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VERSION 1 - REVIEW 

REVIEWER Dr. A. Stoopendaal 
Institute for health policy and management, Erasmus University 
Rotterdam, The Netherlands 

REVIEW RETURNED 12-May-2016 

 

GENERAL COMMENTS Nice and innovative study.  
1. My problem with the research question and the conclusions is that 
tribal behavior in professional organizations is strongly related to 
socialization in a specific profession (see the work of Jolande 
Witman). Those professions are related to specific tasks. When the 
experimental tasks are not at all related to the normal daily work of 
the professionals, this will influence the outcome. By taking away the 
specifity of the professional tasks you will only see the personal 
behavior and not the professional behavior. This will make the 
outcome not very valid.  
A professional will be more proactive and perhaps more 
Machiavellian when his/her specific knowledge is involved and this 
can strongly influence the teamwork behavior. Please elaborate on 
this problem in your discussion/conclusion.  
 
2. How can the findings help to organize a better context in real life? 
Are the outcomes of the experiment transferable to real contexts? 
What do the authors mean by 'paying more attention to the context 
in which teams operate'? What does the context mean exactly ? Will 
the context change when the symbolical white coats and 
stethoscopes are removed? Does it help to make a Jigsaw puzzle 
with your team now and then? Which advises do the authors have 
for healthcare practices?  

 

REVIEWER Kevin O'Leary 
Northwestern University  
Chicago, IL USA 

REVIEW RETURNED 16-May-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review this manuscript. This is an 
experimental study in which healthcare professionals completed 
team tasks either in homogeneous groups (i.e., individuals within the 
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same profession) or heterogeneous groups (i.e., individuals from 
different professions). This study addresses an important topic as it 
attempts to identify whether counterproductive team behaviors are 
part of inherent characteristics of individuals or the product of clinical 
cultures/subcultures. The study evaluated baseline personality 
characteristics of participants and then placed them in 
homogeneous or heterogeneous groups to complete team tasks 
outside of clinical settings. The study could make a contribution to 
the literature. However, the methods have a number of important 
limitations and the stated hypotheses tested are not always 
consistent with the results and statements in the discussion.  
1) Selection bias. The participants were attendees of a national 
conference on quality and safety and/or students in a master 
program. These individuals may have been much more progressive 
in their teamwork attitudes and skills than the typical healthcare 
professional.  
2) Tribalism and stereotypical behaviors not well defined. The title, 
abstract, and background emphasize an evaluation of tribalism, 
hierarchy, and stereotyping in clinical settings. Tribalism and 
stereotypical behaviors are discussed, but never explicitly defined. In 
the discussion, the authors conclude that they “found few of the 
traditional stereotypically patterned behavioral differences that have 
been attributed to the professional groups (e.g., tribalism or clinical 
pecking order.)” What would that have looked like in the teamwork 
tasks given to participants and how would that have been detected? 
The Mayo High Performance Teamwork Scale (MHPTS) assesses 
teamwork performance, but does not appear to directly link tribalism 
and stereotypical behaviors to poor team performance. It seems that 
hierarchy, tribalism, and stereotypical behaviors might have been 
identified during the semi-structured observations using the 
guideline based on crew resource teamwork skills. In the results 
section, the authors discuss which professionals served as scribes 
and which asked probing questions. These behaviors do not seem 
to inform whether participants behaved in a tribal or stereotypical 
fashion (e.g., Is serving as a scribe stereotypical for a physician? A 
nurse? A leader or a follower?).  
3) Use of 3 teamwork tasks. No rationale is provided as to why the 
investigators used 3 different teamwork tasks. Two of the tasks 
included no physicians. It appears that data from all 3 tasks was 
combined for analyses, but no evidence is provided to support the 
notion that all 3 tasks perform similarly in assessing teamwork 
behaviors. Only 1 of the tasks had a defined successful outcome for 
the team (i.e., completion of the puzzle).  
4) Mismatch between results, conclusions, and hypotheses. H2 is 
stated as “gender differences would be detected among mixed 
teams and would be observed in tangible team role behaviors.” The 
discussion states that no gender differences other than in 
Machiavellianism were detected. This statement has to do with 
baseline characteristics, not team behaviors during team tasks (with 
comparison between homogeneous vs. heterogeneous teams). The 
MHPTS results were adjusted for gender, but not for postgraduate 
work experience or time in current position. Regarding H3 and H4, 
the authors discuss their conclusions in the 2nd paragraph on page 
16. Here, it seems nearly impossible to separate the independent 
effect of profession from gender as the number of participants 
directly progressing a task or serving as scribes is small. 
Furthermore, the implication of these behaviors (i.e., progressing a 
task, serving as a scribe) is not clear.  
5) Culture/climate can change. The good news from this study is that 
behaviors that contribute to team culture/climate are modifiable. 
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Prior studies (O’Leary K and colleagues in J Hosp Med and J Gen 
Intern Med) have shown improved team climate with structural 
interventions.  
 
More minor concerns include the following:  
1) Background, page 4, 2nd paragraph. Pannick S and colleagues 
recently published a systematic review in JAMA Intern Med on team 
interventions. This study could complement the Cochrane review 
reference.  
2) Analysis. Very little information is provided about the analytic 
strategy. The authors first mention ANCOVA in the results section. 
Why did the authors control for gender, but not age and/or years 
after professional school? It seems data from al 3 team tasks was 
combined for analyses. Is that true? If so, please justify and/or 
discuss limitations with this approach.  
3) Table 1. This table is extremely difficult to understand.  
4) Bottom of page 12. The text says “…with As scoring as more…” 
Are “As” allied health professionals?  
5) Table 3. This table does not seem to contribute much and the 
scale for the items is not explained.  
6) Results section, page 14. The authors state that MHPTS scores 
were not able to be correlated. Why not? Why not perform duplicate 
reviews and calculate inter-rater reliability? 

 

VERSION 1 – AUTHOR RESPONSE 

 

Reviewer 1 Comments  

Nice and innovative study. 

Thank you for these comments. 

1. My problem with the research question and 
the conclusions is that tribal behavior in 
professional organizations is strongly related to 
socialization in a specific profession (see the 
work of Jolande Witman). Those professions are 
related to specific tasks. When the experimental 
tasks are not at all related to the normal daily 
work of the professionals, this will influence the 
outcome. By taking away the specifity of the 
professional tasks you will only see the personal 
behavior and not the professional behavior. This 
will make the outcome not very valid. 

The point of the study is to take participants out 
of their normal environment (which is where most 
research of this kind is done) and thus see 
behaviours devoid of cultural complexity. The 
participants will still bear the hallmarks of their 
socialisation (they are still Doctors, Nurses and 
Allied Health Professionals even when we 
remove them from their context, after all) but they 
are not infused with the cultural milieu of their 
home workplace whilst in the laboratory setting. 
We have reinforced this point in the paper. 

A professional will be more proactive and 
perhaps more Machiavellian when his/her 
specific knowledge is involved and this can 
strongly influence the teamwork behavior. Please 
elaborate on this problem in your 
discussion/conclusion. 

We have done this. 

2. How can the findings help to organize a better 
context in real life?  

In the Discussion, we briefly expand on this 
point. 
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Are the outcomes of the experiment transferable 
to real contexts?  

What do the authors mean by 'paying more 
attention to the context in which teams operate'?  

What does the context mean exactly?  

Thank you for pointing this out. We have 
provided a definition for ‘context’ and ‘culture’ in 
Box 1. 

Will the context change when the symbolical 
white coats and stethoscopes are removed?  

 

Does it help to make a Jigsaw puzzle with your 
team now and then?  

 

Which advises do the authors have for 
healthcare practices? 

Yes, we believe the context does alter when we 
remove people’s personal artefacts.  

We don’t know if that suggestion about the 
jigsaw puzzle would help. It might build teamwork 
in actual clinical settings if teams played 
interactive games with each other. It would be 
worth thinking about as the next stage in our 
research. 

We have strengthened the Discussion to 
incorporate this point. 

Reviewer 2 Comments  

Thank you for the opportunity to review this 
manuscript. This is an experimental study in 
which healthcare professionals completed team 
tasks either in homogeneous groups (i.e., 
individuals within the same profession) or 
heterogeneous groups (i.e., individuals from 
different professions). 

This is correct – it’s a nice summary of our study. 

This study addresses an important topic as it 
attempts to identify whether counterproductive 
team behaviors are part of inherent 
characteristics of individuals or the product of 
clinical cultures/subcultures. 

The study evaluated baseline personality 
characteristics of participants and then placed 
them in homogeneous or heterogeneous groups 
to complete team tasks outside of clinical 
settings. 

The study could make a contribution to the 
literature. 

Your support of our study is appreciated. 

However, the methods have a number of 
important limitations and the stated hypotheses 
tested are not always consistent with the results 
and statements in the discussion.  

We address these comments below; overall, we 
have strengthened the nexus between the 
hypotheses and the Discussion. 

1) Selection bias. The participants were 
attendees of a national conference on quality and 

We expand on this in the manuscript. We do not 
believe this affects the results: participants were 
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safety and/or students in a master program. 
These individuals may have been much more 
progressive in their teamwork attitudes and skills 
than the typical healthcare professional.  

clinicians, first and foremost, although a 
proportion had an interest in leadership, or had 
hybrid roles as clinician-leaders. 

2) Tribalism and stereotypical behaviors not 
well defined. The title, abstract, and background 
emphasize an evaluation of tribalism, hierarchy, 
and stereotyping in clinical settings. Tribalism 
and stereotypical behaviors are discussed, but 
never explicitly defined. In the discussion, the 
authors conclude that they “found few of the 
traditional stereotypically patterned behavioral 
differences that have been attributed to the 
professional groups (e.g., tribalism or clinical 
pecking order.)” What would that have looked 
like in the teamwork tasks given to participants 
and how would that have been detected?  

This is a good point. We have reinforced our 
definitions (Box 1), and explicitly defined our 
terms. We addressed the question of what 
tribalism and stereotypical behaviours would 
have looked like in the section of the Background 
headed “In-groups and out-groups in healthcare 
and elsewhere”. 

The Mayo High Performance Teamwork Scale 
(MHPTS) assesses teamwork performance, but 
does not appear to directly link tribalism and 
stereotypical behaviors to poor team 
performance. It seems that hierarchy, tribalism, 
and stereotypical behaviors might have been 
identified during the semi-structured observations 
using the guideline based on crew resource 
teamwork skills.  

We planned the observations such that 
hierarchical or stereotypical behaviours would 
have been identified where present. In the 
observation guide, for example, questions in the 
leadership/followership section were intended to 
capture whether doctors assumed leadership in 
mixed groups. Similarly, in the task management 
and communication sections there were 
questions that would have identified whether 
nurses were especially cooperative and 
encouraging. Our observations did not uncover 
these, or any other hierarchical or stereotypical 
behaviours, other than the propensity of doctors 
to progress the task via asking questions. 

In the results section, the authors discuss which 
professionals served as scribes and which asked 
probing questions. These behaviors do not seem 
to inform whether participants behaved in a tribal 
or stereotypical fashion (e.g., Is serving as a 
scribe stereotypical for a physician? A nurse? A 
leader or a follower?). 

In the piloting work we did with these tasks, the 
position of scribe appeared to be a power 
position – the scribe was able to control the pace 
of the task, and also have the ultimate say on 
what was recorded on behalf of the team. In 
regard to the probing questions, this appeared to 
be a way to control the pace of the task (in 
particular, ensuring that it progressed when 
stalled), so could be interpreted as a non-
threatening way to lead the group. This may be 
typical of how some doctors behave in the 
workplace, but the ‘doctor’ stereotype would be 
leadership via a more directive approach. 

3) Use of 3 teamwork tasks. No rationale is 
provided as to why the investigators used 3 
different teamwork tasks. Two of the tasks 
included no physicians. It appears that data from 
all 3 tasks was combined for analyses, but no 
evidence is provided to support the notion that all 
3 tasks perform similarly in assessing teamwork 
behaviors. Only 1 of the tasks had a defined 
successful outcome for the team (i.e., completion 

We deliberately used a variety of tasks in an 
attempt to eliminate the bias inherent in choosing 
only one type of task. There were physicians 
involved in completing all three tasks, but fewer 
doctors agreed to participate than did people 
from the other groups, resulting in insufficient 
numbers to enable all-doctor groups to be 
established for two of the tasks (given that we 
were looking at relationships between healthcare 
professionals, it made more sense to include the 
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of the puzzle). small number of physician participants in the 
mixed groups).   

4) Mismatch between results, conclusions, 
and hypotheses. H2 is stated as “gender 
differences would be detected among mixed 
teams and would be observed in tangible team 
role behaviors.” The discussion states that no 
gender differences other than in 
Machiavellianism were detected. This statement 
has to do with baseline characteristics, not team 
behaviors during team tasks (with comparison 
between homogeneous vs. heterogeneous 
teams). The MHPTS results were adjusted for 
gender, but not for postgraduate work experience 
or time in current position. 

H2 was rejected, as the gender differences were 
only associated with the baseline characteristics, 
not with team behaviours. Although we did detect 
potential indications of gender differences in the 
scribing behaviours, this was via observation, 
and insufficient data were available from this 
method to make a statistical analysis. We 
adjusted the MHPTS for gender, as the baseline 
results (Machiavellianism) indicated that gender 
might be a confounding factor. 

Regarding H3 and H4, the authors discuss their 
conclusions in the 2nd paragraph on page 16. 
Here, it seems nearly impossible to separate the 
independent effect of profession from gender as 
the number of participants directly progressing a 
task or serving as scribes is small. Furthermore, 
the implication of these behaviors (i.e., 
progressing a task, serving as a scribe) is not 
clear.  

We agree. As per our comment above, the 
scribing (predominantly male) and the 
questioning behaviour (predominantly doctors) 
were small and only emerged in the observation 
data.   

5) Culture/climate can change. The good news 
from this study is that behaviors that contribute to 
team culture/climate are modifiable. Prior studies 
(O’Leary K and colleagues in J Hosp Med and J 
Gen Intern Med) have shown improved team 
climate with structural interventions. 

We have reinforced this point in the manuscript. 
Much appreciated for reminding us. We know of 
O’Leary’s work of course, and cited the 2010 
study. We have cited some additional references 
in the text, supporting our arguments, while 
recognising the usual journal limitations. 

More minor concerns include the following: 
1) Background, page 4, 2nd paragraph. Pannick 
S and colleagues recently published a systematic 
review in JAMA Intern Med on team 
interventions. This study could complement the 
Cochrane review reference. 

Thank you for pointing this out. We have read it, 
and incorporated it. 

2) Analysis. Very little information is provided 
about the analytic strategy. The authors first 
mention ANCOVA in the results section. Why did 
the authors control for gender, but not age and/or 
years after professional school? It seems data 
from al 3 team tasks was combined for analyses. 
Is that true? If so, please justify and/or discuss 
limitations with this approach. 

The size of the sample precluded controlling for 
including all these variables in the analysis but 
post hoc examination of the data showed no 
significant differences associated with age or 
years since graduation. Previous research 
suggested gender was the most important 
variable to control for. As mentioned above, we 
adjusted the MHPTS for gender, as the baseline 
results (Machiavellianism) indicated that gender 
might be a confounding factor. The data from all 
three tasks were combined for analysis. We did 
this deliberately to minimise the bias inherent in 
relying on only one type of task.   
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3) Table 1. This table is extremely difficult to 
understand.  

Thank you for pointing this out. We have 
developed a new Table, which is easier to 
understand. 

4) Bottom of page 12. The text says “…with As 
scoring as more…” Are “As” allied health 
professionals? 

Sorry for the typographic error. We have 
corrected this. 

5) Table 3. This table does not seem to 
contribute much and the scale for the items is not 
explained.  

Thank you for this. We have now provided Table 
1 which covers the data needed and extraneous 
data in the three tables is now not needed to be 
reported. 

6) Results section, page 14. The authors state 
that MHPTS scores were not able to be 
correlated. Why not? Why not perform duplicate 
reviews and calculate inter-rater reliability? 

We agree that, in an ideal world, this would have 
been the optimum method for conducting the 
observations. We felt it was critical, however, that 
the video files be analysed by researchers who 
were blinded to the group identity of the study 
participants, and the research team did not have 
sufficient additional members in this case to 
enable blinded duplication of observations. 

 

VERSION 2 – REVIEW 

REVIEWER Dr. Annemiek Stoopendaal 
Erasmus University Rotterdam, dept of Health Policy and 
Management, The Netherlands 

REVIEW RETURNED 19-Jun-2016 

 

GENERAL COMMENTS Interesting mixed methods experiment with a hopeful outcome that 
indicates that shaping workplace cultures by promoting inter-
personal behaviours discourages professional tribalism and can 
create more heterogeneous teamwork.  
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