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Abstract

Job satisfaction and retention of healthcare staff remains an ongoing issue in many health systems. Huddles have been endorsed

as a mechanism to improve patient safety by improving teamwork, collaboration, and communication in teams. This study

synthesizes the literature to investigate the impact of huddles on job satisfaction, teamwork, and work engagement in multidis-

ciplinary healthcare teams. Five academic databases were searched to conduct a systematic review of peer-reviewed literature

published from January 2000 – January 2020. Articles were included if they (1) featured a daily huddle, were conducted in a

healthcare setting, and involved a multidisciplinary team and (2) measured variables including job satisfaction, work engage-

ment, or teamwork. Results were reported in accordance with the Systematic Synthesis Without Meta-analysis (SWiM) and

Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) guidelines. We identified 445 articles of which

12 met the eligibility criteria and are included in this review. All 12 studies found a predominantly positive impact on teamwork

and job satisfaction. None of the studies discussed or reported evidence of the impact of huddles on work engagement. This

review highlights the value of a daily multidisciplinary healthcare team huddle in improving job satisfaction and teamwork for

the healthcare staff involved. However, there is a dearth of high-quality, peer-reviewed evidence regarding the direct impact of

huddles on job satisfaction, teamwork and in particular on work engagement. Further research – particularly controlled studies

on adoption, implementation, and outcomes for healthcare team culture – is needed to further assess this intervention.
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Abstract & Keywords:

Abstract:

Job satisfaction and retention of healthcare staff remains an ongoing issue in many health systems. Huddles
have been endorsed as a mechanism to improve patient safety by improving teamwork, collaboration, and
communication in teams. This study synthesizes the literature to investigate the impact of huddles on job
satisfaction, teamwork, and work engagement in multidisciplinary healthcare teams.

Five academic databases were searched to conduct a systematic review of peer-reviewed literature published
from January 2000 – January 2020. Articles were included if they (1) featured a daily huddle, were conducted
in a healthcare setting, and involved a multidisciplinary team and (2) measured variables including job satis-
faction, work engagement, or teamwork. Results were reported in accordance with the Systematic Synthesis
Without Meta-analysis (SWiM) and Preferred Reporting Items for Systematic Reviews and Meta-Analysis
(PRISMA) guidelines.

We identified 445 articles of which 12 met the eligibility criteria and are included in this review. All 12 studies
found a predominantly positive impact on teamwork and job satisfaction. None of the studies discussed or
reported evidence of the impact of huddles on work engagement.

This review highlights the value of a daily multidisciplinary healthcare team huddle in improving job satisfac-
tion and teamwork for the healthcare staff involved. However, there is a dearth of high-quality, peer-reviewed
evidence regarding the direct impact of huddles on job satisfaction, teamwork and in particular on work en-
gagement. Further research – particularly controlled studies on adoption, implementation, and outcomes for
healthcare team culture – is needed to further assess this intervention.

Keywords:

• Huddle
• Work engagement
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• Teamwork
• Job satisfaction
• Collective leadership
• Health management

Main Text:

INTRODUCTION:

A huddle can be defined as a structured, brief (5-15 minutes), routine (daily or multiple times a day), face-
to-face communication of a team’s membership.1 Daily healthcare huddles have been consistently shown
to improve patient safety by enhancing teamwork, creating standardised communication processes, and
providing a feeling of shared responsibility.2-6 A recent systematic review on the impact of multidisciplinary
team huddles on patient safety published in the BMJ concluded that “the present body of research related
to such huddles demonstrates a generally positive impact on safety”.7 Despite the evidence on the impact
of huddles on patient outcomes and patient satisfaction,8-11 there is a dearth of literature on the impact of
huddles on individual healthcare staff, particularly in relation to job satisfaction and work engagement.

The WHO Global Code of Practice on the International Recruitment of Health Personnel states that each
country must ‘educate, retain, and sustain’ an appropriate health workforce.12 However, in the context of
increased pressures on services, organisations can struggle to attract and retain skilled staff. One of the
primary reasons for this type of ‘brain drain’ is the lack of job satisfaction within the health care system,
which has been attributed to poor working cultures in organisations and the strong hierarchical nature of
healthcare systems.13 Research has indicated that the feeling of not having a voice or influencing decisions
decreases engagement, motivation, and wellbeing among medical staff14 and such environments can result in
greater reported intention to leave. A strong body of evidence has demonstrated that turnover intention is
a reliable indicator of job dissatisfaction.15,16

Job satisfaction among healthcare professionals is also important because if their own needs are not met,
they often have difficulties in meeting the needs of their patients.17,18 Job satisfaction in healthcare workers
has been reported to be related to a number of factors: having autonomy in decision-making, effective
communication among staff and supervisors, and having the ability to express one’s opinion freely,19 all of
which are potentially facilitated by the implementation of a daily team huddle.20 Huddle implementation in
a healthcare team has been perceived by staff to increase accountability, create a culture of collaboration,
foster a heightened sense of community, and increase empowerment, by giving all team members a dedicated
time and platform to discuss concerns.20

Improved communication between team members has been shown to be a specific intervention that impro-
ves interdisciplinary teamwork.21 Programs such as TeamSTEPPS (Team Strategies and Tools to Enhance
Performance and Patient Safety), the Aston Team Facilitation Programme, and ISBAR (identify, situation,
background, assessment, recommendation) are widely used in multiple healthcare systems to improve team
communication.22Thus, it is hypothesised that the implementation of a huddle would therefore promote
teamwork by improving communication between team members.

We conducted a systematic review on the impact of daily, multi-disciplinary huddles on healthcare staff. The
primary outcomes of interest were staff satisfaction, teamwork, and work engagement in a healthcare setting.
We are not aware of any other reviews conducted on these potential outcomes of the huddle in a healthcare
setting.

METHODOLOGY:

A systematic review was conducted to synthesise the available literature with the aim of informing clinical
practice.23,24 This review followed the Cochrane Collaboration guidelines25 and results are reported in line
with the Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) and the Synthesis
Without Meta-analysis (SWiM) guidelines.26-28 The protocol was published in the PROSPERO database in
June 2020 (registration number CRD42020180283).
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Search Strategy and Data Sources:

Following the development of the review focus, keywords were selected that were determined pertinent to
the topic. Five electronic databases (PubMed, Cumulative Index of Nursing and Allied Health Literature
(CINAHL), PsycINFO, EMBASE, and Cochrane) were used as sources of relevant literature. These searches
were conducted for articles published from January 6, 2000, to January 6, 2020 (searches were carried out
on 6-8th January 2020).

Keywords and terms used in searching included ‘huddle’, ‘team brief’, ‘preoperative brief’, ‘brief’, ‘multi-
disciplinary healthcare team’, ‘MDT’, ‘team’, ‘work engagement’, ‘job satisfaction’, ‘turnover intention’, ‘sa-
tisfaction’, and ‘teamwork’. Previous publications on team-based interventions helped to inform the search
strategy.7,29,30 Groups of keywords relevant to a specific category (e.g. Huddle) type were combined using
the ‘OR’ Boolean term (e.g. ‘huddle’ OR ‘brief’ OR ‘preoperative brief’) and categories of keywords were
combined using the ‘AND’ Boolean operand. Researchers also scanned the reference lists of included papers
and of previously published systematic reviews. Copies of all database search strings can be obtained by
contacting the corresponding author.

Eligibility Criteria:

We searched for peer-reviewed studies published in English over the last 20 years to capture the evolution
in the use of huddles over time. Studies were included if they featured a daily huddle, were conducted in
a healthcare setting, and involved a multidisciplinary team (>1 profession). No restrictions were placed on
country of study origin.

Studies were excluded if they did not meet the inclusion criteria or were duplicates. Preoperative
briefs/huddles that were based on the surgical safety checklist were also excluded as they did not meet
our definition of a huddle. Non-empirical article types such as reviews, comments, or letters to the editor
were not included.

Study Selection:

Searches of the databases were carried out by the primary researcher (BR). Titles and abstracts of retrieved
records were screened for relevance independently by two researchers (BR and SA) and any disagreements
were discussed and resolved between the two researchers.

Data Extraction:

Data from all included studies was extracted independently by two researchers (BR and SM) into a datasheet
compiled for this review. Extracted data included information related to the setting, study sample size, the
type of huddle specified, methods of evaluation, the intervention content and duration, main findings or
emergent themes, general conclusions, and limitations of the studies. Reviewers also collected information
such as first author, publication year, and study design. All reviewer conflicts were resolved by a third
researcher (SA).

Risk of Bias and Quality Appraisal:

Two researchers (BR, SA) used the Cochrane Systematic Review Handbook to assess the risk of bias and the
quality of the studies. Following this, the Mixed Method Appraisal Tool (MMAT)31 was used to evaluate the
quality of included studies. This provided a validated, systematic approach to assessing the methodological
quality and the risk of bias in the included studies. The results of the MMAT quality appraisal can be found
in Table 1. Disagreements between reviewers’ judgements were resolved by consulting a third reviewer (SM).
No studies were excluded following the quality appraisal.

Table 1: Mixed Methods Appraisal Tool

Data Synthesis:

4
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Meta-analysis could not be performed due to lack of comparable data, heterogeneity of studies, and the
different outcome measures across studies. Due to the inclusion of mixed methodology papers, a narrative
synthesis approach was adopted to summarise and synthesise findings. The SWiM reporting guidelines were
used in conjunction with the PRISMA guidelines.26-28

RESULTS:

Study Selection:

The database searches yielded a total of 436 articles. Authors (BR, SA) screened the abstracts and titles,
and 411 articles were removed as they did not meet the inclusion criteria, despite containing keywords in
their title or abstract. The reference lists of the remaining 25 articles were then scanned and nine additional
records were identified through these sources. 14 duplicates were then removed, leaving 20 full-text articles to
be assessed for eligibility. Following the independent full-text review by the researchers (BR, SA), 12 articles
were included and analysed.1,20,32-41 Two articles were removed following full-text review as the huddle was
not daily, two were removed from this review as they did not involve a multidisciplinary team, and four
were removed for not according to the PRISMA guidelines regarding methodology.26,27 Figure 1 depicts the
PRISMA flow diagram of selection of eligible studies.

Description of Studies:

Table 2 summarises the details of the articles included in the review. Study characteristics extracted include
the year published, study design, setting, study sample size, methods of evaluation, and intervention. There
were six quantitative studies,32,35,36,38,39,41 three qualitative,20,37,40 and three mixed method studies1,33,34

included in the final review. All of the studies took place in the USA and UK, with three taking place in
community-based care,1,37,41 and nine taking place in university hospital-based inpatient care.20,32-36,38-40

The results are discussed in terms of the three outcomes of interest: teamwork, job satisfaction, and work
engagement.

Table 2: Summary of Findings

Intervention Methods:

Six of the studies included looked primarily at the implementation of daily huddles.1,20,34,36,38,40 The other
six studies looked at the effect of multiple interventions, one component of which was a huddle– the details
of these interventions are included in Table 3. The qualitative or mixed methods approach of these studies
were therefore useful in gathering results on the specific components (i.e., daily huddle) of each intervention
that was introduced.

Table 3: Intervention Characteristics

Teamwork:

Six included studies looked at the impact of huddles and quality improvement interventions on
teamwork.33,35,36,38,39,41

Of 12 studies, only two were controlled trials.35,38Monash et al measured attending and trainee physicians’
perception of nursing involvement during morning rounds. The new structure of rounding introduced in the
intervention arm incorporated a pre-round huddle. Level of agreement for a statement (e.g., I am satisfied
with morning rounds) was measured on a continuous scale; 0 (far too little) to 100 (far too much), with
50 being ‘about right’. This was carried out using an electronic survey adapted from previously published
work,42 however this is not a standardised, validated survey. They measured the standard mean of attending
and trainee responses and found both groups in the intervention arm perceived a significantly higher level
of nursing involvement during morning rounds than the control arm; (44.6 v 35.7 adjusted mean, p=0.032)
and (45.2 v 37.7, p=0.006) respectively. It is likely that this extra involvement bolstered team dynamics and
enhanced workflow and engagement, improving the teamwork of healthcare staff involved.43

5
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Pannick et al measured the effect of introducing daily briefings with teams over a six-month period and found
improvements in both teamwork attitudes and patient safety outcomes.38 With sustained implementation,
the estimated marginal mean ‘teamwork score’ significantly improved (81.7 v 70.0, p=0.004). The teamwork
score measures the perceived quality of collaboration between personnel.

Communication between members of a healthcare team has previously been shown to be one of the most
important factors to improve teamwork and work engagement.44 Stapley et al conducted 76 semi-structured
interviews with staff members on four wards four months after the intervention.40 Thematic analysis showed
that the huddle helped to ‘increase their awareness of important issues . . . communication, teamwork, and
encourage a culture of increased efficiency’. One nurse described that the daily huddle helped the team work
better on the ward:

“I think it helps that boundary between medical staff and nursing staff, it sort of links them a little bit more.”

Rodriguez et al reported that huddles were described as an important mechanism to ensure member awa-
reness of what each team member’s role is and improved communication between members.1 When one
registered nurse was asked what she felt was the most important change implemented she said:

“To be honest, the huddle, because you’re communicating with each other, you know? And that’s key to
everything. To have success for any relationship whether it’s with - for the patients’ benefits, when we’re
getting it across and trying to solve problems, looking at it and tackling it.”

Scotten et al also showed that the daily brief helped to improve teamwork across the hospital by looking
at the results of the TeamSTEPPS Teamwork Perceptions Questionnaire.39 This looked at the individuals’
perception of teamwork with a five-point Likert scale. The mean for teamwork rating improved by 14.1%
post-intervention, p <0.05.

Goldenhar et al conducted semi-structured interviews and focus groups to obtain a deeper understanding of
the huddle system and its outcomes as implemented in a large academic tertiary care children’s hospital.20

One of their five key themes was ‘sense of community’. Participants reported that they had a ‘deeper
understanding of what their colleagues across the hospital deal with on a daily basis’ and that this makes them
‘feel more connected to their peers’. Another key theme reported was a ‘culture of collaboration/collegiality’.
Since introduction of the huddle system, one participant commented that:

“Anti-competition, consideration, compassion -don’t assume that the unit is saying no because they don’t
want to help, all have a better idea of what’s going on on other units and know that everyone is busy!”

The Canadian Interprofessional Health Collaborative National Interprofessional competency Framework45

was used by Hastings et al to develop staff surveys.33 They introduced a number of new processes including
regular care-hub huddles. Perceptions were measured with a Likert scale and completed at baseline and post-
intervention. Similar to the previous studies mentioned, responses increased significantly for ‘collaboration
and communication’ post-introduction of a huddle (4.4 v 3.4; p <0.001).

Job Satisfaction:

Monash et al’s randomised controlled trial measured attending and trainees job satisfaction as a secondary
outcome.35This was carried out using an electronic survey adapted from previously published work,42 however
this is not a standardised, validated survey. The efficiency of the new style of rounds incorporating a huddle
was assessed against normal rounding practices and it found that trainees found the rounding less efficient
(60.5 v 72.3, intervention v control; p=0.008). Trainees reported that it increased workload for the rest of the
day and gave them less autonomy. The opposite was reported for attending physicians. Jain et alreported
that the ‘day’s flow’ improved dramatically after huddle implementation in a surgical environment (median
rating increased from 5 to 9, with 10 being the best).34 The average number of unexpected delays also
decreased post-implementation (15 v 4). This was a much smaller study however, with only three surgeons
surveyed.

6
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Dingley et al analysed 495 discrete communication events pre and post-huddle implementation.32 Trained
data collectors were used to record communication processes within the health system by using a standard
form and asking nurses their perception of communication events. Comparison of pre- and post-intervention
positive resolution of communication/issue (nursing staff’s perception of resolution of the patient’s issue
following an interaction/communication with medical staff) and satisfaction scores revealed a significant
increase in positive resolution scores (p =0.04), and a difference in satisfaction scores approaching significance
(p =0.08) in the Medical Intensive Care Unit and nonsignificant increases in resolution and satisfaction
scores (p =0.13, p =0.53, respectively) in the Acute Care Unit. Positive responses to both the resolution
and satisfaction questions in the post-intervention period increased.

Turnover intention has been shown to be a reliable indicator of job satisfaction.15,16 Hastings et al examined
intent to leave within the next twelve months. This was conducted using staff interviews (n=15) and staff
surveys (n=25) and showed those that implemented team huddles were significantly less likely to plan to
leave after implementation than they were before the new model was introduced (20% at final evaluation
vs. 48% at baseline).33This included nursing staff, allied health professionals, managers, and physicians. Of
note, there were multiple changes to the organisation including comfort rounds, bedside shift reports, patient
whiteboards, rapid rounds, and team huddles.

Newman et al similarly found improved job satisfaction across all provider groups (cardiologist, resident,
nursing staff).36 Job satisfaction was measured using an electronic survey that was piloted to twelve senior
staff members to establish validity. Pre-post intervention surveys asking if staff had a positive overall ex-
perience working in the unit resulted in (20 v 25 residents agree/strongly agree (n=26 pre) (n=25 post);
p=0.001), (8 v 16 cardiologists agree/strongly agree (n=14 pre) (n=17 post); p=0.005), (3 v 13 nursing staff
agree/strongly agree (n=14 pre) (n=15 post); p < 0.001).

The job satisfaction ratings post-huddle implementation were also higher in Rodriguez et al’s study. They
measured differences in ‘huddlers’ and ‘non-huddlers’ by using a survey that included the experiences of
teamwork and practice climate.1 Those who implemented daily huddles in their practice were found to have
higher satisfaction with their teams (83.1% v 51.7% satisfied; p <0.001), higher psychological safety (61.7%
v 46.0%; p <0.001), and better experiences of practice communication (60.9% v 48.1%; p <0.01). However,
42% (n=174) of those surveyed indicated they found huddles ‘not very helpful’ when asked. Psychological
safety in the workplace has been strongly linked to improved job satisfaction in the literature.46

As previously mentioned communication between team members has been shown to be a specific intervention
that improves interdisciplinary teamwork21 O’Malley et al similarly reported that huddles played a role in
improved communication among healthcare professionals and that this improved communication resulted in
higher job satisfaction.37 23 out 27 practices mentioned that huddles were ‘key to maintaining structured
communication within teams’ . Participants who adopted new forms of delegations such as huddles reported
improved provider satisfaction and productivity.

However, it was also found that not all teams found the huddle was required to improve work engagement,
teamwork, or job satisfaction. Rodriguez et al reported that some teams that did not choose to partake in
daily huddles “have positive experiences of teamwork and indicated daily huddling was not necessary once
team norms were firmly established and roles and responsibilities were very clear”.1 It is noted however that
a greater proportion of non-huddlers interviewed described “challenging interpersonal dynamics among team
members”.

Work Engagement:

There was an apparent lack of published research on the impact of multidisciplinary healthcare huddles on
work engagement. Although themes linked to work engagement, such as collegiality, organizational commit-
ment, and staffing perceptions were measured in some of the papers included, no paper explicitly mentioned
the impact of the huddle on the work engagement of healthcare staff involved.

DISCUSSION:

7
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This systematic review explored the impact that a daily huddle can have on staff job satisfaction, teamwork,
and work engagement in healthcare settings. Most of the studies found that the huddle improved communica-
tion between team members and in turn increased overall job satisfaction and teamwork. Effective, respectful
communication has impacts on both collegiality, collaboration, and on patient safety outcomes and is a key
pillar of effective teamworking and collective leadership across a healthcare system.47 Despite a large amount
of data on the association between patient safety outcomes and huddles, we noted the limited number of
studies published on the sole impact of huddle implementation and its outcomes on the healthcare team. A
wide variety of intervention design and evaluation methods were used in previous studies in this area.7 As a
result, it is difficult to compare findings across studies. Some key emergent themes from the studies identified
included ‘sense of community’, ‘trust’, and ‘hierarchy’.

Sense of Community:

Healthcare teams experience frequent staffing changes due to the ongoing training and rotation of staff in
different hospitals, particularly among doctors in training48. One important finding of our review is that the
implementation of a daily huddle improved teamwork by facilitating team members to communicate with
each other in-person on a daily basis. This has been shown in the literature to be a specific intervention that
improves multidisciplinary teamwork21. The huddle allows multidisciplinary teams to raise safety incidents,
to address staffing gaps, and to outline the goals of care for each patient effectively and collaboratively.

Frequently used terms in the conclusions of the studies included in our review included ‘practice climate’,
‘working environments’, and ‘teamwork attitudes’. The huddle brought the team together on a daily basis to
remind them of their overall team goal – to improve the health and wellbeing of their patients collectively.
This heightened sense of community has a positive impact on the overall satisfaction of employees and
empowered them to work more productively and efficiently as a team.20

Trust:

Previous systematic reviews have highlighted the importance of trust relationships on staff members intention
to leave and work engagement.49 Those reviews also examined the influence of trust, communication, and
job satisfaction on healthcare workers’ performance. Our review suggests that the implementation of huddles
is one such intervention that improves trust in a workplace. Increased levels of trust were particularly noted
in three higher quality studies included in our review.35,36,38 This increased level of trust resulted in higher
safety incident reporting and improved interprofessional dynamics, leading to higher satisfaction among care
providers.

Hierarchical Differences:

Historically, interactions between healthcare teams have been dominated by doctors,50 and staff often classify
their ‘team’ as the other staff members of the same profession (e.g. medical team, nursing team etc.).
This contrasts to high reliability organisations such as military aviation and nuclear power who work more
collaboratively, and also have low accident and failure rates.51 Seven studies in our review1,32,34-37,40 reported
that huddles improved communication between various professional groups, primarily between doctors and
nurses. Having a structured interdisciplinary gathering bridges the communication barrier and allows the
multidisciplinary team to work more cohesively and collaborate collectively on a daily basis. However, one
study reported lower levels of job satisfaction with resident doctors taking part in the huddle.35 This was
due to a feeling of decreased autonomy and that it added to their often-overstretched workload.52 This
review highlights the importance that all team members take part in the huddle, regardless of seniority, to
ensure it is an ongoing process and to benefit from the collaboration and collegiality it can facilitate. This
collaboration and collegiality is a key component of improving teamwork among healthcare providers.

Strengths and limitations:

An important strength of this review is that it has systematically collated evidence on the impact huddles
can have on a healthcare team’s job satisfaction and teamwork. The lack of published data on the impact
of the huddle on work engagement highlights the need for future research in this area. The review adopted
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broad inclusion criteria and interrogated five major research databases to identify as many relevant studies as
possible. This review used two different appraisal tools to minimise bias and appraise the quality of included
studies. Due to the fact surveys used in the studies identified tended to report more positive outcomes, the
mixed methods approach of many of the studies included allowed us to see both sides more clearly, while
simultaneously allowing the data specifically to the huddle to be extracted and reviewed.

The variability in intervention models and in the measurement tools used in the studies we reviewed reflects
the lack of a standardised framework for huddle implementation and appraisal. Intervention models varied
from entire new care processes that incorporated a huddle33to a night-shift interprofessional huddle.36 Within
these, the comparable interventions were variously reported as ‘briefs’, ‘huddles’, or ‘pre-rounds’. This lack
of common language makes synthesising data and comparing studies challenging. This has previously been
documented in reviews related to huddles and patient handoffs.7,53 We would support the proposed taxonomy
and standardisation of reporting measures for future huddle-related studies as proposed by Franklin et
al,7 however we would also suggest that staff satisfaction is measured by a validated survey, such as the
Satisfaction of Employees in Health Care survey (SEHC)54 or the Hospital Survey on Patient Safety Culture
(HSOPSC)55 as part of the safety culture measures to support future comparability of studies.

However, a limitation of this review is that many studies implemented whole new care processes, rather than
just introducing the huddle concept. This makes it challenging to isolate the impact of the huddle when part
of a complex intervention. Additionally, the use of a validated common survey to evaluate outcomes was
rare. Publication bias may result in successful huddle programme implementations being over-represented in
the literature we identified. Finally, almost all the studies in our review were uncontrolled, pre-post studies,
conducted in a single hospital/ward, in one country, with relatively small sample sizes, and a lack of rigorous
study designs. All the studies included took place in the UK or the USA. We therefore cannot generalise the
findings to other health service contexts, or to low and middle-income countries.

CONCLUSION:

The findings of this systematic review highlight the potential value of a daily multidisciplinary healthcare
team huddle in terms of improved job satisfaction and teamwork for the healthcare staff involved. It con-
tributes an up-to-date synthesis of literature to the current body of work on healthcare staff retention,
communication in healthcare teams, and the importance of collegiality for both staff and patient outcomes.
Our review suggests that through strengthening workplace trust relationships, increasing the sense of commu-
nity and collaboration on healthcare teams, and applying collective leadership models to reduce hierarchical
frameworks that currently exist in healthcare settings, it may be possible to decrease turnover intention and
improve the overall engagement of staff. With the aforementioned high turnover rates of medical staff in the
UK and Ireland, it is important for the healthcare services to implement changes sooner rather than later.

Although much has been written about the value of huddles in healthcare settings, there is an apparent lack
of high-quality, peer-reviewed evidence regarding the direct impact of huddles on job satisfaction, teamwork
and particularly on work engagement. Further research – particularly controlled studies on adoption, imple-
mentation, and outcomes for healthcare team culture – is needed for this important intervention that can
strengthen health systems from community level to acute care.

REFERENCES:

1. Rodriguez HP, Meredith LS, Hamilton AB, Yano EM, Rubenstein LV. Huddle up!: The adoption
and use of structured team communication for VA medical home implementation. Health Care Manage
Rev.2015;40(4):286-299.

2. Edelson DP, Litzinger B, Arora V, et al. Improving in-hospital cardiac arrest process and outcomes with
performance debriefing.Arch Intern Med. 2008;168(10):1063-1069.

3. Leonard M, Graham S, Bonacum D. The human factor: the critical importance of effective teamwork and
communication in providing safe care. Qual Saf Health Care. 2004;13 Suppl 1:i85-90.

9



P
os

te
d

on
11

O
ct

20
21

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
63

39
81

65
.5

19
88

11
5/

v
1

—
T

h
is

is
a

p
re

p
ri

n
t.

V
er

si
o
n

o
f

R
ec

o
rd

av
a
il
a
b
le

a
t

h
tt

p
s:

/
/
d
o
i.
o
rg

/
1
0
.1

1
1
1
/
je

p
.1

3
6
4
8

4. Makary MA, Mukherjee A, Sexton JB, et al. Operating room briefings and wrong-site surgery. J Am Coll
Surg. 2007;204(2):236-243.

5. Paull DE, Mazzia LM, Wood SD, et al. Briefing guide study: preoperative briefing and postoperative
debriefing checklists in the Veterans Health Administration medical team training program. Am J Surg.
2010;200(5):620-623.

6. Hansson A, Friberg F, Segesten K, Gedda B, Mattsson B. Two sides of the coin - general practitioners’
experience of working in multidisciplinary teams. J Interprof Care. 2008;22(1):5-16.

7. Franklin BJ, Gandhi TK, Bates DW, et al. Impact of multidisciplinary team huddles on patient safety: a
systematic review and proposed taxonomy. BMJ Quality &amp;amp; Safety. 2020:bmjqs-2019-009911.

8. Aston J, Shi E, Bullot H, Galway R, Crisp J. Qualitative evaluation of regular morning meetings aimed
at improving interdisciplinary communication and patient outcomes. Int J Nurs Pract.2005;11(5):206-213.

9. Bonafide CP, Localio AR, Sternler S, et al. Safety Huddle Intervention for Reducing Physiologic Monitor
Alarms: A Hybrid Effectiveness-Implementation Cluster Randomized Trial. J Hosp Med. 2018;13(9):609-615.

10. Chan AY, Vadera S. Implementation of interdisciplinary neurosurgery morning huddle: Cost-effectiveness
and increased patient satisfaction.Journal of Neurosurgery. 2018;128(1):258-261.

11. Guo M, Tardif G, Bayley M. Medical Safety Huddles in Rehabilitation: A Novel Patient Safety Strategy.
Arch Phys Med Rehabil.2018;99(6):1217-1219.

12. Organization WH. User’s guide to the WHO global code of practice on the international recruitment of
health personnel. World Health Organization;2010.

13. Crowe S, Clarke N, Brugha R. ‘You do not cross them’: Hierarchy and emotion in doctors’ narratives of
power relations in specialist training. Social Science & Medicine. 2017;186:70-77.

14. West M, Coia D. Caring for doctors, caring for patients: how to transform UK healthcare

environments to support doctors and medical students to care for patients. General Medical Council; Nov
2019 2019.

15. Lambert EG, Lynne Hogan N, Barton SM. The impact of job satisfaction on turnover intent: a test of a
structural measurement model using a national sample of workers. The Social Science Journal.2001;38(2):233-
250.

16. Scanlan JN, Still M. Relationships between burnout, turnover intention, job satisfaction, job demands
and job resources for mental health personnel in an Australian mental health service. BMC Health Services
Research. 2019;19(1):62.

17. Hasenfeld Y. Human service organizations. 1983.

18. Linn LS, Brook RH, Clark VA, Davies AR, Fink A, Kosecoff J. Physician and patient satisfaction as
factors related to the organization of internal medicine group practices. Med Care.1985;23(10):1171-1178.

19. Bhatnagar K, Srivastava K. Job satisfaction in health-care organizations. Industrial Psychiatry Journal.
2012;21(1):75-78.

20. Goldenhar LM, Brady PW, Sutcliffe KM, Muething SE. Huddling for high reliability and situation
awareness. BMJ Qual Saf.2013;22(11):899-906.

21. Deneckere S, Euwema M, Van Herck P, et al. Care pathways lead to better teamwork: results of a
systematic review. Soc Sci Med.2012;75(2):264-268.

22. Leonard M, Graham S, Bonacum D. The human factor: the critical importance of effective teamwork
and communication in providing safe care. Quality and Safety in Health Care. 2004;13(suppl 1):i85.

10



P
os

te
d

on
11

O
ct

20
21

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
63

39
81

65
.5

19
88

11
5/

v
1

—
T

h
is

is
a

p
re

p
ri

n
t.

V
er

si
o
n

o
f

R
ec

o
rd

av
a
il
a
b
le

a
t

h
tt

p
s:

/
/
d
o
i.
o
rg

/
1
0
.1

1
1
1
/
je

p
.1

3
6
4
8

23. Clarke J. What is a systematic review? Evidence Based Nursing. 2011;14(3):64.

24. Wright RW, Brand RA, Dunn W, Spindler KP. How to write a systematic review. Clin Orthop Relat
Res. 2007;455:23-29.

25. Higgins JPT TJ, Chandler J, Cumpston M, Li T, Page MJ, Welch VA (editors). Cochrane Handbook
for Systematic Reviews of Interventions. In: Cochrane; 2019. Accessed 2 Jan 2020.

26. Liberati A, Altman DG, Tetzlaff J, et al. The PRISMA statement for reporting systematic reviews
and meta-analyses of studies that evaluate health care interventions: explanation and elaboration. PLoS
Med.2009;6(7):e1000100.

27. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for systematic reviews and
meta-analyses: the PRISMA statement.Int J Surg. 2010;8(5):336-341.

28. Campbell M, McKenzie JE, Sowden A, et al. Synthesis without meta-analysis (SWiM) in systematic
reviews: reporting guideline.BMJ. 2020;368:l6890.

29. De Brún A, O’Donovan R, McAuliffe E. Interventions to develop collectivistic leadership in healthcare
settings: a systematic review.BMC Health Services Research. 2019;19(1):72.

30. Glymph DC, Olenick M, Barbera S, Brown EL, Prestianni L, Miller C. Healthcare Utilizing Deliberate
Discussion Linking Events (HUDDLE): A Systematic Review. Aana j. 2015;83(3):183-188.

31. Pace R, Pluye P, Bartlett G, et al. Testing the reliability and efficiency of the pilot Mixed Methods
Appraisal Tool (MMAT) for systematic mixed studies review. Int J Nurs Stud.2012;49(1):47-53.

32. Dingley C, Daugherty K, Derieg MK, Persing R. Advances in Patient Safety

Improving Patient Safety Through Provider Communication Strategy Enhancements. In: Henriksen K, Batt-
les JB, Keyes MA, Grady ML, eds.Advances in Patient Safety: New Directions and Alternative Approaches
(Vol. 3: Performance and Tools). Rockville (MD): Agency for Healthcare Research and Quality (US); 2008.

33. Hastings SE, Suter E, Bloom J, Sharma K. Introduction of a team-based care model in a general medical
unit. BMC Health Services Research. 2016;16:1-12.

34. Jain AL, Jones KC, Simon J, Patterson MD. The impact of a daily pre-operative surgical huddle on
interruptions, delays, and surgeon satisfaction in an orthopedic operating room: A prospective study.Patient
Safety in Surgery. 2015;9(1).

35. Monash B, Najafi N, Mourad M, et al. Standardized Attending Rounds to Improve the Patient Experience:
A Pragmatic Cluster Randomized Controlled Trial. Journal of hospital medicine.2017;12(3):143-149.

36. Newman RE, Bingler MA, Bauer PN, Lee BR, Mann KJ. Rates of ICU transfers after a scheduled
night-shift interprofessional huddle.Hospital Pediatrics. 2016;6(4):234-242.

37. O’Malley AS, Gourevitch R, Draper K, Bond A, Tirodkar MA. Overcoming challenges to team-
work in patient-centered medical homes: a qualitative study. JGIM: Journal of General Internal Medici-
ne.2015;30(2):183-192.

38. Pannick S, Athanasiou T, Long SJ, Beveridge I, Sevdalis N. Translating staff experience into organi-
sational improvement: the HEADS-UP stepped wedge, cluster controlled, non-randomised trial.BMJ Open.
2017;7(7):e014333.

39. Scotten M, Manos EL, Malicoat A, Paolo AM. Minding the gap: Interprofessional communication during
inpatient and post discharge chasm care. Patient Educ Couns. 2015;98(7):895-900.

40. Stapley E, Sharples E, Lachman P, Lakhanpaul M, Wolpert M, Deighton J. Factors to consider in the
introduction of huddles on clinical wards: perceptions of staff on the SAFE programme. Int J Qual Health
Care. 2018;30(1):44-49.

11



P
os

te
d

on
11

O
ct

20
21

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
63

39
81

65
.5

19
88

11
5/

v
1

—
T

h
is

is
a

p
re

p
ri

n
t.

V
er

si
o
n

o
f

R
ec

o
rd

av
a
il
a
b
le

a
t

h
tt

p
s:

/
/
d
o
i.
o
rg

/
1
0
.1

1
1
1
/
je

p
.1

3
6
4
8

41. Thomas L, Galla C. Building a culture of safety through team training and engagement. BMJ Qual Saf.
2013;22(5):425-434.

42. Southwick F, Lewis M, Treloar D, et al. Applying athletic principles to medical rounds to improve
teaching and patient care. Acad Med.2014;89(7):1018-1023.

43. Rosenstein AH. Original research: nurse-physician relationships: impact on nurse satisfaction and reten-
tion. Am J Nurs.2002;102(6):26-34.

44. Robinson D, Buzzeo J, Fletcher L, et al. NIHR Staff Engagement in the NHS: Review of Practitioner
Studies of Engagement. Institute for Employment Studies; Oct 2014 2014.

45. Canadian Interprofessional Healthcare Collaborative. A National Interprofessional Competency Fra-
mework. 2010. http://ipcontherun.ca/wp-content/uploads/2014/06/National-Framework.pdf. Accessed 16
April 2020.

46. Frazier ML, Fainshmidt S, Klinger RL, Pezeshkan A, Vracheva V. Psychological Safety: A Meta-Analytic
Review and Extension.Personnel Psychology. 2017;70(1):113-165.

47. Dixon-Woods M, Baker R, Charles K, et al. Culture and behaviour in the English National Health Service:
overview of lessons from a large multimethod study. BMJ Quality &amp;amp; Safety. 2014;23(2):106.

48. Hayes L. Improving junior doctor handover between jobs. BMJ Quality Improvement Reports.
2014;3(1):u201125.w201713.

49. Okello DR, Gilson L. Exploring the influence of trust relationships on motivation in the health sector: a
systematic review. Hum Resour Health. 2015;13:16.

50. Fagin CM. Collaboration between nurses and physicians: no longer a choice. Acad Med. 1992;67(5):295-
303.

51. Managing the Unexpected: Resilient Performance in an Age of Uncertainty 2nd Edition by Karl E. Weick
and Kathleen M. Sutcliffe.Personnel Psychology. 2009;62(3):646-652.

52. Shoham-Yakubovich I, Carmel S, Zwanger L, Zaltcman T. Autonomy, job satisfaction and professional
self-image among nurses in the context of a physicians’ strike. Social Science & Medicine.1989;28(12):1315-
1320.

53. Robertson ER, Morgan L, Bird S, Catchpole K, McCulloch P. Interventions employed to improve intra-
hospital handover: a systematic review. BMJ Qual Saf. 2014;23(7):600-607.

54. Chang E, Cohen J, Koethe B, Smith K, Bir A. Measuring job satisfaction among healthcare staff in the
United States: a confirmatory factor analysis of the Satisfaction of Employees in Health Care (SEHC) survey.
International Journal for Quality in Health Care.2017;29(2):262-268.

55. Occelli P, Quenon JL, Kret M, et al. Validation of the French version of the Hospital Survey on Patient
Safety Culture questionnaire.Int J Qual Health Care. 2013;25(4):459-468.

Acknowledgements:

The authors wish to thank all cited authors for their contribution to published scientific articles.

This research is being funded by the Health Research Board (RL-2015-1588) and is supported by the Health
Service Executive.

Conflict of Interest Statements:

None declared

Table 1: Mixed Methods Appraisal Tool

12



P
os

te
d

on
11

O
ct

20
21

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
63

39
81

65
.5

19
88

11
5/

v
1

—
T

h
is

is
a

p
re

p
ri

n
t.

V
er

si
o
n

o
f

R
ec

o
rd

av
a
il
a
b
le

a
t

h
tt

p
s:

/
/
d
o
i.
o
rg

/
1
0
.1

1
1
1
/
je

p
.1

3
6
4
8

MIXED METHODS: Are there clear research questions? Do the collected data allow to address the research questions? Is there an adequate rationale for using a mixed methods design to address the research question? Are the different components of the study effectively integrated to answer the research question? Are the outputs of the integration of qualitative and quantitative components adequately interpreted? Are divergences and inconsistencies between quantitative and qualitative results adequately addressed? Do the different components of the study adhere to the quality criteria of each tradition of the methods involved?

Hastings Yes Yes Yes Yes Yes Yes Can’t tell
Jain Yes Can’t tell Yes Yes Can’t tell Can’t tell Can’t tell
Rodriguez Yes Yes Yes Yes Yes Yes Yes
RCT: Is randomization appropriately performed? Are the groups comparable at baseline? Are there complete outcome data? Are outcome assessors blinded to the intervention provided? Did the participants adhere to the assigned intervention?
Monash Yes Yes Yes Yes Yes Yes Yes
QUANTITATIVE Is the sampling strategy relevant to address the research question? Is the sample representative of the target population? Are the measurements appropriate? Is the risk of nonresponse bias low? Is the statistical analysis appropriate to answer the research question?
Newman Yes Yes Yes Yes Yes Yes Yes
Pannick Yes Yes Yes Yes Yes Yes Yes
Scotten Yes Yes Yes Can’t tell Yes Can’t tell Yes
Thomas Yes Yes Yes Can’t tell Yes Yes Yes
Dingley Yes Yes Yes Yes Yes Yes Yes
QUALITATIVE: Is the qualitative approach appropriate to answer the research question? Are the qualitative data collection methods adequate to address the research question? Are the findings adequately derived from the data? Is the interpretation of results sufficiently substantiated by data? Is there coherence between qualitative data sources, collection, analysis and interpretation?
Goldenhar Yes Yes Yes Yes Yes Yes Yes
O’Malley Yes Yes Yes Yes Yes Yes Yes
Stapley Yes Yes Yes Yes Yes Yes Yes

Table 2: Summary of Findings:

Reference
Study
Design Setting

Study
Sample Size

Methods of
Evaluation Intervention

Dingley et al,
2008

Uncontrolled
pre-post study

University-
based hospital
(USA)

2 hospital
units (495
communica-
tion
events)

Analysis of
495 communi-
cation
events

Structured
communica-
tion tool
including
huddle during
each shift

Goldenhar et
al, 2013

Qualitative
study using
semi-
structured
interviews and
focus groups

University-
based hospital
(USA)

10 key
informants, 21
focus group
participants

Analysis of
interview and
focus group
data

3-level huddle
system
operating at
different levels
of the staff
structure.
Group training
to implement
huddling

Hastings et al,
2016

Mixed
methods using
interviews and
uncontrolled
pre-post
surveys of staff
and patients,
plus
administrative
records

University-
based hospital
(USA)

15 interviews
with staff
post, 25 staff
surveys pre-
and post-, 26
patient
surveys pre-,
37 patient
surveys post-
intervention

Qualitative
analysis of
interview data,
qualitative
analysis of
staff and
patient
surveys,
quantitative
analysis of key
indicators
from
administrative
data.

New model on
delivering care
including
regular
huddles during
the day
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Reference
Study
Design Setting

Study
Sample Size

Methods of
Evaluation Intervention

Jain et al,
2015

Pilot study University-
based hospital
(USA)

3 surgeons,
plus surgical
teams
(totalling 65
operations)

Baseline and
timepoint
measurement
of surgical
outcomes,
interruptions,
and questions
from a
worksheet
completed by
surgeons for
each day’s
cases.

Daily
pre-operative
huddle using
template with
entire surgical
team

Monash et al,
2017

Cluster RCT University-based
hospital (USA)

Intervention
arm: 19
attendings + 60
trainees; 595
patients. Control
arm: 17
attendings + 61
trainees; 605
patients.

Audit of
adherence to
practice recom-
mendations;
patient
satisfaction
questionnaires
using Likert-type
scales; staff
questionnaires
based on
previously-
published
work

Workshop to
train teams on
daily pre-round
huddle as part of
a package of 5
Attending
Round practices

Newman et al,
2016

Retrospective
cohort study

University-
based hospital
(USA)

Resident (n=
26 Pre and 25
Post),
Cardiologist
(n= 14 pre
and 17 post)
and Nursing
(n= 14 pre
and 15 post)

Retrospective
chart review +
retrospective
pre-post
survey on
satisfaction
with the
intervention
and impact of
the
intervention
on team-based
communication

Intervention
arm teams
were trained in
5 Attending
Round
practices: 1)
pre-rounds
huddle; 2)
bedside
rounds; 3)
nurse
integration; 4)
real-time order
entry; 5)
whiteboard
updates. The
control arm
continued
normal
practices..
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Reference
Study
Design Setting

Study
Sample Size

Methods of
Evaluation Intervention

O’Malley et al,
2015

Qualitative
study using
in-depth
interviews

Community-
based facilities
(USA)

63 respondents
ranging from
physicians to
front-desk
staff.

In-depth
interviews
using
standardised
protocol
followed by
qualitative
analysis.

Team huddles
to support
communica-
tions (exact
type not
specified as
this paper
accessed a
large number
of
organisations/teams)

Pannick et al,
2017

Prospective
stepped-wedge
non-
randomised
cluster
controlled trial

University-
based hospital
(UK)

85 staff
members from
7 interdisci-
plinary
medical ward
teams

Anonymised
patient and
ward level
outcomes
extracted from
routinely
collected data
sets.
Anonymous
staff surveys
were
administered
at baseline
and 6 month
timepoint.

Prospective
Clinical Team
Surveillance
(PCTS) -
Intervention
program
comprised
structured
team briefing,
facilitation,
and feedback

Rodriguez et
al, 2015

Mixed
methods study
using
interviews and
surveys of staff

Community-
based facilities
(USA)

79 teamlet
member
interviews +
418 clinician
and staff
PCMH survey
responses
(total number
of individuals
unclear)

Analysis of
interview and
survey data
followed by
qualitative and
quantitative
analysis.

Patient
Aligned Care
Teams
(PACT)
initiative
including
structural
reorganisation
of teams
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Reference
Study
Design Setting

Study
Sample Size

Methods of
Evaluation Intervention

Scotten et al,
2015

Uncontrolled
pre-post study

University-
based hospital
(USA)

65 faculties
–number of
participants
unclear

Analysis of
questionnaire
data
completed at
baseline and
timepoints,
with providers
using
T-TAQ+,
T-TPQ++,
ITPS§,
AITCS¶, and
patients using
EHCPS#

TeamSTEPPS
introduced
with in situ
simulations
and
development
of an interpro-
fessional
transitional
care model
intervention
which included
telehealth
approaches for
patient /
provider
communication

Stapley et al,
2018

Qualitative
study using
semi-
structured
interviews

University-
based hospital
(UK)

76 staff Qualitative
analysis of
interview data.

‘SAFE’
(Situation
Awareness for
Everyone)
programme
which
incorporates
huddling

Thomas et al,
2013

Quality
improvement
report

Community-
based facilities
(USA)

Whole system
(1300 staff)

Adoption of
TeamSTEPPS
competencies
was assessed
using direct
observation
and anecdotes.
Effects of the
training was
evaluated,
using Hospital
Survey on
Patient Safety
Culture and
targeted
variables.

TeamSTEPPS
training was
implemented
across the
system after
piloting.

+T-TAQ = TeamSTEPPS Teamwork Attitude questionnaire

++ T-TPQ = TeamSTEPPS Teamwork Perception questionnaire

§ ITPS = Interprofessional Team Performance Scale

¶ AITCS = Assessment of Interprofessional Team Collaboration Scale

16



P
os

te
d

on
11

O
ct

20
21

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
63

39
81

65
.5

19
88

11
5/

v
1

—
T

h
is

is
a

p
re

p
ri

n
t.

V
er

si
o
n

o
f

R
ec

o
rd

av
a
il
a
b
le

a
t

h
tt

p
s:

/
/
d
o
i.
o
rg

/
1
0
.1

1
1
1
/
je

p
.1

3
6
4
8

# EHCPS = Engagement with Healthcare Provider Scale

Table 3: Intervention Characteristics

Reference Length Content Delivery

Dingley et al, 2008 24 months Provider/Team
communication toolkit:
ISBAR+ Team Huddles
Multidisciplinary rounds
using daily goal sheets

Lectures and interactive
group activities on an
organisational and
departmental level with
follow-up education over
months, information
notebooks, concept
posters, visual reminders,
PowerPoint presentation,
‘champion’ roles.

Goldenhar et al, 2013 5 years Inter-related tiered
huddle system: Unit
huddle Inpatient huddle
Daily operations brief

Employed safety officers,
trained senior staff on
implementation,
gradually introduced the
concept following a pilot,
expanded number and
participants of huddles
over time

Hastings et al, 2016 14 months New care processes:
Name Occupation Duty
More timely initial
patient assessment
Comfort rounding by
HCAs Bedside shift
report by RNs Patient
whiteboards Rapid
rounds Care hub huddles
regularly

Collaborative practice
lead available to help
guide staff and provide
feedback, reorganisation
of teams to help
implementation

Jain et al, 2015 1 month for baseline, 6
weeks for data
collection

Daily pre-operative
huddle with entire
surgical team
completed prior to first
case of the day

Surgeons given a
template to follow for
the huddle, instructed
by author on how to
perform huddle

Monash et al, 2017 Unclear Attending Rounds
introduced: Pre-round
huddle Bedside rounds
Integrating bedside
nurses Completing
real-time order entry
using bedside computers
Updating patient’s
whiteboard with care
plan

Study investigators led a
1.5hr workshop to train
teams allocated to the
intervention arm,
informational handouts
distributed, control arm
not informed of study
aims

17



P
os

te
d

on
11

O
ct

20
21

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
63

39
81

65
.5

19
88

11
5/

v
1

—
T

h
is

is
a

p
re

p
ri

n
t.

V
er

si
o
n

o
f

R
ec

o
rd

av
a
il
a
b
le

a
t

h
tt

p
s:

/
/
d
o
i.
o
rg

/
1
0
.1

1
1
1
/
je

p
.1

3
6
4
8

Reference Length Content Delivery

Newman et al, 2016 24 months Night-shift
interprofessional huddle:
Rounding process with
overnight residents and
bedside nurses followed
by conference call among
residents, charge nurse,
and at-home cardiologist
Potential concerns
discussed with resident,
charge nurse, and
cardiologist

Not detailed.

O’Malley et al, 2015 N/A Generally a morning or
afternoon huddle that
lasted 5-10 minutes
with physician,
assistants, nurses, and
sometimes front-desk
staff.

N/A

Pannick et al, 2017 6 months Hospital Event Analysis
Describing Significant
Unanticipated Problems
(HEADS-UP) briefing:
Daily briefings with
teams Briefings could be
led by any member of the
ward team

Visual format delivered
to teams with options of
making minor changes,
facilitator to raise
concerns of frontline
teams about issues raised
in the HEADS-UP
briefings to bring about
tangible unit and
organisational-level
changes

Rodriguez et al, 2015 3 years at last data
collection

Huddle adoption and
use as part of Patient
Aligned Care Teams
Initiative

N/A

Scotten et al, 2015 12 months TeamSTEPPS: ISBAR+

format Daily briefs
CUS++ communication
tool to identify safety
concerns

Train-the-trainer
methodology, 2 hour
sessions for team
members on the project.

Stapley et al, 2018 16 months total, data
collected at 4 months

Situation Awareness For
Everyone (SAFE):
Huddling ISBAR+

PEWS§

Not specified.
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Reference Length Content Delivery

Thomas et al, 2013 3 years TeamSTEPPS¶: Briefs,
huddles, debriefs
Cross-monitoring,
feedback, advocacy,
two-challenge rule
CUS++, DESC# script,
Collaboration, ISBAR+

Call-out, check-back,
handoff

2.5 day master trainer
course, 4hr fundamental
course for all staff
providing direct patient
care, essentials course for
all non-clinical staff

+ ISBAR; Identify, Situation, Background, Assessment, Recommendation

++ CUS; I am Concerned, I am Uncomfortable, This is a Safety issue

§PEWS; Paediatric Early Warning Systems

¶ TeamSTEPPS; Team Strategies and Tools to Enhance Performance and Patient Safety

# DESC; D, Describe the specific situation; E, Express your concerns about the action; S, Suggest other
alternatives; C, Consequences should be stated

Figure Legends:

Figure 1: PRISMA flow diagram of selection of eligible studies
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