, and continuous dialogue are two factors that could be implemented. 

OBJECTIVES OF THE STUDY

The main aim of this study is to examine the impact of poor communication and team collaboration as a tool for effective health care service delivery in federal teaching hospital Ido-Ekiti.

Other specific aims of this study are:

To determine the extent at poor communication affect team collaboration in federal teaching hospital Ido-Ekiti.

To determine whether poor communication affects effective health care service delivery in federal teaching hospital Ido-Ekiti.

To ascertain whether team collaboration promotes effectiveness in delivering healthcare services.

To determine whether effective communication will promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti.

RESEARCH QUESTIONS

The following research questions will be answered in this study:

To what extent does poor communication affect team collaboration in federal teaching hospital Ido-Ekiti?

Does poor communication affect effective healthcare service delivery in federal teaching hospital Ido-Ekiti?

Does team collaboration promote effectiveness in delivering healthcare services?

Will effective communication promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti?

RESEARCH HYPOTHESES

The following null hypotheses will validate this study:

H0: Effective communication will not promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti.

Ha: Effective communication will promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti.

SIGNIFICANCE OF THE STUDY

The findings of this study will aid the bodies in charge of health care service delivery as it will highlight the importance of communication and team collaboration. It will also assist service providers at the facility level in developing strategies and action plans to encourage increased use of the services available. These efforts will help to start the process of enhancing access to health care services, which will eventually improve the overall health of everyone in Ido.

This study will contribute to the current literature in this field and will also serve as a resource for academics, researchers, and students who may want to do future research on this topic.

SCOPE OF THE STUDY

This study focuses on the impact of poor communication and team collaboration as a tool for effective health care service delivery in federal teaching Ido. Specifically, this study focuses on determining the extent at poor communication affect team collaboration in federal teaching hospital Ido-Ekiti, determining whether poor communication affects effective health care service delivery in federal teaching hospital Ido-Ekiti, ascertaining whether team collaboration promotes effectiveness in delivering healthcare services, and determine whether effective communication will promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti.

LIMITATIONS OF THE STUDY

In the course of carrying out this study, the researcher experienced some constraints, which included time constraints, financial constraints, language barriers, and the attitude of the respondents. However, the researcher were able to manage these just to ensure the success of this study.

Moreover, the case study method utilized in the study posed some challenges to the investigator including the possibility of biases and poor judgment of issues. However, the investigator relied on respect for the general principles of procedures, justice, fairness, objectivity in observation and recording, and weighing of evidence to overcome the challenges.

DEFINITION OF TERMS

Communication: Communication is "an apparent answer to the painful divisions between self and other, private and public, and inner thought and outer world

Team collaboration: Team collaboration is a communication and project management approach that emphasizes team collaboration, innovative thinking and equal participation to achieve objectives.

1.10 Organization of the Study

The study is categorized into five chapters. The first chapter presents the background of the study, statement of the problem, objective of the study, research questions and hypothesis, the significance of the study, scope/limitations of the study, and definition of terms. The chapter two covers the  review of literature with emphasis on conceptual framework, theoretical framework, and empirical review. Likewise, the chapter three which is the research methodology, specifically covers the research design, population of the study,  sample size determination,  sample size, abnd selection technique and procedure, research instrument and administration, method of data collection, method of data analysis, validity and reliability of the study, and ethical consideration. The second to last chapter being the chapter four presents the data presentation and analysis, while the last chapter(chapter five) contains the summary, conclusion and recommendation.

CHAPTER TWO

REVIEW OF LITERATURE

INTRODUCTION
Our focus in this chapter is to critically examine relevant literature that would assist in explaining the research problem and furthermore recognize the efforts of scholars who had previously contributed immensely to similar research. The chapter intends to deepen the understanding of the study and close the perceived gaps.

Precisely, the chapter will be considered in three sub-headings:

Conceptual Framework

Theoretical Framework

Empirical framework

2.1 CONCEPTUAL FRAMEWORK

Concept of Health Care System

Good health is one of the fundamental human rights everybody is entitled to enjoy. And the onus rests on the healthcare system to provide health services at the three tiers of the government (federal, state and local government). A health system can then be said to be an organization of people, institutions, and resources that deliver health care services to meet the health needs of target populations. Health system planning then should be distributed among market participants, governments, trade unions, charities, religious, or other coordinated bodies to deliver planned health care services targeted to the populations (Frenk, 2010). World Health Organization [WHO] (2000) identified three basic goals of a healthcare system which include: 

Good health (improvement and protection of the health of the populace) 

Fair financial contribution (receiving the services paid for) 

Responsiveness of the healthcare providers (living up to the people‘s expectation) Achievement of these goals is dependent on how the healthcare systems carryout the following functions: 

a. Rendering of efficient health services 

b. Resources generation such as healthcare financing (raising, pooling and allocating) 

c. Health investment such as material resources 

d. Stewardship such as human resources. 

Other dimensions for the evaluation of health systems include quality, efficiency, acceptability, and equity. They have also been described in the United States as "the five C's": Cost, Coverage, Consistency, Complexity, and Chronic Illness (Brody, 2007). 

Situation Analysis of Health Care Services in Nigeria

The Federal Republic of Nigeria has an estimated population of 150 millions of which 49% are female and 51% male. The country operates a three-tiered governance structure – a Federal Government, 36 semi-autonomous State Governments grouped into six geopolitical zones, the Federal Capital Territory and 774 Local Governments, with wide regional, socio-cultural, economic and geographical diversities existing across the country (National Planning Commission [NPC], 2008). States and LGAs revenue, contributing to funding for health care are largely dependent on allocations from the federal government as their internally generated revenues are usually low. Nigeria has enjoyed a period of economic growth with the Gross Domestic Product (GDP) rising from 2.5% in the 1990‘s to 6% during the period 2004 – 2007 with average annual inflation rates falling from 20.6% to 11.6% over the same period. Although in recent times, the global economic recession has adversely affected the country‘s economy with a GDP of over $181 billion (Central Bank of Nigeria [CBN] (2008). It is also estimated that more than half of Nigerians (54.4% or 76 million) live in poverty with 70.8% of this living below the poverty line of less than $1 per day. Poverty is found to be predominant in the rural areas than urban areas and deepens from the southern to the northern part of the country (United Nations Development Program [UNDP], 2007). In Nigeria, life expectancy at birth as at 2005 was 46.6% compared to 77.8% in developed countries (UNDP, 2007). Still in 2005, maternal mortality rate was 110 per 100,000 live births (UNDP, 2007). In 2003, neonatal mortality rate was 48 per 1,000 live births (National Bureau of Statistics [NBS], 2008). Infant mortality rate in 2005 was 133 per 1,000 live births as against 41 per 1,000 live births in developed nations in 1970 and 9 per 1,000 live births in 2005 (UNDP, 2007). In 2003, under-five mortality rate was 257 per 1,000 live births as compared with 54 per 1,000 live births in developed countries in 1970 and 11 per 100,000 live births in 2005 (UNDP, 2007). Again, 11,854 deaths from notifiable diseases were reported in Nigeria in 2006 and 15,680 in 2007. HIV/syphilis sero-prevalence rate in 2005 in Nigeria was 11.4% and just 1% in developed countries (NBS, 2007b). All these happenings in Nigeria are largely due to inadequate immunization coverage, unawareness of the public, poor nutrition, unsafe water and poor sanitation exercises (Eneh, 2011). Eneh simply captured what is really prevalent in the rural area of the country, which is occupied by about 70% of the country‘s population. Corroborating Eneh‘s submission, UNDP (2007) affirmed that, only 48% of Nigerians had access to improved water and 44% good sanitation in 2004.

Health Care System in Nigeria

Nigeria as a nation operates a pluralistic health care delivery system (orthodox and traditional health care delivery systems). Orthodox health care services are provided by private and public sectors. However, the provision of health care in the country remains the functions of the three tiers of government: the federal, state, and local government. The primary health care system is managed by the 774 local government areas (LGAs), with support from their respective state ministries of health as well as private medical practitioners. The secondary health care system is managed by the ministry of health at the state level. The tertiary primary health care is provided by teaching hospitals and specialist hospitals. The secondary and tertiary levels, also work with voluntary and nongovernmental organizations, as well as private practitioners (Adeyemo, 2005). In 2005, the Federal Ministry of Health (FMoH) estimated a total of 23,640 health facilities in Nigeria of which 85.8% are primary health care facilities, 14% secondary and 0.2% tertiary. 38% of these facilities are owned by the private sector, which provides 60% of health care in the country. In spite of the availability of this huge number of healthcare facilities and advancement in technology the health sector in Nigeria has witnessed various turbulent with its attended negative effects. As affirmed by Obansa and Orimisan (2013), with the country‘s teeming population now estimated at over 150million, it is still struggling with the provision of basic health services. And according to HERFON (2006), health facilities (health centers, personnel, and medical equipments) are inadequate in the country, particularly in rural areas. This of course clearly explains the high mortality rate in children, maternal and even adults over the years. Nearly fifteen (15) percent of Nigerian children do not survive to their fifth birthday. The major causes are malnutrition that accounts for fifty-two (52) percent of the deaths, malaria thirty (30) percent and diarrhea twenty (20) percent (Federal Ministry of Health [FMoH], 2004). Maternal mortality reported as being is extremely high. In 2008, between 3million and 3.5million people were estimated to be living with HIV/AIDS. Nigeria has the fourth highest number of TB cases in the world, with a 2004 estimate of 293 new cases per 100,000 population and 546 per 100,000 total cases (Obansa & Orimisan, 2013). Another key issue linked with health indicators in Africa is poverty and in Nigeria, the incidence of poverty is widespread. Between 2003 – 2004, a household survey was conducted by the government and results revealed that 54.4 percent of the Nigeria population is poor, with a higher poverty rate of 63.3 percent in rural areas. Over half of the population live below the poverty line, on less than $1 a day and so cannot afford the high cost of health care (HERFON, 2006). Obansa and Orimisan (2013) identified the following among others as the factors affecting the overall performance of the Nigerian healthcare system: 

Inadequate health facilities/structure 

shortage of essential drugs and supplies 

Inadequate supervision of the healthcare system 

Poor human resources, management, remuneration and motivation 

Lack of fair and sustainable health care financing with very low per capita health spending 

Unequal economic and political relations 

The neo-liberal economic policies of the Nigerian state and corruption 

High out-of-pocket expenditure in health by citizens 

Absence of community-based integrated system for disease prevention, surveillance and treatment.
It became very necessary to brainstorm and come up with plans and strategies that will checkmate the aforementioned factors that militate against effective health care system in the country. Obansa and Osrimisan (2013), highlighted some strategies among others which will help to tackle the health sector challenges in the country as follow: 

improved access to primary healthcare 

Strategic and purposeful leadership in health delivery services 

Increase fund to manage the health sector 
Sustainable Health Care System In Nigeria

In 2000 according to World Health Organization (WHO), Nigeria‘s overall health system performance was ranked 187th position among 191 member States. Primary Health Care (PHC), which forms the bedrock of the national health system, remains comatose due to gross under funding, mismanagement, corrupt practices and lack of capacity at the local government level.

Challenges of Sustainable Healthcare System in Nigeria

Some of the major factors that affect the sustainability of the health system and invariably, the economic growth and development in Nigeria include the following:

1) Counterfeit and adulterated drugs – For many years Nigeria was plagued by counterfeit and substandard drugs. WHO ( 2006), reported 70% of substandard drugs in Nigeria and the National Agency for Food and Drug Administration and Control (NAFDAC) estimated 41% of fake drugs (Yankus, 2006; Akunyili, 2007). These counterfeit drugs have led to the loss of several lives and heavy cost in economic terms. According to Reef (2008) a total of 109 children in 1990 were reported dead after the administration of fake paracetamol. 

2) Poor health care financing and sustainability – In Nigeria, the federal government health spending increased from the equivalent of US$141 million in 1998 to the equivalent of US$228 million in 2003. State spending on health estimate was about US$420 million or US$3.50 per capita in 2003. Majority of the spending by both the federal and state governments is concentrated on the teaching hospitals, federal medical centres and state owned hospitals respectively. (World Bank CRS, Nigeria, 2005). Once there is problem with the budgeting system in a country where little resources is allocated to the health care system, there is bound to be an increased out-of-pocket expenditure by the consumers of the services. To ensure sustainability of the system, the financing system of the country according to Obansa and Orimisan (2013) should be able to protect its populace from exuberant health services expenses when they are ill and encourage the service personnel to offer effective preventive and curative services. 

3) Increased out-of-pocket expenditure – Payments made for health services at the time of illness are referred to as out-of-pocket expenditures. These payments are for consultation, treatments, transportation to the facilities, laboratory charges and/or hospitalization charges (which is more costly). When communities are denied access to essential drugs, facilities and necessary equipments and personnel due to uneven distribution and allocation of resources, sick members have no option but to seek for help in private sectors. Payments for consultation, treatments and/or hospitalization (which is more costly) will however constitute a burden for the sick person and his/her entire household. In 2004, the Nigeria Living Standard Survey (NLSS) surveyed 19,159 samples of households in the country. Data generated revealed that, the estimated average annual per capita out-of-pocket spending on health is #2,999.00 (Nigeria naira), equivalent to about $22.50 (US dollars). This then accounts for 8.7% of household expenditures on health which includes expenditure on outpatient care, transportation to healthcare facilities and treatment/medication (Obansa & Orimisan, 2013). Furthermore, it has been found that one of the largest proportions of total health expenditure in the country is private healthcare spending. Of total health expenditures, government covers 25.5%, while private expenditure comprises the remaining 74.5% of which 91% of the private expenditures are out-of-pocket (WHO, 2006). Again in the same 2004, out-of-pocket health expenditure in private health sector was nearly 70% of total health expenditure. Government total health expenditures were equal to 30.4% (WHO; 2004). In other words, about 4% of households spend more than half of their total expenditures on healthcare (Federal Republic of Nigeria[FRN], 2004). 

4) Inadequate basic infrastructure and equipment – The heart of the Nigerian health policy is the provision of universal health services to all citizens. Section 17(3)(d) of the Constitution states that ―The State shall direct its policy toward ensuring that there are adequate medical and health facilities for all persons.

Again in 1999, the Nigeria government during the last days of the military regime headed by president Olusegun Obasanjo established the National Health Insurance Scheme (NHIS) by Act 35 of the constitution. The objectives of the scheme include; the provision of access to good health care services; protection of families from the financial hardship of huge medical bills; and ensuring equitable distribution of health facilities throughout the country (Akinnaso, 2014). Availability of basic infrastructure and equipments at the different levels of health facilities enhance good health services provision. Inequitable supply and distribution of available resources, unavailable buildings, electricity, equipments and drugs have been found to be common in the country (Obansa & Orimisan, 2013). They further noted that in some communities, the habitants have ―to travel over 5 km to access health care because sitting of structures is often based on political expediency rather than perceived need‖ (p.223). In another development, WHO Country Cooperation Strategy: Federal Republic of Nigeria 2002-2007, showed that, the proportion of households residing within 10 kilometers of a health centre, clinic or hospital is 88% in the southwest, 87% in the southeast, 82% in the central, 73% in the northeast and 67% in the northwest regions. 

5) Inadequate supply and inequitable distribution of essential drugs – Provision of drugs that are evenly distributed is essential for the essential for the delivery of effective health care. In Nigeria, drug supply especially in the primary health centres (PHCs) is inadequate. FMoH in 2001 conducted a survey and reported that, out of the available 674 PHCs in 202 local governments, 46% had less than half of the essential drugs and 54% had experienced out-of-stock in the preceding three months. Again in 2002, FMoH conducted another survey and found out that, 64% of the PHCs have not been supplied any drug from the government since the year 2000. Absence of these essential drugs including vaccines for curative and preventive services, needed personnel, facilities and equipments in the healthcare system would mean pushing the affected populace to sought alternative care to promote their health and well-being. Some however resort to private sectors, unqualified health personnel and even traditional healers. The poor drug supply and distribution system has led to problems of drug resistance such as resistance to anti-malaria drugs (HERFON, 2006 & FMoH, 2004), 

6) Unawareness and participation in healthcare services – It has been observed that most consumers of healthcare services are unaware of available healthcare services and their rights regarding health service delivery. This can be attributed to the lack of ―a bill of rights for consumers (claim holders) and providers (duty bearers) (Obansa & Orimisan, 2013.p.223). Sensitization of the various communities to create more awareness and encourage community mobilization and participation in issues concerning their health is required. 

7) Poor remuneration, compensation and other push factors – Poor compensations, remunerations, working conditions and/or career opportunities could make healthcare workers to be dissatisfied with their work and consequently relocated from their home country to other countries, most times from developing countries to developed countries. In Nigeria for instance, it is an obvious fact that several health personnel are engaged in strenuous work in the different facilities which is not commensurate with the salaries there are being paid. According to Obansa and Orimisan (2013), some even work in unsafe/insecure environments. Again among the African countries, Nigeria is one nation where majority of the health personnel sought for greener line in developed nations. Lambo (2006) reported that, over 21,000 Nigerian doctors are practicing abroad. Between April, 2001 and March, 2002, 432 Nigerian nurses legally migrated to work in Britain out of a total of about 2000 nurses that legally emigrating Africa. United Kingdom work permits were approved for 1510 nurses from Nigeria in 2003, and 850 from Ghana (UK Department of Health, 2001). The Nigerian government however sees this trend as a threat to sustainability of her healthcare system. 

8) Bribery and corruption – Corruption through the embezzlement of healthcare budgets, health insurance fraud, fraudulent drug procurement or bribes extorted from healthcare consumers at delivery level have negative effects on the healthcare system both in developed and developing countries (World Bank, 2009). It also includes bribery of health professionals, regulators and public officials, stealing of medicines and medical supplies by the health personnel, overbilling for healthcare services, absence from work, and informal payments (Transparency International 2004; Vian, 2007). In Nigeria, corruption in the healthcare sector occurs among different actors which include; healthcare personnel and some government functionaries working directly or indirectly in the healthcare system. Akinbajo (2012) noted arbitrary inflation of unit price of drugs purchased by the ministry of health as part of efforts to help in the treatment of HIV aids victims. In 2008, a former minister of health, Adenike Grange, a former federal legislator, Iyabo Obasanjo and their gladiators were alleged to be involved in corruption where the sum of ₦300 million was misappropriated in the ministry of health (Ogbu, 2008). Today, while the likes of Grange and Iyabo walks the streets of the country freely without being called to account, most of the poor masses who could have benefitted from the ₦300 million have met with untimely death. 

9) Shortage of healthcare personnel – The shortage of healthcare personnel is a global issue. According to WHO report (2006) there is a global shortage of 2.4 million doctors and nurses and midwives. Africa has an estimated 817,992 shortage (WHO report, Part 2). In Nigeria, there are 13 doctors, 92 nurses/midwives, and 64 community health workers (CHWs) working in the public sector per 100,000 population (Chankova et al, 2007). 

Again in 2012 according to the Nursing and Midwifery Council of Nigeria (NMCN) there were 148,129 registered nurses to care for the approximated Nigeria population of above 150 million with a nurse-to-population ratio of approximately1:1013 persons. The physician-to-population ratio was 1:2536 persons in 2007 in Nigeria (National Bureau of Statistics [NBS], 2007a) as compared with developed nation that has physician-to-population ratio of 1:410 persons in 2007 (Jhingan, 2007). Birth attended by skilled personnel in 2005 is just 35% as compared with developed nations of 95% in same 2005 (UNDP, 2007). This acute shortage is as a result of inadequate infrastructure and poor compensation packages and massive immigration of doctors, nurses and other medical professionals to developed countries in search of fulfilling and lucrative positions (Raufu, 2002; Awofeso, 2008).

Health financing mechanisms in Nigeria

The NHIS established in 2005 by Decree 35of 1999 of the Federal Government of Nigeria [Laws of the Federation of Nigeria. 1999] was targeted at improving health care financing, by reducing the health care cost borne by individuals. Health financing mechanisms used in Nigeria are mainly user fees and social health insurance schemes. The schemes benefit mainly people in the formal sector (civil servants and those in organized private sector), with a vast majority of the people in the informal sector (farmers, traders, other self-employed and the unemployed) left out [Palmer N, 2004]. Donor agencies like the WHO, UNICEF and USAID played active role in health financing in Nigeria. For comparison, China overall achieved its articulated goals for 2009-2011; extending basic health insurance coverage to 90% of the population, among others [Eggleston 2012].

Concept of Team Collaboration

First we consider what a ‘team’ means. The activity of a group of people working co-operatively to achieve shared goals is basic to our species (Baumeister & Leary, 1995). The current enthusiasm for team collaborationing in health care reflects a deeper, perhaps unconscious, recognition that this way of working offers the promise of greater progress than can be achieved through individual endeavour. Mohrman, Cohen, and Mohrman (1995) define a team as:

“a group of individuals who work together to produce products or deliver services for which they are mutually accountable. Team members share goals and are mutually held accountable for meeting them, they are interdependent in their accomplishment, and they affect the results through their interactions with one another. Because the team is held collectively accountable, the work of integrating with one another is included among the responsibilities of each member".

Components of Successful team collaboration

Open communication

Nonpunitive environment

Clear direction

Clear and known roles and tasks for team members

Respectful atmosphere

Shared responsibility for team success

Appropriate balance of member participation for the task at hand

Acknowledgment and processing of conflict

Clear specifications regarding authority and accountability

Clear and known decisionmaking procedures

Regular and routine communication and information sharing

Enabling environment, including access to needed resources

Mechanism to evaluate outcomes and adjust accordingly

Extensive review of the literature shows that communication, collaboration, and team collaboration do not always occur in clinical settings. For example, a study by Sutcliff, Lewton, and Rosenthal (2008) reveals that social, relational, and organizational structures contribute to communication failures that have been implicated as a large contributor to adverse clinical events and outcomes. Another study shows that the priorities of patient care differed between members of the health care team, and that verbal communication between team members was inconsistent.16 Other evidence shows that more than one-fifth of patients hospitalized in the United States reported hospital system problems, including staff providing conflicting information and staff not knowing which physician is in charge of their care.18 Over the past several years, we have been conducting original research on the impact of physician and nurse disruptive behaviors (defined as any inappropriate behavior, confrontation, or conflict, ranging from verbal abuse to physical or sexual harassment) and its effect on staff relationships, staff satisfaction and turnover, and patient outcomes of care, including adverse events, medical errors, compromises in patient safety, poor quality care, and links to preventable patient mortality.

Many of these unwanted effects can be traced back to poor communication and collaboration, and ineffective team collaboration.

Benefits of team collaboration

The belief that team collaboration is the most effective way of delivering products and services has gained increasing ascendancy within diverse organisational settings (Guzzo & Shea, 1992; West, 1996). As organisations have grown in size and become structurally more complex, the need for teams of people to work together in co-ordinated ways to achieve objectives that contribute to the overall aims of organisations has become increasingly urgent. Mohrman et al. (1995) offer ten reasons for implementing team-based working in organisations:

Teams are the best way to enact the strategy of organisations, because of the need for consistency between organisational environment, strategy and design (Galbraith, Lawler, & Associates, 1993).

Teams enable organisations to speedily develop and deliver services cost effectively, while retaining high quality.

Teams enable organisations to learn (and retain learning) more effectively (Senge, 1990).

Cross-functional teams promote improved quality of services (Deming, 1986; Juran, 1989).

Cross-functional teams can undertake effective process re-engineering (Davenport, 1993).

Time is saved if activities, formerly performed sequentially by individuals, can be performed concurrently by people working in teams (Myer, 1993).

Innovation is promoted within team-based organisations because of cross- fertilisation of ideas (Senge, 1990; West & Pillinger, 1995).

Flat organisations can be monitored, co-ordinated and directed more effectively if the functional unit is the team rather than the individual (Galbraith, 1993, 1994).

As organisations have grown more complex, so too have their information processing requirements; teams can integrate and link in ways individuals cannot (Lawrence and Lorsch, 1969, Galbraith, 1993, 1994).

This approach to the delivery of services and products is not simply a managerial fad, since there is substantial empirical evidence that the introduction of team collaboration can lead to increased effectiveness in the delivery of both quantity and quality of goods or services (Guzzo & Shea, 1992; Weldon & Weingart, 1993).

Macy and lzumi (1993) conducted an analysis of 131 organisational change studies in order to determine their effectiveness. Those interventions with the greatest effects on organisational performance and 'the bottom-line' were team-related interventions. They also reduced turnover and absenteeism more than did other interventions, showing that team oriented practices can have broad positive effects in organisations. Other research by Kahleberg & Moody (1994), who studied over 700 work establishments, found that those in which team collaboration was developed were more effective in their performance than those in which teams were not used. Finally, Applebaum and Batt (1994) offer similar evidence. They reviewed the results of a dozen surveys of organisational practices, as well as 185 case studies of innovative management practices.    They too found compelling evidence that teams contribute to improved organisational effectiveness, particularly increasing efficiency and quality.

team collaboration in health care

The importance of team collaborationing in health care has been emphasised in numerous reports and policy documents on the National Health Service (NHS). One (NHSME, 1993) particularly emphasised the importance of team collaborationing if health and social care for people were to be of the highest quality and efficiency:

"The best and most cost-effective outcomes for patients and clients are achieved when professionals work together, learn together, engage in clinical audit of outcomes together, and generate innovation to ensure progress in practice and service."

Some limited research has suggested the positive effects of multidisciplinary team collaborationing in health care. However, there are many difficulties inherent in comparing evaluation studies, which include teams having different objectives and organisation patterns, studies variously controlling for other concurrent changes in local services and the pre-existing variations in services and cultures (Jackson, Gater, Goldberg, Tantam, Loftus & Taylor, 1993).

Team composition and Processes

There is considerable agreement that heterogeneity of skills in teams performing complex tasks is good for effectiveness (e.g., Campion et. al., 1994; Guzzo & Dickson, 1996; Jackson, 1996; Millikan & Martins, 1996; Maznevski 1994). Heterogeneity of skills and knowledge automatically implies that each team member will bring a different knowledge perspective to the problem, a necessary ingredient for creative solutions (Sternberg & Lubart, 1990; West, 1997).

However, teams that are diverse in task-related attributes are often diverse in individual attributes.   Variation in individual characteristics can trigger stereotypes and prejudice (Jackson, 1996) which, via interteam conflict (Tajfel, 1978; Tajfel & Turner, 1979; Hogg & Abrams, 1988), can affect team processes and outcomes. As an example, Alexander, Lichtenstein and D’Aunno (1996) found that individuals in multidisciplinary treatment teams in U.S. Department of Veterans Affairs hospitals, who were members of larger and more heterogeneous teams, reported poor team functioning. Physicians and social workers assessed team functioning more positively than did nurses. The greater the diversity of individual characteristics of team tenure, age and occupation within teams, the more negatively did team members assessed team functioning.

Gender

Gender is an important influence on communication within teams. Not only are men consistently more assertive in public situations and confrontations (Kimble, Marsh & Kiska, 1984; Mathison & Tucker, 1982), but also communication expectations differ for men and women. Sex-role stereotypes prescribe passive, submissive and expressive communication for women while men are expected to be active, controlling and less expressive communicators (LaFrance & Mayo, 1978). Punishment for violation of expectations (Jussim, 1986; Jussim, Coleman & Lerch, 1987; Jackson, Sullivan & Lodge, 1993) may influence both the perceptions of women in teams and their willingness to participate in team communication. Such considerations are vitally important in health care teams where women dominate in number, but men predominate in the highest status positions (in the present research, GPs and psychiatrists, for example).

In support, Alexander, Lichtenstein and D’Aunno (1996) reported that the greater the gender diversity, the more positive were team members’ assessment of how cohesively and harmoniously teams operated. Their research suggested that mixed gender teams included different orientations to work, namely a female focus on workplace processes and relationships and a male focus on tasks and outcomes.

Team roles

It is important that teams have the appropriate mix of clearly defined team roles. Jansson, Isacsson and Lindholm (1992) analysed the records of general practitioners and district carers over a six-year period across 2 districts in Sweden following the introduction of care teams into one region. They found that through the independent roles of nurses and doctors were retained in the primary health care teams, all team members interacted with the population in various situations, including home visits and complemented each other across different competencies.

Team affective tone

Another important, but more controversial approach to understanding work team processes and effectiveness, is offered by research on team affective tone. George (1990) suggests that if members of a team experience similar kinds of affective states at work (either negative or positive), then affect is meaningful not only in terms of their individual experiences, but also at a team level. A number of studies have demonstrated a significant relationship between team affective tone and behaviour such as absenteeism (George, 1989, 1990, 1995). George proposes that teams that are interested, strong, excited, enthusiastic, proud, alert, inspired, determined, attentive and active, enable cognitive flexibility, creativity and effectiveness (George, 1996). However, she argues that team affective tone may not exist for all teams, so it cannot be assumed a priori that it is a relevant construct for every team. George (1996) sees team affective tone and team mental models as having a reciprocal influence. So in a team with a negative affective tone, members would have different cognitive processes from those in a team with a positive affective tone, which then may influence team effectiveness.

There is some evidence that team mental models play an important role in team decision-making (Klimoski & Mohammed, 1994), impacting on aspects of team decision-making such as problem definition, speed and flexibility, alternative evaluation and implementation (Walsh & Fahey, 1986: Walsh, Henderson & Deighton, 1988). A team that has a high negative affective tone may tend to be more rigid when making decisions. The nature and outcomes of team decision-making are therefore likely to be affected by the interaction between team affective tone and team mental models.

Effects Of poor Team Collaboration In Health Care

Many health care workers are used to poor communication and team collaboration, as a result of a culture of low expectations that has developed in many health care settings. This culture, in which health care workers have come to expect faulty and incomplete exchange of information, leads to errors because even conscientious professionals tend to ignore potential red flags and clinical discrepancies. They view these warning signals as indicators of routine repetitions of poor communication rather than unusual, worrisome indicators.

Although poor communication can lead to tragic consequences, a review of the literature also shows that effective communication can lead to the following positive outcomes: improved information flow, more effective interventions, improved safety, enhanced employee morale, increased patient and family satisfaction, and decreased lengths of stay.Fuss and colleagues and Gittell and others show that implementing systems to facilitate team communication can substantially improve quality.

Effective communication among staff encourages effective team collaboration and promotes continuity and clarity within the patient care team. At its best, good communication encourages collaboration, fosters team collaboration, and helps prevent errors.

Effects Of good Team Collaboration In Health Care

Reduced hospitalisation and costs

Sommers and colleagues (2000) compared primary health care teams with physician care across 18 private practices, and concluded that primary health care teams lowered hospitalisation rates and reduced physician visits while maintaining function for elderly patients with chronic illness and functional deficits. Significant cost savings were born from reduced hospitalisation, which more than accounted for the costs of setting up the team and making regular home visits. Jones (1992) also reported that families who received primary health team care had fewer hospitalisations, fewer operations, less physician visits for illness and more physician visits for health supervision than control families. A similar pattern emerged for terminally ill patients, where their increased utilisation of home care services more than offset savings in hospital costs, such that there were average savings of 18% in hospital costs (Hughes, Cummings, Weaver, Manheim, Brown & Conrad, 1992).

In another study in the U.S., Eggert and colleagues (1991) concluded that a team focussed case management system generated similar benefits for elderly, chronically ill patients. The team approach reduced total health care expenditures by 13.6%, when compared to an individualised case management system. The team combined earlier discharge, more timely nursing home placement and better-organised home support and care, to reduce patient hospitalisation by 26%. Similarly, the cost increases in ambulatory and nursing home care were offset by fewer and shorter stay hospital admissions and reduced home care utilisation. For patients with dementia in this study, the team model of case management reduced overall costs even further, by 41% (Zimmer, Eggert & Chiverton, 1990). At the end of the 27-month study, there were more team than control patients living at home and fewer in nursing homes. An audit of the case managers' records highlighted more intense management activity in the team group, where patients were referred more frequently for medical evaluation, respite and day care. Team case managers had smaller caseloads, made more home visits and had more case conferences. Teams were more familiar with local community resources and were reported as being more responsive to patient crises. The team approach was reported to offer greater intensity of case management, which resulted in more efficient care provision in hospitals and home health services.

Improved service provision

Primary care teams appear to produce better detection, treatment, follow-up and outcome in hypertension (Adorian, Silverberg, Tomer & Wamosher, 1990). Specifically, nurses in England reported that working together in primary health care teams reduced duplication, streamlined patient care and enabled specialist skills to be used more cost-effectively (Ross, Rink & Furne, 2000).

Jansson, Isacsson and Lindholm (1992) analysed the records of general practitioners and district carers over 6 years in Sweden. Care teams (GP, district nurse, assistant nurse) were introduced into one region but were absent in another comparative region. The care teams reported a large rise in the overall number of patient contacts and in the proportion of the population who accessed the district nurse. Concurrently, there was a reduction in emergency visits, which they attributed to better accessibility and continuity of care in the teams.

Jackson and colleagues (1993) reported a similar pattern twelve months after the introduction of a community mental health team in England. They reported a threefold increase in the rate of inception to care, a doubling in the prevalence of treated psychiatric disorder and a reduction in demand on the hospital’s outpatient services. It was suggested that the team was making specialist care more available to patients with severe mental illness who would not have previously received care from mental health services. The team also provided care in a timelier manner that was accessible and continuous.

Enhanced patient satisfaction

Hughes and colleagues (1992) compared the provision of hospital-based team home care and customary care for 171 terminally ill patients in a large U.S. Department of Veterans Affairs hospital. They noted increased access to home care services and improved patient and carer satisfaction with hospital-based team home care. Both patients and caregivers of the team expressed significantly higher levels of satisfaction with continuous and comprehensive care at one month, and they continued to express higher levels of satisfaction at six months. The team program maintained patients at home for significantly more days than the control group, who were kept in hospital in general wards for longer. Patients of the team received almost twice as many home visits as the control group and visited the clinic significantly fewer times.

Increased satisfaction by patients who had access to a primary health care team was reported to include a higher mean number of social activities, fewer symptoms and slightly improved overall health. These differences were noted in comparison to patients who only had access to a physician (Sommers et. al., 2000).

Staff motivation

Primary care team collaborationing has been reported to improve staff motivation (Wood, Farrow, & Elliott, 1994). In a study in Spain, Peiro, Gouzalez-Roma & Romos (1992) showed relationships between work team processes, role clarity, job satisfaction and leader behaviours.   Effectiveness of team collaboration was also related to job satisfaction and mental health of team members. Sommers and colleagues (2000) suggested that lower rates of hospitalisation for patients of primary health care teams were more likely to be found in teams where individual members were most satisfied with their working relationships.

Innovation

team collaboration is reputed to promote innovation in organisations including those in the health care sector. In order to promote organisational innovation, policy makers and practitioners are increasingly asking for clarification of the factors that determine innovation in teams. Many input and process variables have been demonstrated to predict innovation in teams.

In relation to inputs, there is some evidence that heterogeneity of team composition is related to team innovation (Hoffman & Maier, 1961; McGrath, 1984; Jackson, 1996). West and Anderson (1996) carried out a longitudinal study of the functioning of top management teams in 27 hospitals and examined relationships between team and organisational factors and team innovation. Their results suggested that team processes best predicted the overall level of team innovation, while the proportion of innovative team members predicted the rated radicalness of innovations introduced.

Specifically, West and Wallace (1991) found that team collaboration, commitment to the team and tolerance of diversity were positively related to team innovativeness.

By what means are these various benefits of team collaborationing in health care realised? Partly at least through their composition and through effective team processes such as communication, decision-making and problem-solving. We therefore briefly review research in these areas before turning to consider the influence of the organisations within which teams function.

Concept of Communication

The study of communication in teams has a long history in social psychology, but recent reviews by Guzzo & Dickenson (1996) and Guzzo and Shea (1992) reveal the paucity of thorough industrial and organisational research in this area. Blakar (1985) proposes five pre-conditions for effective communication in teams. Team members must have shared social reality within which the exchange of messages can take place, including a shared language base and perception. Team members must be able to “decentre”, to take the perspective of others into account in relation to both their affective and cognitive position (Redmond 1989, 1992). Team members must be motivated to communicate. There must be “negotiated and endorsed contracts of behaviour” (i.e. agreement among team members about how interactions take place). Finally, the team must attribute communication difficulties appropriately, so if one of the other preconditions is not being met, the team is able to correctly identify the problem and develop a solution.

Several research studies in England have highlighted interprofessional communication problems within primary health care teams. West and Field (1995) and Field and West (1995) interviewed 96 members of primary health care teams and described factors that impacted upon teamworking and communication in health care. Structured time for decision-making, team cohesiveness and team-building all influenced communication within teams. They highlighted the failure of health care teams to set aside time for regular meetings to define objectives, clarify roles, apportion tasks, encourage participation and handle change. Other reasons for poor communication included differences in status, power, educational background, assertiveness of members of the team, and the assumption that the doctors would be the leaders (see also West & Pillinger, 1995; West & Slater, 1996).

Communication among team members in the Health Sector

Communication difficulties between different professional groups have been highlighted particularly. Bond, et. al., (1985) surveyed 161 pairs of General Practitioners (GPs) and health visitors, and 148 pairs of GPs and district nurses who had patients in common. They reported low levels of communication and collaboration between GPs and community nursing staff and suggested that GPs had a very poor understanding of the health visitor's role. Similarly, McClure (1984) describes low levels of communication in a survey of 48 health visitors and 45 district nurses attached to general practices. Community nurses reported that communication with practice staff was usually only about specific immediate patient issues rather than team objectives, strategies, processes and performance review. Health visitors were noted to be similarly unenthusiastic about progress in teamwork. Ross, Rink and Furne (2000) found that health visitors perceived teams as less effective. They suggested that health visitors were comparatively more defensive about the benefits of changing role boundaries and considered themselves less able to contribute to the teams as currently constituted. Cant and Killoran (1993) reached similar conclusions, based on their research study with 928 practice nurses, 682 health visitors and 679 district nurses. They argued that joint professional training and the instigation of regular team meetings were necessary to promote good communication.

Cott (1997) used a social network analysis of 93 health care workers across 3 multidisciplinary long-term care teams to explore communication processes within teams. She concluded that higher status multi-professional members communicated most openly and worked fairly autonomously across loosely structured tasks, with low levels of authority. In contrast, hierarchical nursing sub-teams did not report high levels of information sharing.

West and Slater (1996) reported that much of the potential benefit of teamwork was not being realised, with less than one in four health care teams building effective communication and teamworking practices (see also West & Poulton, 1997). In a similar vein, the Audit Commission report in 1992 drew attention to a major gap between the rhetoric and reality:

"Separate lines of control, different payment systems leading to suspicion over motives, diverse objectives, professional barriers and perceived inequalities in status, all play a part in limiting the potential of multi- professional, multi-agency teamwork. . . for those working under such circumstances efficient teamwork remains elusive" (Audit Commission, 1992).

A number of researchers in different countries have highlighted the impact of communication problems on patients across different types of teams. Nievaard (1987) interviewed 112 nurses and 298 patients across 6 medical and surgical wards of 2 general hospitals in the Netherlands. The study demonstrated the phenomenon of problem shifting, where communication problems within the team were transferred onto patients. It was reported that for hospital teams with a good communication climate, nurses perceived patients as more attractive and interesting and less dependent. However, if nurses viewed relationships with doctors, managers and nurses in the team as problematic, their images of patients tended to be more negative (unattractive, non-cooperative, dependent) and they did not want to increase their contacts with patients.

Yeatts and Seward (2000) reported similar findings when they compared 3 self- managed work teams in a medium size U.S. rural nursing home. They concluded that enhanced communication between team members positively affected the service to residents. Observations of a high performing team’s meetings showed that team members had a high level of respect for each other, listened to each other, and were not afraid to disagree when they held different views. Team members sought and valued approval from each other, and they assisted each other to complete tasks.

Several studies have demonstrated how individual perceptions about teamwork and roles can influence communication in teams. Dreachslin, Hunt & Sprainer (2000) developed a grounded theory of the role that race plays in the self-perceived communication effectiveness of nursing care teams in the U.S. They concluded that racially diverse team members evaluated team communication according to different perspectives and alternative realities.

When team members develop belief systems that are consistent with their perspective and incongruent with other vantage points, differences in perspective can result in alternative realities. Alternative realities encourage participants to attribute causality differently which in turn fuels team conflict and miscommunication by diminishing the team’s ability to reach a common understanding of both the source of the conflict and the optimal path to its resolution through effective communication (p. 1408).

Barriers to Effective Communication

Health professionals tend to work autonomously, even though they may speak of being part of a team. Efforts to improve health care safety and quality are often jeopardized by the communication and collaboration barriers that exist between clinical staff. Although every organization is unique, the barriers to effective communication that organizations face have some common themes.

Common Barriers to Interprofessional Communication and Collaboration

Personal values and expectations

Personality differences

Hierarchy

Disruptive behavior

Culture and ethnicity

Generational differences

Gender

Historical interprofessional and intraprofessional rivalries

Differences in language and jargon

Differences in schedules and professional routines

Varying levels of preparation, qualifications, and status

Differences in requirements, regulations, and norms of professional education

Fears of diluted professional identity

Differences in accountability, payment, and rewards

Concerns regarding clinical responsibility

Complexity of care

Emphasis on rapid decisionmaking

Known Benefits of Communication and Team Collaboration
A large body of literature shows that because of the complexity of medical care, coupled with the inherent limitations of human performance, it is critically important that clinicians have standardized communication tools and create an environment in which individuals can speak up and express concerns. This literature concurs that when a team needs to communicate complex information in a short period of time, it is helpful to use structured communication techniques to ensure accuracy. Structured communication techniques can serve the same purpose that clinical practice guidelines do in assisting practitioners to make decisions and take action.

2.2 THEORETICAL FRAMEWORK

The Grounded Theory

Freeman, Miller and Ross (2000) also developed a grounded theory about collaborative practice at the levels of the organisation, group and individual. They conducted case studies of 6 teams working in a variety of specialist healthcare services (diabetes, medical ward, primary healthcare, neuro-rehabilitation unit, child development assessment, community mental health) and concluded that the meanings different professionals ascribed to teamwork shaped how they communicated and what they communicated about. When there was a lack of congruence about aspects of teamwork, communication could potentially be compromised. Individual perceptions determined the level of role understanding considered necessary, and the value assigned to others’ contributions. Differences in the understanding and valuing of team roles and levels of team learning exacerbated underlying resentments, undermined professional esteem and created conflict. Individual perceptions also influenced communication regarding tasks and about sharing professional knowledge and ideas.

2.3 EMPIRICAL REVIEW

A study on “The Effectiveness of Health Care Teams in the National Health Service Report” by  Dawson (2001) revealed that a primary prescription that policy makers and practitioners have offered for meeting the challenges facing the National Health Service is the development of multidisciplinary team working. The importance of team working in health care has been emphasised in numerous reports and policy documents on the National Health Service. One particularly emphasised the importance of team working if health and social care for people are to be of the highest quality and efficiency:

"The best and most cost-effective outcomes for patients and clients are achieved when professionals work together, learn together, engage in clinical audit of outcomes together, and generate innovation to ensure progress in practice and service."

Over the last thirty years this has proved very difficult to achieve in practice because of the barriers between professional groupings such as doctors and nurses. Other factors such as gender issues also influence team working. For example, G.P.s are predominantly men while the rest of the primary care service population is predominantly women; community mental health psychiatrists are predominantly men, whereas the rest of the population of community mental health teams is predominantly women, and in hospital settings the ranks of consultants continue to be largely made up of men. Other factors which impede the creation of effective multidisciplinary teams include multiple lines of management, perceived status differentials between different professional groups, and lack of organisational systems and structures for supporting and managing teams.

CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

In this chapter, we described the research procedure for this study. A research methodology is a research process adopted or employed to systematically and scientifically present the results of a study to the research audience viz. a vis, the study beneficiaries.

3.1 Research Design

Research designs are perceived to be an overall strategy adopted by the researcher whereby different components of the study are integrated in a logical manner to effectively address a research problem. In this study, the researcher employed the survey research design. This is due to the nature of the study whereby the opinion and views of people are sampled. According to Singleton & Straits, (2009), Survey research can use quantitative research strategies (e.g., using questionnaires with numerically rated items), qualitative research strategies (e.g., using open-ended questions), or both strategies (i.e. mixed methods). As it is often used to describe and explore human behaviour, surveys are therefore frequently used in social and psychological research.
3.2 Population of the Study

According to Udoyen (2019), a study population is a group of elements or individuals, as the case may be, who share similar characteristics. These similar features can include location, gender, age, sex or specific interest. The emphasis on study population is that it constitutes individuals or elements that are homogeneous in description. 

This study was carried out to examine impact of poor communication and team collaboration as a tool for effective health care service delivery in federal teaching hospital Ido-Ekiti. Hence, the population of this study covers staff of federal teaching hospital Ido-Ekiti.
3.3 Sample Size Determination

A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics in like similitude (Udoyen, 2019). In this study, the researcher adopted the convenient sampling method to determine the sample size. 

3.4 Sample Size Selection Technique And Procedure

According to Nwana (2005), sampling techniques are procedures adopted to systematically select the chosen sample in a specified away under controls. This research work adopted the convenience sampling technique in selecting the respondents from the total population.   
In this study, the researcher adopted the convenient sampling method to determine the sample size. Out of the entire staff of federal teaching hospital Ido-Ekiti, the researcher conveniently selected 53 participants as sampled size for this study. According to Torty (2021), a sample of convenience is the terminology used to describe a sample in which elements have been selected from the target population on the basis of their accessibility or convenience to the researcher.
3.5 Research Instrument and Administration

The research instrument used in this study is the questionnaire. A survey containing series of questions were administered to the enrolled participants. The questionnaire was divided into two sections, the first section enquired about the responses demographic or personal data while the second sections were in line with the study objectives, aimed at providing answers to the research questions. 
Participants were required to respond by placing a tick at the appropriate column. The questionnaire was personally administered by the researcher.
3.6 Method of Data Collection

Two methods of data collection which are primary source and secondary source were used to collect data. The primary sources was the use of questionnaires, while the secondary sources include textbooks, internet, journals, published and unpublished articles and government publications.
3.7 Method of Data Analysis

The responses were analyzed using the frequency tables, which provided answers to the research questions. While the hypotheses will be tested using Chi-square statistical tool.
3.8 Validity of the Study

Validity referred here is the degree or extent to which an instrument actually measures what is intended to measure. An instrument is valid to the extent that is tailored to achieve the research objectives. The researcher constructed the questionnaire for the study and submitted to the project supervisor who used his intellectual knowledge to critically, analytically and logically examine the instruments relevance of the contents and statements and then made the instrument valid for the study.
3.9 Reliability of the Study

The reliability of the research instrument was determined. The Pearson Correlation Coefficient was used to determine the reliability of the instrument. A co-efficient value of 0.68 indicated that the research instrument was relatively reliable. According to (Taber, 2017) the range of a reasonable reliability is between 0.67 and 0.87.
3.10 Ethical Consideration

The study was approved by the Project Committee of the Department.  Informed consent was obtained from all study participants before they were enrolled in the study. Permission was sought from the relevant authorities to carry out the study. Date to visit the place of study for questionnaire distribution was put in place in advance.

CHAPTER FOUR

DATA PRESENTATION AND ANALYSIS

1 INTRODUCTION

This chapter presents the analysis of data derived through the questionnaire and key informant interview administered on the respondents in the study area. The analysis and interpretation were derived from the findings of the study. The data analysis depicts the simple frequency and percentage of the respondents as well as interpretation of the information gathered. A total of fifty-three(53) questionnaires were administered to respondents of which fifty (50) were returned and validated. This was due to irregular, incomplete and inappropriate responses to some questionnaire. For this study a total of  50 was validated for the analysis.

4.2
DATA PRESENTATION

The table below shows the summary of the survey. A sample of 53 was calculated for this study. A total of 50 responses were received and validated. For this study a total of 50 was used for the analysis.

Table 4.1: Distribution of Questionnaire

	Questionnaire 
	Frequency
	Percentage 

	Sample size
	53
	100

	Received  
	50
	78.57

	Validated
	50
	71.43


Source: Field Survey, 2021

Table 4.2: Demographic data of respondents

	Demographic information
	Frequency
	percent

	Gender
Male
	
	

	
	18
	36%

	Female
	32
	64%

	Age
	
	

	20-30
	24
	48%

	30-40
	18
	36%

	41-50
	08
	16%

	51+
	0
	0%

	Education
	
	

	HND/BSC
	30
	60%

	MASTERS
	12
	24%

	PHD
	08
	16%

	Marital Status
	
	

	Single
	21
	42%

	Married
	26
	52%

	Separated
	3
	6%

	Divorced
	0
	0%

	Widowed
	0
	0%


Source: Field Survey, 2021
4.2
ANSWERING RESEARCH QUESTIONS
Question 1: To what extent does poor communication affect team collaboration in federal teaching hospital Ido-Ekiti?
Table 4.3:  Respondent on question 1

	Options
	Frequency
	Percentage

	High extent
	34
	68

	Low extent
	04
	08

	Undecided
	12
	24

	Total
	50
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 68% of the respondents said high extent, 08% said low extent. while the remaining 24% were undecided.

Question 2: Does poor communication affect effective healthcare service delivery in federal teaching hospital Ido-Ekiti?
Table 4.4:  Respondent on question 2

	Options
	Frequency
	Percentage

	Yes
	32
	64

	No
	06
	12

	Undecided
	12
	24

	Total
	50
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 64% of the respondents said yes, 123% said no. while the remaining 24% were undecided.

Question 3: Does team collaboration promote effectiveness in delivering healthcare services?

Table 4.5:  Respondent on question 3

	Options
	Frequency
	Percentage

	Yes
	24
	48

	No
	16
	32

	Undecided
	10
	20

	Total
	50
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 48% of the respondents said yes, 32% said no. while the remaining 20% were undecided. 

Question 4: Will effective communication promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti?

Table 4.6:  Respondent on question 4

	Options
	Frequency
	Percentage

	Yes
	25
	50

	No
	10
	20

	Undecided
	15
	30

	Total
	50
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 50% of the respondents said yes, 20% said no. while the remaining 30% were undecided. 

TEST OF HYPOTHESES

Table 4.7: Effective communication will not promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti.
	Options
	Fo
	Fe
	Fo - Fe
	(Fo - Fe)2
	(Fo˗-Fe)2/Fe

	Yes
	25
	16.66
	8.34
	69.56
	4.18

	No
	10
	16.66
	-6.66
	44.36
	2.66

	Undecided
	15
	16.66
	-1.66
	2.76
	0.17

	Total
	50
	50
	
	
	7.01


Source: Extract from Contingency Table




Degree of freedom = (r-1) (c-1)






(3-1) (2-1)






(2)  (1)






 = 2

At 0.05 significant level and at a calculated degree of freedom, the critical table value is 5.991.

Findings

The calculated X2 = 7.01 and is greater than the table value of X2 at 0.05 significant level which is 5.991.
Decision

Since the X2 calculated value is greater than the critical table value that is 7.01 is greater than 5.991, the Null hypothesis is rejected and the alternative hypothesis which states that effective communication will promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti is accepted.

CHAPTER FIVE

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS:

5.1 Introduction

This chapter summarizes the findings on the impact of poor communication and team collaboration as a tool for effective health care service delivery in federal teaching hospital Ido-Ekiti. The chapter consists of summary of the study, conclusions, and recommendations. 
5.2 Summary of the Study

In this study, our focus was on the impact of poor communication and team collaboration as a tool for effective health care service delivery in federal teaching hospital Ido-Ekiti. The study is was specifically carried out to determine the extent at poor communication affect team collaboration in federal teaching hospital Ido-Ekiti, determine whether poor communication affects effective health care service delivery in federal teaching hospital Ido-Ekiti, ascertain whether team collaboration promotes effectiveness in delivering healthcare services,  and determine whether effective communication will promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti.
The study adopted the survey research design and randomly enrolled participants in the study. A total of 50 responses were validated from the enrolled participants where all respondent were staff of federal teaching hospital Ido-Ekiti.

5.3 Conclusions

Based on the findings of this study, the researcher concluded that;

The extent at poor communication affect team collaboration in federal teaching hospital Ido-Ekiti is high.

Poor communication affects effective health care service delivery in federal teaching hospital Ido-Ekiti.

Team collaboration promotes effectiveness in delivering healthcare services.
Effective communication will promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti.

5.4 Recommendation
Based on the responses obtained, the researcher proffers the following recommendations:
Team building activities should be designed, planned, executed and monitored in such a way that it will enhance open communication, collaboration and flexibility in order to create effective cohesion and synergy to enhance team effectiveness and performance among healthcare workers.

Team’s esprit de corps is a situation in which a group of people jointly depend on one another. This should be strengthened by making sure that people of like minds are put together in a team so that the hospitals can enjoy the full potential of such teams.

Hospitals should develop effective approach to high performing teams by allowing open communication structure and empowerment evaluation to increase team effectiveness and performance. The selection of team members should be based on individual ability, technical skills and competencies in order to stimulate team member’s interest to task meant to be accomplished and in the fulfillment of the team’s role.
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APPENDIXE

QUESTIONNAIRE

PLEASE TICK [√] YOUR MOST PREFERRED CHOICE(S) ON A QUESTION.

SECTION A

PERSONAL INFORMATION

Gender

Male [  ]


Female [  ]

Age 

20-30
[  ]

31-40
[  ]

41-50   [  ]

51 and above [  ]

Educational level

WAEC

[  ]

BSC/HND
[  ]

MSC/PGDE
[  ]

PHD

[  ]

Others……………………………………………….. (please indicate)

Marital Status

Single
[  ]

Married [  ]

Separated [  ]

SECTION B
Please indicate the extent to which you are satisfied with the following items by ticking in any of the boxes represented below;

Question 1: To what extent does poor communication affect team collaboration in federal teaching hospital Ido-Ekiti?
	Options
	Please Tick

	High extent
	

	Low extent
	

	Undecided
	


Question 2: Does poor communication affect effective healthcare service delivery in federal teaching hospital Ido-Ekiti?
	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 3: Does team collaboration promote effectiveness in delivering healthcare services?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 4: Will effective communication promote team collaboration, hence facilitating excellent healthcare service delivery in federal teaching hospital Ido-Ekiti?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


