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Communication failure

Why communication fails in the

operating room
J Firth-Cozens

The reasons behind miscommunication need understanding in

order to find the right solutions

sources that communications

between members of healthcare
teams emerge as a key factor in poor
care and are especially apparent where
medical errors occur. Lingard ef al' take
this as their starting point for an
observational study of communication
failures in operating theatres published
in this issue of QSHC. They found that
31% of all communications could be
categorised as a failure in some way—
whether the information was missing or
the timing was poor, or where issues
were not resolved or key people absent.
Moreover, more than a third of these
failures had negative effects on what
was happening. If we multiply all that
by the million patients treated daily in
the UK alone, we are into an over-
whelming amount of miscommunica-
tion. Lingard ef al' suggest training
interventions to remedy this but, to
make such training appropriate, the
causes of poor communication need to
be considered.

Some of these causes will be systemic.
Team instability—for example, different
scrub nurses—can help to produce
inferior outcomes in terms of care.’
This shows the importance of human
resource management in ensuring good
teamwork where members can know
and understand each other well.
Research in other fields has shown that
the longer a team is together, the better
its results,” and at least part of this is
likely to reflect improvements in com-
munication. Organisational and team
policies about communication are also
important;> a policy which disallows
distraction in the operating room
appears beneficial, probably because of
the inevitable effects of distraction on
communication.

Another systemic cause which is often
ignored by research concerns resources.
Having more than minimal staffing—
known in high reliability organisations
as “redundancy”*—allows people the
time to communicate properly,” whether
by ensuring that the timing is appro-
priate or that the person speaking can

There is evidence from a variety of

check that the receiver has understood
what was said. Communication is not
simply about transmitting but also
receiving, including the knowledge that
the transmission was understood in the
way intended. Redundancy of commu-
nication may also be a concept to
consider—team meetings outside the
immediate task may seem like luxury
in today’s health services but it is from
these “ordinary” interactions that rap-
port can be developed and communica-
tion improved.

Having sufficient resources in terms
of staff and equipment will also have an
indirect effect on communication by its
effect on the stress levels of team
members. No one communicates well
when they are very stressed, and surveys
consistently show that about 28% of
clinical staff have stress symptoms
above threshold levels.® This human
resource management issue demands
both systems interventions in terms of
staffing and support and interventions
to increase individual resilience.

Other individual causes of poor com-
munication centre round personality.
For example, introverts (and there are
many of them in hospital medicine”)
may need training in making all the
communications necessary and making
them clearly. Extroverts, on the other
hand, may need help in reducing their
communications to those that are essen-
tial to the purpose. Personality may also
be a factor in the extent to which leaders
have the ability to encourage participa-
tive communication from team mem-
bers, even when it may be to say that
the leader has done something wrong.*
This ability to hear and even welcome
negative messages is important in avia-
tion safety and can be taught.”

One of the key reasons for miscom-
munication mentioned by Lingard ef al'
arises from the power relationships that
exist in health care as a result of
different professional groups with tra-
ditionally different status, and of a
culture where hierarchy still resembles
the military model. Tannen' has
described how misunderstandings arise
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during conversations between people of
different status and sex because of their
very different ways of communicating—
for example, to demonstrate their status
on the one hand, or to show their
solidarity with colleagues on the other.

There is a human benefit to this
solidarity, but a similar benefit to
retaining individual power. Profes-

sional language—sometimes difficult to
understand by others—might be seen as
a way of maintaining this power. The
recognition of these differences is an
important step towards changing them,
but a difficult one since the conflicting
human needs of involvement and inde-
pendence may underlie them. The thin-
ning of professional boundaries through
shared training and other experiences
should be a useful step towards improv-
ing communication.

The reasons behind miscommunica-
tion are therefore deeply complex.
Changing it will require interventions
at both the systems level and the
individual level. However, any change
is never likely to be permanent, so the
checklist proposed by Lingard ef al' may
well be an essential safety net for
occasions when other more human
interactions occur and communication
fails.
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Clinical governance

Prescribing how NHS trusts “do”
quality: a recipe for committees but little

action?

The jury is still out as to whether the current clinical governance
model is the best way to improve quality

number of national bodies to

support and monitor it, was estab-
lished in the NHS in 1997.' Seven years
on, it seems a good time to reflect on
how effective this national quality
assurance/improvement strategy has
been, particularly in the light of subtle
changes in the UK government’s atti-
tude to quality. The recent publication of
a new standards framework,” the repla-
cement of the Commission for Health
Improvement (CHI) with the Healthcare
Commission from April 2004, and insis-
tence that trusts will have greater local
autonomy” all suggest a change in the
wind—although the direction of the
change is not quite clear.

In the initial guidance on the duty of
NHS trusts to implement clinical gov-
ernance,” * the government set out the
mandatory components of clinical gov-
ernance (variously slightly modified
since but broadly comprising clinical
risk  management, clinical audit,
patient/service user involvement,
education and training, clinical effec-
tiveness and research and development,
staff focus, and use of information) and
some of the structures that must be in
place (notably, a senior clinician on the
trust board and a board level clinical
governance committee). Not surpris-
ingly then, almost all trusts now have
these mandatory structures (see
www.chinhs.uk for archived CHI clin-
ical governance review reports) and
many other committees and systems
besides, with structures often mirroring
the “seven pillars” of clinical govern-
ance prescribed in the national gui-
dance. But what evidence is there that
such structures improve the processes
and outcomes of care? And could a
“one size fits all” approach to struc-
tures even mitigate against such
improvements? This has been a mas-
sive—and, no doubt, costly—initiative

C linical governance, together with a

www.qshc.com

and other countries would do well to
examine the UK experience in depth
before embarking on any similar
approaches.

Robust evaluations of the clinical
governance initiative are very much
needed. As Freeman and Walshe report
in their paper in this issue of QSHC,’
evaluations of clinical governance
implementation to date have tended to
focus on implementation of structures.
Their survey begins to address the issues
of process and outcomes, and to distin-
guish between success in quality assur-
ance and quality improvement
dimensions. While their survey is neces-
sarily limited to perceptions and does
not include those of clinicians, it never-
theless begins to ask the questions that
really matter. What they find is not
overly encouraging, supporting earlier
evidence that structures are now well
embedded and requirements of quality
assurance fulfilled, but finding little
priority given to or progress in quality
improvement.

Of course, evaluation of such a wide
ranging policy initiative as clinical gov-
ernance is challenging. It may be diffi-
cult to determine what the appropriate
process and outcome improvements
should be; organisation-wide pro-
grammes such as these are very difficult
to evaluate in traditional study designs;®
and it may be impossible to identify
adverse consequences that have been
averted, for example, through the appli-
cation of good risk management sys-
tems. It could also be said that some
components—for example, those related
to reducing the consequences of litiga-
tion—are good ‘“‘business” practice for
any organisation or that others like
patient/service user involvement are a
duty of public sector organisations.
However, the core problem remains:
setting overall priorities and policy is
an appropriate task for government,
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while prescribing the detail of how these
issues should be tackled at a local level
is frequently counterproductive.” ®

Few would disagree that the assur-
ance and continuous improvement of
the quality of health care for people in
the UK is an essential duty of all
healthcare organisations. As to whether
the current clinical governance model is
the way to do it, the jury is still out. No
doubt there are selected components
within the model that may be more
promising than others—for example,
research on the safety agenda is being
heavily invested in via the NHS R&D
Patient Safety Research Programme,
allowing the National Patient Safety
Agency (www.npsa.nhs.uk) to investi-
gate and apply an evidence base for this
part of the initiative. By contrast, the UK
still seems determined to promote an
approach to clinical audit that has been
shown to be limited at best.” '* If the UK
is really coming (back) to devolving
more control to local organisations, isn’t
it time to monitor their success in
improving quality through their process
and outcomes rather than their struc-
tures? The new Healthcare Commission
avows that this is their mission (www.
healthcarecommission.org.uk): whether
they can achieve it remains to be seen.
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Right care

Making sure the right patient gets the

right care
C A Ranger, S Bothwell

Preventing errors in patient treatment—right patients right care

ne of the main areas where the
ONHS needs to improve patient

safety is the reduction and,
where possible, elimination of errors in
the matching of patients with their care.
There are no accurate figures on the
frequency or cost of such mismatching
errors but we know from the evidence
that is available that they account for a
significant proportion of errors made in
healthcare. Patient safety incidents can
occur, for example, when a patient is
given the wrong treatment as a result of
a failure to match samples, specimens,
or x rays; when a patient is given the
wrong treatment as a result of a failure
in communication or checking; or when
one patient is given treatment intended
for another as a result of a failure to
identify him or her correctly.

In 2000, an expert group chaired by
Sir Liam Donaldson, the Chief Medical
Officer, noted that adverse events occur
in around 10% of NHS admissions or at
a rate of about 850 000 patient safety
incidents a year." Around half of these
incidents are preventable. The UK is not
alone in this because research has
shown similar rates for patient safety
incidents in the US, Australia, Canada,
and Denmark. As a result of the expert
group’s recommendations, the National
Patient Safety Agency (NPSA) was
established as a special health authority
in England and Wales in July 2001. The
NPSA'’s role is to improve the safety of
NHS patients by promoting a culture of
learning and reporting from patient
safety incidents, and to manage the
national reporting system to support
this function.

Errors in making sure the right
patient gets the right care can have a
range of consequences. Some errors
result in lasting but relatively minor
consequences for the patient. Some,
however, result in serious, lasting harm,
such as chronic pain, undiagnosed
cancers, blindness, and even death. For
example, between 1996 and 2002 five
patients are known to have died directly
as a result of being given blood intended
for others and six are thought probably
to have done so. Sixteen others given
the wrong blood died for reasons
unconnected with the transfusion.’

The NPSA is convinced on the basis of
the research it has commissioned
(Mismatching between planned and actual
treatments in medicine—manual checking
approaches to prevention, Human Reliabi-
lity Associates, 2004; and Ensuring
patients are correctly matched with samples
or specimens taken from them and treatment
planned for them, Cambridge Consul-
tants, January 2004. To be published
by NPSA, http://81.144.177.110) that
there is considerable scope in the NHS
for improving patient safety by addres-
sing mismatching of care. There is more
than one way of approaching this. It
could be done through the development
of more fail-safe methods of manual
identification and checking that does
not entail the use of electronic technol-
ogies. It could also be approached through
the application of modern technologies.
The three most likely technologies are:
barcoding, which is the most familiar
form of ID coding technology using
adjacent bars and spaces to present
information; radio frequency identifica-
tion, which uses radio frequency trans-
fer of data between a reader and a tag;
and biometrics, which uses automated
methods of identifying or authenticat-
ing a living person based on physiolo-
gical or behavioural characteristics.

Whatever system is used to ensure
better matching of patients to care, it is
highly likely that the patient will need
to wear some form of identification
bracelet (wristband) or label. The wrist-
band should have printed personal
details such as full name, date of birth,
hospital number, and ward. However, in
addition, information about the patient
and their care may be contained in or
accessed through a machine readable
barcode on the wristband or, in due
course, a radio tag in the wristband. A
biometric patient identifier, such as an
iris scan, could also be coded into a
unique number and worn as a barcoded
wristband. Thus, the advent of new tech-
nologies for matching patients to their
care will not make the wristband redun-
dant, but in fact enhance its role and
make it increasingly important that wrist-
bands are worn by hospitalised patients.

In some European countries, such as
Switzerland,’ the wearing of wristbands
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is not systematic and this could make it
more difficult to introduce manual and
technological innovations to help make
sure the right patient gets the right care.
Although wearing a wristband as an
inpatient is an accepted part of the sys-
tem in the UK, this does not mean that
patients always wear them, or that they
are replaced when removed for surgery
or procedures such as inserting an intra-
venous cannula. For example, an audit*
carried out at Guy’s and St Thomas’ NHS
Trust in July 2000 showed that 34% of
patients were not wearing wristbands.

Psychiatric inpatients do not currently
wear wristbands in the UK and some
people with learning difficulties, mental
illness, or personality disorders may be
distressed by and resist any attempt to
introduce a wristband. Neonates are
often too small to retain a wristband
and children can be keen to remove
them. For patients cared for in the com-
munity, wearing a wristband could
adversely affect their privacy and dignity.

Wristbands are not always used con-
sistently by staff as part of a systematic
process for checking they have the right
patient for the treatment or care they
are about to give. A recent study showed
that 18% of patients receiving blood
transfusions did not have their identity
checked by staff when the pre-transfu-
sion blood sample was taken (Safe and
effective transfusion in Scottish hospitals —
the role of the transfusion nurse specialist.
Gray A, Buchanan S, McClelland DBL,
(2003) Unpublished report).

The NPSA is now looking into the use
of wristbands as part of its wider
initiative on making sure the right
patient gets the right care. We will
report on this with recommended action
for the NHS next year.
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