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Project aims 
• To develop and test sensitive, effective and reliable processes for 

communicating openly with patients and families about adverse events 
and involving them throughout the review process. 

 

• To develop and test a model of clinical communication training that 
enables staff to have effective, supportive discussions with patients and 
families and within their teams.  

 

• To inform discussions nationally on the scalability of a training package 
across boards in Scotland and the infrastructure required at a local and 
national level. 



Comments from patients and staff 
• We were really impressed by the way the hospital handled things 

afterwards - they were all upfront and honest, they weren’t trying to hide 
anything that had gone wrong, so it was really good.  They were really 
honest, and that’s all we really wanted from it.  [Patient] 

• The permission to say “sorry”, it’s OK, it doesn’t mean you’re admitting 
any error has made it easier to say “sorry”.  [Staff] 

• It enables the team to work better together and I think that’s one of the 
main things - people talk to each other more - whereas I think in the past 
when an incident happened it would be some time, and then we would 
think, right, what will we do, who will do it - I just think it works more 
cohesively. [Staff] 



Methodology 

Scoping 

Training Process 
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Training - What surprised participants most? 

How many staff members, 
including senior 

management, find the same 
things difficult! 

How involved in the  
scenario we got. 

People don’t respond in the way 
you think they will. 

How subtle changes in 
language can have a 
profound effect on 

patients. 



Developing a communication guide 

• Evidence-based, good practice in effective communication. 

• Identify key communication points for parents and staff. 

• Use simulation workshops to test and refine options / approaches. 

• Learn together about ‘ways to say things well’ 

√ Whenever a mother or her baby is unwell or has complications, we always try to 
find out what happened by looking at the treatment and care the mother and 
baby had throughout the pregnancy, labour and delivery. 

√ It is important for us to know if there is anything that you and your family want 
the review to look at….. 

 



Key steps Key staff 

Rapid initial communication  
with patient / family 

Most senior health professional available 

Early staff co-ordination & support Co-ordinated by senior clinician on duty 

Early support and information  
for patient and family 

Senior clinician 

Initial engagement of patient and family with review 
process 

Led by senior clinician + support staff 
(eg midwife) 

Ongoing support and involvement Nominated key contact 

Sharing findings of review 
Senior manager & 1-2 consultants 

(review lead, key contact, minute secretary) 

ASAP 

≤ 1 hr 

3-4 months  

Timeline 

 

≤ 18 hrs 

 

≤ 7 days 

(or before 

discharge) 



Resources 

• Communication guide. 

• Patient leaflet about adverse event reviews. 

• Intranet. 

 



Learning points – Cultural change 

• Implementation was an enabler for culture change. 

• Co-production - initial scoping work and involving staff in developing the 
training scenarios. 

• Quality improvement methodology crucial … but resource intensive. 

• Convincing staff of value of a systematic and reliable process. 

• Conversations about adverse events are part of good clinical 
communication. 

 



Learning points – Infrastructure 

• Single point of contact for patients & families - ‘Key Contact’. 

• Established process for managing adverse events. 

• Co-ordinator for adverse event reviews + communication with patients 
and families. 

• Using local systems for documentation and communication. 

 
 



Learning points – Staff support 

• Establish trust of staff - to share sensitive information and experiences 
during focus groups and testing. 

• Specialist communication training - to build confidence and competence. 

• ‘Being Open’ Communication Guide. 

• Early debriefs after distressing events. 

 



What’s different about this project?  



Key ingredients 

• Health board buy-in.   

• Engagement of whole service. 

• Project team.  

• Understanding staff and patients views / needs.  

• Training. 

• 18-24 month project.    

• Sustained delivery group. 

 



Being Open … in practice 

When it came to the review feedback meeting I thought the parents could 
potentially be angry because they were aware that there was a delay in 
intervention prior to delivery, due to high levels of activity.  

In fact they were pleased to have had a chance to read the report in detail 
prior to our meeting. Their questions were very focused and easy to 
answer. And they were pleased that we had been open and honest with 
them.      Senior Consultant 

 


