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Category: Implementing Safety Systems in HCOs 
 
Code 16 (Team) – Team: The submitted testimony recommends: Improvement of 
team functioning as it relates to patient safety programs and initiatives. 
 
Recommendation #D6:1 Given that change in health care culture is necessary 
for the next stage of improvement in patient safety, health care organizations are 
encouraged to participate in this crucial step by establishing interdisciplinary 
teams specifically to address the challenges of improving patient safety when 
such teams are appropriate.2 HCOs that use teams to address patient safety 
challenges should establish interdisciplinary team training programs that 
incorporate proven methods of team management3 4 and provide the support 
necessary for such teams to fulfill their charge.5  
 

Recommendation #D6a:6 To assist HCOs in establishing effective patient 
safety focused interdisciplinary teams, an appropriate state-level agency 
should serve as a clearinghouse to identify and disseminate best practices 
for building patient safety teams within facilities7 8 9 10, e.g., reflect clearly 
defined organization performance goals in the defined purpose and goals 
of individual teams11, use simulator training12.  
 
Recommendation #D6b:13 Organizations convening teams to improve 
patient safety should consciously recruit members with a broad mix of 
skills and knowledge, including patients and family members.14 15 1617 18 19 
20  
 
Recommendation #D6c:21 Patient safety teams should pay particular 
attention to improving communication among all members of the treatment 
team including special focus on social dynamics that may adversely affect 
the transfer of information between treatment team members.22 23 24 25

 
Rationale: While the majority of HCOs are now involved in efforts to improve 
patient safety to some degree, progress has been slow. Two major barriers to 
progress, both rooted in the long-standing culture of individual, professional 
autonomy are: 1) the need to change individual behaviors and 2) the need to 
change organization behavior to a non-blaming systems-oriented (inter-
dependent) approach and to establish new lines of accountability. These 
potential changes threaten current authority and autonomy.26 The development 
of effective teams, shown to be useful in complex situations27, requires both 
individual practitioner change and organization change. Neither of these is easy. 
Therefore, HCOs need specific encouragement and assistance in instituting 
effective teams for improving patient safety.  
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Evidence and/or information on comparable initiatives being carried out in 
other states:  
The specific focus on interdisciplinary teamwork and team training is relatively 
new to health care. Because of its great effectiveness in the aviation industry, 
there are high hopes for its usefulness in improving patient safety. Much of what 
was identified for the discussion here was written from this perspective of how it 
could be useful. There may well be other publications that discuss findings 
relative to the use of teams in specific care situations. However, the use of teams 
and the training of multidisciplinary teams do not appear widespread in the health 
care field at this time.  
 
Techniques for team training draw upon knowledge from the area of human 
design. One of the most frequently mentioned techniques is crew resource 
management, an interdisciplinary teamwork training developed in aviation. It 
teaches about the limits of human performance, fatigue and stress, the nature of 
human error and countermeasures to mistakes, including pre-and-post-event 
briefings, checklists, cross-checking communication, peer monitoring, crisis 
response and team decision-making. Because data within the aviation industry 
(another complex industry) supports CRM’s effectiveness in reducing accidents, 
it has stimulated interest in the patient safety arena. Recently, CRM has been 
adapted for use in healthcare and offered in high-risk areas at Vanderbilt 
University Medical Center, University of Missouri Healthcare, Kaiser Permanente, 
the Veteran’s Administration hospitals and the within the military healthcare 
system.28  
 
IoM Reports:  
In 2000, the Committee on Quality of Health Care in America specifically noted 
that because members of inter-disciplinary treatment teams are trained in 
separate disciplines they may not appreciate each other’s strengths nor 
recognize potential weaknesses. In addition, treatment team members may not 
have trained together in the use of technologies in their specific area. After 
reviewing what had been learned from other high-risk industries, the Committee 
identified promotion of effective team functioning as one of five principles that 
could be usefully applied to the design of safe health care, whether in a small 
group practice, a hospital, or a large health care system. This principle was 
reflected in recommendation 8.1, where health care organizations were called 
upon to establish interdisciplinary team training programs that incorporate proven 
methods of team management – to train in teams those who are expected to 
work in teams.29  
 
The Committee suggested use of simulation for training novice practitioners, 
problem solving, and crisis management whenever possible. However, they 
cautioned that for team management techniques such as crew resource 
management to achieve their potential, those using the techniques must 
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understand the nature of team interactions, the etiology and frequency of errors, 
and the cultures of the individual organizations into which the techniques are 
introduced. The report also called for the development of a working culture in 
which communication flows freely regardless of authority gradient – there can be 
no reprisals and no impediments to information flowing freely.  
 
In addition, the Committee stated that “Whenever possible, patients should be a 
part of the care process.” This included attention to each patient’s preferences 
and values and knowledge of his/her condition as well as the types of treatments 
/ technologies (including medications) being received.  
 
In 2003, the IoM report on health professions education designated the ability to 
work in interdisciplinary teams – to cooperate, collaborate, communicate, and 
integrate care in teams to ensure that care is continuous and reliable – as one of 
five core competencies for all health professionals.30 In doing so, it elevated 
teamwork to the same level of importance as employing evidence-based 
practice, applying quality improvement, utilizing informatics, and providing 
patient-centered care, the other four designated core competency areas.  
 
Status of team training “in the field” 5 years after To Err is Human:  
Interest in training physicians, nurses, and other professionals to work in teams 
seems to be growing. The Accreditation Council on Graduate Medical Education 
has articulated practice-base learning and systems-based practice as 2 core 
professional skills for all approved residency training programs.31 However, few 
hospitals are noted to have made major investments in patient safety strategies 
such as teamwork or simulator training.32 Certainly a need to weigh expending 
resources in these areas against other initiatives and needs is one reason. 
However, Leape and Berwick propose another barrier, “medicine’s tenacious 
commitment to individual, professional autonomy” and suggest that “[c]reating 
cultures of safety requires major changes in behavior, changes that professionals 
easily perceive as threats to their authority and autonomy.”33   
 
Specific to states developing patient safety plans: In its report to the governor last 
year, the Missouri Patient Safety Commission recommended that the Missouri 
Center for Patient Safety and its education coalition promote the development of 
interdisciplinary training for health care professionals, e.g., a course offered to 
nursing students and health administration graduate students in their final year 
and second-year medical students at the University of Missouri – Columbia 
places them in small groups to work on root cause analysis projects. The 
underlying premise is that if relationships marked by collaboration and respect 
are fostered among students in training, these relationships will be easier to 
maintain in the health care setting.34
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What do we know about teamwork? 
Effective teamwork is not a spontaneous occurrence; it requires the development 
of specific skills.35 Crew communication and coordination behaviors are 
identifiable, teachable, and applicable to high stakes environments. Specific 
training and reinforcement are needed to establish these behaviors.36 Teams of 
people perform most health care delivered today, yet professional training often 
remains focused on individual responsibilities. The complexities of team training 
require a multifunctional (systems) approach, which crosses organizational 
divisions to allow communication, accountability, and creation and maintenance 
of interdisciplinary teams.37  
 
Evidence is starting to be reported that indicates clinical effectiveness of team 
interventions, for example, rapid response teams associated with a 15% 
decrease in cardiac arrests, team training in labor and delivery associated with 
50% reduction in adverse outcomes in preterm deliveries38, and reduced 
emergency department clinical errors after teamwork training based on CRM39. 
 
Research underway
At least one of the 15 research projects underway at the 3 AHRQ funded Centers 
of Excellence for Patient Safety Research and Practice is addressing the 
translation of best safety practices from aviation to health care by investigating 
team training and organizational culture.40

 
One of the major activity tracks at the Patient Safety Center of Inquiry at VA Palo 
Alto Health Care System is Teamwork and Simulation Training. Their focus is 
extending proven techniques of simulation training in anesthesiology into other 
medical domains, including code teams, ICUs, and neonatal resuscitation.41  
 
Pros: 42

 Improved communication among treatment team members (including patients 
and their families) with resultant decrease in medical errors caused by 
miscommunication and dropped hand-offs 

 Increased valuing of the role of the patient in the provision of quality health 
care and patient safety 

 Multidisciplinary teams can reach conclusions more rapidly than 
homogeneous groups (breakdown cultural communication barriers; multi-
functional perspective more rapidly exposes systemic blind spots) 

 
Barriers: 
 Effective implementation of team interventions will be related to changes in 

current health care culture, e.g., decreased hierarchical authority structure, 
less tenacious commitment to individual, professional autonomy, institution of 
a systems-oriented approach to errors and new lines of accountability43 

 Cost of developing and implementing team training 
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Additional comments/concerns: 
 
 
Implementation steps: 
 Survey HCOs to learn what specific support they desire relative to team 

development and training as well as for broader organization culture change  
 Identify an appropriate state-level “site” for a clearinghouse to assist HCOs to 

institute effective teams and team training and to support HCOs in the 
institution of broader internal change in organization culture for patient safety 
improvement via best practices dissemination, including techniques, training, 
and consultation 

 Identify funding needed to start up and sustain the above 
 
 
Cost: TBD 
 
 
Implementation Target Date: TBD 
 
 
Grade: TBD 
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