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Background

250 million surgeries performed every year worldwide.
Adverse events (AE) in surgery occur in up 14% of patients, mortality rates b/ 1-4%.
In the OR. communication failures identified as the leading cause of patient injury and death (Arriaga

et al 2014).
Even where harm to patients is not caused, communication failures can result in inefficiency; one

study found that 81% of failures in intraoperative communication led to superfluous discussions or

work (Hu et al 2012)
Extraneous factors, e.g., mobile phones, door opening, staff changeovers add to disruptions,

increasing risk of errors.
Introduction of various technologies can alter the dynamics of the surgical team and add another

layer of complexity to team communications.
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Communication Failures—the leading cause

Root Causes of Sentinel Events

Communication
OrientationAraining
Patient assessment
Staffing
Availability of info
Competency/credentialing
Procedural compliance
Environ. safety / secunty
Leadership
Continuum of care
Care planning

Organization culture |

(All categories; 1995-2005)
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Communication breakdowns
identified as main cause in 60 cases
of malpractice

92% of these involved verbal
miscommunication

64% involved one-to-one
communication

In 49% of these cases, the absence
information, or that information was
received inaccurately in 44% of
cases

(Greenberg et al 2007)
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Communication Failure

Types of failure that contribute to errors:

System failures — lack of communication channels or inappropriate

use of existing channels.
Message failures — essential information is not communicated.

Reception failures — information Is misinterpreted or delayed.
(Reason, 1997)
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Human Factors

“Human factors are the interrelationships between people and their

environment and each other that need to be considered to optimise

performance and ensure safety.” (Gillespie & Davies, 2016, pp. 32)

= |ndividual non-technical skills;

= Environmenta|conditions.
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FIGURE 2-1: Components of human factors
Source; Adapted from Flin & Patey (2011) (Gillespie & Davies, 2016, pp. 33)




Non-Technical Skills

' AND Th 3 Key ingredients to effective teamwork in surgery:
1S WHY WE

.
|

1. Communication and teamwork +

2. Coordination, cooperation and collaboration +

3. Situational awareness

= Shared Mental Model
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