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Health care workers share a concern for the well-being of the patient, but there is often friction between members of the different professions. This may be due to individual differences, however most of it arises because of the way the professions view each other and this in turn arises out of the nature of the care they are providing. This phenomenon has been termed group-think.
Group-think refers to the way members of a group distort their thinking to become overly supportive of suggestions made within the group and dismissive of suggestions and challenges made from outside it. The WHO describes health workers as all people engaged in actions whose primary intent is to enhance health. They include doctors, nurses, pharmacists, laboratory technicians, community health workers, management and support workers such as financial operators, cooks, drivers and cleaners.  According to Iles ( text of health services management Really Managing Health Care), specialization has bought great clinical advances but also problems of communication, a lack of shared understanding and fragmentation of responsibility which results in shared responsibilities. In health care it is not just enough for each of us to take care of only our own responsibilities, we must also take responsibility across our boundary into interdependent specialties. This must be done with sensitivity. We should on the other hand respond charitably and not defensively when others cross our boundary. The issue of how to take responsibility across discipline is a critical one in health care. The problems that arise do so at the boundaries between disciplines, they do so because each profession self-righteously blames the other and also vigorously defends its boundaries.

In Nigeria health care providers can be categorized based on source of funding and its management into government or public hospitals, private hospitals and faith-based hospitals. As is to be expected government hospitals are funded by the three tiers of government namely local government, state government and the federal government. The primary health centres (primary institutions) are funded by the local government.  The general hospitals (secondary institutions) are owned and funded by the state government while the teaching hospitals (tertiary institutions) are owned and funded by the federal government.
The phenomenon of group-think was first described by Janis who observed the behaviour in groups in which some disastrous decisions had been made by very able and well intentioned individuals. He looked at the ways in which the US administration took decisions in relations.  There are certain principal characteristics associated with group-think. These are:-
a. Group members are intensely loyal to the group and its policies even if some of the consequences of the policies disturb the conscience of each member.
b. Members do not criticise the reasoning or behaviour of fellow members, they are ‘soft headed ’.i.e. they believe unquestionably in the inherent morality of their in group 
c. They are ‘hard hearted’ when it comes to members of the out groups i.e. they hold negative stereotyped views of the out groups and their leaders.
d. Individuals doubt and suppress their own reasoning when it conflicts with the thinking of the group.
e. If a member does question the validity of arguments expressed, then other group members apply direct albeit subtle pressure to conform. 
Various the explanations have been used to explain the causes of hostility between professionals. These are applicable among health care providers in Nigeria. They include:
a. The hierarchy of clinical description, this has a hierarchy of description for clinical conditions. It talks about the various ways in which clinical symptoms and signs are viewed by health workers, patients, family members and the society at large. A patient complaining of persistent headache and weakness might be described by the family as ‘maybe dad has malaria’; the doctor might want to rule out hypertension. We have already three different ways of describing one clinical condition.
b. The spectrum of views of disease. There are two traditional view of disease, the ontologic view described by Pluto. This view describes a disease in terms of its attributes, without any reference to the patient; it talks about the ‘course of the disease’. The second is the biographical view described by Hippocrates; here the sick patient is the focus of attention. Doctors are more inclined to have an ontologic view of disease while nurses are more inclined. This results in them having different concerns which they feel are not been addressed by others. This has the potential to result in strife.
c. Degree of structure in the clinical problem.  Many of the problems that arise between health workers appear to come in to play as a result of an undervaluing of the skills of the professionals on the other side of the boundary i.e. all health workers involved in reaching clinical diagnoses.
d. Protecting of boundaries by health care professionals. When they sense that others are eroding into their boundaries or appear to be taking over, this also leads to conflict. In addition to this, poor leadership, poorly defined job specification, corruption and failure to address the situation have further worsened the group-think phenomenon in Nigeria.

Group-think is ‘killing’ the health care industry in Nigeria, particularly in government owned hospitals.  The various health care professionals have a high distrust of each other and try to down play the role of each group as ‘not as important as the role they play’. Conflicts are sometimes taken to the pages of the national dailies and sometimes involve law enforcement agents. Often times other health workers challenge the headship of the medical doctors in the health care profession.  Group-think is more pronounced between doctors and nurses. It creates a stressful, unpleasant work environment and invariably rubs off on the patients. We have witnessed scenes of doctors and nurses shouting at each other in front of the patients on the ward. There have actually been cases of nurses who physically assaulted junior doctors (l understand they were later suspended).  In 2005 while working on a World Bank financed project, we had to collect data from the lab in a state owned hospital. We had been given written permission by the chief medical director of the hospital. Interestingly on getting to the lab the person in charge told us he could not give us the data because he does not answer to the medical director rather he answers to his boss who is a lab technician. We later collected the same data from a medical consultant who works at the lab.  Group-think is perhaps further worsened in government hospitals where doctors are seen by nurses as ‘proud and arrogant and have no business giving them instructions on patient care’. On the other hand nurses are viewed by doctors as ‘rude, and unwilling to carry out their duties’. The relationship between doctors and nurses in tertiary facilities degenerated at a stage that today nurses no longer accompany doctors on their rounds.
In privately owned clinics and faith based facilities group-think is much reduced among the health workers as the medical director has the power to discipline erring health workers in his establishment unlike in some government hospitals. Private practitioners are however not devoid of group-think phenomenon. In their case it comes from external forces, such as bodies representing other health care professionals. Sometime ago private clinic owners received letters form the pharmaceutical association questioning why they had a pharmacy within their private clinic, this they argued should not be so. Doctors in their own opinion should prescribe while their patients should go to the pharmacist to collect their drugs. Interestingly there are a lot of patent medicine vendors and quacks in Nigeria who sell ‘fake’ drugs to the populace but this organization does not seem bothered about this. Another example is the claim by one of the  association of laboratory technicians placed in the national dailies a few years back that they were the  only bodies accredited to check x-ray machines in Nigeria therefore private clinic owners should allow their inspectors into their premises to check such. The Ministry of Health and the Medical and Dental Council of Nigeria will be in a better position to say whose responsibility this is.
Though it is expected that health care professionals tend to have a common goal of caring for their patient’s well being it is interesting to note that when there is hostility between the various groups it is the patients that suffer. This is because they tend not to get the best care from the providers to be concerned about. There is a communication gap between patients and their providers in government hospitals and patients that can afford to pay will rather go to private health care facilities.
It is also important to note that though all the various groups of health workers want to be in control but only doctors have the power of autonomy due to their technical expertise and skills. Others have challenged the reasons why doctors have to head all the health institutions. Conversely doctors have insisted in heading teaching hospitals, state and federal ministry of health as commissioner and minister respectively.  
The last director general of NAFDAC (National Agency for Food and Drug Administration and Control) Prof Akuyili was a pharmacist who made giant strides towards eradication of fake drugs. Upon appointment of the new Director general of NAFDAC who is a medical doctor the Pharmaceutical Society of Nigeria (PSN), Lagos State branch, was reported in one of the national dailies (10th Feb. 2009) to have been ‘set to initiate full legal proceedings against the National Agency for Food and Drug Administration and Control over the appointment of its new Director-General, Dr. Paul Orhii’. ‘According to the Lagos PSN, the law stipulates that a NAFDAC DG must have a good knowledge of pharmacy, drugs and food’. It said, ‘If pharmacy still remains a profession like it is in other parts of the world, in Nigeria, we continue to wonder how any person who is not a member of a profession will have a good knowledge of the same’. 
One may argue that the failure of the referral system in the health sector means a higher work load at the tertiary level and might actually have its own effect on group-think. Sadly it is the patients that we all profess to care about that are at the receiving end when group-think is so pronounced among health professions. These patients also have preformed view of their health care providers especially the ones in government institutions. Doctors are seen as people ‘who waste their time and end up spending very little time with them’. Nurses are seen as discourteous, highly irritable and unsympathetic to their plight’. 
Finally l think it is imperative that all government health care institutions should conduct interpersonal communication seminars for their workers, and  have a committee that will attend to grievances among staff. This will go a long way in improving relationships among health workers and serving the patients better.
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