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INTRODUCTION



Effective communication

• Essential for health care entities

• High-quality safe patient care 

• Crucial, still a challenge

• Avoid serious safety events



Ineffective communication

• Lack of attention

• Lack of understanding 

• Lack of respect

• Contributing factors in medical practices
• Increasing workloads 

• Increasing reliance of technology 

• Less reliance on face-to-face communication

• Increasing distance between sites of care delivery

• Increasing stress



Lack of respect

Particularly troublesome 

Components: 

• Disrespectful words

• Tone of voice 

• Body language

• Power gradient (higher title or role) 



Lack of respect

Negative impact on health team 

• Reliance on health care workers

• Less likelihood to report warning 
signs early

Frontline workers perceived 
disrespect by physicians 



Quality improvement project

Focus: improving interactions

• Radiologists

• Technologists

• Child life specialists 

• Reading room assistants 

Goal: increase median percentage 

• "Very good" and "Excellent" interactions

• From 48%  90%



METHODS



Setting

• Large children's hospital 

• Radiologists 35

• Pediatric radiology fellows 12

• Radiology technologists <200 

• Reading room assistants 12 

• Child life specialists 4



Setting

• Imaging at 11 sites across city 

• Radiologists on site - 3 locations 

• Reading room assistants - primary 
location

• Interactions in person and by 
telephone 



Baseline Data Collection

• Problem identified 

• Multidisciplinary team designed 

• Identification of root causes 

• Solutions to correct specific behavior

• Chatham House Rule 

• Person vs scenario 

• Anecdote shared outside of room 

• People not identified outside 



Baseline Data Collection
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• Perception of interactions 

• Series of surveys

Table 1



TABLE 1



Baseline Data Collection

Perception of interactions 

• Radiologists  frontline staff 

• Both perspectives 

Three major instances 

• Disrespectful behavior 

• Radiologists  frontline staff

1. In-person interactions

2. Telephone interactions

3. Trainee interactions 



Baseline Data Collection

• Three subgroups of team 

• Root causes for negative interactions

• Potential interventions

• Interventions

• Tests conduced by each subgroup

• Methodology of "plan, do, study, act" (PDSA) 

Table 2 - interventions and outcomes



TABLE 2



Baseline Data Collection

Test of change evaluated (PDSA ramp): 
• Abandoned

• Modified

• Adopted

• Expanded

• Improvement result of entire series of interventions

• First intervention: awareness 



Inverventions: In-Person Interactions

• Two locations: reading room and 
outside

• Disrespectful tone of voice 

• Disrespectful body language 
• Lack of eye contact

• Eye rolling 

• Balanced interventions: 
• Psychological safety of frontline 

staff

• Timely and private feedback to 
radiologists 

Table 2



TABLE 2



Interventions: Telephone Interactions 

• Three major issues 
• Negative tone of voice 

• Incomplete information transmittal 

• Frequent radiologist interruptions

• Table 2



TABLE 2



Interventions: Trainee interactions 

Several root causes 

• Fellows didn't know technologists well 

• Unaware of work effort with pediatric patients

• Not oriented appropriately 
• Desired departmental interactions



Interventions: Trainee interactions 

• Shadowing

• Social events

• Orientations
• Phone etiquette 

• Appropriate body language

• Goals of improved interactions 



Continued Data Collection 

• Survey of frontline staff 4-6wk intervals 

• Significant improvement if: 
• Eight consecutive measurements

• All above the baseline or current median value

• "Very good" or "Excellent" tracked

Fig 1 



FIGURE 1



RESULTS



Results 

Frontline staff responding survey n=63 (32%)

• "Very good" or "Excellent" interactions - 48%

Radiologists at baseline n=28 (85%) 

• "Very good" or "Excellent" interactions - 96%

• No routine surveys in this group

• A year later, interactions 95% 



Results

• July 10, 2018 - February 10, 2020: 17 surveys

• Range of "Very good" or "Excellent" 65%-90%

• Current (at publication) median 75%

• Initial median performance 65% 

• Baseline 46 negative comments vs 12 positive

• Relationship of 2-3:1 

Table 3

Fig 2-4



TABLE 3A



TABLE 3B



FIGURE 2



FIG 3



FIG 4



DISCUSSION



Discussion 

• Ineffective communication 

• Cause of failure in safety events 

• Power gradient 
• Person with less power

• Feels he or she cannot raise a concern 

 Job dissatisfaction

 Poor patient experience

Minor and major patient safety 
events



Discussion

Improved communication: 
• National Patient Safety Goal 

• Every year since 2003

• Joint Commission 

• Standardized tools: 
• Time-outs before procedures 

• Daily safety huddles 

• Creation of safety hotlines 



Discussion

Safety events still occur

• Never events: 4000/yr in the US 
• Wrong-site surgeries or procedures

• Wrong-patient surgeries or procedures

• Retained objects

Quality improvement routines and forums

• Problem acknowledged  change needed 

• Negative interactions

• Radiologists  technologists



Discussion

• Change of departmental culture

• Multiple small tests of change 

 Improve interactions 

• Two types of interventions: 
• Behavioral: require an individual  change 

• System-based



Discussion

• Assumption of research team about Radiologists: 
• Did not want to be perceived as disrespectful 

• Did not realize the effect of
• Body language

• Tone of voice

• Awareness targeted

• Sharing anonymous anecdotes 
• Perhaps most effective intervention 

• Eye contact

• Greeting courtesy

• Introducing oneself by phone



Discussion: Feedback and focused coaching 

• One-on-one sessions 

• Notable effort to improve interactions 

• Some sought external help to improve:  
• Interpersonal relationships

• Communication skills



Discussion: System-
based issues 
• Increased stress for radiologists and staff

• Decreasing number of phone calls to reading 
room

• Interruptions 
• Separate project

• Simultaneous, continues

• Interventions affecting radiologists 



Discussion: Main, initial goal

• Interactions "Very good" or "Excellent"

• Increase from 48%  90%

• Achieved at one survey

• Goal yet not achieved 

• Sustained improvement

• Median percentage >90%

• Intrateam interactions (R-R, T-T) 

• Creating culture of feedback 



Discussion: Limitations

• Low response rate 18%-38%

• Impact of individual interventions not measured
• Series of interventions  change 

• Unable to identify useful interventions

• Weber effect 
• People improve knowing they are observed

• (+) Focus on awareness



CONCLUSION



Conclusion

• Quality improvement methodology 
• Improve interactions 

• Radiologists and frontline staff

• Modest improvement 

• Significant work ahead

• Hope: framework  help other departments 
with similar problem


