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Perspective

Introduction

The Veterans Health Administration (VHA) National Center for Patient Safety (NCPS) implemented the
national Medical Team Training (MTT) Program to improve surgical patient care. While team training has
been a recommended strategy to improve patient safety, there were few data proving its benefits in the
health care setting. Therefore, our strategy included a robust evaluation program—nhoping that our
experience would produce generalizable knowledge for other health care systems. In this article, we will
review our (largely positive) experience and highlight some of the success factors and challenges.

The Program

After a 2-month period of preparation and planning, a day-long learning session was held for VHA facilities
that provide surgical services. The operating room was closed to facilitate attendance. Using crew resource
management theory drawn from aviation, staff was trained to work together as a team, challenge each
other when they identified safety risks, conduct checklist-guided preoperative briefings and postoperative
debriefings, and implement other communication strategies. We conducted quarterly follow-up interviews
with the implementation team for 1 year to coach and assess implementation of the MTT Program.(1-2)
Participants completed a Safety Attitudes Questionnaire (SAQ) (3) at baseline and follow-up. VA Surgical
Quality Improvement Program (VASQIP) data was assessed for outcomes.(1) A mobile point of care high-
tech simulation component was added later in the program.

Results

We found an association between implementation of the MTT program and surgical mortality: an 18%
reduction in annual mortality for the 74 sites in the training program compared with a 7% reduction for the
34 sites that had not yet been trained.(1) The trained sites also reported improved communication,
increased staff awareness, and improved equipment use during surgery.(1)
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Lessons Learned
There were many lessons learned from the implementation of this program.
Leadership

The first is the value of leadership support.(4) The program was mandated by VHA top leadership.
Planning calls were held with senior facility and surgical leaders. Among potential predictors measured at
the time of the learning sessions, we found that facility leadership was the strongest predictor of future
implementation of preoperative briefings and postoperative debriefings.(4)

Local champions and microsystem implementation

One component of the program that we carried over from conducting the national Breakthrough Series (5-7
) was to engage the teams in extensive "preparation and planning.” Rather than simply providing training,
each facility participated in at least two calls to help them form a team, engage leadership support, and
develop a plan for change. It was also helpful to start with early adopters and willing volunteers to help
implement the changes.(8) These local champions jump-started the process for their site. The pivotal role
of the Operating Room Nurse Manager in the success of the briefing and debriefing process cannot be
overemphasized.(9) MTT faculty helped sites initiate changes, using the Plan-Do-Study-Act cycle, before
standardizing the process.(10) We encouraged teams to start small, such as with one surgical specialty,
and then to end big by implementing the program for all surgical cases. Sites were allowed to customize
the briefing and debriefing tools and processes for their local environment, which helped with buy-in.
Examples of briefing tools (checklists) were posted on the NCPS Web site, and teams were encouraged to
adapt and modify these tools (see Figure 2 in Neily [2]). Sites could also customize the process and tools
for different surgical specialties, for example eye or orthopedic cases.

While allowing this flexibility in implementation of tools, certain parts of the program were inviolable. For
example, we required that all facilities conduct briefings and debriefings as part of their program. Many
participants later told us that having briefings and debriefings as a required component gave them a focus
for implementation. So, requiring certain key actions while remaining flexible about the way the actions
were implemented was a good strategy for change.

Follow-up support

We also learned the value of follow-up support. One of our major concerns was that sites would close the
operating room, train the clinicians, and then go back to "business as usual" the next day. To help prevent
this, we coached teams (by conference call) through site-specific quarterly interviews. During these calls,
we helped teams plan their next steps or discuss how to remove obstacles to change. This was helpful in
keeping sites on track with continued implementation. In addition, sites knew we would be following them
and that we had an expectation for change—this helped to move teams past their inertia to make changes
at the front line. We involved site-based leadership in the program at the learning session and encouraged
them to remain involved to promote continued improvement.

Peer-to-peer communication
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Most professional groups can more easily take in new information from a teacher from the same
profession.(8) Knowing this, we had the training delivered by a nurse and surgeon team. This modeled the
idea that different professions can collaborate as a team (including working through interprofessional
communication breakdowns), while at the same time using like-professions to communicate to the same
professional groups in the training.

Simulation

While our initial program plan did not call for the use of simulation, we were persuaded by emerging
evidence that simulation was an important adjunct for teaching crew resource management.(11-13) We
added it later in the program. We found that it is crucial to select the type of simulation equipment and
scenarios that will most likely accomplish the learning objectives of a given MTT training mission. We utilize
Gaba's dimensions of simulation applications.(11)

Adding simulation also adds complexity to team training. Providing routine maintenance and dealing with
unexpected equipment failures can be complex so we cannot overestimate the value of a dedicated
logistical team. Using existing simulation centers, especially at larger, university-affiliated medical centers,
has provided a welcome alternative when available. Making sure the simulation scenarios align with the
didactic material is important.

Another lesson we learned is the importance of measurement.(12) This measurement of the simulation is
different from the overall program evaluation because it provides immediate feedback to multidisciplinary
teams. Feedback domains included overall teamwork, communication, situational awareness, leadership,
and decision-making. This provides some structure to the debriefing discussion that follows each and every
simulation scenario. Teams take a moment to recognize their strengths and focus on areas for
improvement. Preliminary results have included improvement in self-reported confidence in teamwork and
communication as well as better performance measured by a validated observational tool.(14) We currently
utilize a global rating scale (Clinical Teamwork Scale).(15) Survey data was captured by adapting the Self
Efficacy of Teamwork Competencies Scale.(16) The combination of a survey and observational tool allows
for a comprehensive evaluation of patient safety skills acquired.

The final lesson learned from MTT simulation is the importance of debriefing. MTT instructors were trained
in and use the model described by Fanning and Gaba.(17) Instructors serve as facilitators to guide the
discussion. Questions are largely open-ended. Our version of MTT currently utilizes an oral debriefing
without video playback. There are advantages to video playback that need to be balanced against privacy
and confidentiality concerns for each team training program.(17)

Evaluation of the program

Evaluation of the overall MTT program was somewhat challenging because sites were not all trained at
once or randomized. Nevertheless, we chose a combination of paper and pencil surveys, telephone
interviews, and surgical outcome data to evaluate the overall program. This combination allowed us to track
the overall outcomes of the program nationally as well as capture local stories of patient safety
improvements—including potential adverse events that were avoided because of the program. We found
that a simple story of a patient who was spared having to suffer a surgical adverse event because the team
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conducted a briefing could be a more powerful description of the effect of the program—and motivator for
adoption or further training—than any statistical analysis.

Pitfalls to avoid

As with any large training, it is very important to have your ducks in a row. Each component of the program
builds on the next, so no step can be left out. It is critical to engage leadership so that everyone knows this
program is a priority. Preparation and planning must be done so that the change team is ready to
implement change the day after the training. There must be a proper space for training and the right
support so that the trainers can teach and the students can learn; and there must be good, consistent
follow through so that every team knows they have support and that there is an ongoing expectation for
change. To the extent that one of these pieces was left out of the training, teams did not fare as well.

Summary

MTT is an effective tool, moving health care toward high reliability, establishing a "fair and just culture," and
improving patient safety.(18) The success of MTT programs will depend on engagement of leadership,
local champions, and frontline providers; preparation and planning; a patient safety improvement project
with metrics and goals; interactive, interprofessional communication and teamwork training; and follow-up.(
19) Our experience demonstrates that, when these ingredients are present, MTT is associated with
improved staff morale and better patient outcomes.
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