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PROSOCIALITY: ANY BEHAVIOR ORIENTED TOWARD THE WELFARE OF OTHERS OR ONE’S GROUP AS A WHOLE

More than ever, perioperative services must
use time and human resources efficiently.
Demand for health care services continues to
grow while staffing shortages are stressing an
already vulnerable system. Burnout rates are
high and increasing, putting more pressure on
those who remain, leading to more burnout.
These challenges can limit the ability to provide
services and make it difficult to achieve and
sustain efficiency and patient safety targets.
New approaches are needed to foster a stable
engaged workforce and mitigate ongoing qual-
ity and safety problems. There is evidence from
sectors other than health care that “prosocial”
behaviors among people who work together
lead to effective teamwork and greater satisfac-
tion for everyone.? We describe the essence of
prosocial behaviors and how these behaviors
can be fostered to enhance team collaboration
in procedural care. Our goal is to raise aware-
ness of the need for cultural change to address
ongoing workforce and efficiency challenges.
To begin, here is an example of behaviors you
may recognize in a typical operating room and
will likely agree are counterproductive to not
only providing safe, effective, and efficient care
but also to simply having a nice day.

A surgeon has scheduled three proce-
dures during an 8-hour block of surgical
time. Two are robotic prostatectomies and
one just a “short” cystoscopy case. The
nursing team consists of an experienced
circulating nurse and a relatively new
scrub technician. The anesthesiologist is
responsible for managing two operating
rooms along with a CRNA in each room.
The CRNA assigned to the robotic cases
is an experienced traveling CRNA work-
ing for four weeks in the facility. The first
patient was identified to have a difficult
airway in the preoperative review the day
before the procedure.

The surgeon arrives in the morning 20
minutes before the scheduled start time
and tells the circulating nurse that they
have to start and finish the day “on time”
so she can get to a meeting with the chair
of surgery. The nurse responds he has

been asked to stay late all week for long
cases and cannot stay late today. In addi-
tion, the same nurse is instructing the
scrub tech on preparing and managing
the robot and asks the anesthesia team
not to bring the patient to the room until
they are ready. The anesthesiologist tells
the team he will be starting his other room
first to reduce the time pressure when
caring for the patient with the difficult
airway. The patient is brought to the room
almost 10 minutes after the scheduled
start time and the surgeon asks why the
case is starting “late.” The surgeon also
questions if the fiberoptic-guided intuba-
tion will take extra time. The anesthesiolo-
gist and CRNA have not worked together
previously, and it takes about 30 minutes
for the patient to be anesthetized and
intubated. The surgeon comments that
the day will never be able to finish on time
ifthe remaining cases take this long to get
started.

This vignette illustrates the “production pres-
sure” that is common in procedural areas.
Some degree of production pressure can be
helpful to keeping the care team focused on
working productively together. Counterproduc-
tive behaviors fostered by production pressure
set the stage for reduced efficiency, staff burn-
out, decreased staff retention, and avoidable
patient harm.3 The unique needs of each
patient require the team of caregivers at the
bedside to be empowered to make decisions
that support safe and efficient care.

Caring for a patient requiring a procedure is a
team sport. In addition to the primary procedur-
alist/surgeon, the team also includes nurses,
technicians, and anesthesia professionals
during the procedure and numerous other per-
sonnel readying the patient, ordering and pre-
paring instruments and supplies and cleaning
the environment. There are examples of proce-
dural areas where the proceduralist/surgeon,
nurses, technicians, and anesthesia profession-
als and other personnel involved in providing
care work well as a team. Well-functioning
teams are more likely to be present in environ-

ments where a group of people work together
regularly and develop shared expertise and
camaraderie. More typically, especially as
health systems have expanded, the team con-
sists of people who may or may not know each
other well, nor work together on a regular basis.
While these people may have a shared knowl-
edge of the requirements to complete the pro-
cedure safely and effectively, it can be
challenging for them to coordinate their efforts
and collaborate.

ENHANCING PROCEDURAL TEAM
PERFORMANCE IS NOT A NEW
CONCEPT

There is extensive literature investigating the
performance of procedural care teams and
interventions for improvement, e.g., briefings,
checklists, team training and debriefing, but rig-
orous studies are lacking.*® One study of
patients undergoing spinal fusion for idiopathic
scoliosis found a positive correlation between
team consistency and heightened efficiency.®
Other studies have provided evidence that
familiarity between the team members enables
safer care and team collaboration.”®

Despite the lack of strong evidence, there is
general recognition that some interventions
can be effective for improving procedural team
performance. The Association of Operating
Room Nurses (AORN) has published a compre-
hensive guide of strategies intended to
enhance team communication in the operating
room.° The improvement strategy does not
have to be complex; simple interventions may
have a positive impact on both teams and
patients. For example, the use of a compassion-
ate pause as a moment of reflection for surgical
teams at a time-out can be a useful method for
enhancing bonds between team members."
While it may be advantageous to schedule
people to work together frequently, it can be
difficult in a larger organization to match the
individual needs for work scheduling with pro-
cedural block times. The use of temporary or
traveling staff further impedes organizational
efforts to foster team familiarity.

See “Prosocial Behavior,” Next Page
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There Is Extensive Literature Investigating
the Performance of Procedural Care Teams

From “Prosocial Behavior,” Preceding Page

PROSOCIAL CONCEPTS AND
PROCEDURAL PATIENT CARE

We offer for consideration a model not yet
applied in perioperative care that could foster
more collaborative working relationships and
the benefits that would ensue. The model
arises from the work of Elinor Ostrom, who was
awarded the 2009 Nobel Prize in Economics
for her research on group collaboration. Ostrom
described a set of Core Design Principles
(CDPs) that are common to groups of people
who successfully share a common limited
resource.? David Sloan-Wilson generalized the
CDPs and applied them to understanding any
group where there is a shared common goal
(Table 1).2 These CDPs can be used to analyze
how well the team in our vignette is likely to
function as a group, and also to identify oppor-
tunities for improvement. In this example, both
positive and negative behaviors that influence
the CDPs are described (Table 2). While there
are examples where the group complies with a
specific CDP, there are numerous opportunities
forimprovement.

From the behavioral science perspective,
well-being can be analyzed by measuring the
coercive control in one’s environment specifi-
cally, the opportunities for individuals to influ-
ence their environment, and access to positive
consequences. For example, if we consider the
original vignette, we can see the coercive
forces on the team members from production
pressure and the hierarchical relationships. The
individual opportunities to influence the envi-
ronment are limited for the nurse by the training
needs, for the anesthesiologist by the need to
care for another patient, for the nurse anesthe-
tist due to a temporary status, and for the sur-
geon by the need to use block time completely
in order to provide timely care to patients.
While the group likely seeks access to the same
positive consequences of safe and effective
care completed in timely fashion, there are
many factors that conspire against achieving
that goal. When successful, the prosocial
approach enhances the well-being of workers
and consumers as well as organizational finan-
cial goals®*

Returning to our vignette, we can imagine
that beginning the day with verbal recognition
by each of the team members of the pressures
they feel collectively can foster individual
engagement in the team effort. Similarly, pre-
planning between and among the team mem-
bers can reduce the impact of production
pressure and allow for each individual to exert

Table 1: Core Design Principles for Successful Group Collaboration.

Ostrom Principles

Generalized Prosocial

Principles

Adaptive Impact

Clearly defined boundaries

Shared identity and purpose

A group that works for all: Defines the

Proportional equivalence of
benefits and costs

and benefits

Equitable distribution of costs

group and its culture as purposeful, equi-
table with a power arrangement appro-

Collective choice
arrangements

Fair and inclusive
decision-making

priate for the mission.

Monitoring

(transparency)

Monitoring agreed behaviors

All working for the group: Ensures
effectiveness within groups by utilizing

Graduated sanctions

and unhelpful behaviors

Graduated response to helpful

reciprocity, reputation, and trust to bal-
ance individual and collective interests.

Conflict resolution and
mechanisms

Fast and fair conflict resolution

Minimal recognition of rights
to organize

Authority to self-govern

Working with other groups: Ensures
effectiveness between groups by bal-

Polycentric governance

groups

Collaborative relations with other

ancing interests and supporting shared
power.

Ostrom’s eight core design principles and generalized versions oriented towards prosocial behavior. (Adapted with

permission from Paul Atkins)

Table 2: Core Design Principles Applied to the Problem of OR efficiency.

CDP

Is there shared identity and
purpose?

Positive Contributor
to CDP

Commitment to the patient’s
safety and outcome

Negative Contributor to CDP

Shared team identity is questionable

Efficiency and safety goals are in conflict

Is there equitable distribu-
tion of contributions and
benefits?

Shared benefit of
employment

Inequalities in the team especially hierarchy
and autonomy

Surgeon’s work extends beyond the
procedure

Is there fair and inclusive
decision-making?

Morning huddle used for
team to review the needs of
the day

Procedures planned without input from the
rest of the team

Monitoring of agreed
behaviors

Efficiency metrics typically
tracked

Unacceptable behaviors are not well defined
nor consistently monitored

Gradual responding to
helpful and unhelpful
behavior

Emphasis on psychological
safety to empower all
personnel.

No accepted standard for responding to
behaviors that impede patient care goals

Is there fast and fair con-
flict resolution?

No formal process for addressing staff con-
flicts that impede team performance

Authority to self-govern

OR teams typically control
the activities of the day with-
out close management of
tasks and patient flow

OR team has limited ability to impact system
problems that impede performance

Collaborative relations with
other groups

Communication between the intra- procedure
team and the pre- and post-procedure teams
typically not well integrated

Analysis of common procedural team dynamics for compliance with Ostrom’s core design principles. Examples of
positive and negative contributors to each of the core design principles are provided.

See “Prosocial Behavior,” Next Page
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Teams Should be Trained to Recognize Counterproductive Behaviors

From “Prosocial Behavior,” Preceding Page

some influence on how the work will be
accomplished.

Defining the CDPs for effective group col-
laboration provides a validated scientific foun-
dation for prosocial change. Acceptance and
Commitment Training (ACT) is useful for realiz-
ing such positive change at individual, group,
and organizational levels® ACT is a validated
methodology for managing burnout and nega-
tive behaviors in the service of maintaining
healthy, cooperative working environments®18
A useful tool for applying ACT training to both
individual and group behaviors is the ACT
Matrix!® As an analytical tool, the ACT Matrix
becomes a procedure for analyzing the envi-
ronment and understanding behaviors that
move away from or towards desired goals.
Essential to that process is training individuals
to notice when their behavior is counterproduc-
tive and develop the psychological flexibility to
adopt productive behaviors.

We can apply the ACT matrix to the group
highlighted in our vignette to describe the cur-
rent state and define a more desirable future
state (Figure 1).

POTENTIAL FOR PROSOCIAL CHANGE
IN THE OPERATING ROOM
Changing established cultures requires
engaging the people involved to recognize the
limitations of existing culture and the potential
value of making a change. The current short-
age of staff leading to the burnout syndrome in
health care can be a motivating change. In addi-
tion, efficiency goals continue to increase as
more people require care and organizations
struggle to remain profitable. Teaming has
been promoted as an active process, essential
to the success of every organization where
groups of people need to work together to
meet targets for success.®

The potential value of prosocial change is to
create a culture that fosters highly functional
teams that maximize efficiency AND derive job
satisfaction from collegial relationships and col-
lectively achieving shared goals. While this type
of culture is clearly desirable and has been
applied successfully in many venues, the pro-
cess required to achieve such change in proce-
dural areas in health care is unclear. It's worth
our time and effort to try new methods for
reducing burnout, increasing job satisfaction,
and providing safe, efficient care.

THE FUTURE STATE

Changing the established periprocedural cul-
ture will be challenging, but we can imagine
how embedded prosocial behaviors might alter
the perioperative vignette. As before, the sce-
nario is an 8-hour block where three cases
have been scheduled- two robotic prostatecto-
mies and a cystoscopy.

The day prior to the OR day, all profes-
sionals to be involved with the cases are
scheduled and notified. The surgeon
sends a group text acknowledging that
the schedule is ambitious and indicates
that she will be available at the start of the
day to help the team manage the day.
Nursing leadership ensures that the circu-
lator and scrub tech have an opportunity
to discuss the setup for the next day in
advance. The anesthesia team reviews
the patient together and plans to manage
a fiberoptic-guided intubation. The anes-
thesiologist communicates with the team in
his other room with the goal of minimizing
any delay to the start of the robotic cases.

See “Prosocial Behavior,” Next Page

Perioperative Culture Change using Prosocial Principles

Current State

Current perioperative culture is
challenged to meet targets for
efficiency, staff wellbeing and
patient safety,

Production pressure is
endemic due to economic
incentives, and fosters
behaviors that impede team
performance.

care demands
Examples of well- functioning
teams exist but does not scale
easily to large healthcare
institutions.

Surgeon: Team members insensitive to the
work required to bring patients to the facility.

Anesthesia: Requirements for safe anesthesia
care are not viewed as consistent with
efficiency. Staffing not consistent with patient

Nursing: Targets for OR efficiency lead to
expectations for work and overtime that are
inconsistent with available staff.

Inner thoughts and feelings
Private behavior

NOTICING

All: Each member of the group has a
mindset to help each other in their
respective jobs throughout the day.

Personal connection between the members
of the team providing patient care is valued.

Future Desired State

Work environment fosters
interpersonal connection leading
to staff retention and easy
recruitment.

Each team member understands
that supporting the work of each
member will lead to a safer, more
efficient experience.

Advance preparation and
communication between team
members ensures that there is
adequate time to complete the
scheduled patient care, and
equipment and supplies are

Avoiding
Obstructing you from success

day.

Nursing: Leadership does not ensure
adequate staffing for scheduled procedures.

Surgeon: Undue time pressure on group for
patient care due to overplanning scheduled

Anesthesia: Staffing not proactively
addressed to support efficient procedure start.

of allteam members.

is needed.

team members.

Nursing: Advance planning for staffing and
equipment. Attention by management to
addressing overtime demands.

Outer Actions
Public behavior

All:_Start each day with personal introductions

Surgeon: Patients scheduled within the limits
of available resources and advance
discussions with OR management if more time

Anesthesia: Timely review of patient care
needs in advance, with planning for
staffing/equipment and notification to other

available.

At the conclusion of each
procedure, the team discusses
any obstacles that arose to safe
and efficient care including
equipment and individual
behaviors.

$5920Ns pJemo) anow noA SuidjaH
suigeguz

Management support is readily
available to help address barriers
to care.

Efficiency and wellbeing metrics
are tracked with feedback to the
group and invitation for
suggestions to make
improvements as needed.

Figure 1: ACT Matrix applied to a procedural team helps to understand the behaviors required to move from the current state to a more desired future state. Specific behaviors
move the individual or group towards the desired future state (engaging) or away from the current state (avoiding) as indicated by the horizontal axis. The vertical axis indicates
differences between “Outer” or observable behaviors and “Inner” behaviors or what we experience. Avoiding-behaviors are typically self-interested; engaging behaviors are
prosocial, intended to foster the group mission. The individual action of NOTICING these behaviors and developing the psychological flexibility to replace avoiding behaviors
with engaging behaviors is central to ACT training. Special thanks to Dr. Kevin Polk and colleagues for their original formulation. (Adapted with permission from Paul Atkins.)
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Team Efficiency, Staff Wellness, and Retention
Can Be Used to Assess Impact

From “Prosocial Behavior,” Preceding Page

On the morning of the procedure, the
team huddles 20 minutes prior to the antic-
ipated start of the case. At that point, the
patient has been evaluated in the preop
area by both the surgeon and anesthesi-
ologist. The circulator is instructing the new
scrub tech on preparing a robotic proce-
dure, reinforcing the discussion from the
prior day. The nurse anesthetist brings the
patient into the room on time, is well-pre-
pared for induction and intubation after the
prior discussion with the anesthesiologist,
and can begin monitoring and sedating
the patient. The anesthesiologist joins
10 minutes later after starting the other
room. During the process of induction and
fiberoptic intubation, the surgeon (who has
remained in the room) offers to assist the
anesthesia team so the circulator and
scrub tech can continue to prepare equip-
ment for the procedure.

As the timeout checklist begins, the sur-
geon states, “Let’s take a moment to
ensure we are all set for the day. If anyone
has any concerns or needs support, now is
the time to speak up.” The circulating
nurse introduces the scrub tech who is in
training by name, and the anesthesiologist
introduces the visiting nurse anesthetist.
These new team members are welcomed
and encouraged to ask any questions.
The anesthesiologist indicates he is cover-
ing two rooms and identifies the need for
communication to coordinate the work in
both rooms throughout the day.

Towards the end of the second case,
the procedure time is running longer than
expected, and the surgeon invites the
team to discuss any challenges to starting
the last case and completing the day on
time. The circulator states that he can stay
for a short time after the scheduled day to
take care of the patient, but the surgeon
encourages them to speak to nursing
leadership before starting the case to
ensure there is relief if needed. The team
works quickly to turn over the operating
room and begin the last case. Despite
their efforts, the last case runs 30 minutes
late, but everyone wants to finish the day
together. As the anesthesia team exits the
room with the patient, everyone
expresses appreciation for the communi-
cation and teamwork during the day.

It is easy to pen a “Hollywood” ending to this
story since it is not a sequence of actual events.
Nevertheless, the behaviors described in the
second vignette, where people proactively
plan how to work together, are not part of the
routine culture in many or most procedural

areas; these behaviors are born of a prosocial
approach to the work where all team members
act in ways that demonstrate mutual respect
and support in the service of safe and effective
patient care.

Team efficiency and staff wellness and reten-
tion are measurable and can be used to assess
impact. It is time to look more critically at our
existing culture and to evaluate the potential
impact of validated tools like prosocial culture
change to foster team engagement and
performance.

This article introduces the science and meth-
ods of prosocial change. More detailed infor-
mation can be found at Prosocial World.
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