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Effective communication for patient safety

Jae Young Lee, MD

Department of Radiology, Seoul National University College of Medicine, Seoul, Korea

Effective communication is essential for patient safety because many medical errors are related with failure in com-
munication between medical providers. The reason why communication failure occurs can be found in communication
block by teamwork malfunction, communication skills that are not trained and standardized, and problems occurring
during handoffs. Teamwork malfunction is usually caused by vertical hierarchy and interpersonal conflicts, which
interrupts speaking up, expressing concerns, and sharing opinions. Communication skills that are not trained and
standardized often result in miscommunication and omission of critical information. Structured and standardized
communication techniques such as SBAR (situation-background-assessment-recommendation) should be implemented
and developed. Handoff, which moves patient information to other staff, is a highly risky process, which also needs
standardization along with implementation of checklists to reduce medical errors.
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@ Pl Surgical Safety Checklist (first edition)

Before induction of anaesthesia » » » »»»»»»  Before skin incision » »»»»»»»»»»»»  Before patient leaves operating room
O Patient has confirmed O Confirm all team members have Nurse verbally confirms with the team:
 |dentity introduced themselves by name and role
* Site - - [0 The name of the procedure recorded
. Erocedure [0 Surgeon, anaesthesia professional and
¢ Consent nurse verbally confirm
SPatient Y O Thatinstrument, sponge and needle
[0 Site marked/not applicable o Site counts are correct (or not applicable)
3 * Procedure
[0 Anaesthesia safety check completed O How the specimen is labelled
[1 Pluse oximeter on patient and functioning O Anticipated critical events (including patient name)
Does patient have A: [0 Surgeon reviews: What are the critical or .
unexpected steps, operative duration, O w;g::;:t&eﬁ aar: da':zs:gmpment
Known allergy? anticipated blood loss? P
O No . i
O VYes [0 Anaesthesia team rewevgs: Are there any O Surgeon, anaesthesia professional and
I PP patient-specific concerns? nurse review the key concerns for
ITTicult airway/aspiration risK? d t of thi tient
O No O Nursing team reviews: Has sterility [SCOVEyancimanagement oHtns patien
O Yes, and equipment/assistance available (including indicator results) been
confirmed? Are there equipment issues or
Risk of >500ml blood loss any concerns?
(7ml/kg in children)?
O No Has antibiotic prophylaxis been given
[0 Yes, and adequate intravenous access and fluids within the last 60 minutes?
planned O Yes
[0 Not applicable
Is essential imaging displayed?
O Yes
[0 Not applicable

This checklist is not intended to be comprehensive. Adoctions and modifications to fit local practice are encouraged.

Figure 1. Surgical safety checklist (From World Health Organization. WHO surgical safety checklist [Internet]. Geneva: World Health Organization) [15].
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