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Abstract 
 
A significant event analysis in NHS Fife identified difficulties in leadership and teamwork 
that contributed to poor outcome following an inpatient cardiac arrest. Problems with team 
assembly, co-ordination and hierarchy are common in ad-hoc resuscitation teams. 
We developed a short simulation-based training intervention to help improve leadership 
and teamworking within adhoc multidisciplinary teams. 
Following the intervention participants had improved understanding of teamworking and 
leadership skills. Participants had good teamworking attitudes generally and following 
intervention had greater appreciation for the need to share information and to contribute 
to decision making. There was an increase in assertiveness that enabled participants to raise 
concerns more easily, speak up and contribute within an adhoc multidisciplinary team and 
take on more leadership roles. Skills learned in the simulated environment appear to be 
translating to the clinical environment. 
 

1. Background 
 
Local Need 
Following a significant event analysis in May 2013 NHS Fife identified difficulties in 
leadership and teamworking within the resuscitation team which may have contributed to a 
poor outcome following an in-patient cardiac arrest [1].  Over 2013 there were a total of 117 
arrest calls, and 159 periarrest calls in the Victoria Hospital, Kirkcaldy [2]; an average of over 
5 resuscitation team calls per week.   
 
Current challenges  
 
Team assembly & co-ordination 
 
In ward (peri)arrest situations resuscitation attempts begin before many resuscitation team 
members arrive. These attempts are usually  instigated by nursing/medical staff attending 
on the ward. It often takes a few minutes for the full resuscitation team to attend, with the 
order of arrival dependent on the starting location and activity of the team members. The 
resuscitation team in NHS Fife consists of a medical registrar, anaesthetic trainee, advanced 
nurse practitioner(s) and foundation year doctors and also incorporates the nursing/medical 
staff already in attendance. Members do not necessarily know each other or work together 
normally. Nursing and junior medical staff are more likely to be in attendance at the start of 
a (peri)arrest event and therefore the final arrest team tends to have a higher proportion of 
junior members. The ad-hoc nature of team assembly presents major challenges to effective 
teamwork. With members arriving into a dynamic situation, where some decisions have 
been made and some tasks already performed, there is great opportunity for key 
information to be lost and vital steps to be missed.  



 
Team leadership 
 
At present the leader for (peri)arrest events in NHS Fife is pre-defined as the ALS (Advanced 
life support) trained medical registrar. This approach neglects the nature of team formation 
as described above. With the ‘leader’ already predetermined before a resuscitation event 
there may be reluctance for other team members to take on a leadership role before the 
arrival of the “Med Reg”. On arrival the medical registrar does not have all the information, 
or the mental model, required to lead the team without significant handover and so the 
resuscitation attempt can stall, or repetition may be introduced. Finally with the initial team 
consisting of nursing and junior medical staff and arriving members a mix of grades and 
experience, there can be marked hierarchical barriers to taking on a leadership role or 
speaking up about concerns at every stage of the resuscitation. 
 
Global context 
 
The link between leadership/teamworking and patient safety has been clearly established. 
The Agency for Healthcare Research & Quality (AHRQ) concluded that “the medical field 
lacks a theoretical model of team performance” and that introducing the science of team 
training can improve patient safety [3].  
Leadership interventions have been shown to improve clinical performance in simulated 
cardiac arrest scenarios [4]. Additionally, large scale teamwork interventions, which include 
communication strategies like SBAR (situation, background, assessment, recommendation) 
handover, closed loop communication and graded assertiveness, delivered at departmental 
level have demonstrated improved clinical effectiveness and outcomes [5,6]. 
 

2. Aims/Research Question 
 
To develop a novel training intervention which will improve leadership and teamworking 
within adhoc multidisciplinary teams. The two main research questions which will help us 
evaluate our intervention are: 

• What are current teamworking attitudes within adhoc multidisciplinary acute care 
teams? 

• Are attitudes altered following a short multidisciplinary teamworking simulation 
intervention? 

 
3. Methods 
 
Groups of 4-6 participants, with a mix of medical/nursing staff and grades roughly reflecting 
those of the resuscitation team, attend each training session. Sessions last ninety minutes 
and are integrated into the working day. The sessions mirror the WHO (World Health 
Organisation) patient safety curriculum team training strategy with a short interactive 
presentation followed by a simulated resuscitation scenario [7]. 
 
A model for effective teamworking is presented; identifying the need for common goals and 
shared mental models. Proven communication strategies such as introductions, SBAR and 



closed loop communication are highlighted. The leadership role is presented as a dynamic 
role moving between team members and emphasis is placed on the need for team co-
ordination. All team members are encouraged and empowered to lead if required and are 
presented with an ‘assertiveness toolkit’ with discussion of graded assertiveness strategies. 
Candidates then attend to an acutely unwell patient in a simulated scenario followed by 
debriefing of the teamworking/leadership skills utilised. 
 
During the tutorial candidates roleplay different communication strategies; practicing 
assertive communication across disciplines and hierarchical gradients. Particular attention is 
placed on efficiency of language and assertiveness of delivery. In the simulated scenario 
candidates have a staggered arrival as determined by drawing playing cards; reflecting the 
random order encountered during real resuscitation calls. A standardised simulated patient 
scenario is used throughout the course. 
 
Knowledge & attitudinal learning outcomes are tracked via pre and 6 week post-course 
questionnaires; with attitudinal outcomes pertaining to assertiveness, information sharing, 
teamworking and leadership measured using modified questions from the validated 
Operating Room Management Attitudes Questionnaire (ORMAQ). Pre-course questionnaire 
were completed on paper prior to the start of the training. Post course questionnaire were 
initially issued as paper copies 6 weeks post course but this was modified to an online 
SurveyMonkey® questionnaire to improve returns. Certificates were issued on completion 
of the 6 week feedback. All pre/post likert scale data was analysed using the Mann Whitney 
U test using SPSS (IBM SPSS statistics 2016, version 24) 

 
4. Results 
 
A poster outlining the development of the adhoc 
team intervention was presented at the Scottish 
Medical Education Conference April 2015 
(Appendix 1). 

 
A total of 186 participants received training over 
the 2 year study period; with a total of 127 
submitting data eligible for inclusion. Figure 1 
opposite shows a flow chart demonstrating  
participant figures. 
 
The planning error identified has been addressed 
previously in our interim report - it required 
addition of a further explicit consent form 
allowing for questionnaire data to be used in 
addition to existing consent forms for 
video/photography. 
 
 
 

186 Multidisciplinary 

Participants Received 

Training 

Planning Error. First 57 
excluded. Local R&D felt 

inadequate consent to use 

data 

127 pre course 

evaluation completed 

90 post course 

evaluation 

completed 

No attitudes survey 

completed  (2) 

Figure 1: Study flow chart 



Demographics 
 
Study participants were drawn from the multidisciplinary team to reflect members 
attending as part of an acute care (resuscitation) team. Figure 2 below demonstrates the 
spread of participant disciplines. With half of participants coming from FY1 (Foundation Year 
1) and a third from a nursing background this provides a good representation of the make-
up of a resuscitation team; with the majority of participants coming from nursing or a more 
junior medical level. 
 

 
Figure 2: Participants by discipline 

 
63% (78) of participants stated that they had previously received training in teamwork or 
leadership. In most instances this consisted of undergraduate simulation training, life 
support courses (BLS/ILS/ALS), or postgraduate courses such as AIMS/Impact/ALERT. 85% 
(108) of participants had been involved in simulation training previously. 
 
72% (81/112 respondents) stated that they had experienced problems with teamworking 
and leadership in healthcare teams. Narrative responses on the nature of these problems 
closely resemble the concerns which initiated the research – with strong themes of difficulty 
in role allocation, ineffective leadership, poor communication and concerns regarding 
hierarchy/assertiveness. A number of the examples given relate to resuscitation scenarios. A 
full breakdown of these narrative responses coded into themes of Information Sharing, 
Teamwork, Leadership and Hierarchy/Assertiveness can be found in appendix 2.  
 
Course Evaluation 
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All participants ‘Strongly Agreed’ or ‘Agreed’ that the course was relevant to their practice 
and appropriate for their specialty/level. All felt the content was delivered in an engaging 
way and felt the debriefing of the scenario was well conducted. All participants ‘Strongly 
Agreed’ (82%) or ‘Agreed’ (18%) that it was useful to learn as part of a multidisciplinary 
team (MDT).  All participants rated the course as excellent (77%) or good (23%). 
 
Knowledge outcomes 
 
Participants were asked to self-assess their understanding of some of the key theories and 
skills underpinning the intervention before and 6 weeks post course. Figure 3 below 
demonstrates that in each of these key areas participants showed a significant 
improvement. 
 
 

How would your rate your understanding of the following: 
  Very 

Good 
Good OK Poor Very 

Poor 
P value 

Teamworking 
Skills 

Pre 13% (16)  72% (90) 15% 
(19) 

0 0 <0.0005 

Post 38% (34) 60% (54) 2% (2) 0 0 

Leadership 
Skills 

Pre 4% (5) 46% (59) 44% 
(56) 

6% (7) 0 <0.0005 

Post 19% (17) 57% (51) 24% 
(22) 

0 0 

Graded 
Assertiveness 

Pre 0 20% (24) 53% 
(65) 

25 (31) 2% (2) <0.0005 

Post 7% (6) 48% (43) 41% 
(37) 

4% (4) 0 

Closed Loop 
Communication 

Pre 1% (1) 21% (25) 52% 
(61) 

23% 
(27) 

3% (4) <0.0005 

Post 20% (18) 49% (44) 28% 
(25) 

3% (3) 0 

SBAR Pre 10% (13) 55% (68) 31% 
(39) 

3% (4) 0 <0.0005 

Post 36% (32) 51% (46) 11% 
(10) 

2% (2) 0 

Shared Mental 
Models 

Pre 0 11% (12) 42% 
(46) 

36% 
(40) 

11% 
(12) 

<0.0005 

Post 3% (3) 44% (40) 43% 
(39) 

9% (8) 0 

Figure 3: Self assessed understanding of key concepts/skills before and 6 weeks post 
intervention  
 
 
 
 



Attitudinal Outcomes 
 
Participants completed a modified ORMAQ questionnaire before and 6 weeks after 
completion of the course. Selected statements can be seen within the text below; a full copy 
of the pre/post attitudes survey can be found in Appendix 3. 
 
The multidisciplinary cohort in the study demonstrated good teamworking attitudes; they 
enjoyed working as a team, they were accepting of inter-disciplinary feedback on 
performance and recognized the shared responsibility for prioritizing activities in high 
workload situations. They endorsed open discussion of differences to resolve conflict. 
Teamworking attitudes did not change following the intervention; with the exception that 
there was stronger endorsement that “Effective team co-ordination requires members to 
take into account the personalities of other team members”. 
 
With regards information sharing within the team there was a non-significant trend towards  
greater verbalization of plans, and increased recognition that debriefing was an important 
part of developing and maintaining effective team co-ordination. This can be seen in figure 4 
below.  
 

Information Sharing 

  Strongly 
Agree 

Agree Neutral Disagree Strongly 
Disagree 

P value 

A regular debriefing of 
procedures and decisions 
after managing a critically ill 
patient is an important part 
of developing and 
maintaining effective team 
co-ordination 

Pre 54% 
(56) 

46% 
(48) 

0 0 0 

0.097 

Post 67% 
(60) 

31% 
(28) 

2% (2) 0 0 

Team members in charge 
should verbalise plans for 
procedures or actions and 
should be sure that the 
information is understood 
and acknowledged by others 

Pre 56% 
(58) 

44% 
(46) 

0 0 0 

0.088 

Post 68% 
(61) 

32% 
(29) 

0 0 0 

Figure 4: Selected statements from the ORMAQ attitudes questionnaire relating to 
information sharing 
 
The greatest changes were seen in attitudes towards leadership and confidence assertion.  
There was significantly stronger endorsement of the statement that “Senior staff should 
encourage questions from junior medical and nursing staff during resuscitation attempts” 
and participants disagreed that “doctors who encourage suggestions from other 
resuscitation team members are weak leaders” this suggests a move towards a flatter 
hierarchy within the teams where all members are encouraged to contribute to 
management. There was an even distribution of responses towards the statement that 
“Leadership of the resuscitation team should rest with the medical staff” and this did not 
change following the intervention. There was a non-significant trend towards more 



participants rejecting the statement that “There are no circumstances where a junior team 
member should assume control of patient management” – again suggesting a flattening of 
hierarchical barriers and increased recognition of the active role played by more junior team 
members. Selected items can be seen below in figure 5. 
  

Leadership Structure 

  Strongly 
Agree 

Agree Neutral Disagree Strongly 
Disagree 

P value 

Senior staff should encourage 
questions from junior 
medical and nursing staff 
during resuscitation attempts 

Pre 18% 
(19) 

55% 
(57) 

20% 
(21) 7% (7) 0 

0.041 
 

Post 30% 
(27) 

51% 
(46) 

16% 
(14) 3% (3) 0 

Doctors who encourage 
suggestions from other 
resuscitation team members 
are weak leaders 

Pre 
0 0 1% (1) 

49% 
(51) 

50% 
(52) 

0.13 
 

Post 
1% (1) 0 0 

38% 
(34) 

61% 
(55) 

Leadership of the 
resuscitation team should 
rest with the medical staff 

Pre 
5% (5) 

31% 
(32) 

33% 
(34) 

31% 
(32) 1% (1) 

0.442 
 

Post 
6% (5) 

26% 
(23) 

32% 
(29) 

34% 
(31) 2% (2) 

There are no circumstances 
where a junior team member 
should assume control of 
patient management 

Pre 
0 

2% 
(2) 

20% 
(21) 

63% 
(66) 

14% 
(15) 

0.053 

Post 
1% (1) 

4% 
(4) 

6% (5) 
 

68% 
(61) 

21% 
(19) 

Figure 5: Selected statements from the ORMAQ attitudes questionnaire relating to 
Leadership 
 
Participants appeared to demonstrate an increase in assertiveness within a multidisciplinary 
team. Significantly more participants felt that if they perceived a problem with the 
management of a patient they would speak up, regardless of who might be affected. There 
were also trends towards questioning things they didn’t understand or senior decisions. 
Interestingly there was no change in responses to the statement that “I sometimes feel 
uncomfortable telling resuscitation team members from other disciplines that they need to 
take some action” suggesting that participants did not always feel comfortable or confident 
in these situations. Throughout the intervention there was a clear distinction drawn 
between confidence/competence and confidence/assertiveness. The point is made that you 
can feel unconfident within a situation you are perfectly competent to deal with, and that 
despite feeling unconfident it is possible to be assertive. The observed changes in 
confidence assertion attitudes may reflect these discussions. Selected statements can be 
seen in figure 6 below. 
 

Confidence Assertion  

  Strongly 
Agree 

Agree Neutral Disagree Strongly 
Disagree 

P value 

If I perceive a problem with 
the management of a patient, 
I will speak up, regardless of 

Pre 10% 
(10) 

64% 
(67) 

21% 
(22) 

5% (5) 0 0.001 

Post 26% 62% 11% 1% (1) 0 



who might be affected (23) (56) (10) 

I always ask questions when I 
feel there is something I 
don’t understand 

Pre 17% 
(18) 

58% 
(60) 

14% 
(15) 

9% (9) 2% (2) 0.065 

Post 22% 
(20) 

64% 
(58) 

8% (7) 6% (5) 0 

Team members should not 
question the decisions or 
actions of senior staff unless 
they directly threaten safety 

Pre 0 10% 
(10) 

17% 
(18) 

57% 
(59) 

15% 
(16) 

0.068 

Post 1% (1) 2% 
(2) 

14% 
(13) 

60% 
(54) 

22% 
(20) 

I sometimes feel 
uncomfortable telling 
resuscitation team members 
from other disciplines that 
they need to take some 
action 

Pre 6% (6) 47% 
(49) 

31% 
(32) 

16% 
(17) 

0 0.484 

Post 7% (6) 47% 
(42) 

18% 
(16) 

27% 
(24) 

2% (2) 

Figure 6: Selected statements from the ORMAQ attitudes questionnaire relating to 
Confidence Assertion 
 
 
Behaviour Outcomes 
 
6 weeks post course 94% (85) of participants felt that the course had influenced their 
behaviour. When asked what influence the course had numerous narrative responses 
highlight specific teamworking communication skills that participants are now employing: 



 
 
 
 
A number of responses also identify that candidates perceive an improvement in the team 
as a result: 
 

 
 

Other candidates indicate an increase in assertiveness within the multidisciplinary 
emergency situation with greater willingness to participate:  

“Been to a number of arrests since where I have employed closed loop feedback and 
have noticed the arrest be much more co-ordinated as a result” 

 

“I attended an arrest call in the admissions unit where a young male adult was having a 
seizure. One of the seniors who attended was also in my simulation session. As everyone 
arrived at the arrest they handed out tasks to individual people by name. Next time I 
arrive first at an arrest I will try and hand out roles to individuals rather than asking the 
whole team for example 'can someone get some IV access'.” 
 

“More direct communication at cardiac arrests since course - for example giving 
named instructions. Providing SBAR updates as new members of the team arrive” 
 
“More assertive in adhoc situation with introduction and offering where my skills lie” 
 
“Remembering to introduce myself and role when arriving at crash call situations; use 
of closed loop communication” 

 
“It made me realise that whilst I understand the idea of closed loop communication I 
do not always do it in practice and I have made more of a conscious effort to do so” 
 
“It has given me more confidence in an emergency situation and be able to 
communicate effectively with different members of the MDT at various levels” 

 
“I'm more confident to delegate work to my colleagues.  Also I think I do my SBAR 
short, sharp including most important information.  I've realised that letting people 
know what my working background is helps team divide the job in hand.” 

 
“I now introduce myself with my grade when I arrive at an arrest.  Practicing SBARs 
has helped my handovers of acutely unwell patients to be more concise.  I make sure I 
verbalise that I am accepting responsibility of doing a task during an arrest e.g. 
cannulation and verbally feedback when I have completed the task.” 
 
“…on arrival to an emergency clearly introduce myself and my position and identify 
who is leading.  Also, I need to use people's names if possible, when giving 
instructions and stop "sugar coating" requests if the situation is urgent.” 
 



 

 
 

Some participants expressed more personal accounts of how the course influenced their 
work; demonstrating good understanding of how to employ skills to good effect, and the 
nature of leadership in an adhoc team. 
 

 
 

5. Conclusions 
 
Staff involved demonstrate good teamworking attitudes and have a strong belief that 
multidisciplinary training is valuable. Most participants were able to recognize shortcomings 
in teamworking/leadership within their own healthcare environment. Multidisciplinary 
simulation training that is focused on teamworking and leadership improves knowledge of 
different skills and strategies and appears to enable participants to use these skills more 
effectively in the workplace. Training in a multidisciplinary setting, where all participants are 
validated as core team members whose opinions are both encouraged and valued by 
trainers and senior members of staff appears to have significant impact on assertiveness 
and participation within an adhoc team. This increase in assertiveness appears to allow 
participants to raise concerns more easily, speak up and contribute within an adhoc 
multidisciplinary team and take on more leadership roles.    
 
 

5. Financial Report 
 
Total spend to date:      £1672.21 
Paper/printing:       £34.41 
Faculty Training 
(4 x facilitators at Sim Faculty Development course):  £1600  
Poster printing:       £37.80  
 
Anticipated future costs     £1350 

“Improved my confidence and ability to speak up in an emergency situation” 
 

“I am speaking up more in emergency situations” 
 

 “More willing to contribute in a room with seniors. More conscious of what information is 
pertinent and needs communicated compared to what is superfluous” 
 

“… I did not feel very confident about leading arrests even though I had to do so….During 
the next month I consciously tried to employ better leadership skills, standing back and 
using more of a birds eye view, delegating, summarising the working diagnosis and 
progress, employing the SBAR method to convey information to senior colleagues.  There 
were times, especially during non straight-forward arrests… I feel I lacked experience 
about what to do next but I wasn't scared to ask for advice from the team, especially the 
anaesthetist or ICU Reg.  I think this really helped.” 
 



Conference travel/subsistence    £500 
Poster printing etc      £50 
Faculty Training 
(2 x facilitators at Sim Faculty Development course)  £800 
          
Total Spend       £3022.21 

 
 
6. Action Plan 
 

1. The Simulation to Optimize Adhoc team Performance (SOAP) course continues to run 
fortnightly as a multidisciplinary course within NHS Fife 

2. Further faculty development to ensure sustainability 
3. Currently writing up paper, with plan to submit to Medical Education. The working 

title for this paper is "Changing attitudes with Multidisciplinary Simulation Training" 
4. Plan to present project at upcoming SMEC conference + identify further medical and 

simulation conferences for presentation 
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Appendix 1: Scottish Medical Education Conference Poster 2015 



Appendix 2 

What problems with teamworking/leadership have you experienced in healthcare 

teams? (narrative responses organised into themes) 

 

Information Sharing 

Attended cardiac arrests with poor communication and lack of information regarding 
causes/treatment given etc. 

Breakdown in communication 

Ineffective handover. 

Missing handovers 

Lack of communication, people doing jobs that have already been done 

Lack of info / too much info on SBAR 

Lack of knowledge of escalation pathways/responsibilities, particularly in out of hours.  Lack 
of good communication between different teams, handover from Admissions to wards in 
particular 

Nightshift, not able to get the obs (observations) required due to new staff who weren't 
aware of the obs policy - communication was not good on both parts (myself and other 
ward staff) 

Failure to engage with pre-list brief/checklist 

Poor communication/SBAR 

Poor handover 

Problems with communication between different members of staff leading to things getting 
missed 

Rushed ward round - unclear diagnosis & plan. 

Sometimes in healthcare teams, decisions and dynamics?? Are always changing and there 
have been instances in the past where these changes have not been communicated 
properly 

Not getting briefed on my role in AU1 (admissions unit 1) on the first day. 

NS not communicating lack of drugs on ward to medical staff 

Teamwork 

Cardiac arrest - no defined roles. 

Cardiac arrest calls - establishing leadership and roles. 

Certain team members who do not want to be part of a team. 

Colleagues not sharing workload; poor communication 

Conflicting opinions which can be hard with more established staff 

Confusion as to who takes on which role in a situation - emergency 

Confusion over task allocation 

Crash calls - sometimes lack of clarity as to everyone's roles 

If there is tension between team members this can cause difficulty in a situation/with 
communication 

Difficulty in peri arrest calls when large numbers of staff present and no clear identification 
of roles 

In theatre when members of staff do not listen to team brief 

Have experienced teamworking problems with previous colleagues not getting on 



Have witnessed many episodes of poor teamwork mainly due to poor communication and 
approachability of certain staff members particularly during cardiac arrests 

Team members not listening or understanding instructions 

In arrest situations, unclear what the roles are of the various people who attend, and who 
is leading the team 

Lack of communication between different health workers i.e. doctors and nurses and 
therefore things not getting done. 

Lack of communication. Too many people present 

Lack of communications; mixed roles; poor understanding of role; lack of knowledge 

Lack of surgical appreciation for anaesthetic ??? Time 

Low staff morale; criticism from leaders; staff carrying stories about other staff; difficult 
staff to manage - not taking instruction 

Lack of communication in team.  Don't know who is what in the team 

Not understanding what certain roles can and cannot do 

On cardiac arrest team - people unsure of who is who - what roles to play etc. 

Organising issues.  How people work together 

Personality clashes.  Poor mix 

Poor communication between team members 

Poor communication from surgical teams. Overbearing surgical consultants. 

Poor communication leads to friction particularly between Drs and nurses. 

Poor communication, too many people involved in simple tasks 

Poor delegation of tasks; communication misunderstandings; overestimation of amount of 
tasks 

Lack of task allocation and ongoing feedback 

Sometimes in some situations members of staff can rely on working in own individual 
teams within ward situations and only work. MDT sometimes do not integrate 
communication with other disciplines about any changes. 

Tense relationships between nursing and medical staff 

Unfair share of workload, refusal to do something I am comfortable with 

WR where the consultant was rude to reg. 

People getting too focused on a single task and not attending to the whole picture.   

Leadership 

At cardiac arrest situation - unsure who was taking the lead 

Cardiac arrest  - No one took charge. 

Lack of clear leadership 

Difficult if there is no clear leader in a stressful situation 

Difficulty identifying team leader on adhoc teams 

Difficulty identifying who is leader and roles within the team 

During cardiac arrest/peri arrest situations where nobody takes a leadership role. 

General lack of communication from the consultant to the rest of staff leading to 
arguments between nurses and patients???? 

In resus situations have always had a good leader. 

No clear team leader resulting in lack of communication/leadership/poor morale. 

Unclear leadership communication.  Too many people who think they are leading 

Crash calls without clear leaders 

Knowing who is leading in situations. 



Unclear of leader 

Multiple leaders - unclear who to listen to. 

No leader in acutely unwell situations. 

Not knowing who is in charge, people delegate same thing 

Occasionally when various specialties arrive at unwell patient - but no clear team leader 
identified 

One and only resus in derm QMH (Queen Margaret Hospital) junior doctor in charge before 
anaesthetist arrived and then he tried to take over 

Under leadership at cardiac arrests. 

Poor leadership at arrest situation causes chaotic environment 

Not one person identified as leader/coordinator 

Poor communication; problems with hierarchies; lack of leadership or multiple leaders 

Problems with knowing who is taking charge in emergency situations 

Uncertainty of leadership in acute settings - who is taking lead of arrest situation. 

Unclear leader in resus scenario 

Hierarchy/Assertiveness 

Asking questions - feel like it slows work down. 

Being assertive with my opinions on patient management 

Seniors that are quite scary 

Charge nurse delayed me from putting nasopharyngeal tube for pt with low GCS and vomit 
to prioritise setting up resus trolley.  I was just starting and I listened but I should have 
stuck to my priorities. 

Difficulties communicating/emphasising seriousness of the situation, therefore delay in 
management 

Feeling like a minority + unimportant member of the team; feeling like everyone wants to 
make their voice heard without really listening 

Hierarchical assumptions. 

Hierarchical challenges 

Hierarchy for escalation - particularly with competing priorities.  Difficulty communicating 
urgency of situation to whole team 

Issues with power control with senior colleagues 

'Junior' members not able to voice concerns  

Not feeling able to interrupt - feeling too junior 

Never had much opportunity to be a leader.  Not very assertive.  Often ask people to do 
something and they don't tell me when they have done it/ outcome - makes commenting 
difficult 

People taking over and not working as a team.  Not giving everyone a voice of opinion; and 
situations where nobody takes charge 

Poor communication.  Not successfully asserting leadership 

Other 

Aeromedical retrieval: working in noisy/hazardous environments 

Staff who do not like change 

Breakdown in systems due to inadequate training 

Sub-optimal environments - disorganisation - stress 

General 

Cardiac arrests on medical/surgical wards 



Chaos at arrests 

Miscommunication; attitude; hierarchy 

Poor communication 

Sometimes communication breaks down 

Too many to mention! 

 

  



Appendix 3: Pre/post attitudes organized by theme 

 
 

Teamwork 

  Strongly 
Agree 

Agree Neutral Disagree Strongly 
Disagree 

P 
value 

The only people qualified to give me 
feedback are members of my own 
profession 

Pre 0 0 1% (1) 49% 
(51) 

50% 
(52) 

0.41 
Post 0 0 2% (2) 41% 

(37) 
57% 
(51) 

It is better to agree with other 
members of a team than to voice a 
different opinion 

Pre 0 2% 
(2) 

15% 
(16) 

67% 
(70) 

15% 
(16) 

0.271 
Post 2% (2) 1% 

(1) 
11% 
(10) 

63% 
(57) 

22% 
(20) 

The doctors responsibilities include 
co-ordination between different 
disciplines in the resuscitation team 

Pre 35% 
(36) 

61% 
(63) 

5% (5) 0 0 

0.617 
Post 42% 

(38) 
48% 
(43) 

7% (6) 3% (3) 0 

Resuscitation team members share 
responsibilities for prioritising 
activities in high workload situations 

Pre 14% 
(15) 

76% 
(79) 

7% (7) 3% (3) 0 

0.23 
Post 23% 

(21) 
67% 
(60) 

9% (8) 1% (1) 0 

I enjoy working as part of a team Pre 55% 
(57) 

43% 
(45) 

2% (2) 0 0 

0.761 
Post 57% 

(51) 
42% 
(38) 

1% (1) 0 0 

To resolve conflicts, team members 
should openly discuss their 
differences with each other 

Pre 21% 
(22) 

57% 
(59) 

20% 
(21) 

2% (2) 0 

0.615 
Post 24% 

(22) 
54% 
(49) 

21% 
(19) 

0 0 

All members of the resuscitation 
team are qualified to give me 
feedback 

Pre 45% 
(47) 

52% 
(54) 

2% (2) 1% (1) 0 

0.146 
Post 54% 

(49) 
46% 
(41) 

0 0 0 

The concept of all disciplines 
(nursing/ANP/medics/anaesthetists) 
working together as a resuscitation 
team does not work at this hospital 

Pre 0 0 14% 
(15) 

61% 
(63) 

25% 
(26) 

0.814 
Post 1% (1) 1% 

(1) 
9% (8) 64% 

(58) 
24% 
(22) 

Effective team co-ordination 
requires members to take into 
account the personalities of other 
team members 

Pre 14% 
(15) 

63% 
(66) 

14% 
(15) 

8% (8) 0 

0.004 
Post 33% 

(33) 
51% 
(46) 

16% 
(14) 

0 0 

 

Information Sharing 

  Strongly Agree Neutral Disagree Strongly P value 



Agree Disagree 

A regular debriefing of 
procedures and decisions 
after managing   a critically ill 
patient is an important part of 
developing and maintaining 
effective team co-ordination 

Pre 54% 
(56) 

46% 
(48) 

0 0 0 

0.097 

Post 67% 

(60) 

31% 

(28) 

2% (2) 0 0 

Team members in charge 
should verbalise plans for 
procedures or actions and 
should be sure that the 
information is understood 
and acknowledged by others 

Pre 56% 
(58) 

44% 
(46) 

0 0 0 

0.088 

Post 68% 
(61) 

32% 
(29) 

0 0 0 

I am encouraged by my 
leaders and co-workers to 
report any problems I may 
observe 

Pre 23% 
(24) 

50% 
(52) 

20% 
(21) 

5% (5) 2% (2) 

0.62 
Post 20% 

(18) 
61% 
(55) 

13% 
(12) 

4% (4) 1% (1) 

 

Leadership Structure 

  Strongly 
Agree 

Agree Neutral Disagree Strongly 
Disagree 

P value 

Senior staff should encourage 
questions from junior medical 
and nursing staff during 
resuscitation attempts 

Pre 18% 
(19) 

55% 
(57) 

20% 
(21) 7% (7) 0 

0.041 
 

Post 30% 
(27) 

51% 
(46) 

16% 
(14) 3% (3) 0 

Doctors who encourage 
suggestions from other 
resuscitation team members 
are weak leaders 

Pre 
0 0 1% (1) 

49% 
(51) 

50% 
(52) 

0.13 
 

Post 
1% (1) 0 0 

38% 
(34) 

61% 
(55) 

Successful patient 
management is primarily a 
function of the doctors 
medical and technical 
proficiency 

Pre 
0 

24% 
(25) 

28% 
(29) 

44% 
(46) 4% (4) 

0.251 
 

Post 

3% (3) 
17% 
(15) 

21% 
(19) 

56% 
(50) 3% (3) 

Leadership of the 
resuscitation team should 
rest with the medical staff 

Pre 
5% (5) 

31% 
(32) 

33% 
(34) 

31% 
(32) 1% (1) 

0.442 
 

Post 
6% (5) 

26% 
(23) 

32% 
(29) 

34% 
(31) 2% (2) 

There are no circumstances 
where a junior team member 
should assume control of 
patient management 

Pre 
0 

2% 
(2) 

20% 
(21) 

63% 
(66) 

14% 
(15) 

0.053 

Post 
1% (1) 

4% 
(4) 6% (5) 

68% 
(61) 

21% 
(19) 

 

Confidence Assertion  

  Strongly 
Agree 

Agree Neutral Disagree Strongly 
Disagree 

P value 



The senior person, if 
available, should take over 
and make all decisions in life 
threatening emergencies 

Pre 11% 
(11) 

38% 
(40) 

30% 
(31) 

19% 
(20) 2% (2) 

0.582 
Post 

9% (8) 
39% 
(35) 

27% 
(24) 

21% 
(19) 4% (4) 

Junior team members should 
not question the decisions 
made by senior personnel 

Pre 
0 

1% 
(1) 

11% 
(11) 

74% 
(77) 

14% 
(15) 

0.12 
Post 

0 0 8% (7) 
70% 
(63) 

22% 
(20) 

If I perceive a problem with 
the management of a patient, 
I will speak up, regardless of 
who might be affected 

Pre 10% 
(10) 

64% 
(67) 

21% 
(22) 5% (5) 0 

0.001 
Post 26% 

(23) 
62% 
(56) 

11% 
(10) 1% (1) 0 

In critical situations, I rely on 
my superiors to tell me what 
to do 

Pre 
6% (6) 

33% 
(34) 

34% 
(35) 

27% 
(28) 1% (1) 

0.601 
Post 

 2% (2) 
34% 
(31) 

36% 
(32) 

23% 
(21) 4% (4) 

I sometimes feel 
uncomfortable telling 
resuscitation team members 
from other disciplines that 
they need to take some 
action 

Pre 
6% (6) 

47% 
(49) 

31% 
(32) 

16% 
(17) 0 

0.484 

Post 

7% (6) 
47% 
(42) 

18% 
(16) 

27% 
(24) 2% (2) 

Team members should not 
question the decisions or 
actions of senior staff unless 
they directly threaten safety 

Pre 
0 

10% 
(10) 

17% 
(18) 

57% 
(59) 

15% 
(16) 

0.068 
Post 

1% (1) 
2% 
(2) 

14% 
(13) 

60% 
(54) 

22% 
(20) 

I always ask questions when I 
feel there is something I don’t 
understand 

Pre 17% 
(18) 

58% 
(60) 

14% 
(15) 9% (9) 2% (2) 

0.065 
Post 22% 

(20) 
64% 
(58) 8% (7) 6% (5) 0 

 
 
 
 
 
 
 
 
 
 
 
  



Appendix 4: Has the course influenced you? Yes/No 
 How? 
 
Increased practice using SBAR 

Improved overall understanding of teamwork in NHS system 

Better team working skills 

Make myself more aware of patients needs when unresponsive 

Use of SBAR and closed loop communication 

Made me more confident in dealing with emergency situations 

More assertive in adhoc situation with introduction and offering where my skills lie 

Helped work with other discipline and improve teamworking 

I need more practice so am now stepping forward more and looking out for opportunities 

Importance of teamwork and for team leader to be identified in acute scenarios 

Leadership in emergency 

It highlighted to me the difficulties of ad-hoc resus teams, in particular how different people 
may be left out of the loop in terms of results from examinations and investigations; and 
how this can lead to problems in formulating a plan. As a result I am now more conscious of 
this potential pitfall when called to work in such a scenario. 

Improved my confidence and ability to speak up in an emergency situation 

Improved interactions in arrest situations 

Gave me a better understanding of other peoples roles in an emergency 

I am speaking up more in emergency situations 

Influenced teamworking skills and how to approach acute care scenarios appropriately 

It has made me consider the SBAR and the difference to that and medical handover 

Importance of closed loop communication, and providing specific relevant information 

Better communication as leader. Being aware of the benefits of closed loop communication. 
Acknowledge that senior staff do not always take leadership role 

Increased awareness in the value of teamwork 

More direct communication at cardiac arrests since course - for example giving named 
instructions. Providing SBAR updates as new members of the team arrive 

Gained a greater understanding of leadership and teamwork in a pressurised setting 

Better at closed loop communication in resus scenarios 

I am conscious of how I come across in a medical situation 

More willing to contribute in a room with seniors. More conscious of theat information is 
pertinent and needs communicated compared to what is superfluous 

I felt it encouraged me to think about team work and communication on a more detailed 
level and look at ways to better my skills 

It has made me more aware when I am giving handovers to other departments 

Remembering to introduce myself and role when arriving at crash call situations; use of 
closed loop communication 

Better at communicating with the team 

Useful seeing myself on video - positioning in the room etc. 

A greater understanding of how to address people in stressful situations to help ensure 
everyone works as a team eg at arrests. For example being specific in your directions to 
others. 



Acknowledged the importance and ways to improve how to work efficiently in a team to 
achieve common goals 

Better 

Increase my confident in adhoc situations .helped manage my thought process as well in 
acute situations 

Improved team work and communication skills particularly in an emergency situation 

It made me realise that whilst I understand the idea of closed loop communication I do not 
always do it in practice and I have made more of a conscious effort to do so 

Use of closed loop communication. Actively thinking about what is happening in acute team 
working situations. 

Improved 

Helped to know how to work in teams in a crash call. Help me to feel more able to be 
involved in crash call 

Been to a number of arrests since where I have emplyed closed loop feedback and have 
noticed the arrest be much more coordinated as a result 

Practised SBAR communications, highlighted the need for closed loose communication 

more awareness of my role and communication skills 

At arrest calls - identify the leader; 

It has definitely made me think about the quality and structure of my handovers 

Given practical advice on how to be a more effective team member 

I found the teaching on graded assertiveness very useful 

In learning to work with adhoc teams 

Taught me importance of none clinical skills - I have since implemented these in real life and 
simulation scenarios 

I will be much more aware of team work in an emergency situation now 

The course has given me clearer insight into the non-technical skills involved in emergency 
care. This has worked particularly well with the ALS course I attended in the subsequent 
month. I think they have made me more aware of the issues around communication in 
these situations and resultantly allowed me to put some of the course skills into practice in 
both simulated and real situations. 

Highlighted the need for closed loop communication 

Able to identify ways to be more assertive, working in a team 

Understanding closed loop communication. Reminder of the importance of introducing 
oneself 

It has made me appreciate the importance of my role in the team and the importance of 
team work in the positive outcome of the patient involved.  

Communication with other members of the team e.g. introducing yourself on arrival at an 
arrest scene 

Improved understanding on techniques for improving communication within a team 

More aware of communication skills needed with other team members 

It helped my team working and communication skills. 

It has given me more confidence in an emergency situation and be able to communicate 
effectively with different members of the MDT at various levels 

I ensure that if I am delegating a job I make it clear whose responsibility the job is 

Made me more confident in communicating in difficult situations 

This course has helped me gain a greater understanding of the roles identified in an 



emergency and how to take control of the situation, as well as knowing how to 
communicate effectively with other members of the ADHOC team. Although I have not had 
to utilise these skills yet, I am aware now of what I will do if and when the situation arises. 

Much more aware of group dynamics and importance of communicating with whole team 
during any scenario 

Importance of closed loop communication 

use of closed loop communication 

Increased awareness of importance of teamworking, good communication with persons 
involved 

Made me more confident in knowing what it's like to lead an emergency situation 

More inclined to introduce myself at the start of resus situations 

Made me more confident about taking the lead 

I'm more confident to delegate work to my colleagues.  Also I think I do my SBAR short, 
sharp including most important information.  I've realised that letting people know what my 
working background is helps team divide the job in hand. 

It has made me reflect more on how the different teams that I work in function, how they 
could perhaps function more effectively, what role each person is playing and also what role 
I play in the team. I always ask myself whether there is something that I can do as an 
individual that can make the team function more effectively and thus improve patient care.  
One particular aspect I picked up from the session was the importance of introducing each 
other and the situation, so I try to ensure that I always introduce myself and my level at an 
arrest or acute situation where there is an adhoc team.  I do not think the session explicitly 
covered leadership.  As often one of the most junior members of the team I find it very 
interesting to observe different leadership styles and also challenges with leadership, 
particularly in adhoc teams.  Sometimes there can be issues of experience vs level of 
training vs confidence in terms of who leads a cardiac arrest.  It would be good if the SOAP 
course or perhaps a different session in health care training covered this.  The best thing 
about the course was that it was a better simulation of 'real life' than most simulations as it 
involved a multidisciplinary team. 

The SOAP course highlighted to me areas that I could improve.  For example, on arrival to an 
emergency clearly introduce myself and my position and identify who is leading.  Also, I 
need to use people's names if possible, when giving instructions and stop "sugar coating" 
requests if the situation is urgent. 

In emergency situations I try to be more assertive as appropriate and communicate more 
clearly using the closed loop communication method to clarify and confirm what has been 
asked of me and again confirm that the message has been conveyed on/what the outcome 
was.  I always try to present handovers in an SBAR format.  I think the idea of having a pause 
at an appropriate time to clarify what has been done so far and what the team thinks should 
be the next steps can be very useful. 

Good to practice stressful scenarios in controlled environment.  Allows identification of 
weaknesses and improvement. 

In reality, everybody does not have the same mind set even though the aim is clear which is 
to make sure that the patient is safe. As a FY1, I believe I tend to follow who is the leader 
which pretty much clear from the very beginning (i.e. - Med Reg), thus having this session 
does not influence my clinical practice at the moment.  However, the input that I have from 
the course will allow me to use it in the future once I become more senior member of the 
team. 



I attended an arrest call in the admissions unit where a young male adult was having a 
seizure.  One of the seniors who attended was also in my simulation session.  As everyone 
arrived at the arrest they handed out tasks to individual people by name.  Next time I arrive 
first at an arrest I will try and hand out roles to individuals rather than asking the whole 
team for example 'can someone get some IV (intravenous) access'. 

I now introduce myself with my grade when I arrive at an arrest.  Practicing SBARs has 
helped my handovers of acutely unwell patients to be more concise.  I make sure I verbalise 
that I am accepting responsibility of doing a task during an arrest e.g. cannulation and 
verbally feedback when I have completed the task. 

Before the SOAP training I did not feel very confident about leading arrests even though I 
had to do so as a CT2 acting up to Med Reg.  I found the simulated session and the 
constructive feedback afterwards helped me to identify my own weaknesses specifically in 
strong leadership skills and making yourself heard.  During the next month I consciously 
tried to employ better leadership skills, standing back and using more of a birds eye view, 
delegating, summarising the working diagnosis and progress, employing the SBAR method 
to convey information to senior colleagues.  There were times, especially during non straight 
forward arrests where at times I feel I lacked experience about what to do next but I wasn't 
scared to ask for advice from the team, especially the anaesthetist or ICU Reg.  I think this 
really helped. 

I am more confident to announce who I am to other colleagues 

Given me confidence to use SBAR and closed loop communication in daily practice.  
Encouraged me to value teamworking and leadership skills and develop them further 

I found the course very interesting and useful, and like the set up of having different 
members of the team present with differing levels of seniority, as previous simulations I 
have attended only included FY1s.  I found the emphasis on communication most useful, 
and not becoming too task focused.  The importance of SBAR and closed loop 
communication was particularly strong, and certainly something I will take to future 
practice. 

 
 


