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Purpose: To determine whether educational and team communication interventions with
Emergency Department (ED) staff improved collaborative decision making among clinicians,
decreased patient treatment delays, and increased patient and staff satisfaction.

Background: The literature shows that a lack of communication, collaboration, and teamwork
among staff can result in disorganized care, delayed treatment diagnostic results and increased
potential or actual medical errors, role confusion, staff and patient dissatisfaction. All these
factors combine to create an unhealthy work environment and the potential for unsafe patient
care. TeamSTEPPS® is an evidence-based teamwork system designed to improve
communication and teamwork skills among health care professionals. So, the TeamSTEPPS®
program was the framework for this evidenced-based practice project.

Methods: A brainstorming session was held that included physicians, nurses, ED techs, guest
services and registration to gather feedback around teamwork and communication breakdowns in
our ED. Concerns were categorized into themes and two key components were identified for
immediate implementation: 1) identification of the team for the day among clinicians, patients
and families; and 2) nurses, physicians, and patients/families understanding and co-creating the
plan of care. Next, a three week trial of pre-shift staff huddles, lead by the charge nurses, were
implemented. Nurses and physicians conducted staff introductions, assigned (in EPIC) one
primary nurse for each patient, wrote names of staff treatment teams on patient bedside
whiteboards, and identified (in EPIC) the nurse covering breaks. To understand and co-create
the plan of care, the physicians were encouraged to share the plan with the nurse and
patient/family within 30 minutes. Nurses were to communicate any change of patient condition
or other important laboratory data to the physician within 10 minutes. Flyers promoting these
changes were posted throughout the department. Outcomes measures included: 1) a staff survey
created by TeamSTEPPS® on teamwork and communication; 2) time-in-motion observations of
patient flow and communication in the ED; 3) Press Ganey patient overall satisfaction results; 4)
and time to first antibiotics for pneumonia patients.

Results: 1) Pre (n=96) and post (n=62) intervention surveys revealed an overall improvement in
collaboration and teamwork with staff huddles. Staff responded they had better communication
among coworkers, planned together before making decisions and worked well together as a
coordinated team. Staff also said they received increased feedback from other staff. 2)
Observation of patient flow showed communication patterns increased. The residents were more
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accepting of change compared to the nurses who were somewhat resistant. Overall energy of
staff was noted to be higher. 3) Patient overall satisfaction improved. 4) Compliance with
pneumonia patients receiving antibiotics within 6 hours improved.

Conclusions: Pre-shift staff huddles emphasize the importance of teamwork and
communication, thus increasing staff’s perception and compliance with collaborative decision
making. As the huddles and culture change continue, we are hopeful to find an increase in staff
satisfaction as well as optimal patient and staff safety, outcomes, and satisfaction. We plan to
apply for additional TeamSTEPPS® training to fully actualize the TeamSTEPPS® model in the
ED.

Key words: communication, collaboration, teamwork, emergency department, physician-nurse
relationships

References:

Agency for Healthcare Research and Quality. TeamSTEPPS: Strategies & Tools to Enhance
Performance and Patient Safety. Rockville, Maryland. Available at
http://teamstepps.ahrg.gov/index.htm. Accessed February 2010.

Fernandez, R., Kozlowski, S., Shapiro, M., & Salas, E., (2008). “Toward a definition of
teamwork in Emergency Medicine.” Academic Emergency Medicine, 15: 1101-1112.

Redfern, E., Brown, R., & Vincent, C.A. (2009). “ldentifying vulnerabilities in communication
in the emergency department.” Emerg Med J 26: 653-657.


http://teamstepps.ahrq.gov/index.htm

Bibliography

Agency for Healthcare Research and Quality. TeamSTEPPS: Strategies & Tools to Enhance Performance and
Patient Safety. Rockville, Maryland. Available at http://teamstepps.ahrg.gov/index.htm. Accessed February 2010.

American Association of Critical-Care Nurses. Standards for Establishing and Sustaining Healthy Work
Environments: A Journey to Excellence. Aliso Viejo, California; AACN; 2005. Available at
http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf. Accessed October 2009.

Cole, E., & Crichton, N. (2005). The culture of a trauma team in relation to human factors. Journal of Clinical
Nursing, 5, 1257-1266.

Fairbanks, R.J., Bisantz, A.M., & Sunm, M. (2007). Emergency department communication links and patterns.
Annals of Emergency Medicine, 50 (4), 396-406.

Fernandez, R., Kozlowski, S., Shapiro, M., & Salas, E., (2008). Toward a definition of teamwork in Emergency
Medicine. Academic Emergency Medicine, 15, 1101-1112.

Fernandez, R., et. al. (2008). Developing expert medical teams: Towards an evidence-based approach. The Society
of Academic Emergency Medicine, 15, 1025-1036.

Frakes, P. (2009). Effective teamwork in trauma management. Emergency Nurse, 17 (8).
Hicks, C.M., Bandiera, G.W., & Denny, C.J. (2008). Building a simulation-based crisis resource management
course for emergency medicine, phase 1: Results from an interdisciplinary needs assessment survey. The Society

for Academic Emergency Medicine, 15(11), 1136-1143.

Krug, S. (2008). The art of communication: strategies to improve efficiency, quality of care and patient safety in
the emergency department. Pediatr Radiol, 38, S655-S659

Manser, T. (2009). Teamwork and patient safety in dynamic domains of healthcare: a review of the literature.
ACTA Anaesthesiologica Scandinavica, 53, 143-151.

Morey, et al. (2002). Error reduction and performance improvement in the emergency department through formal
teamwork training: Evaluation results of the medteam project. Health Services Research, 37(6), 1553-1561.

Musson, D.M, & Helmreich, R.L. (2004). Team training and resource mangement in health care: Current issues
and future directions. Harvard Health Policy Review, 5(1), 25-35.

Redfern, E., Brown, R., & Vincent, C.A. (2009). Identifying vulnerabilities in communication in the emergency
department. Emerg Med J , 26, 653-657.


http://teamstepps.ahrq.gov/index.htm
http://www.aacn.org/WD/HWE/Docs/HWEStandards.pdf

Rodriguez, K.L. et al. (2009). Assessing processes of care to promote timely initiation of antibiotic therapy for
emergency department patients hospitalized for pneumonia. The Joint Commission Journal on Quality and Patient
Safety. 35(10), 509-515.

Schmalenberg, C., & Kramer, M. (2009). Nurse-Physician relationships in hospitals: 20,000 nurses tell their story.
Critical Care Nurse. 29 (1), 74-83.

Thomas, E.J., Sexton, J.B. , & Helmreich, R.L. (2003). Discrepant attitudes about teamwork among critical care
nurse and physicians. Crit Care Med, 31(3), 956-959.

Yu, K.T., & Green, R.A. (2009). Critical aspects of emergency department documentation and communication.
Emerg Med Clin N Am, 27, 641-654.



