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The role of team communication in adverse event reporting systems 
as a component of improving patient safety – A literature review

Abstract

Introduction. Patient safety is a key dimension of healthcare quality. Ineffective communication within clinical teams and 
limitations in the functioning of adverse event reporting systems are among the most common causes of preventable medical er-
rors. Nurses, as healthcare professionals in direct and continuous contact with patients, play a crucial role in identifying risks and 
conveying clinical information.

Aim. The aim of this study was to identify and synthesise scientifi c evidence on the impact of team communication and ad-
verse event reporting systems on patient safety within healthcare systems, with particular emphasis on the role of nurses as key 
participants in safety processes.

Material and methods. A scoping review of the literature was conducted in accordance with PRISMA-ScR guidelines. Pub-
Med, Scopus and Google Scholar were searched for publications from 2021 to 2025. Peer-reviewed articles in Polish and English 
addressing communication in healthcare teams, adverse event reporting systems and patient safety were included in the analysis.

Results. Ineffective communication is a signifi cant risk factor for adverse events. The use of structured communication mod-
els, such as SBAR, and training programmes based on TeamSTEPPS improves the quality of clinical information transfer and 
team collaboration. The effectiveness of adverse event reporting systems depends on organisational culture, institutional support 
and the absence of punitive consequences for reporting incidents.

Conclusions. Effective communication within healthcare teams and well-functioning adverse event reporting systems are es-
sential components of patient safety. The reviewed literature indicates that structured communication tools, such as SBAR and 
TeamSTEPPS, improve information transfer and interdisciplinary collaboration. At the same time, the effectiveness of reporting 
systems depends on organisational culture, particularly the presence of non-punitive approaches to incident reporting. Strengthen-
ing communication competencies among healthcare professionals, especially nurses, may contribute to improving patient safety 
and reducing preventable adverse events.

particularly in complex clinical environments characterised by 
a high risk of adverse events. Numerous studies have dem-
onstrated that communication failures, both among healthcare 
professionals and between staff and patients, are among the 
most common causes of patient safety incidents [2].

Nurses, as frontline healthcare professionals, play a key role 
in identifying risks, conveying information and preventing po-
tential medical errors. However, organisational systems and 
interpersonal barriers frequently limit effective communica-
tion. For example, research indicates that nurses often refrain 
from raising patient safety concerns due to fear of workplace 
reactions or professional hierarchy [3].

INTRODUCTION

Patient safety is one of the most important indicators of 
healthcare quality, and medical errors constitute a serious 
threat to patients’ health and lives worldwide. According to the 
World Health Organization, it is estimated that approximately 
one in ten patients experiences an adverse event during hos-
pitalisation, contributing to millions of cases of health-related 
harm each year, many of which are potentially preventable 
through improvements in communication and adverse event 
reporting systems [1].

Interpersonal communication and communication within 
clinical teams play a fundamental role in ensuring patient safety, 
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In response to these challenges, tools and strategies aimed 
at improving clinical communication have been developed.  
As a structured model for information exchange Situation–
Background–Assessment–Recommendation (SBAR), has been 
widely adopted in many healthcare systems as a method of im-
proving the quality of clinical information transfer and reducing 
errors during patient handovers between staff shifts [4].

Moreover, effective adverse event reporting systems are 
essential for building a culture of safety. Reporting adverse 
events enables analysis of the causes of errors and the imple-
mentation of corrective actions, which in itself constitutes 
one of the pillars of medical error prevention. However, some 
studies highlight barriers to reporting, including fear of conse-
quences and the absence of clear reporting structures, which 
limit the potential benefits of these systems [5].

In light of the available evidence, there is a clear need for 
a comprehensive review of the literature examining the im-
pact of communication and error reporting systems on patient 
safety, with particular emphasis on the role of nurses as key 
contributors to these processes. The present review aims to 
identify the most important communication tools and strate-
gies and to evaluate their effectiveness in preventing medical 
errors and improving patient safety.

AIM

The aim of the study was to identify and synthesise scientif-
ic evidence on the impact of team communication and adverse 
event reporting systems on patient safety within healthcare 
systems, with particular emphasis on the role of nurses as key 
participants in safety processes.

MATERIALS AND METHODS

Study design
A literature review was conducted in accordance with the 

PRISMA-ScR guidelines. The aim of the review was to iden-
tify the scope and nature of the available scientific evidence re-
garding the impact of team communication and adverse event 
reporting systems on patient safety.

Search strategy
The literature search was performed in the PubMed, Sco-

pus and Google Scholar databases for publications from Janu-
ary 2021 to December 2025. A combination of keywords and 
Boolean operators was applied, including: patient safety, com-
munication, nursing, adverse event reporting, medical errors, 
safety culture, SBAR, TeamSTEPPS.

Eligibility criteria
The analysis includes peer-reviewed scientific articles 

published in Polish or English that addresses communication 
within healthcare teams, adverse event reporting systems and 
their impact on patient safety were included in the analysis. 
Publications without access to the full text, studies of an ex-
clusively educational nature without reference to clinical prac-
tice, and preliminary reports were excluded.

Study Selection Process
The inclusion criteria comprised of original research and 

review articles published in English or Polish, addressing 
communication, nursing, and patient safety, or evaluating  

the effectiveness of communication frameworks (e.g., SBAR, 
TeamSTEPPS) and incident reporting systems. Exclusion cri-
teria encompassed studies published prior to 2020, abstracts 
lacking full-text access, research confined solely to education-
al contexts without practical hospital application, and studies 
presenting preliminary or pilot findings. The literature review 
entailed a rigorous assessment of study quality, methodologi-
cal approach, population characteristics, and conclusions per-
taining to patient safety. The process of study selection is de-
picted in the PRISMA flow diagram (Figure 1).

FIGURE 1. PRISMA flow diagram of the study selection process.

State of knowledge
Ineffective communication is a significant risk factor for 

medical errors and adverse events. Communication barriers 
include the absence of clearly defined procedures, profes-
sional hierarchy, and staff concerns regarding error reporting. 
Methods such as SBAR and TeamSTEPPS have been shown 
to substantially enhance the effectiveness of clinical infor-
mation exchange, reducing errors during patient handovers 
between staff shifts [4,8,10]. Incident reporting systems con-
tribute to the strengthening of a safety culture by enabling the 
analysis of error causes and the implementation of corrective 
measures. However, their effectiveness may be limited by staff 
apprehension about reporting consequences and the lack of a 
clearly structured reporting framework [5,11]. Training and 
education in communication and patient safety improve nurs-
es’ competencies and the efficacy of reporting systems [6,12]. 
Organisational safety culture is strongly associated with staff 
satisfaction and the quality of care. An open and supportive 
environment encourages incident reporting and reduces the 
risk of error recurrence [7,13] (Table 1).
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TABLE 1. Effectiveness of communication tools and reporting systems in nursing practice.

Author 
(Year) Communication Tool/System Population Study Design Key Findings

Soed et al. 
(2025) SBAR Nurses Scoping review

SBAR enhances communication accuracy, standardises handovers, 
improves interdisciplinary collaboration, and supports patient 

safety culture [4].
Abdulla Awn  
et al. (2025)

Incident  
reporting system Healthcare staff Review Main barriers: fear of consequences, lack of standardisation [5].

Jang et al. 
(2022)

Communication education  
programmes (SBAR,  

TeamSTEPPS, other tools)

Registered nurses 
in acute hospitals Scoping review Communication training is critical for patient safety [6].

Kuklińska J 
et al. (2022)

Patient Care Quality Assessment 
(PCQA)

Patients in public 
hospitals, Wroclaw Prospective study Emphasises the development ing of staff soft skills through  

motivational programmes [7].
Efendi et al. 
(2025) SBAR Inpatient ward 

nurses
Cross-sectional 

quantitative study
SBAR improves communication effectiveness and patient safety 

[8].
Pazar et al. 
(2024) SBAR Paediatric surgery 

nurses Semi-experimental Enhanced collaboration, communication, and adverse  
event reporting [9].

Yun et al. 
(2023)

SBAR-based simulation  
programmes Nursing students Systematic review Improves communication clarity among students [10].

Mehdi et al. 
(2025) SBAR Nurse anaesthetists Qualitative  

literature review
SBAR significantly enhances communication and patient safety; 

and requires structured training and managerial support [11].
Ahsan et al. 
(2021) TeamSTEPPS Nurses Quasi-experimental 

pre-post control
Sustained TeamSTEPPS implementation fosters effective team 

collaboration and communication [12].
Amiri et al. 
(2024) TeamSTEPPS Operating room 

staff Quasi-experimental Mobile TeamSTEPPS® training improves teamwork perception 
and staff efficiency [13].

Stychno  
et al. (2023)

SBAR, TeamSTEPPS, handover 
and team communication  

strategies
Medical staff Literature review

Joint education via training, simulations, and team meetings  
builds trust, supports effective communication,  

and promotes organisational learning [16].

Coolen et al. 
(2025) SBAR

Pediatric residents 
and nurses,  

non-acute academic 
hospital

Qualitative SBAR is effective in emergencies and physician communication, 
but less suitable for routine intra-nursing communication [21].

Source: authors’ own work.

DISCUSSION

Review of the available literature confirms that effective 
communication within the healthcare team is a key determi-
nant of patient safety. Communication errors remain one of the 
most frequent causes of adverse events, as demonstrated by 
numerous quantitative and qualitative studies [2,14,15]. These 
errors are partly attributable to ambiguous procedures, a lack 
of standardisation in information transfer, and professional hi-
erarchies that may restrict nurses’ freedom to speak up in situ-
ations threatening patient safety.

The implementation of structured tools, such as Situation–
Background–Assessment–Recommendation (SBAR), has been 
shown to improve the quality of communication during patient 
handovers and in the reporting of adverse events [4,10]. SBAR 
provides a consistent framework for information transfer, reduc-
ing the risk of omitting critical clinical data. Research indicates 
that following the introduction of SBAR, results in a significant 
reduction in errors arising from incomplete or inaccurate infor-
mation, confirming its value in clinical practice [4,10,16].

Another important tool is TeamSTEPPS, which supports in-
terdisciplinary collaboration, enhances communication skills 
and fosters a proactive staff approach to hazard identification. 
TeamSTEPPS facilitates the development of briefing, debrief-
ing and effective response skills in critical situations, directly 
contributing to a reduction in adverse events. The literature 
emphasises that integrating TeamSTEPPS into daily ward rou-
tines promotes a safety culture in which staff feel confident to 
report errors and suggest improvements [17].

Despite the documented benefits of communication tools, 
the literature also highlights significant barriers in clinical 
practice. Commonly reported obstacles include fear of the con-
sequences of reporting adverse events, such as risk of punish-
ment, criticism, or negative evaluation by supervisors [3,5,18]. 
A lack of clear reporting structures and standards further im-
pedes staff understanding of how to report incidents effective-
ly [6,12]. Inadequate organisational support, time constraints 
and workload pressures prevent nurses from fully participating 
in reporting processes and team communication [19].

In this context, the literature indicates that the effectiveness 
of incident reporting systems is closely linked to organisa-
tional culture. Institutions with an open safety culture, where 
errors are treated as learning opportunities rather than reasons 
for punishment, achieve better outcomes in reducing adverse 
events. In such environments, staff are more likely to report 
potential hazards, and feedback allows for procedural and clin-
ical practice improvements.

Discussion on the role of nurses emphasises that they are a 
critical link in the patient safety system. Their close contact with 
patients enables rapid hazard identification and timely commu-
nication with the healthcare team. Education and training in 
communication, including practical exercises using SBAR and 
TeamSTEPPS methods, enhance nurses’ confidence in reporting 
issues and participating in preventive actions [2,6,20].

Furthermore, the literature underlines the importance of in-
tegrating communication tools with adverse event reporting 
systems. Communication tools alone, without appropriate or-
ganisational support, are insufficient to ensure patient safety. 
Effective implementation requires combining these tools with 
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training, clearly defi ned reporting procedures, and regular moni-
toring of outcomes coupled with corrective actions [2,10,20].

CONCLUSIONS

Effective communication within healthcare teams and well-
functioning adverse event reporting systems constitute essen-
tial components of patient safety. The analysed literature indi-
cates that structured communication tools, such as SBAR and 
TeamSTEPPS, improve the quality of information exchange, 
strengthen interdisciplinary collaboration, and support more 
effective teamwork in clinical settings.

The effectiveness of adverse event reporting systems is 
strongly infl uenced by organisational culture and institutional 
support. In particular, non-punitive approaches to reporting in-
cidents encourage healthcare professionals to report errors and 
potential risks, which enables organisations to identify system 
weaknesses and implement corrective actions.

Education and training in communication, incident report-
ing and hazard recognition play an important role in strength-
ening patient safety practices. Nurses, due to their continuous 
contact with patients and active participation in clinical infor-
mation exchange, represent a key group involved in identify-
ing risks and preventing adverse events.

However, barriers such as fear of reporting consequences, 
the lack of standard procedures, and workload pressures con-
tinue to limit the effectiveness of communication tools and re-
porting systems. Therefore, the integration of structured com-
munication strategies with supportive organisational policies 
and safety culture should be considered an important element 
of healthcare quality and risk management systems.

Implications for Practice and Healthcare Systems
Based on the analysed literature, several key directions for or-

ganisational action in healthcare systems can be identifi ed. Stand-
ardisation of communication processes through the implementa-
tion of structured information transfer tools is essential. Equally 
important is the development of a safety culture based on non-pu-
nitive reporting of adverse events, which supports organisational 
learning and continuous improvement in the quality of care.

The integration of communication tools with adverse event 
reporting systems enables more effective identifi cation of the 
causes of errors and the implementation of corrective actions 
at the organisational level. In addition, systematic training of 
healthcare personnel in team communication, incident report-
ing and interdisciplinary collaboration is crucial.

These measures may contribute to the improvement of 
the quality of healthcare, reducing the incidence of adverse 
events, and the strengthening of the effectiveness of healthcare 
organisations.

REFERENCES

1. Howick J, Bennett-Weston A, Solomon J, et al. How does communication 
affect patient safety? Protocol for a systematic review and logic model. BMJ 
Open. 2024;14(5):e085312. https://doi.org/10.1136/bmjopen-2024-085312

2. Keshtkar L, Bennett-Weston A, Khan AS, et al. Impacts of communication 
type and quality on patient safety incidents: A systematic review. Ann Intern 
Med. 2025;178(5):687–700. https://doi.org/10.7326/ANNALS-24-02904

3. Lee SE, Choi J, Dahinten VS, et al. Registered nurses’ perceptions and 
experiences with speaking up for patient safety in hospitals. Collegian. 
2023;30(3):433–439. https://doi.org/10.1016/j.colegn.2022.12.003

4. Soed N, Mohamed Ludin S, Syed Abdullah N. Exploring the impact of 
the SBAR on nursing handover: A scoping review. Malaysian J Nurs. 
2025;17(1):024. https://doi.org/10.31674/mjn.2025.v17i01.024

5. Alshahrani SAA, Al-Dossari AA, Alanazi HJB, et al. Effective 
nurse–patient communication: strategies, barriers, and impact on pa-
tient care and treatment outcomes. J Res Clin Med. 2025;6:891. 
https://doi.org/10.63278/jicrcr.vi.891

6. Jang H, Lee M, Lee NJ. Communication education regarding patient safety for 
registered nurses in acute hospital settings: A scoping review protocol. BMJ 
Open. 2022;12(2):e053217. https://doi.org/10.1136/bmjopen-2021-053217

7. Kulińska J, Rypicz Ł, Zatońska K. The impact of effective communica-
tion on perceptions of patient safety – a prospective study in selected 
Polish hospitals. Int J Environ Res Public Health. 2022;19(15):9174. 
https://doi.org/10.3390/ijerph19159174

8. Efendi Z, Adha D, Isesreni I. Improving patient safety through effec-
tive SBAR communication. J Sci Res Educ Technol. 2025;4(3):829. 
https://doi.org/10.58526/jsret.v4i3.829

9. Pazar B, Kavakli O, Ak EN, et al. Implementation and evaluation of the SBAR 
communication model in nursing handover by pediatric surgery nurses. J Peri-
Anesth Nurs. 2024;39(5):847–852. https://doi.org/10.1016/j.jopan.2023.12.021

10. Yun J, Lee YJ, Kang K, et al. Effectiveness of SBAR-based simulation 
programs for nursing students: a systematic review. BMC Med Educ. 
2023;23(1):507. https://doi.org/10.1186/s12909-023-04495-8

11. El Mehdi A, Lahiala A. Enhancing communication and patient safety in an-
esthesia nursing: a review of the SBAR method. Int J Res Innov Social Sci. 
2025;9(2):3720–3731. https://doi.org/10.47772/IJRISS.2025.9020288

12. Ahsan A, Setiowati L, Noviyanti LW, et al. Nurses’ team communication 
in hospitals: a quasi-experimental study using a modifi ed TeamSTEPPS. J 
Public Health Res. 2021;10(2):2157. https://doi.org/10.4081/jphr.2021.2157

13. Hassan AE, Mohammed FA, Zakaria AM, et al. Evaluating the ef-
fect of TeamSTEPPS on teamwork perceptions and patient safety 
culture among newly graduated nurses. BMC Nurs. 2024;23:170. 
https://doi.org/10.1186/s12912-024-01850-y

14. Amiri F, Sohrabi MR, Hannani S, et al. Impact of mobile TeamSTEPPS® 
training on teamwork perception and team performance among operating 
room staff. Perioper Care Oper Room Manag. 2024;25:100396. https://doi.
org/10.1016/j.pcorm.2024.100396

15. Chu R. Team communication improves patient safety. Nurs Made Incredibly 
Easy!. 2023;21(6):34–40. https://doi.org/10.1097/nme.0000000000000014

16. Stychno E, Kulczycka K. Communication in medical teams: a literature 
review. Teka Kom Praw. 2023;16(2):537–548.

17. Wardahni RK. Implementation of effective communication to real-
ize patient safety in emergency installations. World J Adv Res Rev. 
2024;21(02):1241–1246. https://doi.org/10.30574/wjarr.2024.21.2.0550

18. Jasińska J, Barna K. Patient safety in nursing care. J Surg Case Rep Im-
ages. 2022;5(6):11–14. https://doi.org/10.31579/2690-1897/123

19. Abdullah SN, Ruslan R. A review of communication and patient safety. Int 
J Care Scholars. 2024;7(1):64–71. https://doi.org/10.31436/ijcs.v7i1.344

20. Nieradko-Iwanicka B. Effective communication with patients dur-
ing COVID-19 pandemic. Pol J Public Health. 2023;133:49–52. 
https://doi.org/10.12923/2083-4829/2023-0010

ORCID
Izabela Marcelina Sowińska  https://orcid.org/0000-0003-3554-1627
Sylwia Kocur  https://orcid.org/0009-0009-5630-1746

Corresponding author
Izabela Marcelina Sowińska
Zakład Pielęgniarstwa Internistycznego i Geriatrycznego, Instytut Pielęgniarstwa 
i Położnictwa, Wydział Nauk o Zdrowiu
Uniwersytet Jagielloński Collegium Medicum
ul. Kopernika 25, 31-501, Kraków, Polska
e-mail: izabela.sowinska@uj.edu.pl


