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Purpose: The complexity of modern medicine requires high-performance teamwork to
ensure quality care. Teams rely on communication patterns that are replicable and efficient.
The purpose of this observational study was to characterize communication dynamics among
interprofessional team members during a team huddle. The study aimed to (a) characterize
communication within structured huddles on an inpatient medicine unit by evaluating who
talked and to whom and what types of communication took place during each interaction and
(b) explore participants’ perceptions of the huddles.

Materials and Methods: We used a sociogram to diagram direct observations of the
structure and patterns of group interaction. Through the sociogram, we documented the
flow and frequency of team members information exchange, questions, and requests. We
conducted two follow-up focus groups—one with residents and one with nurses.

Results: The most frequent type of interaction observed was information exchange: nurse to
resident (28.3%) and resident to nurse (47%). Both residents and nurses asked questions:
nurse to resident (7.4%) and resident to nurse (14.2%). Nurses made more requests of
residents (2.8%) than vice versa (0.3%). Four themes emerged from focus group analysis,
including the huddle promotes (1) a better-informed team, (2) relationship building, (3)
communication process efficiencies, and (4) logistical challenges.

Conclusion: Sociograms can serve as a novel tool to characterize what actually happens
during information exchange at the point of care and identify the nature of communication
among team members. Daily huddles among team members involved in the frontline of
patient care provides an opportunity to share information, requests, and questions and update
shared mental models to meet team objectives.

Keywords: interprofessional communication, direct observation, information exchange,

sociogram

Introduction

The association between poor team communication and medical errors points to the
need to link structured communication practices to interprofessional work pro-
cesses. Poor communication is a common cause of medical errors." Up to 91% of
self-reported errors by resident physicians result from poor communication, and
communication failures between residents and nurses result in delayed treatment,
medication errors, and inaccurate reporting of patient health status.” Studies of
communication between physicians and nurses demonstrate limited discussion
(50% to 62% of the time) of a patient between physician and nurse® and little
agreement on the patient priorities (17%) or planned procedures (11%) with some-

what improved agreement on planned medication changes (42%).*
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One strategy to improve communication among health-
care team members is to schedule structured interprofes-
sional communication as part of the day-to-day work rou-
Effective
distribution of information to other team members to pro-

tine. team communication involves the
mote the continuous updating of the team’s mental model.”
Effective team communication also includes the processes
through which team members interact to achieve an
outcome.”’ Scheduling structured interprofessional commu-
nication provides an opportunity for updating the team’s
mental model and provides a process through which team
members routinely interact.

An example of scheduled, structured interprofessional
communication includes “pre-briefs” or “team huddles”
that incorporate communication as part of the team process.
One study showed that interprofessional huddles increase
communication, allow for formalized patient-care planning,
and improve relationships among providers.® Team huddles
are goal-oriented, intentionally brief, and built into the nor-
mal workday routine. Huddles increase the quantity and
quality of information exchange and increase accountability.
More specifically, huddles allow for clarifying questions and
development of shared understanding.®” Huddle participants
have reported additional benefits, including that (a) partici-
pants felt encouraged to report concerns about patients rather
than remain silent, (b) nursing staff felt empowered to speak
up and publicly express disagreement, flattening the power
structure, and (¢) all providers reported an increased sense of
community and understanding of what challenges their team
members faced.’

Although the benefits of interprofessional team huddles
are well documented, the literature is limited regarding the
dynamics among team members during a huddle in the
general medical inpatient setting. The aim of this study
was to (a) characterize communication within structured
huddles on an inpatient medicine unit by evaluating who
talked and to whom and what types of communication
took place during each interaction throughout the huddle
and (b) explore participants’ perceptions of the huddles.

Materials and Methods
Setting and Background

An interprofessional team “huddle” was implemented at
a 361-bed acute care teaching hospital and the region’s
only Level 1 trauma center. Huddles took place on a 28-
bed inpatient medicine unit and had explicit goals to: (a)
verify team/patient assignments, (b) share overnight

information, and (c) establish daily goals of care. The
ward medical staff consisted of three physician teaching
teams that included an attending physician, two residents
(one off duty and one on duty), and two interns per team.
At the time of this study, nurses were assigned to patients
based on patient acuity and location of patient rooms.

The structure of the huddle was established based on
guidelines from the Crew Resource Management (CRM)
training program,® and health-care professionals at the
hospital were required to participate in CRM training.
Adopted by the health-care industry, CRM training is
focused on the cognitive and interpersonal skills needed
to effectively manage team-based, high-risk activity. CRM
trains for predictable and repeatable team briefings.’

Our huddle was both predictable and repeatable; it
occurred daily at the nurse’s station during nurse shift-
change and was time-limited (~20 minutes). The huddles
were added in addition to the attending physician-led
patient rounds and provided a unique opportunity for
nurses to share with resident physicians what happened
during the night and for the resident physicians to share
with nurses the tentative plans for the day. A resident,
multiple nurses, one unit clerk, and a pharmacist partici-
pated in the huddle. All members of the three patient-care
teams gathered at 8:00 a.m., and team huddles were con-
ducted consecutively. It was common for a nurse to be part
of more than one patient-care team based on nursing
assignments. The pharmacist and unit clerk were unit-
based and thus served in these roles for all three patient-
care teams. Residents were assigned by patient-care team
—the teams took turns to initiate their huddle to ensure
complete attendance. The resident initiated interactions by
calling out a patient room number; the nurse assigned to
the patient responded, and the communication exchange
began through a series of questions, requests, and informa-
tion—each communication exchange took approximately
1 minute per patient.

To ensure that each patient was represented during the
huddle, the team used the unit white board. The white
board listed each patient's room number, the patient’s
initials, the physician team assignment, and the nurse’s
last name and pager number. The unit clerk placed
a checkmark next to each patient as the team exchanged
information. If the team assignment changed, the unit clerk
updated the white board accordingly.

This project was initiated for quality improvement.
Ethical approval to observe and interview huddle partici-
pants was obtained through the University of Missouri

submit your manuscript

1584

Dove

Journal of Multidisciplinary Healthcare 2020:13


http://www.dovepress.com
http://www.dovepress.com

Dove

Royse et al

Institutional Review Board (IRB). Informed consent was
obtained following IRB guidelines and indicated that all
analysis would be de-identified and publication of
responses to questions would be anonymized. We con-
ducted direct observation of the huddle and completed
two focus groups after observations—one with residents
and one with nurses. Participants were selected for obser-
vation based on their assignment to the inpatient service.

Direct Observations with a Sociogram

We utilized a sociogram to diagram observations of the
structure and patterns of group interaction.'® Through
the sociogram (Figure 1) we documented the flow and
frequency of team-members information exchange,
questions, and requests. We customized the sociogram
to depict the inpatient nursing station where the huddle
took place. We used circles on the sociogram to repre-
sent participant positions within the huddle. The diag-
onal line represented the window at the nursing station.
Observations occurred each weekday at 8:00 a.m. on
the same inpatient ward. We observed three team hud-
dles each day for 16 days yielding 48 completed socio-
grams. All sociograms were completed by the same
researcher (LR) who also completed reflective field

Date: Team:

Name of Resident Leader:

White Board

Resident Leader

M/F

Pharmacist
M/F

Total number of patients:

Start Time:

notes at the end of each encounter with the purpose
of identifying patterns and points of clarification at the
end of each observation.'' Reflective field notes
informed the development of strategies to capture
data in the sociogram. A second observer (KH)
observed three sociograms.

The structure of the huddle required the resident to
begin each patient report (termed “patient volley”) by
stating a patient room number, and the nurse assigned to
that patient responded. Next, the resident initiated
a question, a request, or information to the nurse.
Using a multi-colored pen, we captured this first inter-
action by drawing a line from the “resident” circle to the
“nurse” circle. We captured the direction of communica-
tion with an arrow and annotated the type of commu-
nication as a question (?), a request (R), or information
(). If the nurse responded to the resident, a new line
was drawn using the same pen color from the nurse
circle back to the resident circle. We used the same
process to capture direction of communication and
type of communication. We documented each interaction
between participants and truncated the lines by using
a slash instead of the full line arrow. If a resident or

nurse provided multiple forms of communication during

End Time:

Legend

? = Question asked

R =Request

I =Info

D = Discharge that day possible

D# = Expected days before discharge

Figure | The sociogram used to document the flow and frequency of team-members information exchange, questions, and requests. The sociogram depicts the inpatient
nursing station where the huddle took place. Circles represent participant positions within the huddle. The diagonal line represents the window at the nursing station.
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the same interaction, symbols were written together
without a slash. To start the next patient volley, the
resident called out a new patient room number. The
following are examples of two directly observed patient
volleys:

Patient Volley 1

Patient Room 12

That’s me.

This patient will likely be
discharged today, but I need
to speak with the social
worker first. (red line drawn
from resident circle to nurse
circle with arrowhead
pointed to nurse circle; line
labeled “T” for information)
Please talk to the caregiver—
she’s worried about his anxi-
ety. (red line drawn from
nurse circle to resident circle
with arrowhead pointed to
resident circle; line labeled
“R” for request)

Resident:
Nurse:
Interaction 1—Resident:

Interaction 2—Nurse:

Patient Volley 2

Patient Room 15

That’s me. (a different nurse
than volley 1)

This patient will not be dis-
charged any time soon.
(green line drawn from resi-
dent circle to nurse circle
with arrowhead pointed to
nurse circle; line labeled “I”
for information)

Please prescribe more pain
medication.  (green line
drawn from nurse circle to
resident circle with arrow-
head pointed to resident cir-
cle; line labeled “R” for
request)

How’s her mental state? (a
slash is written after the “I”
on the line drawn from resi-
dent circle to nurse circle,
and a “Q” for question is
written after the slash)

She is really out of it and delir-
ious. (a slash is drawn after the
“R” on the line drawn from
nurse circle to resident circle,
and an “T” for information is
written after the slash)

Resident:
Nurse:

Interaction 1—Resident:

Interaction 2—Nurse:

Interaction 3—Resident:

Interaction 4—Nurse:

Data from completed sociograms were input into
a Microsoft Excel 2010 file we termed a “sociomatrix”
and verified.

Participant Focus Groups

We conducted two focus groups with huddle participants
—one with residents and one with nurses. The rationale
for conducting focus groups separately was to provide
a comfortable environment for participants to share their
unique experiences and answer questions pertaining to the
roles and expectations of other health professionals parti-
cipating in the huddle. The facilitator used follow-up ques-
tioning and a focus group guide (see Appendix) to guide
and spark conversation.

A total of ten residents were observed, and all were
invited to the focus group. A total of four nursing staff
who participated in the observed huddles and were still
working at the hospital were invited to the focus group.
Multiple invitation reminders were sent to encourage indi-
viduals to participate. Four residents and two nurses parti-
cipated in focus groups. Both focus groups were facilitated
by the same researcher (KH), and both discussions were
typed in real-time by the same scribe (LR). Typed tran-
scripts were reviewed by the facilitator to endorse
accuracy.

Content analysis of focus group transcripts was com-
pleted using the constant comparative approach.'*'?
Responses to each focus group question were used to
develop a coding scheme that was progressively refined.
A research assistant reviewed all completed coding and
concurred with the findings.

Actions taken to enhance trustworthiness include: (a)
a second observer (KH) observed three sociograms, (b)
reflective field notes helped identify patterns, methodolo-
gical problems, and points of clarification at the end of
each observation, (c) a research assistant reviewed all
completed focus group coding and concurred with the
findings, and (d) we aligned data from direct observations
with themes from the focus groups to verify concurring
results.

Results

Direct Observations

Figure 2 illustrates one completed sociogram. Table 1 illus-
trates a completed sociomatrix from three sociograms. We
included up to six interactions per patient volley in the

sociomatrix.
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Date: q ' (’ Team: ﬂ-

Name of Resident Leader:

White Board

Resident Leader

VO

Start Time: g:o 1’ End Time: ’: ' 5

q..

Total number of patients:

Legend

? =Question asked

R =Request

I =Info

D = Discharge that day possible

D# = Expected days before discharge

Figure 2 Sample of one completed sociogram. Using a multi-colored pen, we captured the first interaction by drawing a line from the “resident” circle to the “nurse” circle.
We captured the direction of communication with an arrow and annotated the type of communication as a question (?), a request (R), or information (l). If the nurse
responded to the resident, a new line was drawn using the same pen color from the nurse circle back to the resident circle. We used the same process to capture direction
of communication and type of communication. We documented each interaction between participants and truncated the lines by using a slash instead of the full line arrow. If
a resident or nurse provided multiple forms of communication during the same interaction, symbols were written together without a slash.

There was an average of 2.89 interactions per volley.
Analysis of data from all observed interactions showed
the most frequent type of interaction was information
exchange: nurse to resident (28.3%) and resident to
nurse (47%). Residents asked nurses more questions
(14.2%) than vice versa (7.4%), and nurses made more
requests of residents (2.8%) than residents made of
nurses (0.3%).

Analysis of each type of interaction per team huddle
indicated an average of 17 information interactions, 5
question interactions, and 1 request interaction between
residents and nurses. Nineteen interactions took place
between the resident and pharmacist during six of the
observed huddles;
between resident and pharmacist (13), some were ques-

most were information sharing
tions between resident and pharmacist (5), and there was
one request made from pharmacist to resident. There
were zero interactions observed between pharmacist

and nurse.

Focus Groups

Content analysis of the resident and nurse focus groups
resulted in four overarching themes, including the huddle
promotes: (1) a better-informed team, (2) relationship
building, (3) communication process efficiencies, and (4)
logistical challenges. Table 2 includes themes aligned with
representative quotes.

A Better-Informed Team

When asked what motivated the huddle, nurses indicated
that they needed to transfer the night report from nursing
staff, including information not put in orders and they also
needed to know the plan for the day. One stated “The
ability for the nurse to know the plan for the day was
a big part of where it came about.” Another described:

Things would happen overnight ... pain prescriptions, one-
time dose of something . .. some of these things and precau-
tions were not put in actual orders, so the huddle gave us the
opportunity to communicate these things to the residents. The

Journal of Multidisciplinary Healthcare 2020:13
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Table | Sample Sociomatrix with Data from Three Sociograms. We Included Up to Six Interactions per Patient Volley in Each
Sociomatrix

Date Initial Start-Interaction | Interaction 2 Interaction 3

Resident
Info to

Nurse

Resident
Question

to Nurse

Resident
Request

to Nurse

Nurse
Info to
Resident

Nurse
Question
to Resident

Nurse
Request to

Resident

Resident Info

to Nurse

Resident
Question to

Nurse

Resident
Request

to Nurse

Team |

Volley | |

Volley 2 | 1

Volley 3 | 1

Volley 4 | |

Volley 5 | | |
Volley 6 | |

Volley 7 | |

Volley 8 | |

Volley 9 | 1

Team 2
Volley |
Volley 2
Volley 3
Volley 4
Volley 5 [ | |
Volley 6 | | |
Volley 7 | 1 | |
Team 3

Volley |
Volley 2
Volley 3
Volley 4
Totals: 18 3 0 10 5 0 8 3 |

huddle allowed for more big-picture planning ... residents from night staff, so timing allowed less possibility for
would use information and provide us with the plan for

the day.

the nurses to forget what happened.

Another stated that the “huddle saved a lot of potential

Another said: accidents because nurses brought things to our attention

Residents would take notes during the huddle and this we didn’t know about.

Residents also described presenting patient information

made them more prepared for rounds ... they weren’t

put on the spot in front of the attending during rounds. about discharge and/or future plans of care to the team:

When asked to describe what happened during the We would inform the nursing staff about discharging the

huddle, residents reported they often received new patient patient either that day or a later day and provide future

. . . lans of care for each patient ... It was the best opportu-
information from nurses. One resident stated: P P PP

nity for me to communicate patient plan.

We received feedback from the nurses about patient issues. . .
P The huddle provided time for “...

questions or concerns and check things we may have

. . . . . nurses to air an
Many times this was information we did not know. We Y
want to get the direct story from nursing staft who are the

direct caregivers of the patient. missed.” Another resident stated, “Nursing staff realized

they are a big source of our teaching ... they recognize

Another commented that: you don’t know everything and serve as a safety net.” One

There is no other point in the day you would have that resident described the huddle as providing an opportunity

interaction with the nursing staff about what happened for nurses to add to the patient report: [I could] “prepare

overnight ... nurses had just received direct checkout ahead of time and then ask if they have anything to add.”
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Interaction 4 Interaction 5 Interaction 6 Volley Has > 6
Interactions
Nurse Nurse Nurse Resident Resident Resident Nurse Nurse Nurse
Info to Question to Request to Info to Question to Request to Info to Question to Request to
Resident Resident Resident Nurse Nurse Nurse Resident Resident Resident
|
|

| | | |

| | |

| | [ |
|
| | | |

| |

|

| |
4 5 | 5 | | | 2 3

Relationship Building

The huddle promoted relationship building by making the
nurses feel like they were part of the communication
process:

It provided a way for the nurse to be a part of the com-
munication process, face-to-face with the residents ... it
was an opportunity to advocate for your patient ... [and

tell them] this is what I’m concerned about.

The nurses stated that the face-to-face time with the resi-
dents made them more approachable: “We got to know the
residents and built rapport ... and made them easier to
approach.”

Residents indicated the huddle promoted relationship
building with nurses and increased trust. One resident

stated:

Having everyone in a tight space helped identify which
nurse had which patient and allowed us to know who the
nurse was and which patient they were responsible for on
that day.

Another indicated the huddle gave them an opportunity to

learn nurse’s names:

It was no longer Nurse X; you knew their name. It became
my friend Rebecca instead of Nurse X. You see the nurse’s
face and their thought processes instead of a random voice
on the phone ... this increased my trust of them.

Some residents felt the huddle made the senior resi-
dents more approachable: “It makes you very approach-
able as a senior resident ... providing a moment where
nurses can talk to senior residents.” One resident felt the
huddle built rapport with the nurses and explained they
“made the nurses feel comfortable to call us and this
resulted in more give and take throughout the day either
in the hall or on the phone.”

When asked if the huddle created a flattened hierarchy,
residents acknowledged there was a hierarchy because
they led the huddle but stated “it didn’t seem like anyone
was uncomfortable speaking up ... we were the leaders

but everyone was open to ideas.” One resident indicated

Journal of Multidisciplinary Healthcare 2020:13
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Table 2 Themes from Analysis of Resident and Nurse Focus Groups Aligned with Representative Quotes

Themes

Representative Quotes

The huddle promoted a better-informed
team.

Nurse: Things would happen overnight ... pain prescriptions, one-time dose of something ... some of
these things and precautions were not put in actual orders, so the huddle gave us the opportunity to
communicate these things to the residents. The huddle allowed for more big-picture planning ...
residents would use information and provide us with the plan for the day.

Resident: There is no other point in the day you would have that interaction with the nursing staff
about what happened overnight ... nurses had just received direct checkout from night staff, so timing

allowed less possibility for the nurses to forget what happened.

The huddle promoted relationship
building.

Nurse: It provided a way for the nurse to be a part of the communication process, face-to-face with the
residents ... We got to know the residents and built rapport ... and made them easier to approach.
Resident: It was no longer Nurse X; you knew their name. It became my friend Rebecca instead of

Nurse X. You see the nurse's face and their thought processes instead of a random voice on the phone.

The huddle promoted communication

process efficiencies.

Nurse: Communication first thing in the morning reduced the number of calls to the resident
throughout the day.

Resident: The unit clerk and nurse may know who the attending physician is but they may not know
which resident was responsible for which patient on a certain day. The huddle provided an opportunity
to clarify which resident physician to call for which team ... identifying the right patient care provider

reduced calls throughout the day.

The huddle created logistical challenges.

Nurse: There were times the nurse could not be at the huddle because of patient-care issues.
Resident: It was difficult to align everything at one single time. All three senior residents showed up for
the huddle at 8:00 a.m. ... without having scheduled times for each team, we would wait until the other

residents gave report ... so time was wasted.

that the huddle allowed nurses to see that they are a big

part of resident teaching:

They were very nice about teaching us
make it obvious like ‘you didn’t know this’ as long as
the resident was receptive and didn’t act pompous . .. they

recognize you don’t know everything and serve as a safety

net.

streamlined communication by reducing the number of

erroneous calls:

... they didn’t The unit clerk and nurse may know who the attending
physician is but they may not know which resident was
responsible for which patient on a certain day. The huddle
provided an opportunity to clarify which resident physi-
cian to call for which team ... identifying the right patient

care provider reduced calls throughout the day.

Communication Process Efficiencies

Nurses indicated that the huddle was part of the regular
schedule and they organized their work differently because
of the huddle. Their morning process was night report
from nurse, patient assessment, then the huddle:

To prepare for the huddle, we reorganized our work . .. we
received the nurse night report at shift change and then
assessed each of our patients by looking at labs, meds, and
the patient ... then we had the huddle.

They believed the huddle reduced the number of calls to
the resident during the day: “Communication first thing in
the morning reduced the number of calls to the resident
throughout the day.”

Several residents indicated the huddle clarified which
physician to call for each patient-care team and this

Logistical Challenges
The nurses described logistical challenges with the huddle,
stating “there were times the nurse could not be at the
huddle because of patient-care issues.” They also acknowl-
edged that the timing could be difficult for residents
“because they had rounds right after the huddle ... and
they had to wait while other residents gave reports.” One
nurse indicated the environment was distracting “with the
phone going off and phlebotomist tube making noise.”
The residents felt the timing of the huddle was
a downside and that it was hard to be there at the right time.

It was difficult to align everything at one single time. All
three senior residents showed up for the huddle at 8:00

a.m. ... without having scheduled times for each team, we
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would wait until the other residents gave report ... so time
was wasted.

Discussion

This work builds on what is known regarding inpatient
medicine interprofessional team huddles by quantifying
the direction and frequency of interactions and the nature
of communication among team members. To advance
research on interdisciplinary teams, better measurement is
needed with “unobtrusive and real-time measures of team
performance that can be practically implemented, especially
in the field”.'* Novel use of a sociogram added specificity
to the team interactions and allowed us to identify the
different types and quantity of information shared within
the huddle. The sociogram provided a practical tool that we
used in the context of patient care to characterize and
document elements of team communication. Our sociogram
findings that most of the interactions were the sharing of
information and asking of questions are consistent with
findings from other studies’ and align with our focus
group findings suggesting the sociogram worked.

The safety and quality of patient care are dependent on
teamwork, communication, and a collaborative, profes-
sional practice environment.'” Practice-based interprofes-
sional communication interventions can improve
collaboration between nurses and physicians and have posi-
tive impacts on teamwork, health-care processes, and
outcomes.'®'® According to Salas et al,” three coordinating
mechanisms are critical to a team’s success, including (1)
shared mental models, (2) closed-loop communication, and
(3) mutual trust. These mechanisms are required for teams
to engage in components of effective teamwork. The use of
a huddle creates a structured framework in which closed-
loop communication can occur and ensures that all team
members are operating on the most up-to-date mental
model. Huddles promote proactive care by allowing profes-
sionals from multiple disciplines to contribute to the daily
plan. Finally, and perhaps most importantly, they promote
face-to-face interactions which, based on our focus groups,
promote team building and trust among team members.

Though instant messaging, electronic medical records,
and digital handoff tools have promoted the use of asyn-
chronous communication in medicine, our focus groups
suggest that direct, synchronous communication continues
to have an important role in high-quality patient care. An
important observation from our residents and nurses was
that face-to-face interactions decreased the barriers to

communication. Further, this provided an opportunity for
larger planning beyond the problem-oriented discussions
that tend to occur during nurse-physician phone calls.
While phone calls represent “hot action” communication
in which a decision and action is needed, the huddle
represents “cold action” in which there is more open
space for communication.'”*® It is likely that both the
combination of face-to-face and cold communication
space fostered resident-nurse relationship building. It also
allowed the dissemination of information about overnight
nursing events that are otherwise not well captured in the
electronic medical record.

At our institution, the interprofessional huddle has
“evolved” into interprofessional rounding at the patient
bedside. There is abundant interest in interprofessional

14,17,21-23

teams including studies of the effects of adding

patients and family members into interprofessional
rounding.z“_26 However, at our own institution, we have
noted some logistical concerns. As stated prior, nurses
often care for patients that reside on multiple internal
medicine teams. If rounds occur simultaneously, as fre-
quently occurs, nurses often have to choose which set of
bedside rounds to attend. Further, we found the later in the
morning these bedside rounds occur, the more likely
nurses will be engaged in other patient care activities. It
was notable that, despite the reported logistical concerns,
the 8:00 am huddles were well attended and seemed to fit
well into ongoing work flows.

Our study is the first we are aware of that characterizes
communication patterns in interprofessional huddles using
a sociogram. We believe this tool has broader applications
and could serve to better understand communication pat-
terns in other types of team settings. Future research could
use the sociogram to evaluate interprofessional rounding
and identify how the information exchange is changed in
the presence of additional team members and the patient
and/or family. Specifically, how do communication pat-
terns change in the presence of patients/family and how
do they fit into the communication flow?

There are several limitations to our study. First,
research was conducted at one institution on one medicine
unit. Second, a time-lapse between the huddle observa-
tions and focus group sessions likely contributed to the
low focus group participant number and recall bias. It took
time to complete sociogram analysis and focus groups
were conducted after that analysis. In addition, the disso-
lution of the huddle occurred after direct observations and
before the focus groups, limiting the number of directly
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observed nurse participants who still worked at the hospi-
tal. Our low focus group participant numbers did not allow
us to reach data saturation. Third, with such limited inter-
actions of the pharmacist within the huddle, we did not
pursue conducting focus groups and do not have sufficient
information to understand why there was no interaction
between pharmacist and nurse. Lastly, our observations
took place directly in the huddle and our presence may
have influenced participant’s behaviors.

Conclusion

Sociograms can serve as a useful tool for characterizing
the nature of communication among team members during
structured communication practices and identify who on
the team is talking or not talking. Daily huddles among
team members involved in the frontline of patient care
may foster mutual trust and shared decision-making and
provide an opportunity for team members to update their
shared mental models by communicating information,
requests, and questions to meet team objectives.
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