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Introduction: The emergency department (ED) is a setting where communication occurs often
and with potential consequences for patient care. In this study we sought to determine nurse and
physician perspectives on the nature and implications of effective and ineffective communication in
the ED.

Methods: We used a mixed-methods design, including an online survey followed by in-person focus
groups with emergency nurses (EN) and emergency physicians (EP). Participants were recruited
through email listserves to emergency staff at four hospitals. We integrated quantitative survey
results with focus-group themes.

Results: A total of 115 eligible ENs and EPs completed the initial questionnaire (50% response

rate from ENs, 65% response rate from EPs). Responses from nurses and physicians were similar;
both noted that poor communication is frequent, adversely affects patient care and ED function,
affects trust, particularly between individuals, and that non- verbal communication behaviors

affect team communication. In the focus groups (consisting of 18 EPs and 17 ENs), six themes
emerged: 1) Situations, built physical environment, and medium of communications all impact
quality of communication; 2) core elements of desired professional communication include respect
and attention, often conveyed through non-verbal behaviors; 3) poor communication begets poor
communication and influences interpersonal relationships; 4) effective communication is seen as
fundamental to patient care but also has impacts beyond patient care; 5) clinician gender and gender
dyads influence communication dynamics; and 6) participants were able to identify learning activities
and techniques for effective communication.

Conclusion: Emergency nurses and physicians across four EDs described failures of
communication as both frequent and significant to patient care. This study identified characteristics
of effective communication, complex factors influencing communication, and emphasized the whole-
team impact of communication quality. [West J Emerg Med. 2026;27(1)91-98.]

INTRODUCTION settings requires consistent, active communication within
Interpersonal communication is a fundamental skill in the team. Communication is subject to bias and error; thus,
emergency care.! Optimal care in high-acuity, high-volume optimizing it plays a cross-cutting role in patient safety and
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quality of care.>* Lapses in communication can negatively
affect the medical team’s functionality, strain individual
clinicians resulting in burnout, and are detrimental to patient
care.*> While teamwork and collaboration are emphasized in
the emergency department (ED),% particularly in resuscitation,
routine communications between emergency physicians

(EP) and emergency nurses (EN) in non-critical situations is
teamwork that has not been studied in depth yet potentially
affects all interactions.

The literature has examined challenges with nurse-
physician communication, finding that multidisciplinary teams’
communication can affect patient care positively or negatively.?
In a 2012 review of ED communication, when communication
was centered on patient care, individuals were prepared, prompt,
and minimized interruptions. The review identified challenges
to effective communication, including nurses and physicians
misunderstanding each other’s roles, hierarchical environments,
communication style (descriptive vs succinct), interruptions,
and stressful working environments.® Additional literature
identified factors associated with effective nurses- physician
communication, including mutual understanding, trust, respect,
and collaborative attitudes, and factors inhibiting effective
communication, including lack of communication, indirect modes
of communication (eg, via the electronic health record [EHR]
system), insufficient information, selective communication,
language, and cultural factors.>!

While there is literature addressing general physician/
nurse communication,'! little is known about direct interactions
specific to the ED. Studies related to ED communication focused
on areas tangential to effective communication among EN/EP
team members, for example, physician-patient interactions,'
physician-consultant exchanges,'*!* or handoffs.!>!¢ A better
understanding of EN/EP communication—including ineffective
communication—could facilitate intervention development
to systematically identify and ameliorate such interactions,
potentially decreasing errors, harm, costs, and stress on healthcare
staff. Our objective in this study was to explore effective and
ineffective communication, the influence of individual and
system factors on communication, and the perceived impact of
communication practices on quality and efficiency of care.

METHODS
Study Design

This was a mixed-methods study of EPs and ENs with
an explanatory sequential design, using focus-group data to
provide context and deeper insights into survey responses. '’
Participants completed an online survey to identify general
types and frequency of communication challenges and
facilitators and then attended focus groups further exploring and
characterizing the quantitative findings.

Study Participants and Setting
We defined ENs as registered nurses primarily employed in
ED. EPs were defined as physicians who were in their third year

Population Health Research Capsule

What do we already know about this issue?
Team communication in emergency medicine
is critical to quality care. Breakdowns in
communication lead to errors, breakdowns in
team dynamics, and patient harm.

What was the research question?
How often do communication breakdowns
occur and how can we counteract them?

What was the major finding of the study?
90% of emergency clinicians feel poor
communication occurs during every shift, and
95% believe it adversely affects patient care.

How does this improve population health?
This study identified characteristics of effective
communication, complex factors influencing
communication, and emphasized the whole-
department impact of communication quality.

of training or had completed training in emergency medicine
(EM). We included ENs/EPs practicing at least half of their
employment time in one of four EDs: an urban, academic Level
I trauma center (40,000 visits/year) that is the primary teaching
site for a three-year residency program; an urban community
ED 10 miles away (35,000 visits/year); a suburban community
ED approximately 20 miles away (9,000 visits/year); and a rural
ED 98 miles away (14,000 visits/year). Exclusion criteria were
less than two years of experience in emergency medicine and
working exclusively in a pediatric ED. These exclusion criteria
were chosen to ensure sufficient experience in EM. Clinicians
working solely in the pediatric ED were excluded because the
environment —a small, stable group of physicians and nurses,
low-volume practice, and small physical footprint—is sufficiently
distinct that we felt issues raised might not be generalizable to
other EDs.

Data Collection Tool

We developed a novel questionnaire to examine the
types, frequency, and impact of potential communication gaps
between healthcare clinicians caring for ED patients. The
initial email questionnaire was based on a literature review
of existing health communication literature and observed
experiences of study team members. Review details are in
Appendix A. Questions were guided by the Input-Mediator-
Output framework, conceptualizing how information flows
through systems.'® It has been applied to healthcare teamwork

Western Journal of Emergency Medicine
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and aligns with hospital communication processes, considering
clinical information and decision-making (inputs), staff and
communication systems (mediator), and team impacts and
patient outcomes (output). The questionnaire also included
basic information about participants, including role/degree,
practice experience, and demographic data.

The collaborative team reviewed and revised the
questionnaire through an iterative process of face validity
testing with structured feedback responses by individuals who
met inclusion criteria but were excluded from the final survey
population. The trial group responded to the questionnaire
twice, one week apart, to assess reliability, and responses were
identical 94% of the time. The final questionnaire (Appendix
B) had six items assessing frequency of poor or ineffective
communication, impact of communication on trust among
colleagues, ED clinical team functioning, patient care, and the
effect of non-verbal behaviors. Questions were single-answer
multiple choice questions.

An initial focus-group discussion guide was created
using the same framework and literature review, designed
to align with and provide depth and context to survey data.
The guide was reviewed by team members and evaluated
for face validity as described above for survey development.
The final interview guide (Appendix C) had six topics, with
suggested prompts and probes, exploring the importance
of EN/EP communication, needed and desired information
to be exchanged, good communication techniques, poor
communication techniques, identification of communication
gaps, and behaviors that contribute to communication.

Data Collection

ENSs/EPs in four different EDs were invited to participate
in the questionnaire via internal email listservs distributed by
ED nurse managers and medical directors. Invitees received
up to four requests to complete the survey through their work
emails. Respondents meeting inclusion criteria were invited
to take part in the full questionnaire. Those who completed
the questionnaire were invited to participate in focus groups
with EPs and ENs to characterize communication gaps further.
Questionnaire responses were stored anonymously to mask
responses from focus-group leaders. Questionnaire responses
led to discipline-based focus groups. Two trained interviewers
moderated focus groups, one a non-clinical co moderator (in
all groups), for consistency, and one a co-moderator from the
aligned discipline (nursing or medicine [DJ, NM, LH]), to
ensure clinical context, language, and nuance were conveyed
and captured. Moderators used prompts and probes to elicit
and clarify information. Focus groups lasted 60-90 minutes.
Patient safety was defined as accurate clinical assessments,
correct treatment interventions, and disposition plans that
minimize harm, but specific incidents were left to participant
opinion.

Focus groups were recorded on digital audio recording
software, transcribed verbatim using a human transcription

service (TranscriptionPuppy, Miami, FL), and entered into
qualitative data management software (MaxQDA 2018).
Transcripts were anonymized by replacing names with
numerical identifiers to maintain theme continuity from
individuals while protecting their identities.

Data Analysis

For demographic information and survey results, we
calculated summary statistics, stratified by role (EP/EN).

We used thematic analysis for focus group results
entailing identifying recurring patterns, themes, and categories
within the data relating to the nature and impact of different
communication behaviors in the ED. Preliminary codes were
created from major topic headings in the interview guide and
refined by iterative, repeated transcript analysis by the
research team, resulting in creation of an initial codebook with
definitions. Research team members reviewed and edited the
document together to ensure there was a shared understanding
of codes and to identify any needed revisions. Research team
members included both EPs and nurses, as well as a medical
student and a non-physician team member without experience
in ED research or practice. During study planning, data
collection, and analysis, we included individual reflection and
team discussion of the positionality of the ED team members
with respect to the data and power dynamics within the team.
An integrated codebook, consisting of mutually agreed-upon
codes, was entered into the MaxQDA database with the final
version of each transcript. Two independent coders (JP and
AQ) applied the coding scheme to each transcript. Notes taken
during interviews were reviewed to understand conversation
context, tone, and interactions among participants. Coding
discrepancies or ambiguities were resolved through discussion
during full team meetings.

We summarized major themes and subthemes into an
initial thematic framework based on commonalities, shared
meanings, and applicability to the research aims, including
alignment with broad survey topics. The study team
collaboratively finalized themes and selected illustrative
quotes representing the range of responses relevant to each
theme. Data interpretation differences were addressed through
discussion and re-review of transcripts and coded materials,
ensuring that quotes were understood fully and in context.

Ethical Approval and Competing Interests

The Oregon Health & Science University (OHSU)
Review Board exempted this study. The authors have no
competing interests. This study received institutional funding
from the OHSU Department of Emergency Medicine.

RESULTS

There were 146 survey respondents, with 115 eligible
participants, including 81 ENs (of 164 possible EN
participants, 50% response rate) and 34 EPs (of 52 possible
EPs, 65% response rate), who completed the entire survey.
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Table 1 lists EP/EN demographics. Each discipline was asked
the same six questions, with the results in Table 2. Although
the surveys were sent to four hospitals, several EPs/ ENs
worked at multiple sites. Therefore, participants represented
nine hospitals across seven healthcare systems.

A total of 18 EPs and 17 ENs agreed to participate in
focus groups separated by professional discipline. Seven focus
groups (three EP and four EN groups) were conducted. Some
focus group participants and facilitators/authors knew each
other from working together.

Table 1. Demographics of clinicians responding to a survey
regarding communication practices between emergency physicians
and emergency nurses.

Emergency Emergency nurses
Category physicians N=34 N=81
Sex
Male 14 (41.2%) 14 (17.3%)
Female 20 (58.5%) 65 (80.3%)
Prefer not to 0 (0%) 2 (2.5%)
answer
Age
<35 13 (38.2%) 31 (38.3%)
35-<45 15 (44.1%) 25 (30.9%)
45-<55 2 (5.9%) 13 (16.1%)
55+ 4 (11.8%) 12 (14.8%)
Experience
2-<5 years 13 (38.2%) 30 (37.1%)
5-<10 years 12 (35.3%) 16 (19.8%)
10-<15 3 (8.8%) 10 (12.4%)
15-<20 1(2.9%) 12 (14.8%)
>20 years 5(14.7%) 13 (16.1%)
Race
White 27 (79.4%) 73 (90.1%)
Asian 4 (11.8%) 0 (0%)
Prefer not to 3 (8.8%) 8 (9.9%)
identify
Ethnicity
Hispanic or 1(2.9%) 3(3.7%)
Latino

Non-Hispanic or
Latino

Prefer not to
identify
Primary practice
type
Urban academic
Urban/ suburban
Rural community

27 (79.4%)

6 (17.7%)

23 (67.7%)
8 (23.6%)
3 (8.7%)

72 (88.9%)

6 (7.4%)

42 (51.9%)
26 (32.1%)
13 (16.0%)

Survey Results

Table 2 summarizes survey results. Overall, ENs/EPs felt
poor or ineffective communication occurs commonly, most
agreeing that such communication occurs 1-4 times per shift.
Further, both disciplines agreed that these communication
challenges adversely affected patient care at least sometimes

Table 2. Questionnaire responses by clinicians responding to a
survey regarding communication practices between emergency
physicians and nurses.

Emergency
physicians (N=34)

Emergency
nurses (N=81)

How often on shift do you experience poor or ineffective
emergency physician-nurse (EP/EN)?

Never 1(3.0%) 5 (6.49%)
1-4 times per shift 26 (78.8%) 60 (77.9%)
5-10 times per shift 6 (18.2%) 11 (14.9%)
>10 times per shift 0 (0.0%) 1(1.3%)

How often does poor or ineffective EP/EN communication
adversely affect patient care?

Never 0 (0.0%) 6 (7.8%)
Sometimes 27 (81.8%) 53 (68.8%)
Often 5(15.2%) 17 (22.1%)
Always 1(3.0%) 1(1.3%)

How often does poor or ineffective EP/EN communication
prevent the ED clinical team from functioning?

Never 0 (0.0%) 4 (5.2%)
Sometimes 14 (42.2%) 39 (50.7%)
Often 16 (48.5%) 31 (40.3%)
Always 3 (9.0%) 3(3.9%)

How often does poor or ineffective EP/EN communication affect
the trust you place in the individual?

Never 2 (6.0%) 9 (11.7%)
Sometimes 19 (57.6%) 37 (48.1%)
Often 11 (33.3%) 29 (37.7%)
Always 1(3.0%) 2 (2.6%)

How often does poor or ineffective EP/EN communication affect
the trust you place in most EPs/ENs?

Never 15 (45.5%) 32 (41.60%)
Sometimes 17 (51.5%) 37 (48.1%)
Often 1(3.0%) 7 (9.1%)
Always 0 (0.0%) 1(1.3%)

How much are non-verbal behaviors a factor in effective team
communication in the ED?

Never 0 (0.0%) 0 (0.0%)
Sometimes 7 (21.2%) 43 (55.8%)
Often 23 (69.7%) 27 (35.1%)
Always 3(9.0%) 7(9.1%)

EN, emergency nurse; EP, emergency physician; ED, emergency
department.

Western Journal of Emergency Medicine
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and prevented the medical team from functioning well. Poor
EN/EP communication was felt to affect both the trust
afforded the individual dyad and “sometimes” the trust
afforded the entire discipline. Non-verbal behaviors were felt
to impact communication interactions.

Focus Group Results
Qualitative analysis identified six major themes,
summarized along with representative quotes in Table 3.

Theme 1: Situations, built physical environment, and medium
of communications all impact quality of communication.
Participants observed that certain clinical situations
tend to be associated with more effective communication,
for example, acute resuscitations where all parties are
physically and temporally close, while other situations tend
to have poorer communication, notably patients boarding
for prolonged periods in the ED with transitions between
multiple care teams. Further, situational elements influence
consistent communication. For example, if a group of
ENss is talking, the EP may be less likely to interrupt and
communicate with the specific EN about a specific patient.
Both disciplines identified preferences with regard to means
of communication. Face-to-face communication was most
appreciated. Common work areas facilitated communication
through proximity and presence. Telephone communication
was felt to be the second-best option, although concerns about
inopportune timing of calls and task interruption from calls
were raised by both disciplines. Electronic communications
(chart communications, nursing orders, or “sticky notes”)
through the EHR had ease-of-use advantages and potential for
positive communication; however, it could also cause conflict.
Electronic communications were felt to have the greatest
risk of misinterpretation, as well as the highest risk of being
ignored or missed by the receiving party. However, it was felt
to be a non-intrusive way to communicate simple messages
(for example, “labs are back,” or “pain medicine ordered”).
Other technologies (video chat, voicemail) were not thought to
be practical in the ED.

Theme 2: Core elements of desired professional
communication include respect, closed-loop communication,
and attention, often conveyed through non-verbal behaviors.

Participants identified communication components
important for effective information transfer and the EN/EP
relationship, including specific verbal and non-verbal actions.
Conveying respect for colleagues, recognizing the training
and experience of the other person, explicitly acknowledging
receipt of communication, and physically demonstrating
listening were mentioned by both disciplines as necessary
components communication. Nonverbal behaviors were noted
to impact the quality of communication. Making eye contact,
turning toward a speaker, and nodding at appropriate moments
to acknowledge active listening were positive behaviors

that conveyed respect and strengthened the relationship.
Conversely, behaviors such as arm crossing, continuing typing
while someone is talking, and not making eye contact or eye-
rolling were noted to have negative impacts on the EP/EN
relationship. Traditional medical hierarchy has physicians at
the top and nurses in subordinate roles.'* Participants agreed
that although this traditional dynamic is changing, persisting
manifestations such as lack of respect toward nurses from
physicians can make effective communication difficult for
nurses.'* Participants agreed both parties share communication
responsibility and that both disciplines have challenges
initiating and sustaining good communication with one
another.

Theme 3: Poor communication begets poor communication in
later interactions.

Participants reflected that the absence of Theme 2 critical
elements may beget communication hesitance, resulting
in poor communication and team disconnect. Participants
shared that ENs with information may hesitate to relay
the information to an EP if there has been a prior negative
interaction with that EP, or with physicians in general.
Additionally, EPs may not share information they have with
ENs if they do not believe that there is an immediate need for
the EN to know that detail, losing the opportunity to exchange
further information.

Theme 4: Effective communication is seen as fundamental to
patient care but also has impacts beyond patient care.

Both disciplines agreed communication is critically
important for team dynamics that translate into the quality
of care that patients receive. Participants described key roles
of effective communication, including creating a shared
understanding of the patient’s clinical status and care plan,
guiding their clinical actions, and affecting their ability
to communicate with patients and families. Participants
expressed that poor communication leads to decrements in
care, not just for the immediate patient, but potentially for
all patients cared for by the EN/EP dyad. Participants also
noted that perceived positive or negative communication had
spillover effects, impacting care beyond any single case, as it
affects the “feeling” of the entire department.

Theme 5: Clinician gender and gender dyads influence
communication dynamics.

Age was downplayed as a positive or negative impact
factor with experienced EPs/ENs having good and bad
communication habits in equal portions. Experience working
together did tend to lead toward positive communication.
Sex seemed to play a role in communication dynamics. The
greatest communication conflict (noted by both disciplines)
involved communication in female/female physician/
nurse dyads. Male/male communication dyads had the least
perceived conflict, with males often finding commonalities to

Volume 27, No. 1: January 2026
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Table 3. Summary of themes with illustrative quotes from focus groups examining communication between emergency physicians and

emergency nurses.

Theme

lllustrative quote(s)

1: Situations, built physical environment, and medium of
communications all impact quality of communication.

2: Core elements of desired professional communication include
respect, closed-loop communication, and attention, often
conveyed through non-verbal behaviors.

3: Poor communication begets poor communication in later
interactions

4: Effective communication is seen as fundamental to patient
care but also has impacts beyond patient care

5: Clinician gender and gender dyads influence communication
dynamics, age and experience dyads did not.

Physician 5 — “It is a challenge where the departments are set
up [with] nurses and the doctors [seated] in separate areas ...
doctors’ room on the side and then like the nurses’ on the back
hallway ... it's hard to communicate with the nurses [because] |
can'’t just look up and see them.”

Physician 3 — “making eye contact and facing the person that
you're talking with is a great concept”

Nurse 4 — “stopping and turning away from the computer for a
second if you need to be heard is a clear sign of respect.”

Physician 4 — “If someone is talking to you, give them the respect
of looking at them, [and] turning around.”

Nurse 2 - “It was told to me that | was completely off base... |
should go away. Maybe it would [be] safer and better for the
patient if me and this doctor stopped talking to each other.”

Nurse 2 - “There’s people whose ego is there and if they have

a nurse telling them what to do, then they absolutely will not do
what is being said to the point of where safety is completely
compromised. | need to stop talking to this person, they need to
figure it out on their own, because talking to them now is actually
making them dig in more.”

Nurse 1 - “Communication... is... the most important [thing]

in regard to patient care. More so than actual knowledge...
simply because if you work with someone who isn’t a great
communicator then it’s really hard to fully understand what'’s
expected next of you and [to] communicate what we’re seeing to
a physician or a team that isn’t otherwise at bedside.”

Nurse 5 - “Her [physician] coming up to me and explaining why
she wants to go this way -- or that way -- feels inviting for me to
contribute, and to have open communication with the patient.”
Physician 1 - “Team communication is critical to our job and it's
implicit in what we do every day. Without it, there are significant
roadblocks and things are less efficient, but only if you have
clear communication amongst the whole team. Plans are more
quickly seen through. Patient outcomes, | think, are better and it
gives a feeling of the department working as a whole and not just
individuals providing care.”

Physician 5 - “I think the more communication errors | perceived
are just the small ones that don’t affect the patient care directly
but they affect relationships in the department. And again, it gets
back to the trust and respect thing.”

Physician 2: “| think that males can be assertive without being
perceived as bitchy. | think that female-to-female interaction
between a ... female team leader physician and ... female nurse,
| think that that dynamic actually can sometimes be more tense.”

Nurse 3: “There’s so much more ... casual sports conversations
that go on between the male nurses and the male docs. And you
see ... so much more communication happen between them,
even about ... patients ... I've definitely had feelings of ... like |
can’t even talk to you right now, or I’'m not part of this group right
now”

Western Journal of Emergency Medicine
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Table 3. Continued.

Theme

lllustrative quote(s)

6: Techniques for effective communication can be implemented.

Physician 3: “There are courses like TeamSTEPPS that can help
with communication, | don’t know that they are specific to
emergency medicine, though.”

discuss or bond over that are outside patient care and medical
work. Male/female EN/EP or EP/EN combinations were not
perceived to have excessive communication challenges.

Theme 6. Techniques for effective communication can be
implemented.

Participants identified structured learning activities
and techniques that might contribute to more effective
communication behaviors in the ED. Activities mentioned
include programs like TeamSTEPPS or American Heart
Association life support classes. Specific techniques
mentioned include closed-loop communication, creating
a shared mental model, and asking clarifying questions.
However, as identified under Theme 1, such learning activities
are focused on high-acuity situations (eg, resuscitations) and
not routine care of more stable and long-term patients.

DISCUSSION

Our multisite, exploratory mixed-methods study of
EPs/ Ens communication demonstrated that both disciplines
consider communication vital to high-quality care, yet it is
often inadequate. ENs/EPs share views on the occurrence of
communication failures and impact on patient care, shared
perspectives on characteristics of effective communication
and responsibility for communicating well, effect of
communication on the team’s “feel” at work, and the need
for better communication outside episodic resuscitation care
(where existing communication training tends to focus).
Most participants felt communication gaps had a significant
impact on patients and team dynamics and that non-verbal
communication affects the quality and perception of
communication. The persistence of hierarchies and lack of
respect and recognition of knowledge and experience were felt
more heavily among ENs.

Current literature recognizes communication as vital
to patient care, and poor or lacking communication can
have detrimental effects on patient outcomes.'”?° Our study
corroborated previous findings in other settings. We identified
times when communication was highly effective, with positive
returns in care, including in-person episodes of acute team-
based care. In-person communication continued to be the
most common and preferred means of communicating, despite
advances in technologies.?!

Respondents observed that sex and nurse/physician sex
dyads do affect inter-disciplinary communication, consistent
with prior literature. In a study of nurse and resident

physicians, Manchada et al found that female/female EN/EP
interactions can be strained,” more than male/male (EN/EP) or
female/male EN/EP (or EP/EN) relationships. They found that
ENs and resident EPs often had differences in communication
perception, with nurses feeling more comfortable asking for
clarification from female resident EPs, while female resident
EPs perceived questioning their care in a way male emergency
resident physicians did not experience. While we did not
purposefully over-sample or have built-in probes about sex
dynamics, we note that our sample was disproportionately
women, potentially creating an environment where such issues
might be more comfortably verbalized.

In the questionnaire, both disciplines indicated poor
communication affects the trust of the individual and
sometimes their discipline as a whole; within focus groups,
participants elaborated how poor communication initiates
a cascade of effects on patient safety, team function, and
interpersonal relationships. On a positive note, respondents
identified existing trainings and learnable communication
behaviors, suggesting teams can improve identified
communication issues. Further study is needed to evaluate
how to advance behaviors enhancing EN/EP communication
and relationships, how the physical space and technology
can be optimized to facilitate effective communication,
and optimal training to establish and sustain effective
communication.

LIMITATIONS

There are limitations to our study. Due to the anonymized
nature of the survey, we were unable to confirm there were no
repeat responders. Among those who self-identified for the
focus groups, there were no repeat responders. Response rates
were modest, potentially limiting generalizability. Surveying
within the study team’s own group may have biased the
sample in either direction (eg, encouraging or discouraging
participation due to familiarity); anonymity guarded against
concerns of privacy and confidentiality. However, the sample
was robust compared to other studies of its kind, and the
heterogeneity of responses suggests capture of a wide range of
experience and perspectives. While our sample had
heterogeneity in terms of setting, the data represents a single
state, and findings could be limited to this region. Given the
universality of many aspects of emergency care in the US, we
suspect few observations were uniquely local. Our sample was
not racial or ethnically diverse; while it is representative of the
workforce demographics in this study, it limits the
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generalizability and identification of intersectional elements of
communication in the ED setting. The communication impact
of sex dynamics was an unexpected finding; however, only
traditional male and female roles were explored, and non-
binary gender identities were not discussed.

CONCLUSION

Emergency nurses and emergency physicians across four
EDs described communication failures as common and
significant to patient care. This study identified characteristics
and modalities of effective communication, complex factors
influencing communication, including clinician sex dynamics
and type of care, and emphasized the impact on the whole
department impact of communication quality.

ACKNOWLEDGMENTS
This study was made possible by a local grant from the
OHSU Department of Emergency Medicine.

Address for Correspondence: David Jones MD, Oregon Health &
Science University, Department of Emergency Medicine, CDRC-
West 108D OHSU 3181 SW Sam Jackson Park Road Portland,
OR 97239. Email: Jonesdav@ohsu.edu.

Confiicts of Interest: By the WestJEM article submission agreement,
all authors are required to disclose all affiliations, funding sources
and financial or management relationships that could be perceived
as potential sources of bias. Grant funding for this study was
obtained from an internal OHSU Department of Emergency Medicine
grant. There are no conflicts of interest to declare.

Copyright. © 2026 Jones et al. This is an open access article
distributed in accordance with the terms of the Creative Commons
Attribution (CC BY 4.0) License. See: http://creativecommons.org/

licenses/by/4.0/

REFERENCES

1. Fairbanks RJ, Bisantz AM, Sunm M. Emergency department
communication links and patterns. Ann Emerg Med.
2007;50(4):396-406.

2. Kohn LT, Corrigan JM, Donaldson MS (editors). To Err Is Human:
Building a Safer Health System. Washington (DC): National
Academies Press. United States; 2000.

3. Eisenberg EM, Murphy AG, Sutcliffe K, et al. Communication in
emergency medicine: implications for patient safety 2005. Comm
Monogr. 72(4):390-413.

4. 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-i90.

5. Golu F, Cotel A, Sava NI, et al. The link between job demands,
burnout, and self-undermining of healthcare employees during the
COVID-19 pandemic: an underestimated threat? Healthcare (Basel).

10.

1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

2022;10(8):1408.

Collette AE, Wann K, Nevin ML, et al. An exploration of nurse-
physician perceptions of collaborative behavior. J Interprof Care.
2017;31(4):470-8.

Yu KT, Green RA. Critical aspects of emergency department
documentation and communication. Emerg Med Clin North Am.
2009;27(4):641-54-ix.

Crawford CL, Omery A, Seago JA. The challenges of nurse-
physician communication: a review of the evidence. J Nurse Adm.
2012;42(12):548-50.

St-Pierre F, Warsame R. Nuances of the female nurse-

physician relationship: an evolution across time. Mayo Clin Proc.
2020;95(5):1040-9.

Tan TC, Zhou H, Kelly M. Nurse-physician communication - an
integrated review. J Clin Nurs. 2017;26:(23-24):3974-89.

Lancaster G, Kolakowsky-Hayner S, Kovacich J, et al.
Interdisciplinary communication and collaboration among physicians,
nurses, and unlicensed assistive personnel. J Nurs Scholarsh.
2015;47(3):275-84.

Rhodes KV, Vieth T, He T, et al. Resuscitating the physician-patient
relationship: emergency department communication in an academic
medical center. Ann Emerg Med 2004;44(3):262-7.

Turner A, Adesina A, Pillow MT, et al. Perceptions of communication
between emergency medicine and internal medicine physicians. Am
J Emerg Med 2022;56:310-1.

Kessler C, Kutka BM, Badillo C. Consultation in the emergency
department: a qualitative analysis and review. J Emerg Med.
2012;42(6):704-11.

Hern HG, Gallahue FE, Burns BD, et al. Handoff practices in
emergency medicine: Are we making progress? Acad Emerg Med
2016;23(2):197-201.

Kessler C, Shakeel F, Hern HG, et al. A survey of handoff practices in
emergency medicine. Am J Med Qual. 2014;29(5):408-14.

Drauker CB, Rawl SM, Vode E, et al. Integration through connecting
in explanatory sequential mixed method studies. West J Nurs Res.
2020;42(12):1137-47.

Rosen MA, DiazGranados D, Dietz AS, et al. Teamwork in
healthcare: key discoveries enabling safer, high-quality care. Am
Psychol. 2018;73(4):433-50.

Foronda C, MacWilliams B, McArthur E. Interprofessional
communication in healthcare: an integrative review. Nurse Educ
Pract. 2016;19:36-40.

Calder LA, Forster AJ, Stiell IG, et al. Mapping out the emergency
department disposition decision for high acuity patients. Ann Emerg
Med. 2012;60(5):567-76.e4.

Benda NC, Hettinger AZ, Bizantz AM, et al. Communication in

the electronic age: an analysis of face-to-face physician-nurse
communication in the emergency department. J Healthc Inform Res.
2017;1(2):218-230.

Cleveland Manchanda EC, Chary AN, Zanial N, et al. The role of
gender in nurse-resident interactions: a mixed-methods study. West J
Emerg Med. 2021;22(4):919-30.

Western Journal of Emergency Medicine

Volume 27, No. 1: January 2026


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/



