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Abstract:  
 

In emergency and prehospital settings, effective collaboration among healthcare 

professionals, including physicians, nurses, health assistants, and emergency medical 

services (EMS) personnel, is critical for improving patient outcomes. The dynamic 

nature of emergency care demands swift decision-making and competence, 

underscoring the necessity for a cohesive team environment. When healthcare providers 

work in collaboration, they can share crucial information, leverage their collective 

expertise, and implement evidence-based protocols more efficiently. This integrated 

approach minimizes errors, enhances communication, and facilitates a smoother 

transition of care for patients, thereby decreasing morbidity and mortality rates in high-

pressure situations. Research has shown that strong teamwork in emergency situations 

can significantly influence patient outcomes. Interprofessional education and training 

programs that emphasize collaboration foster a shared understanding among team 

members regarding roles and responsibilities, ultimately leading to more coordinated 

care. Moreover, regular debriefing sessions and simulation training can help refine 

teamwork skills and improve conflict resolution strategies under stress. By promoting a 

culture of collaboration, healthcare facilities can better equip their teams to respond 

effectively to emergencies, resulting in improved clinical outcomes, patient satisfaction, 

and overall community health resilience. 

 

1. Introduction 
 

The chain of survival for a time-sensitive condition 

like trauma, stroke, or myocardial infarction begins 

not within the walls of the hospital, but at the scene 

of the incident. EMS personnel—paramedics and 

emergency medical technicians—are the first 

medical responders, initiating critical interventions 

and forming the vital link between the community 

and the hospital emergency department (ED). The 

quality of the handover between EMS and the in-

hospital team is a pivotal moment fraught with 

potential for error. Studies have shown that 

ineffective communication during this transition 

can lead to delays in diagnosis and treatment, 

medication errors, and omissions of critical clinical 

information. A systematic review found that up to 

67% of handoffs in emergency care are incomplete, 

with significant clinical information being lost [1]. 

This breakdown in the initial collaborative link can 

compromise the entire subsequent course of patient 

management. 

Upon arrival at the ED, the patient enters a complex 

microsystem where the interplay between 

physicians, nurses, and health assistants dictates the 

pace and quality of care. The traditional model of a 

hierarchical, physician-dominated structure is 

increasingly recognized as inadequate and even 

dangerous in this context. Modern emergency 

medicine relies on a culture of interdisciplinary 

collaboration where the unique knowledge and 

skills of each team member are valued and 

leveraged. Nurses, who provide continuous bedside 

monitoring and possess a holistic view of the 

patient's condition, are often the first to detect 

subtle signs of clinical deterioration. Their ability to 

effectively communicate these concerns to 

physicians—and the physicians' willingness to 

listen and act—is a cornerstone of patient safety. 

Research by Forster et al. indicates that failures in 

nurse-physician communication are a contributing 

factor in over 60% of sentinel events reported to 

The Joint Commission [2]. 

The role of health assistants in this ecosystem, 

while sometimes overlooked, is indispensable to 

team efficiency and effectiveness. By performing 

essential tasks such as obtaining vital signs, 

transporting patients, assisting with procedures, and 

ensuring the availability of equipment, they free up 

nurses and physicians to focus on higher-order 

clinical decision-making and complex 

interventions. When this support system functions 

seamlessly, the entire team operates more 

efficiently, reducing door-to-balloon times for 

STEMI patients, accelerating the administration of 

antibiotics for sepsis, and ensuring timely computed 

tomography (CT) scans for stroke victims. A study 

focused on sepsis care demonstrated that teams 

with well-defined roles and strong mutual support 

were able to achieve a 25% reduction in time-to-

antibiotic administration, a key metric linked to 

improved survival [3]. 

The consequences of poor teamwork are severe and 

quantifiable. They manifest not only as medical 

errors but also as significant delays in care. In 

trauma resuscitation, for example, the concept of 

the "golden hour" emphasizes the critical 

importance of rapid, coordinated intervention. A 

study of trauma team performance found that teams 

with poor communication and unclear leadership 

had significantly longer times to key interventions, 

such as intubation and chest tube insertion, which 

correlated with worse patient outcomes [4]. Beyond 

clinical outcomes, dysfunctional teamwork 

contributes to a toxic work environment, 

characterized by high levels of stress, burnout, and 
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staff turnover among all professional groups, 

further eroding the resilience of the emergency care 

system [5]. 

The theoretical foundation for understanding these 

dynamics is rooted in concepts like Crew Resource 

Management (CRM), adapted from the aviation 

industry. CRM principles, such as assertive 

communication, shared situational awareness, 

cross-monitoring, and flattened hierarchy, have 

been successfully applied in healthcare to improve 

team performance [6]. When a nurse feels 

empowered to question a physician's order if they 

suspect an error, or when a paramedic provides a 

structured handoff using a tool like IMIST-AMBO 

(Introduction, Mechanism, Injuries, Signs, 

Treatment, Allergies, Medications, Background, 

Other issues), the entire system becomes safer [7]. 

The global COVID-19 pandemic served as a stark 

stress test for emergency care collaboration, 

simultaneously highlighting its critical importance 

and exposing its vulnerabilities. The need for rapid 

donning of personal protective equipment (PPE), 

the management of novel clinical syndromes, and 

the constant adaptation to new protocols demanded 

an unprecedented level of team coordination and 

trust. Research emerging from the pandemic has 

shown that hospitals with pre-existing, high-

functioning interdisciplinary teams were better able 

to adapt and maintain patient safety standards 

during the crisis [8]. 

 

2. EMS as the First Point of Care and Critical 

Handover Challenges 

The scope of practice for EMS personnel has 

expanded significantly, transforming them from 

"ambance drivers" to highly skilled clinicians 

operating in dynamic and often hazardous 

environments. Modern paramedics are trained to 

perform advanced procedures such as endotracheal 

intubation, needle decompression for tension 

pneumothorax, intraosseous access, and administer 

a wide range of medications, from analgesics and 

antiemetics to thrombolytics in some systems. For 

conditions like ST-elevation myocardial infarction 

(STEMI), severe trauma, and stroke, the 

interventions initiated in the prehospital setting are 

time-critical and directly linked to survival and 

functional recovery. The American Heart 

Association emphasizes that for every minute 

defibrillation is delayed in cardiac arrest, the 

chance of survival decreases by 7-10% [13]. 

Similarly, for stroke patients, prehospital 

notification by EMS has been shown to reduce 

door-to-computed tomography (CT) scan times and 

increase the likelihood of receiving timely 

thrombolytic therapy [14]. This demonstrates that 

the EMS team is not merely a transport service but 

an integral component of the acute care delivery 

system, whose clinical judgments and actions have 

a profound and immediate impact on mortality and 

morbidity. 

However, the life-saving potential of prehospital 

care can be severely undermined by the challenges 

inherent in the handover process at the emergency 

department. The transition of a patient from the 

EMS crew to the ED staff represents one of the 

most vulnerable points in the patient journey, a "hot 

zone" for potential communication failures and 

clinical errors. This handover is typically 

characterized by high stress, simultaneous 

activities, and significant information asymmetry—

the paramedics possess a wealth of contextual 

information about the scene and the patient's initial 

condition that is not readily available to the 

receiving team. Studies have consistently shown 

that this transition is fraught with peril. A 

comprehensive analysis of handover 

communication found that in over 50% of cases, 

essential information such as the patient's history, 

mechanism of injury, or prehospital treatments was 

either omitted or inaccurately conveyed [15]. Such 

omissions can lead to delays in diagnosis, 

duplication of assessments, administration of 

contraindicated medications, or a failure to 

appreciate the severity of the patient's condition. 

The root causes of these handover deficiencies are 

multifaceted. Time pressure is a constant factor, 

with EMS crews often needing to quickly return to 

service for the next emergency, and ED staff 

juggling multiple incoming patients. The absence of 

a standardized communication protocol exacerbates 

this problem, leading to unstructured, fragmented 

narratives that are highly susceptible to 

interruption. Furthermore, a persistent, albeit often 

unspoken, hierarchical barrier can exist between in-

hospital physicians and prehospital personnel, 

sometimes leading to the dismissal of the EMS 

report as merely "field impressions" rather than 

valuable clinical data [16]. This cultural divide can 

prevent the effective transfer of critical insights, 

such as a paramedic's suspicion of an evolving 

stroke based on subtle facial asymmetry observed at 

the scene, which may have resolved by the time the 

physician assesses the patient in the ED. 

The consequences of a flawed handover are not 

theoretical; they are measurable in terms of patient 

harm and system inefficiency. Research has linked 

poor handover quality to increased door-to-balloon 

times for STEMI patients, as the ED team may 

waste precious minutes re-establishing a diagnosis 

that was already made in the field [17]. In trauma 

cases, a failure to effectively communicate the 

mechanism of injury (e.g., a high-speed rollover or 
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a prolonged extrication) can lead to a 

underestimation of the potential for occult internal 

injuries, resulting in delayed imaging and 

intervention. The risk of medication errors is also 

significantly heightened; for instance, if the 

administration of a potent analgesic or sedative by 

EMS is not clearly communicated, the ED team 

might administer a additional dose, risking 

respiratory depression or hemodynamic instability. 

In response to these critical challenges, the 

implementation of structured communication tools 

has emerged as a powerful solution. Protocols like 

IMIST-AMBO (Introduction, Mechanism, Injuries, 

Signs, Treatment, Allergies, Medications, 

Background, Other issues) and MIST (Mechanism, 

Injuries, Signs, Treatment) provide a cognitive aid 

that ensures all essential information is conveyed in 

a logical and consistent sequence [18]. The use of 

such tools has been demonstrated to improve the 

completeness and accuracy of handovers, reduce 

interruptions, and enhance the receiving team's 

situational awareness. When a paramedic begins a 

handover with "This is John, a 65-year-old male. 

The mechanism was a fall from a 10-foot ladder. 

His initial injuries we noted were..." it creates a 

predictable structure that allows the ED team to 

listen actively and anticipate the flow of 

information. 

Technology is also playing an increasingly 

important role in bridging the prehospital-in-

hospital gap. The advent of telemedicine and 

electronic patient care records (ePCRs) that can be 

transmitted directly to the ED prior to arrival is 

revolutionizing this interface. With live video 

transmission from the ambulance, emergency 

physicians can visually assess a critical patient, 

guide complex procedures, and prepare the 

resuscitation bay with unprecedented specificity 

[19]. Similarly, the pre-arrival transmission of a 12-

lead ECG confirming a STEMI can activate the 

cardiac catheterization lab while the patient is still 

en route, shaving vital minutes off the time to 

reperfusion [20]. These technological 

advancements are transforming the handover from 

a discrete, stressful event into a more continuous 

process of information sharing, effectively 

extending the walls of the emergency department 

into the community. 

 

3. Communication Patterns Between Physicians 

and Nurses in the ED 

The traditional model of healthcare communication 

often followed a rigid, hierarchical structure where 

physicians gave orders and nurses executed them. 

While this model may have been functional in less 

complex healthcare environments, it is profoundly 

inadequate for the modern ED. The contemporary 

understanding recognizes that effective emergency 

care requires a collaborative partnership where both 

physicians and nurses contribute their distinct 

expertise to form a complete clinical picture. 

Nurses, by virtue of their continuous presence at the 

bedside, possess a longitudinal view of the patient's 

condition. They are often the first to detect subtle 

changes—a slight dip in blood pressure, an 

alteration in mental status, or a patient's offhand 

comment about a symptom—that may escape a 

physician during a focused but brief encounter. A 

study by Henneman et al. found that nurses' 

contributions to diagnosis and management were 

critical in 65% of cases in critical care settings, a 

finding readily extrapolated to the high-acuity 

environment of the ED [21]. Their ability to 

effectively "sell" their concerns to physicians—and 

the physicians' capacity to listen and integrate this 

information—forms a critical safety net. 

The communication tool known as SBAR 

(Situation, Background, Assessment, 

Recommendation) has been widely promoted as a 

solution to standardize these critical interactions. In 

theory, it provides a clear framework: the nurse 

states the Situation (e.g., "I'm calling about Mr. 

Smith in room 4"), provides 

the Background (relevant history and current 

status), offers their Assessment ("I'm concerned he's 

developing septic shock"), and concludes with 

a Recommendation ("I think he needs a lactate level 

and fluid bolus"). However, the real-world 

application of SBAR in the ED is often more 

complex. The tool's effectiveness is heavily 

dependent on the underlying culture. In a 

supportive environment, SBAR facilitates efficient 

and respectful communication. In a hierarchical 

one, the "R" (Recommendation) can be perceived 

as overstepping, leading nurses to self-censor and 

revert to a passive, information-only report, thereby 

defeating the tool's primary purpose [22]. The true 

value of SBAR is not in the acronym itself, but in 

its power to flatten the hierarchy and legitimize the 

nurse's role as a clinical problem-solver. 

Beyond structured tools, the patterns of everyday 

communication reveal much about the health of the 

interdisciplinary relationship. Interruptions during 

nurse-to-physician reports are exceedingly common 

in the ED and carry significant consequences. 

Research has documented that physicians interrupt 

nurses within the first 12 seconds of a conversation 

in over 70% of cases [23]. These interruptions, 

while sometimes driven by legitimate time 

pressures, disrupt the nurse's cognitive flow, often 

leading to the omission of key details. The 

unspoken message is that the physician's time and 

thought process are more valuable than the nurse's, 



Habibah Ibrahim Nasser Alnakhli, Waled Suliiman A Alibrahim, Mohammed Ahmed Fath Allah Almasoud et al. / IJCESEN 10-4(2024)2761-2770 

 

2765 

 

creating a culture of disrespect and discouraging 

future communication. Conversely, nurses may 

hesitate to initiate contact due to the "hassle 

factor"—the anticipation of a dismissive or hostile 

response from a busy or stressed physician. This 

phenomenon, known as "communication silencing," 

has been directly linked to missed or delayed 

recognition of patient deterioration [24]. 

The consequences of these communication 

breakdowns are quantifiable in terms of patient 

harm. A seminal study by The Joint Commission 

analyzed root causes of sentinel events and found 

that communication failures were a leading 

contributor, involved in over 60% of cases [25]. In 

the specific context of the ED, this can manifest as 

a delay in administering antibiotics for sepsis 

because the nurse's concern about a fever and 

tachycardia was not acted upon promptly. It can 

result in a missed diagnosis of compartment 

syndrome because the nurse's report of escalating 

pain was attributed to "anxiety." It can lead to a 

medication error when a verbal order is misheard 

during a chaotic resuscitation but not read back for 

confirmation due to perceived power dynamics. 

Each of these scenarios represents a systems 

failure, but at its core lies a failure of 

interdisciplinary communication. 

Conflict is an inevitable byproduct of any high-

stakes, fast-paced environment. In the ED, 

disagreements over patient priorities, treatment 

plans, or resource allocation are common. The 

critical factor is not the absence of conflict, but how 

it is managed. Unresolved or poorly handled 

conflict creates a toxic environment that erodes 

psychological safety—the shared belief that one 

can speak up with ideas, questions, or concerns 

without fear of punishment or humiliation. When 

psychological safety is low, team members are less 

likely to question a potential error, leading to a 

phenomenon known as "failure to rescue." A study 

of ED teams found that units with higher levels of 

reported psychological safety had significantly 

lower rates of reported medication errors and a 

higher rate of reporting near-misses, indicating a 

more robust safety culture [26]. 

Strategies to improve these vital dynamics must 

move beyond simplistic communication training to 

address the deeper cultural and systemic roots. 

Interdisciplinary simulation, where physicians and 

nurses train together in realistic scenarios, has 

proven highly effective. It allows teams to practice 

communication under pressure in a consequence-

free environment, building shared mental models 

and mutual respect. Post-simulation debriefings are 

particularly valuable for surfacing and addressing 

unproductive communication habits [27]. 

Furthermore, collaborative leadership models, such 

as co-leadership by a physician and nurse for 

specific clinical processes (e.g., trauma 

resuscitation, sepsis protocol), can formally 

institutionalize a partnership approach. 

Implementing structured interdisciplinary rounds, 

even brief "huddles" for high-acuity patients, 

creates a designated time and space for shared 

planning and information exchange, reducing the 

reliance on ad-hoc, interruption-prone 

conversations [28]. 

The integration of health technology also 

profoundly influences communication patterns. The 

electronic health record (EHR) can be either a 

bridge or a barrier. When used as a shared platform 

where both physicians and nurses document in real-

time, it can enhance situational awareness. 

However, when it promotes "charting silos" where 

professionals communicate indirectly through the 

chart rather than speaking directly, it can fragment 

care and create new risks. The physical design of 

the ED itself can either facilitate or hinder 

interaction. Centralized workstations that force 

proximity between physicians and nurses have been 

shown to increase the frequency and quality of 

informal communication compared to layouts with 

separate nursing and physician stations [29]. 

 

4. Vital Role of Health Assistants in Supporting 

Team Efficiency and Patient Flow 

The scope of responsibilities for health assistants in 

a modern ED is both broad and critical. They are 

typically responsible for obtaining and 

documenting initial vital signs, a task that serves as 

the first clinical data point for every patient and can 

trigger critical early warning systems. They 

perform phlebotomy and electrocardiograms 

(ECGs), procedures that are essential for diagnostic 

workups. They assist with patient mobility, turning, 

and transportation, which is crucial for preventing 

falls and pressure injuries, particularly in the 

elderly or immobilized trauma patient. 

Furthermore, they are responsible for stocking 

supplies, cleaning and preparing rooms between 

patients, and ensuring that essential equipment—

from suture kits to intubation trays—is immediately 

available and functional. In many departments, they 

also serve as the primary communicators with 

patients and families regarding wait times and 

logistical updates, acting as a vital interface that 

manages expectations and reduces anxiety. This 

diverse portfolio makes them the circulatory system 

of the ED, ensuring that the necessary resources 

and support are delivered where and when they are 

needed. 

The impact of health assistants on patient flow and 

departmental throughput is profound and 
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quantifiable. Patient flow, the movement of patients 

through the ED from registration to discharge or 

admission, is a key indicator of departmental 

efficiency and is heavily influenced by the 

performance of support tasks. Delays in any of 

these tasks create bottlenecks that ripple through 

the entire system. For instance, a delay in obtaining 

a blood sample means a delay in laboratory results, 

which in turn delays a physician's diagnostic or 

disposition decision. A study by Holden et al. 

demonstrated that EDs with optimized support staff 

roles could reduce the "door-to-doctor" time by as 

much as 20%, a significant improvement that 

directly impacts patient satisfaction and the risk of 

patients leaving without being seen [31]. Health 

assistants, by reliably and efficiently completing 

these foundational tasks, keep the clinical pipeline 

flowing smoothly. 

Beyond throughput, the role of health assistants is 

intrinsically linked to patient safety. Their constant 

presence on the unit and their frequent patient 

contact position them as additional sets of eyes and 

ears for the nursing and medical staff. A health 

assistant who is attentive may be the first to notice 

a patient in the waiting room whose condition is 

deteriorating, a phenomenon known as "waiting 

room failure." They may observe a change in a 

patient's breathing pattern while taking vital signs 

or hear a concerning comment from a patient 

during transport. When integrated into the 

communication loop and empowered to report their 

observations, they become a powerful extension of 

the nursing surveillance system. Research has 

shown that units that actively involve support staff 

in safety huddles and encourage them to voice 

concerns see a reduction in failure-to-rescue events 

[32]. Their role in maintaining a clean and well-

stocked environment also has direct safety 

implications, reducing the risk of hospital-acquired 

infections and ensuring that in an emergency, life-

saving equipment is readily at hand. 

Despite their critical role, health assistants often 

face significant challenges that can hinder their 

effectiveness and job satisfaction. They frequently 

operate with inadequate formal training specific to 

the high-acuity, high-stakes ED environment. The 

transition from a general nursing assistant role to 

the specialized context of the emergency 

department is not always supported by a robust 

orientation, leaving them unprepared for the pace 

and complexity of the work [33]. Furthermore, they 

commonly occupy the lowest rung on the 

departmental hierarchy, which can lead to their 

insights being dismissed or their work being taken 

for granted. This lack of recognition and integration 

can foster disengagement and high turnover, which 

is costly for the department and disruptive to team 

cohesion. A study on ED staff retention found that 

turnover among support staff was often higher than 

among clinical staff, and a primary reason cited was 

a feeling of being undervalued and not part of the 

core team [34]. 

The most effective emergency departments are 

those that intentionally integrate health assistants 

into the interdisciplinary team. This goes beyond 

simply assigning them tasks; it involves creating a 

culture of inclusion and respect. Practical strategies 

include involving them in bedside rounds and team 

huddles, where their observations are actively 

solicited. For example, during a trauma activation, 

a health assistant may be responsible for logging 

procedures, managing clothing and belongings, or 

assisting with patient positioning—all vital roles 

that, when understood and coordinated, contribute 

to a seamless resuscitation. Explicitly 

acknowledging their contributions and providing 

pathways for career advancement, such as support 

for further education to become EMTs or nurses, 

also fosters loyalty and improves morale [35]. 

The concept of the "multi-skilled" or "advanced" 

health assistant is an emerging model that further 

leverages their potential. In this model, health 

assistants receive additional, targeted training to 

perform more advanced skills, such as applying 

splints and simple dressings, performing urinary 

catheterization, or conducting point-of-care testing 

like urine pregnancy tests or rapid streptococcal 

tests. A controlled study evaluating this model 

found that it not only improved patient flow by 

reducing the burden on nurses but also significantly 

increased job satisfaction among the health 

assistants themselves, who reported feeling more 

challenged and valued [36]. This model represents 

a strategic investment in the support workforce that 

yields returns in both efficiency and staff 

engagement. 

Effective communication with and about health 

assistants is another critical element. Nurses must 

be skilled in delegating tasks clearly, specifying the 

task, the time frame, the expectations, and the 

required follow-up. The use of closed-loop 

communication—where the health assistant repeats 

back the instruction to confirm understanding—is 

as important here as it is in nurse-physician 

communication. From a systems perspective, the 

deployment of health assistants must be dynamic 

and responsive to the department's acuity. A 

centralized "resource coordinator" or charge nurse 

can strategically assign health assistants to areas of 

greatest need, such as helping to turn over rooms 

during a surge or focusing on obtaining ECGs for a 

cluster of chest pain patients, rather than having 

them operate from a static, pre-determined task list 

[37]. 
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5. Applying Crew Resource Management 

(CRM) Principle in emergency Teams 

 

At its core, CRM is not a checklist but a set of 

interrelated cognitive and interpersonal skills 

designed to improve team situational awareness, 

decision-making, and communication. The 

foundational principles include 

leadership/followership, situational awareness, 

assertiveness, communication, and resource 

utilization. In the context of an emergency team, 

effective leadership does not merely reside with the 

physician in charge. Instead, it involves the clear 

designation of a team leader who is responsible for 

directing efforts, allocating tasks, and maintaining 

the "big picture" view of the situation. This is 

complemented by skilled followership, where all 

team members, regardless of rank, actively execute 

their roles while simultaneously monitoring the 

environment and the leader's performance, feeling 

empowered to intervene if they perceive an error or 

omission [41]. 

Situational awareness—the perception of elements 

in the environment, comprehension of their 

meaning, and projection of their status in the near 

future—is perhaps the most critical CRM skill in 

the ED. A team with shared situational awareness 

understands not only the patient's immediate 

condition but also the resources available, the 

trajectory of the patient's illness, and potential 

pitfalls. This shared mental model allows for 

anticipatory rather than purely reactive care. For 

instance, during the resuscitation of a multi-trauma 

patient, a team with strong situational awareness 

will not only be focused on the current task of 

securing an airway but will also be preparing for 

potential chest tube insertion and arranging for 

immediate transport to the CT scanner. Loss of 

situational awareness, often referred to as "getting 

behind the power curve," is a common precursor to 

medical errors in the ED [42]. 

The principle of assertiveness is the engine that 

drives psychological safety within the team. CRM 

training explicitly teaches and encourages 

subordinates to speak up when they have a concern. 

This is operationalized through techniques like the 

"Two-Challenge Rule." If a team member (e.g., a 

nurse or paramedic) identifies a potential safety 

concern and voices it to the team leader (e.g., a 

physician) without receiving a satisfactory 

response, they are obligated to assert their concern 

a second time. If the concern is still not adequately 

addressed, they are empowered to take a stronger 

step, such as involving a supervisor or formally 

halting a procedure [43]. This structured approach 

provides a clear pathway for resolving 

disagreements under pressure, moving them from 

the realm of personal conflict to that of patient 

safety protocol. 

Communication in a CRM-informed team is 

characterized by structure, clarity, and closed-loop 

verification. The use of standardized 

communication tools like SBAR (Situation, 

Background, Assessment, Recommendation) for 

reporting and checkbacks for verifying orders is a 

direct application of this principle. During a cardiac 

arrest, instead of a chaotic chorus of voices, a 

CRM-trained team uses clear, directed 

communication. For example, the team leader 

might state, "I am giving 1 mg of epinephrine IV," 

to which a nurse confirms, "1 mg of epinephrine 

IV," and after administration, closes the loop with, 

"1 mg of epinephrine IV is in." This process, while 

seemingly simple, prevents devastating medication 

errors in high-stress situations [44]. Furthermore, 

CRM emphasizes the importance of cross-

monitoring, where team members are actively 

watching each other's actions as a safety net. A 

paramedic might notice a colleague about to 

administer an incorrect drug dosage, or a nurse 

might spot a breach in sterile technique by a 

physician, and feel empowered to immediately 

point it out. 

The implementation of CRM in emergency settings 

has moved from theoretical promise to proven 

practice, with a growing body of evidence 

supporting its efficacy. Interdisciplinary simulation-

based CRM training has become a gold standard for 

instilling these principles. In these controlled but 

realistic environments, full ED teams—including 

physicians, nurses, health assistants, and often EMS 

personnel—manage simulated critical scenarios. 

The true value lies not in the scenario itself, but in 

the facilitated debriefing that follows, where teams 

can dissect their communication, leadership, and 

decision-making processes in a blame-free setting. 

A meta-analysis of CRM training in acute care 

domains found that it consistently led to 

improvements in team behaviors, attitudes, and, 

most importantly, a significant reduction in clinical 

errors [45]. 

The impact of CRM extends beyond simulated 

performance to tangible improvements in real-

world patient outcomes. In trauma care, the 

implementation of CRM principles has been linked 

to reduced time to key interventions, such as 

intubation and operating room transfer, and a 

corresponding decrease in mortality [46]. In the 

management of medical emergencies like sepsis, 

CRM-trained teams demonstrate better adherence 

to treatment bundles, leading to faster antibiotic 

administration and improved survival rates [47]. 

The principles are equally vital in the prehospital 

setting, where paramedic teams operating in 
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isolated and dynamic environments rely on clear 

communication and shared decision-making to 

manage complex patients. Studies of air medical 

teams, in particular, have shown that CRM training 

is associated with a significant reduction in aviation 

and clinical incidents [48]. 

Despite its proven benefits, the successful 

integration of CRM into the culture of an 

emergency department faces significant challenges. 

It requires a fundamental shift from a deep-seated 

culture of hierarchy and autonomy to one of 

collaboration and humility. Senior physicians may 

resist what they perceive as a challenge to their 

authority, while junior staff may be hesitant to 

adopt the required assertiveness. Sustaining the 

benefits of a one-time training session is difficult; 

CRM must be viewed as a continuous practice, 

reinforced through daily briefings, debriefings after 

real clinical events, and ongoing coaching [49]. 

Leadership commitment is paramount; unless 

department and hospital leaders model CRM 

behaviors themselves and hold staff accountable for 

using them, the initiative will be perceived as just 

another administrative mandate rather than a core 

clinical competency [50]. 

 

6. Conclusion 

This comprehensive examination of collaboration 

in emergency and prehospital settings reveals a 

fundamental truth: in the high-stakes environment 

of emergency care, optimal patient outcomes are 

achieved not through individual heroism but 

through exceptional teamwork. The evidence 

presented throughout this research demonstrates 

that the quality of collaboration among physicians, 

nurses, health assistants, and EMS personnel serves 

as a critical determinant in the chain of survival, 

directly influencing mortality rates, complication 

incidence, and overall healthcare system efficiency. 

The analysis began by establishing the crucial role 

of EMS as the first point of medical contact, where 

effective handover protocols and communication 

bridges the vulnerable gap between field care and 

hospital management. It then explored the core 

dynamics between physicians and nurses, 

highlighting how psychological safety, structured 

communication tools, and conflict resolution 

strategies transform this relationship into the engine 

of patient care within the emergency department. 

The vital, though often overlooked, contributions of 

health assistants were examined, demonstrating 

how their support functions create the necessary 

infrastructure for clinical excellence and optimal 

patient flow. Finally, the practical application of 

Crew Resource Management principles provided an 

evidence-based framework for integrating these 

diverse roles into a cohesive, high-reliability team. 
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