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OBJECTIVES Evidence suggests that doctors
and nurses do not always work collaboratively in
health care settings and that this contributes
to suboptimal patient care. However, there is
little information on interprofessional
collaboration (IPC) among new medical and
nursing graduates working together for the first
time in a multidisciplinary health care team.
Our aim was to understand the nature of the
interactions, activities and issues affecting these
new graduates in order to inform interventions
to improve IPC in this context.

METHODS We interviewed 25 junior doctors
and nurses and explored their experiences of
working together. Interviews were transcribed,
entered into a qualitative analysis software
package and data were coded against a
theoretical framework for health care team
function.

RESULTS Although interviewees expressed
mutual respect, organisational structures often
limited the extent to which they could establish
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professional relationships. Sharing information
and agreeing goals were considered funda-
mental to good decision making, but the
working environment and differing perspec-
tives could make this difficult to achieve. Our
data suggest that junior doctors and nurses see
themselves as having complementary and
non-competitive roles in patient care. The
establishing of an interprofessional team was
seen to require leadership, which was not always
apparent. Without leadership, new members
were not always well oriented to the team. The
need to maintain an environment in which
open communication could take place was
acknowledged as important for patient safety,
but there were some barriers to achieving this.

CONCLUSIONS Our data highlight the pro-
fessionalism, respect and adaptability of these
junior health professionals. We document the
types of collaborative activities and tensions
relevant in this context and, based on our
findings, provide some strategies for improving
IPC.
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INTRODUCTION

‘A team is called a team for a very good reason; there
is an expectation that there will be sufficient coop-
eration and communication amongst its members
to minimise the risk of harm to the patient. For

a team to function as such there must be a sense of
collective responsibility for ensuring patient safety.”!

According to Reeves,2 interprofessional education
(IPE) ‘aims to develop the attributes (attitudes,
knowledge, skills and behaviours) required for
effective collaborative practice’. There is substantial
evidence to suggest that doctors and nurses do not
always work collaboratively in health care settings.
Observations of clinical teams® have identified
communication and teamwork failures leading to
errors and inefficiencies. The literature on adverse
events suggests suboptimal communication and
teamwork contribute to patient errors and impact
substantially on patient safety and the efficient use of

4-11
resources.

In specific contexts, interventions to promote
interprofessional collaboration (IPC) have had a
positive impact on health care outcomes.'” However,
there is little published evidence on IPC in the
context of new medical and nursing graduates in the
hospital setting, and the particular issues they face
in working for the first time in a multidisciplinary
health care team.

Undergraduate education aims to prepare students
for the work they need to do in their first years of
hospital practice. A number of studies have explored
the preparedness to practise of new health profes-
sions graduates as they face the transition from
student to practitioner.]s However, these studies have
provided limited information on preparedness for
working as a member of an interprofessional health
care team.

Exactly what sort of interprofessional interactions and
health care team activities are required of new grad-
uates? What are the issues around these interactions
and activities? Defining these interactions, activities
and issues would provide information on which to base
interventions to improve IPC. Potential benefits may
include an improved working environment, improved
professional relationships and job satisfaction, and
improved efficiency and safety in patient care.

Through a series of interviews, we explored the
experiences and perspectives of junior doctors and
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nurses in relation to working in health care

teams. Empirical research has provided us with a
theoretical framework with which to organise and
make sense of these data.'*!® Our aim was to
understand the nature of the interactions, activities
and issues affecting junior doctors and nurses
working in health care teams in order to inform
interventions to improve IPC among junior health
professions graduates.

METHODS

Having obtained ethics approval from the University
of Auckland and the New Zealand Northern X
Regional Ethics Committees, we conducted semi-
structured interviews with junior doctors and nurses
in their second year of work since graduation. To
ensure that the process of data collection from
participants was consistent, interviewers used highly
specific written guidelines, but allowed opportunities
to explore individual responses. During the inter-
views, participants were asked to describe: their
current work and a situation in which they worked in
an interprofessional team; their roles as individuals
and what they were personally responsible for; the
different teams with which they identified and how
these teams were structured; their opinions of the
advantages and disadvantages of the team approach
in the contexts in which they worked; attributes of
doctors and nurses that either helped or hindered
effective team function; how the different roles and
responsibilities were coordinated within the teams
and how these were communicated to team members;
what each member brought to the team; how infor-
mation was communicated between doctors and
nurses and how decisions were made, and their lines
of accountability. They were also asked to describe
and reflect on their own experiences of situations in
which a team worked well and in which team function
was less than optimal.

We used a snowball technique to identify participants.
The initial participants were identified locally and
they, in turn, were asked to identify other potential
participants.16 Selection was based on availability;
participants were required to be working in their
second year after graduation. Interviews were con-
ducted face-to-face or, when the participant lived at
some distance from the interviewer, by telephone. All
interviews were recorded and transcribed. Analysis
was based on the written transcriptions. The number
of interviewers was limited to the three researchers
(SG, MB, JMW) and a research assistant (SN), all of
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Table 1 Coding framework for interviews

Quality of collaboration Mutual respect and trust

Organisational structure or
culture creates barriers

Shared mental models How information is shared

Shared priorities

Team coordination Defining roles within the team

Coordinating decision making
across the health care team

Team leadership

Orienting new team members

Communication Openness of communication

environment Speaking up

whom were experienced in interviewing. Interviewers
were inducted into the process by having them
observe a primary interviewer to ensure that a
consistent questioning approach was taken. The
sample size was decided based on data saturation;
interviews continued until no new concepts were
emerging.

We used an analytical approach to coding against a
predetermined coding framework.'” This framework
was based on the teamwork literature'*!® and is
shown in Table 1.

Transcripts were coded into categories using NVivo 8
(QSR International Pty Ltd, Doncaster, Vic, Austra-
lia). Coding was undertaken by an investigator (JMW)
and a research assistant (MS). Both read all the
transcripts, coded a subset of interviews against the
framework, and compared their coding of the data
until consistent coding was achieved. MS then coded
the remainder of the interviews, which were
cross-checked by JMW. The final coding was then
considered and agreed by the other two investigators
(MB, SG). Reports were then generated on each

of the nodes in the framework; these are reported
on without interpretation in Results.

RESULTS

We conducted 25 interviews with 13 doctors and 12
nurses. All the doctors had worked in hospitals in
New Zealand. Three had worked in rural hospitals
and the remainder had worked in major urban
hospitals. All the nurses were New Zealand graduates
who had worked in New Zealand hospitals. One nurse

was working in a private surgical facility, one in a
community outreach team and the remainder in
public hospitals. The results are presented as an
account of participants’ stories, using the framework
outlined in Table 1 and, where appropriate, using the
interviewees’ own words. Quotations are ascribed to
either nurses or doctors.

Quality of collaboration
Mutual respect and trust

Junior doctors acknowledged the need to respect and
value the opinions and perspectives of others and
expressed respect for the knowledge and skills of
senior nurses. Nurses wanted their contributions to
patient care to be valued and acknowledged by
doctors, which was not always the case.

Gaining the trust of others that one could do the job
in question could take time. Nurses perceived that, as
trust developed, doctors were more likely to seek
their input and rely on their assessments. Trust also
required reliability:

‘If they need something done, you know, they need to
know it will be done.” (Nurse)

The perceived arrogance of some doctors could be
detrimental to building this mutually respectful
relationship and was identified as an issue by both
doctors and nurses.

Barriers created by the organisational structure or culture

Junior nurses identified primarily with the nursing
team; junior doctors identified primarily with the
medical team, and both groups indentified only
secondarily with an interprofessional health care
team:

‘The nurses are a team and the doctors are a team
and ... they communicate with each other but ... often
they don’t actually necessarily work together all that
well.” (Doctor)

Organisational barriers to the formation of interpro-
fessional health care teams existed. Nursing teams are
based in the ward. Nurses are each allocated respon-
sibility for the care of four to six patients, and a
charge nurse has overall responsibility for coordinat-
ing patient care.

A junior doctor may look after 20 or more patients,
spread across different wards, and thus may
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potentially work under different medical consultants.
Hence, junior doctors are members of many inter-
professional and medical teams. Junior doctors found
themselves:

‘Trying to do jobs for six different bosses who all want
different things, who have different patients in
different wards and, yeah, that didn’t work.” (Doctor)

As the doctors and nurses in any team looking after a
particular patient were all members of multiple and
different patient care teams, this made it difficult for
them to meet together at the same time to share
information and make joint decisions about the
patient.

Whereas the roles of the nursing component of the
patient care team were clear and well defined, this
was less true for members of the medical team. This
failure to clarify roles could result in delays to patient
care and additional costs, as demonstrated by this
nurse’s comment:

‘Sometimes the doctor changed the team; I paged the
team, they say, ““Oh this is not my patient.”... I paged
two teams, and I paged the third team ... patient
waiting whole morning.” (Nurse)

Furthermore, on some rotations it was unclear to the
junior doctor which patients he or she might be
responsible for:

‘So [we] just go round the wards and if there’s ... yeah
if there’s a green magnet by the patient’s name ...
then we see them.” (Doctor)

Frequent roster changes further impaired the devel-
opment of a stable health care team. A junior doctor
noted:

‘Trust takes time to develop... we move around every
3 months or so, whenever you start a new place, it’s
always a bit nerve-racking... You don’t really know the
people there and you don’t know if you can trust
them, and they don’t know if they can trust you
either.” (Doctor)

Nurses shared this view:
‘You don’t really know what you expect from them;
you don’t really know how they [junior doctors]

behave in particular situations.” (Nurse)

Although leadership of the different medical and
nursing teams was generally clear, that of the
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interprofessional team was not always apparent to
junior doctors. A senior leader could set the scene for
teamwork:

‘...unite everyone and make, you know, make them
realise that they are working as part of a team.’
(Doctor)

Although junior doctors described positive examples
of how some consultants had taken on this role of
team-building and established well-functioning units,
they also described the opposite:

‘Some registrars sometimes don’t realise that they’'re
supposed to take that responsibility, some consul-
tants choose not to take the responsibility... yeah, I
think quite often no-one takes the responsibility.’
(Doctor)

Shared mental models
How information s shared

The ways in which patient information was shared
and treatment plans agreed on within the interpro-
fessional team varied across hospital wards. Junior
doctors felt the ward round was where information
was shared and decisions made, and felt strongly
that the charge nurse and the nurse caring for the
patient should be present, although this frequently
did not occur. The nurse was perceived as having
important information on the patient which

could contribute to decisions. Failure to share this
information meant that patient discharge could

be delayed when:

‘...an issue that could have been addressed a week
ago suddenly comes to light.” (Doctor)

If the nurse was not present on the round, any
medical decisions made were conveyed to the nurse
via telephone calls or opportunistic meetings, or were
written in notes. This relied on the junior doctor
remembering to follow up after rounds:

‘So when I see nurse so-and-so I'll remember, ‘‘Oh,
yeah, I changed that on the patient’s chart therefore
I’'ve got to tell them,” but it’s not a, it’s not a
foolproof system.” (Doctor)

Opportunistic meetings were a frequent mode of
information exchange:

‘If I see the physio walking past I'll say, ““Oh, how’s,
you know, how’s patient so-and-so going?’”’
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By contrast, a junior doctor described a particular
ward on which:

‘...every day I talk to whoever’s the charge nurse
about all the patients ... we have exactly the same
group of patients and that ... really improves com-
munication ... we don’t get the sort of problems that
you get in some ... wards.” (Doctor)

Interdisciplinary team meetings were seen as an
effective way of sharing information and coming to
mutually agreed decisions.

Interviewees felt patient care decisions were
compromised if not all team members had input
into the decision, if there was no team leader,
or if a single team member made a decision
without listening to others’ perspectives. For
example:

‘There was just a lot of disagreement about how

this woman was going to be managed... I think the
biggest part of the failure was that we never, really, all
had a, a meeting, as a team, in regards to her care.’
(Doctor)

Unresolved concerns tended to eventually surface
and delay progress.

Sharing information through the patient’s notes was
problematic. Although some nurses said they referred
to doctors’ medical care plans, doctors felt that simply
writing instructions in the notes was ineffective and
that they needed to verbally give the instructions to
the nurse. Doctors admitted to not always reading
nurses’ notes:

‘A block of text this thick — it’s dense. I can’t see any
structure to it.” (Doctor)

Doctors likewise assumed:

‘...that the nurses are doing the reverse, reading the
nursing notes and not the [doctor’s] ward round
notes.” (Doctor)

Shared priorities

Responding to nurses’ calls comprised a significant

P g p g

part of junior doctors’ work. Doctors wanted to be

given enough clinical information to enable them to

prioritise calls and initial actions. For example,

doctors perceived that including information on the
P g

patient’s vital signs:

‘...gives me a better idea of whether or not I need to
be more in a hurry to quickly see this patient.’
(Doctor)

Doctors valued the better information provided by
experienced nurses or those moderated by the charge
nurse.

Nurses expressed frustration when doctors were slow
to respond to calls or failed to acknowledge their
concerns or take them seriously ‘until they had some
hard evidence’ (Nurse).

Because the nurses were with patients constantly,
they felt they could pick up subtle changes, but could
not always adequately convey their concerns to
medical staff.

Junior doctors felt that nurses did not always under-
stand the rationale for certain investigations and may
therefore have had different priorities when it came
to carrying out instructions for investigations or
treatment. This led to some frustration when their
requests for investigations were not dealt with

promptly.
Team coordination
Defining roles within the team

Junior doctors spoke of the vital role played by nurses
in recognising changes in a patient’s condition:

‘Really they’re everybody’s eyes and ears, so, we need
to be able to trust them to work out when there is a
problem ... and to let us know ... whether that’s
urgently or whether that’s something that can wait till
the next day.” (Doctor)

They also talked of the nurse’s role as one of caring
for the patient, supporting the patient and family,
administering patient treatment and coordinating
overall patient care. Junior nurses expressed similar
views of their own role, which they described as
consisting of: ‘standing by the patient’; advocating for
the patient; sometimes helping the patient to better
communicate his or her story to doctors, and
contributing to patient safety, such as by checking
consent and ensuring sterility in the operating
theatre.

Junior doctors saw their own role primarily as one of
providing medical input to patient care, which
included diagnostic decision making, technical skills
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and the ability to recognise a sick patient and
intervene. Indeed, for many, the moment that
exemplified becoming a doctor was when they were
faced with a sick patient for whose care they had to
take responsibility. Junior nurses verified this role,
describing how they would call doctors when they had
concerns about a patient’s medical condition or
required a treatment order.

Coordinating decision making across the patient care team

Decisions about patient care were made by medical
consultants but were conveyed to the senior nurse by
the junior doctor. The hierarchy in this interaction
could cause tension:

‘You were supposed to ... tell them what the plan was
... you have to be sort of passing on orders, which I
found quite difficult particularly as a junior doctor
and with the nurses that have been working for

30 years.” (Doctor)

As a result of this asymmetry, junior doctors some-
times felt they were ‘pushed around’:

‘As the junior doctor on the team you kind of bear the
brunt of that, ’cos you don’t have any authority, but
you’re supposed to be carrying out orders.” (Doctor)

Team leadership

Junior doctors and nurses agreed that the charge
nurse or clinical nurse manager was the leader or the
‘boss’ of the department or ward, and was in charge
of coordinating patient care. However, the medical
consultant took overall responsibility for the patient
in situations in which the primary issue was medical.
He or she had the final say in medical decisions and
carried ‘overall responsibility’ [Doctor] for the
patient over the long-term:

‘Everyone’s responsible in patient care, but really the
buck does stop with him [the consultant].” (Doctor)

Similarly, nurses were in charge of running the
operating theatre, but the anaesthetist would take
charge if there was an intraoperative patient problem.
Nurses ran the emergency department and saw the
consultants as ‘go-to guys’ [Nurse] from whom to
obtain help with patient problems.

Orienting new team members

Junior doctors described experiences of coming onto
a new ward and knowing little about local policies

or procedures. They reported that it might take
some time for them to ‘get up to speed’, but
described senior nurses as a major source of
knowledge, orienting them to ward policies and
protocols.

Nurses described mixed experiences on joining new
work environments. There was often a lot to learn
and, although they gave examples of occasions when
senior nurses provided support and guidance, they
also described experiences in which senior nurses
discouraged requests for advice, creating potential
risks for patient safety:

‘I might be too scared to actually ask, because
sometimes, you know... she’s not particularly sup-
portive. So I'll just wing it.” (Nurse)

Communication
Openness of communication
Doctors felt that ‘being approachable’:

‘...tended to help the whole environment of the
team.” (Doctor)

Doctors felt that nurses were, on the whole, quite
assertive, but recognised some junior nurses were:

‘...very shy, they don’t, they don’t really want to tell
you anything [but] you have to be approachable... if
the nurses are worried they should come to you early
rather than late.” (Doctor)

However:

‘...if you are too approachable, nurses come to you
and try to get you to do all ... too many silly things as
well.” (Doctor)

A grouchy response was seen as an effective strategy
for discouraging nurses’ calls, but could delay finding
out important clinical information.

One nurse described how:

‘I had this big image of doctors as a foreign species
and now the more I work with them ... I realised
pretty quickly that they were in the same boat as me
really.” (Nurse)

Nurses agreed that most doctors were very
approachable, in terms of both listening to their
suggestions and answering questions.
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Speaking up

Nurses found that junior doctors were generally very
open to suggestion:

‘We know how to do it and the new doctors don’t, so
we just have to remind them... And often they do it,
you don’t get any arguments. Some of them might
want to see the policy, or some of them might ask you
why. As long as you have a good rationale, most of
them are willing to do what you say.” (Nurse)

Nurses also described other approaches to challeng-
ing a doctor’s decision if they didn’t agree with it. For
example, they could go to their charge nurse:

‘If she doesn’t agree with it, she’ll kick up a fuss...
then she’ll go to the consultant.” (Nurse)

Alternatively they could produce the ward protocol,
offer to call for help from a senior colleague, or call
for an external opinion.

One junior doctor described how he or she might
challenge a consultant:

‘If I feel that ... the decision that was made may not be
the best for the patient, I might still mention it ...
there is a hierarchy and you do have to follow what
your seniors ask you to do, but in the nice kind of way
you can still kind of make your influence [felt].’
(Doctor)

DISCUSSION

Participants in this study expressed very positive
attitudes towards IPC, but these data provide
evidence of the degree of improvement required to
meet the expectations of authorities such as the New
Zealand Health and Disability Commission:' ‘that
there will be sufficient cooperation and communica-
tion amongst its members to minimise the risk of
harm to the patient.’

Although junior doctors and nurses expressed
mutual respect, organisational structures often
limited the extent to which they could establish trust
and effective relationships within the health care
team. Whereas these junior members of the health
care team clearly recognised the value of sharing
information and their interdependency in making
sound health care decisions, the working
environment and their differing perspectives

often got in the way, with the potential for harm to

patients. Our data suggest that junior doctors and
nurses see themselves as having complementary and
non-competitive roles in patient care, a perception
that represents a sound basis for IPC. Junior doctors
see themselves primarily as diagnosticians, with
responsibility for directing investigations and pre-
scribing treatment. Nurses are essential sources of
information about patients; they implement the
doctors’ management plans and play a broad role in
patient care. At a senior level, doctors have final
responsibility for medical decisions; on the whole,
nurses are in charge of wards and departments.

However, the prerequisites for establishing IPC were
not always present. For example, appropriate leader-
ship was often not apparent to participants. Without
such leadership, new members were not always well
oriented to the team. Moreover, although the need
for open communication was acknowledged, there
were some barriers to achieving it.

A number of studies have linked specific collaborative
behaviours to improved health outcomes.'”'® Prac-
tices as specific as providing information when it is
not explicitly asked for (promoting a shared mental
model) and reminding senior staff of the need to
undertake team leadership have been identified as
improving IPC. Evaluation of the recently introduced
World Health Organization (WHO) Surgical Safety
checklist provides some evidence that formalised
team interaction at the beginning of the day, which
includes introductions, the clarification of tasks and
goals and the identification of potential problems,
reduces adverse events.'?

Potential solutions to building better health care
teams can involve educational interventions or
organisational change. Our study identifies the types
of collaborative activities in which junior hospital staff
are involved, the factors impacting on the quality

of these activities, and the tensions embedded in the
hospital working environment. This provides some
clear direction for interventions to improve IPC.**!

Educating new graduates for IPC

That some doctors are perceived as arrogant is
recognised as a problem by both professions and
impedes the development of collegial relationships.
Is this perceived arrogance a personality trait, a
coping strategy or a learned behaviour? This might
be an interesting focus for an interdisciplinary
workshop aimed at helping participants to

build mutual respect and trust. The explicit
acknowledgement of the contributions of others
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can help to build a sense of team. This might
represent a simple strategy to implement at the
individual level, and an awareness of the need to do
this may be the starting point.

When junior doctors, acting with the authority of
their consultants, are expected to convey orders to
senior nursing staff, tension may arise as a result of
the differential in seniority and experience, and
cause a potential dysfunction in IPC. Explicit
acknowledgement of this tension and joint strategies
to manage it may go some way towards building the
sense of team.

Challenging actions that may be dangerous, unethical
or unwise is crucial for patient safety. Although
nurses described some very effective strategies for
escalating challenges utilising well-defined team
structures, this can be difficult for junior health
professionals; for the junior doctor, such a strategy
involves challenging the consultant. Specific training
in speaking up may help to reduce the incidence of
adverse events. Examples from the literature on
simulation-based medical education provide some
examples of how this might be done.*"**

The relatively recent advent of simulation-based
education as a way of actively engaging

health professionals in learning about teamwork
and collaboration may go some way to addressing
historical tardiness to adopt interdisciplinary
educational initiatives.

A call for organisational change

One interpretation of our findings may be that the
system is perfectly designed to prevent effective IPC
and the building of effective health care teams.
Getting to know the individual members of the team
was seen as a prerequisite for building trust, working
out capabilities and developing respect. Short and
disjointed junior doctor rotations were seen by both
groups as a major obstacle. Although the develop-
ment of proactive strategies to establish new teams
and induct new team members may help, organisa-
tional change seems necessary.

It appears to take a long time for new members to feel
part of the team. A simple strategy used in the
operating theatre which involves all members of the
team introducing themselves to the other members

Table 2 Recommendations for improving interprofessional collaboration

Quality of collaboration

Shared mental models

Team coordination

Communication

Recommendation for change

Develop formal strategies for inducting new members into the team

Devise interdisciplinary interventions focusing on improving
collaborative practice

Recognise the changing hospital environment and the need to
re-establish new formal processes for information sharing

Develop educational interventions to teach about the experience,
capabilities and knowledge frameworks of other health professionals

Develop training in teamwork processes; engage teams through active
and relevant programmes, potentially incorporating innovative and
effective educational strategies such as simulation

Understand the tasks required to establish and maintain a team

Recognise the role of leadership in establishing the team

Clarify roles and team member capabilities

Share mental models and decision making

Establish formal processes for sharing concerns, decision making and
priorities

Develop interprofessional communication skills training focused on
communication between health professionals

Focus on clear, concise, closed-loop communication
Devise structured approaches to information transfer

Encourage speaking up to challenge dangerous actions
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Approach

Organisation
Interprofessional learning

Organisation

Interprofessional learning

Interprofessional learning

Organisation

Interprofessional learning
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seemed to be effective. Recognising and valuing the
role of team members in inducting new team
members to the task may be a useful component of
team training. A simple induction pack with
information on staff members, ward policies and
practices may help junior doctors more rapidly
come to grips with the working environment of a
new ward.

These issues are summarised in Table 2, along with
recommendations for improving the function of
health care teams.

CONCLUSIONS

This study looks at the experiences of junior doctors
and nurses as they enter the health care environment
and provides some insights into how IPC works at a
grassroots level. On the whole, our data are very
reassuring in that they demonstrate the profes-
sionalism, thoughtfulness, mutual respect and adapt-
ability of these junior members of the profession.
We offer potential solutions, both educational and
organisational, which may go some way towards
addressing the issues we have identified. The ultimate
goal is to build stronger health care teams through
improved IPC.

Contributors: all authors contributed to the original study
design, the development of the interview structure and the
conducting of the interviews. JMW contributed to the
analysis of results and wrote the paper. MB contributed to
the interpretation of results and assisted with the writing of
the paper. SG contributed to the interpretation of results
and commented on the final version of the paper. All
authors approved the final manuscript for submission.
Acknowledgements: we wish to acknowledge Suani
Nasoordeen and Melinda Smith for their support as
research assistants.

Funding: this project was funded by Ako Aotearoa (New
Zealand National Centre for Tertiary Teaching Excellence),
Wellington, through its Regional Hub Project Funding
Scheme.

Conflicts of interest: none.

Ethical approval: this study was approved by the Auckland
University Human Subjects Ethics Committee and the New
Zealand Northern X Regional Ethics Committee.

REFERENCES

1 Health and Disability Commissioner. A Report by the
Health and Disability Commissioner. (Case 00/06857).
Orthopaedic Surgeon/Anaesthetist/Theatre

10

11

12

13

14

15

16

17

18

Nurse/Anaesthetic Nurse/Scrub Nurse: a private hos-
pital: wrong side surgery (knee). Auckland: Health and
Disability Commission 2002.

Reeves S. An overview of continuing interprofes-
sional education. | Contin Educ Health Prof 2009;29:
142-6.

Lingard L, Espin S, Whyte S, Regehr G, Baker G,
Reznick R, Bohnen J, Orser B, Doran D, Grober E.
Communication failures in the operating room: an
observational classification of recurrent types and
effects. Qual Saf Health Care 2004;13:330-4.

Wilson R, Runciman W, Gibberd R, Harrison B, Newby
L, Hamilton J. The Quality in Australian Health Care
Study. Med ] Aust 1995;163:458-71.

Davis P, Lay-Yee R, Schug S, Briant R, Scott A, Johnson
S, Bingley W. Adverse events regional feasibility study:
indicative findings. N Z Med ] 2001;11:203-5.

Bognor M. Human Error in Medicine, 1st edn. Hillsdale,
NJ: Lawrence Erlbaum Associates 1994.

Helmreich RL. On error management: lessons from
aviation. BMJ 2000;320 (7237):781-5.

Reader TW, Flin R, Cuthbertson BH. Communication
skills and error in the intensive care unit. Curr Opin Crit
Care 2007;13: 732-6.

Sutcliffe KM, Lewton E, Rosenthal MM. Communica-
tion failures: an insidious contributor to medical mis-
haps. Acad Med 2004;79 (2):186-94.

Manser T. Teamwork and patient safety in dynamic
domains of health care: a review of the literature. Acta
Anaesthesiol Scand 2009;53:143-51.

Webb RK, Currie M, Morgan CA, Williamson JA,
Mackay P, Russell W], Runciman WB. The Australian
Incident Monitoring Study: an analysis of 2000 incident
reports. Anaesth Intensive Care 1993;21:520-8.
Zwarenstein M, Goldman J, Reeves S. Interprofessional
collaboration: effects of practice-based interventions
on professional practice and health care outcomes.
Cochrane Database Syst Rev 2009;CD000072.

Brennan N, Corrigan O, Allard J, Archer J, Barnes R,
Bleakley A, Collett T, Bere SRd. The transition from
medical student to junior doctor: today’s experience of
tomorrow’s doctors. Med Educ 2010;44:449-58.

Flin R, Maran N. Identifying and training non-technical
skills for teams in acute medicine. Qual Saf Health
Care 2004;13 (Suppl 1):80-4.

Shapiro M, Gardner R, Godwin S, Gregory D, Lindquist
D, Salisbury M, Salas E. Defining team performance for
simulation-based training: methodology, metrics, and
opportunities for emergency medicine. Acad Emerg Med
2008;15:1088-97.

Wellington J. Educational Research. Contemporary Issues
and Practical Approaches, 1st edn. London: Continuum
International Publishing Group 2000;568-61.

Bryman A. Social Research Methods, 3rd edn. Oxford;
New York, NY: Oxford University Press 2008;537-62.
Manser T, Harrison TK, Gaba DM, Howard SK.
Coordination patterns related to high clinical
performance in a simulated anesthetic crisis. Anesth
Analg 2009;108:1606-15.

486 © Blackwell Publishing Ltd 2011. MEDICAL EDUCATION 2011; 45: 478-487



19

20

21

Haynes A, Weiser T, Berry W et al. A surgical safety
checklist to reduce morbidity and mortality in a global
population. N Engl | Med 2009;360:491-9.

Goldman J, Zwarenstein M, Bhattacharyya O, Reeves S.
Improving the clarity of the interprofessional field:
implications for research and continuing interprofes-
sional education. J Contin Fxduc Health Prof2009;29:151—
6.

Kitto SC, Gruen RL, Smith JA. Imagining a continuing
interprofessional education programme (CIPE)
within surgical training. | Contin Educ Health Prof
2009;29:185-9.

22

23

24

Edmondson AC. Learning from failure in health care:
frequent opportunities, pervasive barriers. Qual Saf
Health Care 2004;13:3-9.

Shortell SM, Singer SJ. Improving patient safety by
taking systems seriously. JAMA 2008;299:445-7.
Carroll JS, Quijada MA. Redirecting traditional
professional values to support safety: changing
organisational culture in health care. Qual Saf Health
Care 2004;13:16-21.

Received 10 June 2010; editorial comments to authors 27 September
2010; accepted for publication 16 November 2010

© Blackwell Publishing Ltd 2011. MEDICAL EDUCATION 2011; 45: 478-487 487



Copyright of Medical Education isthe property of Wiley-Blackwell and its content may not be copied or
emailed to multiple sites or posted to alistserv without the copyright holder's express written permission.
However, users may print, download, or email articles for individual use.



