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Using Task Forces to Inspire Collaboration in the 
Perioperative Environment
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P
erioperative leaders face many challenges relat-
ed to resources, regulations, and reimbursement 
affecting health care today. One initiative that can 

help meet some of these challenges is to include front-
line employees in a collaborative task force early in the 
change process.1 Creating a work environment in which 
employee opinions are valued advances process changes, 
helps identify future leaders, aids in succession planning, 
and can have a profound effect on workplace culture.2 
Supporting an organization’s workforce and increasing 
employee engagement will help hospitals meet these 
challenges.3

Effective perioperative leaders recognize that organiza-

tional collaboration is an important part of keeping the 
surgical service line functioning at a high level, and they 
are most successful when they incorporate members of 
their team to play an integral role in a project.4 Employees 
who are engaged have a greater sense of autonomy and 

control of their work; they also provide a clearer under-
standing of the department’s purpose, which is essential 
for any collaborative effort.2,5,6

HOW-TOSTRATEGIES
Perioperative leaders can use a variety of methods to 
encourage cooperation among their employees.7 One 

example—Lean Six Sigma—offers many advantages, one 
of which is its heavy reliance on the involvement of 
frontline staff members sharing information and using 
their diversity, knowledge, and ideas to reach a common 
goal.8 Implementing organizational task forces as a way to 
empower teams to reach a common goal is another effec-

tive strategy with a focus on individual staff member per-
spectives. Progressive leaders who collaborate with their 
employees and recognize the strengths those team mem-

bers bring to the group can foster a culture of professional 
empowerment and allow the task force to challenge the 
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status quo.7 These leaders create a more cohesive team 
and promote quality patient care when they delegate 
authority, encourage information sharing by asking for 
input, and encourage autonomous decision making.7

Staff members should help drive the changes in an orga-

nization.8 Multidisciplinary task forces that are created for 
process improvements should include staff members at all 
levels and from different departments. For example, when 
addressing an instrument processing issue, an effective 
task force may include frontline members of the sterile 
processing department, perioperative nurses, surgical 
technologists, RN first assistants, team leaders or other 
leadership personnel from both sterile processing and 
surgery, and infection prevention representatives.

Surgical services leaders can transform their depart-
ment and its culture by implementing a series of task 
forces to lead change.1 Members of task forces will feel 
their input is valued and feel more confident if periop-

erative leaders listen to and take action to implement 
their suggestions for improvement.7 Consider the fol-
lowing discussion of a cultural shift brought about by 
the implementation of a task force at a Level I trauma 
center that was losing money and a sizable share of the 
surgical market.

Because of employee burnout, this organization was expe-

riencing a high rate of turnover, surpassing 30%. Nursing 
team members had no work- life balance and patient safe-

ty events were occurring at an alarming rate. Surgeons 
were taking their cases to other facilities and nursing staff 
members were overwhelmed and overworked and felt 
that leaders were not listening to their concerns.

In addition to the human resources issues, personnel were 
not following recommended practices and standards, 
leading to a decrease in the quality of patient care and an 
increase in patient safety risk. Further, the infrastructure 
at the facility was deteriorating, and the sterile processing 
department was unable to keep up with demands of the 
surgical department. Surgeons were not using scheduling 
blocks to their fullest capacity or meeting basic perfor-
mance metrics. Overall, a culture of apathy had taken over 
this organization.

Facility leaders recognized that a cultural transformation 
was needed. Because the organization was large and 
complex, many of the groups were working in silos and 

did not understand other departments’ roles and the col-
lective effect they had on patient care. An example of this 
unrecognized interdependency related to first procedure 
starts. Often, perianesthesia and perioperative person-

nel were not preparing patients adequately before their 
scheduled procedures (eg, missing history and physical, 
laboratory tests, cardiac clearance), leading to procedure 
delays and cancellations. Between- procedure turnaround 
times were excessively long (ie, 45 to 60 minutes), caus-

ing surgeon dissatisfaction. Several safety events and 
near misses related to blood administration, wrong- side 
blocks, and wrong- side surgeries occurred within a short 
time period.

The organization’s quality and safety staff members con-

ducted a root cause analysis (RCA) of these patient safe-

ty events. However, the struggling surgical team viewed 
the RCA recommendations as unsustainable solutions 
because they added more layers of work (eg, paperwork, 
multiple hand overs) to the burdened staff members. In 
addition, the majority of the RCA group was unaware 
of the various roles and job functions in the preadmis-

sion testing, preoperative, and intraoperative areas. 
The RCA group did not understand how team members 
in the different areas interacted nor how their recom-

mendations negatively affected the workflow of the  
department.

With the input of a clinical consultant, perioperative lead-

ers initiated a task force to work on the issues related to 
the RCA findings and recommendations and help create 
more practical solutions for the department. The task 
force members included

• a patient care technician,

• an anesthesia technician,

• an environmental services staff member,

• a surgical technologist, 

• two RN circulators (one new and one tenured),

• a certified RN anesthetist, and

• the OR director.

They met weekly at 5:30 AM for one hour. The group 
decided to involve their peers in a performance 
improvement project; they held a staff meeting, divid-

ed the large group into smaller service line groups, and 
allotted 30 minutes for the attendees to list all safety 



AORN Journal  433  

October 2018, Vol. 108, No. 4 Leadership Insights

concerns and barriers to change on easels set up for that  
purpose.

After reviewing all of the responses, the task force identi-

fied 12 overarching categories and created a spreadsheet 
containing all of the corresponding comments. The spread-

sheet was sent via e-mail to all staff members with the sub-

ject line “This is what we heard you say.” The spreadsheet 
also was distributed to managers and service line leaders to 
discuss in huddles and staff meetings and was placed in the 
staff lounge areas for review and comment. After a review 
period, the task force selected by consensus the three cat-
egories on which they believed they could have the most 
positive effect: ensuring charts are ready 72 hours before 
the day of surgery, providing staff member education and 
cross- training, and improving communication.

Because of the complexity of this project, the task force 
employed a multipronged approach involving the cre-

ation of three additional task forces to assist in creat-
ing the much- needed cultural transformation. The new 
task forces covered efficiency and safety, education and 
cross- training, and interdepartmental communication. 
Perioperative leaders selected staff members with differ-
ent levels of experience and backgrounds to participate. 
Each team member had an equal voice in the process 
regardless of his or her role in the service line.

The task forces worked on the original three categories 
from the perspective of their specific topic (eg, the edu-

cation task force looked for ways to improve the original 
three categories from an education perspective). These 
task forces also met weekly at 5:30 AM for one hour. At 
the end of each meeting, each group created the agenda 
for their next meeting. Task force members were expect-
ed to accomplish their assigned tasks before the next 
scheduled meeting and coordinate with the perioperative 
director if they needed more time or assistance. The task 
forces invited facility administrators to the meetings to 
hear status updates and garner their support for any need-

ed resources. After administrators heard the task forces’ 
ideas, they were more likely to give their approval and sup-

port the initiatives.

Within weeks, the task forces began to see positive 
results (eg, shorter turnaround times, improved physician 
satisfaction, more staff member comfort with assign-

ments and problem solving) because administrators lis-

tened to and supported their ideas. These ideas included

• improving communication by purchasing and using 
phones and pagers;

• waiving productivity requirements so staff members 
had time for cross-training;

• increasing the number of registration staff members to 
streamline the patient arrival process; and

• developing hand-over communication tools to more 
effectively communicate with postanesthesia care unit 
staff members, thus saving time.

After a few months, the service line departments began 
to embrace these changes more readily and perform at 
a higher level because their workload was decreasing. 
Surgeons began to participate more in the process and 
alter their workflows to improve efficiency, and there was 
increased accountability across all of perioperative ser-
vices. This project generated successful outcomes in each 
of the three initial categories:

• The task force initiated an improved preassessment 
testing process that included the anesthesia, preop-

erative area, and surgeon’s office staff members. This 
streamlined, patient-ready process resulted in patient 
charts being ready 48 to 72 hours before the day of 
surgery.

• The task force coached tenured staff members to share 
their knowledge with newer staff members. During the 
course of 90 days, 30% of the RNs and surgical tech-

nologists completed cross-training in other specialties 
and these RNs learned to scrub. In addition, anesthe-

sia technicians were re-educated about their roles and 
responsibilities so they could participate as more pro-

ductive team members.

• The surgical services department encompassed multi-

ple inpatient and outpatient specialty ORs on several 
floors, so communication among team members was 
difficult. Administrative personnel supported the task 
force’s request for a mobile phone system for all staff 
levels, which immediately improved communication 
among staff members.

Task forces are designed as a temporary solution to enable 
organizations to execute rapid changes in a short period 
of time.9 A task force usually works together for a few 
months and, in some cases, up to one year.9 The length of 
time a task force works on a particular project depends on 
the complexity of the issues, the number of performance 
improvement initiatives that need to take place, and 
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whether an organizationwide cultural change is needed.9 
At the end of a project, perioperative leaders may want 
to establish a formal perioperative service committee and 
appoint key members from each of the task force work-

groups to assist in continuing to drive change. Because 
committees are more formal than task forces, they gen-

erally have bylaws or statutes that help the committee 
establish their roles and responsibilities.10,11

KEY TAKEAWAYS
• Promoting a culture of empowerment requires a com-

mitment from all those involved. Surgical services leaders 
who desire to be successful have an obligation to bring 
their teams together to work toward common goals.

• Perioperative leaders can create quality-centered orga-

nizations by creating short-term task forces to focus 
on performance improvement initiatives that prioritize 
their employees’ ideas.

• Task forces can foster teamwork and improve the qual-
ity of patient care by incorporating best practices and 
following recommended guidelines, which may result in 
creating an overall safer surgery culture.

• Task forces should be multidisciplinary and include 
frontline team members.

• After the work of the task force is completed, the group 
may evolve into a standing committee to continue to 
support change.

• Leaders who use task forces to empower their employ-

ees can facilitate long-term results associated with real 
benefits for the health care organization. As a result, 
these leaders may inspire creative thinking, improve 
the quality of their employees’ work and their own, and 
increase employee satisfaction.

CONCLUSION
Regardless of how many departments for which a leader 
is responsible, it is critical for all departments to work 
well together to provide safe patient care. The complex-

ity of the OR requires perioperative leaders to promote 
staff member development and entrust them with great-
er responsibilities, including making decisions about 
issues that affect their practice. Allowing task forces to 
implement performance- enhancing changes will pro-

duce lasting effects and inspire staff members to reach 
higher, achieve more, and prepare for future changes.
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