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Repairing Communication in the Operating Room:  First Steps
and the Prospects of Finding a Tipping Point through Deeper Dialogue
     After a year of planning, strategizing, and countless meetings for funding, outcome measures, and logistics, the training for communication known as Crucial Conversations has finally taken place.  The first group of professionals has finished the two-day training sessions in the techniques that will form the foundation of a new way to communicate in the operating room; a new way to hold one another accountable for the responsibilities of their jobs.  The initial reviews are good, in fact, quite good; maybe even great, and as one might expect all eyes are watching as there is much to be gained.  Will this training have the desired effect – will it stand up to the test? 
     As a nurse manager in the operating room of a large metropolitan teaching hospital, no one is more acutely aware of the need to change the way OR professionals communicate and collaborate with one another.  In this paper, I discuss breakdowns in communication, combining knowledge from published research and from my own experience at my hospital setting, in the section entitled Communication Breakdown.  Clearly, Crucial Conversations training is a positive step that my Hospital has taken, but in the section entitled Communication Repair, I position these efforts in the larger context of promoting “dialogue” which I see as necessary if organizations are to move towards a “tipping point” and become places where people collaborate with a renewed and engaged sense of shared purpose.  Finally, future directions implicated as a result this work are discussed in Next Steps and Anticipated Outcomes.
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                                             Communication Breakdown                                                                               
     Communication errors are identified as the number one cause of critical errors and incidents in operating rooms (Firth-Cozens, 2004; Ritz & Friesdorf, 2003) and in my experience, results from root cause analyses (a multidisciplinary investigational and/or examination of critical incidents)  from adverse events in this operating room are no exception.  Though actual incidents are inappropriate to discuss in this context, reports like the widely publicized event where a tissue typing error in was made in matching donor lungs to a recipient resulting in the patient’s death is a clear example of breakdown in communication (Grenny, 2004).  Examination of this case revealed that although numerous people were aware of the error and potential consequences, they either second guessed their own findings, or did not feel it was their place to call the inaccuracy to the attention of another professional who was more knowledgeable or higher on the professional ladder (Grenny, 2004; Edmondson, 2003).

     Breakdowns in communication can be categorized in two ways; first is unintentional slips or errors of omission where an individual’s attention gets misdirected and the piece of information is forgotten or dropped, in essence not communicated at all.  The failure to mention a patient’s known latex allergy to the OR is discovered just before the patient enters the operating room requiring a breakdown of the entire surgical set up in order to narrowly avert a potentially fatal consequence for the patient.  This causes a significant delay in valuable surgical time and results in alienating surgeons, anesthesiologists, and other professional staff.  The second category, like the example of the tissue typing error 
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mentioned above is when something is directly observed as being inappropriate or thought to be incorrect, and the observer fails to call the error or indiscretion to the 
person’s attention.  This failure to address a wrongdoing can occur for a number of reasons, including lack of empowerment, lack of confidence, fear of retribution or bystander apathy, all of which I have personally observed.  Bystander apathy or the diffusion of responsibility theory is relevant here since the operating room, generally has multiple witnesses to a bad behavior, or inappropriate remark, and no one person feels compelled to call a person on the indiscretion, each thinking another should or will 

say something to the offender. The inability to speak up is one way communication breakdown occurs in the operating room but other breakdowns are the result of barriers that prevent effective communication from taking place.
         Operating rooms have a long standing culture of silence and hierarchy that further alienates disciplines from one another (Edmondson, 2003; Weeks, 2004).  Once a given surgery begins, the doors close and hours can pass before the procedure is finished and the staff can leave the room.  Bad behavior, disagreements, inappropriate remarks or conversations are often kept quiet, even if the comfort level of the staff in the room has been violated.  One senior staff member was known to have made crude and derogatory racial remark to a technician who was distressed, but too fearful to speak up about the event for fear of retribution.  Weeks after the incident, management became aware that this abuse had occurred when another staff member, whom the technician had confided in, came forward.  In this sense, operating room culture suffers from what I refer to as “Ground Hog Day”; a phenomenon where staff is reluctant to speak up about an event 
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since they will have to live the day over and over again staffing cases with the same team members.  It is viewed as easier to let the bad behavior slide, rather than call the indiscretion to management’s attention, running the risk of infuriating a vengeful coworker or instead believing that keeping quiet may prevent a similar recurrence.
     Time is an unforgiving barrier to effective communication in the operating room.  Block time, or scheduled surgical time is extremely precious costing approximately $800.00 per minute at this hospital at the present time.  The rushed nature of cases, anesthesia prep time, and room turnover time in the operating room makes even necessary communication seem like a luxury.  I once had a patient in one of my areas whose departure from the operating room was delayed as the post op area was temporarily full.  The surgeon became furious with me because I would not allow the floor to be washed until patient left the room when, in his view, this would save much needed time to allow him to get his next case underway sooner.  Many of the time elements are benchmarked for efficiency purposes and measured against other hospitals and, in some cases national averages.  No one discipline wants to be responsible for causing a time delay, and this is where turf protection surfaces, each group defending their use of the time needed to complete their part in the process.  As a result, the well coordinated effort that is needed to ensure timely and smooth patient flow is discordant with the goals of patient care.  
      Patient care in the operating room is priority one and ensuring patient safety is paramount though difficult to achieve in this setting.  As technology advances, beepers, cell phones, blackberries and the like are short hand substitutions for the kind of 
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real communication that is needed to appropriately care for patients.  Computer screens in our operating rooms are integrated in such a way that a change of color, indicating room status change (room ready, patient in, patient, out and so forth), can be viewed by all staff members on computer displays throughout the Hospital.  The color change alerts the Anesthesiologist when the room is ready to accept the patient, and this has become the preferred method for notifying anesthesia to bring the patient into the operating room.  From an efficiency standpoint, this saves time for team members walking from a preoperative area to the OR which can be physically distant, but it also eliminates “face time” for an interaction between anesthesia and nursing, which is another missed opportunity to communicate essential details about the care of the patient.  On occasion, Anesthesia will bring a patient to a room they are sure must be ready with complete disregard of  the color change, at which point the nurse is forced to stop what she’s doing and help get the patient settled in the OR.  Situations such as this destroy the concept of a well coordinated team effort which results in feelings of dissatisfaction and irritation, not to mention the resulting time delay and interruption in the flow of activity while the necessary equipment and surgical supplies (which had prevented the room from being ready in the first place) are secured for the case.
     Consequences of communication errors in the OR can range from time delays to potentially fatal outcomes for the patient.  These high stakes are especially difficult for                                                                                  
caregivers who either blame other team members or themselves.  In some ways the OR culture suffers symptoms of what Kanter (2003) suggests is a cycle of decline.  Kanter 
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(2003) describes corporate workplace settings where initial declines degenerate into blame and scorn which ultimately engenders an atmosphere of secrecy, isolation, and 
lack of respect.  This downward cycle leads workers to adopt feelings of passivity and helplessness which is known by psychologists as pluralistic ignorance (Kanter, 2003).  

Once this deadly cycle takes hold, it is extremely difficult to reverse, and the lack of true communication pushes toward this outcome, as caregivers would rather ignore than address an issue that has potentially negative consequences.  

     Caregivers are under tremendous pressure to perform at their best in an environment that generates incredible stress, caring for patients that challenge the limits of their abilities.  Essential communication skills need to be taught to help enable individuals to appropriately address situations that come up pre, intra, and post operatively allowing the patient to be transported safely through their surgical course.
                                                    Communication Repair 
     Dialogue is one proven route to aid leveling of the hierarchy and balance competing patient care goals.  Gardner (2005) summarizes the benefits of true dialogue as follows:

    Dialogue is another communication process that facilitates thinking and 

    questioning together.  In dialogue, conversations focus on surfacing assumptions,

    goals, and values, and summarizing disparate ideas in search of connections.

    This type of strategic conversation allows for further exploration and clarification
    of different vantage points, thus allowing for the development of new knowledge.   
     In this way, dialogue shapes a common ground where judgment is exchanged for inquiry, and this provides a renewed sense of connection and respect for another’s point of view.  The self reflective quality of this method of communication leads to a renewed 
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sense of understanding and allows one to change their path of action and purpose.  Groups can learn to collaborate on central issues with a renewed sense of shared purpose.    
Kanter (2003) suggests that often a cover up can be worse than the truth of a mistake, thus she promotes the use of dialogue on all levels of organizations to reverse the cycle of decline.  William Isaacs (1999) has done significant work in corporations with dialogue in connection with his MIT project, and cites several instances of union vs. management opposition that had existed over generations and was bridged through the use of dialogue.  (Interestingly, this Hospital has a strong and well established nurses union and the dynamics surrounding the polarization of the union and the hospital quite often play a 

role in complicating issues that arise). 

     In my experience, dialogue is a tool is extremely effective in producing change, but I have not found opportunities to mobilize this intervention in the operating room due to the highly competitive nature of operating room time.  The various professional disciplines are required to undergo regular and intense learning to keep competency in alignment with their responsibility to their duties and this, in addition to the nonexistent availability of time, make it difficult to sustain a program where formal dialogue could take hold and help reverse the negative mindsets that prevail at present.  What is feasible in an environment that is so time constrained, and what can be done to improve the communication and collaboration proves to be the challenge at hand.  This has been a personal struggle and cause for despair for me in pursuing this project.  The Hospital is cognizant of these limitations and the adoption of the Crucial Conversations training represents a sincere desire to positively influence a change in an effort to address patient 
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safety given the limited resources available in time.  The Hospital has dedicated other resources, including the complete funding for nearly one hundred individuals to attend 
the training.  The Risk Management department has been a tremendous help in focusing these efforts as well.
     Vitalsmarts is a firm that has done significant research and training in the field of communication and has developed a set of training tools to teach effective communication skills in professional environments.  They have gained a great deal of 
notoriety of late due, in part, to the publication of their two most recent books Crucial Conversations and Crucial Confrontations.  The have run successful training programs
in hundreds of the Fortune 500 firms and claim they have trained thousands in becoming fluent with their skills which have resulted in lasting positive change in these organizations.  Over the past couple of years, Vitalsmarts has conducted studies with the American Association of Critical Care Nurses (AACN) in various hospital settings, and this affiliation proved so successful, that AACN partnered with Vitalsmarts as a step 
towards training of communication to improve patient safety.  I was in attendance with a group from Brigham & Women’s Hospital when news of their study results and partnership were released in a press briefing in Washington, D.C.   The televised event featured a discussion led by panel members including the president of the AACN as well as a representative from Vitalsmarts, a Hospital Administrator from Indiana where Crucial Conversations training had begun in several of their seven hospitals, and the president of The Joint Commission on Accreditation of Healthcare Organizations (JCAHO).  The exchange of ideas was impressive and a clear message was delivered that 
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the issue of patient safety is a primary goal for JCAHO and that the study results were favorable in utilizing Vitalsmarts toward that end. 
       Although Vitalsmarts has worked extensively in health care, training at our Hospital will represent the first operating room environment to train and adopt Crucial Conversations.
     For the next several months, discussion took place at our Hospital to consider best way to integrate a culture changing training program for our staff.  Another nurse  
Manager and I applied for a grant to completely fund the program where the staff would first be trained in dialogue skills, then in Crucial Conversation skills.  Of 500 grants submitted for consideration, our grant was one of 85 that were selected as finalists, pending a full grant proposal.  We submitted the full grant proposal, and although our proposal was denied, the Hospital agreed to fund the Crucial Conversations portion, but 
not the dialogue portion of the training for the staff.  This was disappointing to me and in my eyes severely threatened the success of the project since it was the dialogue skills that would help level the hierarchy and provide a self reflective piece enabling the crucial conversations skills to take hold.  However pursuit of this avenue represented a step in the right direction nonetheless and the question then became how to best utilize this training in light of accomplishing a measure of improved communication and collaboration among caregivers.    
     The Crucial Conversations training uses many of the core components of dialogue as part of their training of critical skills.  The training emphasizes that when a critical issue arises, individuals are coached to seek the “shared goal” and contribute to a “shared pool 
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of meaning”; clear dialogue concepts.   Rather than suspending judgment as formal dialogue suggests, the training suggests that when a critical issue takes place, the 
observer “tells themselves a story”, thus trainees are coached to avoid going to this step and rather to drop back to inquiry or clarification of the actual events that took place.  In this way, Crucial Conversation skills are geared toward resolving the second category of communication error as mentioned above; an error where an individual observes a wrongdoing and calls the person on the inappropriate behavior or action.
     During my observation of more than forty hours of training, my assessment is that although Crucial Conversations training is enjoyable, it relies on several fundamental 
assumptions.  First, in order for any change to take place, an individual has to see themselves as part of the problem.  Crucial Conversations relies on the self reflective 
piece of the training through its use of video clips of negative interactions.   Individuals are coached to understand that when the conversation turns crucial, an individual’s needs become short term and selfish.  The training then is to have an individual see this in themselves and to then think about common purpose or shared goals, or what they really want out of the conversation or interaction.  Certainly there were individuals who were able to realize the self reflective piece as part of the training, but many were not.  In conversation with one individual following the training, he said that he thought the training was great, and that he would definitely use it in his personal life, but he felt quite confident in his ability to appropriately handle interactions with individuals in the OR, thus wouldn’t see the need to use the skills at work.  Although he generally handles situations in a level headed way, I have witnessed him engage in interactions that were 
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anything but level-headed.  In contrast, one particularly offensive individual left the second day of training muttering about the uselessness of what he had learned only to 
have an epiphany two days later with verbalization of the full self reflection he had gone through.  In discussion with this staff member, he revealed that in thinking over the training in the days that followed, he had a clear realization that he had been involved in interactions that he would have handled differently had he been trained in the Crucial Conversations skills.   

     Crucial Conversations also relies on empowerment of individuals through the learning of skills.  Two days of training are not enough to change behaviors in individuals and 
knowing the skills is very different than using the skills.  In speaking with Patrice Putnam, Human Resources Administrator for Maine General Hospital System, who has adopted and taught Crucial Conversations skills to nearly all the nurse managers at her facilities, she was quite bothered by the fact that when surveyed, the managers reported their confidence in learning and using the skills at nearly 100%, but nearly 70% indicated they had witnessed an inappropriate behavior or statement, and had failed to call the individual on it.  One Nurse Manager reported that she had seen a staff member treat another disrespectfully, while another reported that they directly observed a staff member failing to follow a hospital policy, yet they had failed to speak up.   In discussion with Patrice and David Maxfield, a researcher from Vitalsmarts, these and other similar instances represent a curious and unexpected outcome that requires further investigation.
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     Crucial Conversations also relies on the fact that teaching the skills will prompt trainees to use them and to use them in an appropriate way.  After nearly half the training sessions were complete at our Hospital, many staff members were using the label of 
crucial conversations but as an excuse to attack an individual about an issue, clearly misuse of what the teaching intended. 
                                                       Tipping Point Tools 
     Once the training had begun and some of the observations above were made, I began wondering about what it would take to make the culture of the operating room tip – or 
what approach could we take that would allow the Crucial Conversations training take hold.  Inspiration was provided in Malcolm Gladwell’s book entitled The Tipping Point and I wondered if some of the strategies he identified could be utilized to help training 
catch on in our situation (2000).  Gladwell (2000) identified several key concepts that may prove useful in our setting; the rule of the few; the stickiness factor; and the rule of context.  In digesting these concepts, it was clear that there were certain people in any organization that were the identifiers, carriers and distributors of information, particularly new information or trends.  Gladwell (2000) refers to these people as mavens, connectors and salespeople and if his information was accurate, how could we identify people in our setting to make this training, and culture improving innovation “tip”.  Gladwell (2000) also proposed that there is a critical mass, and the way the idea is “packaged” can make all the difference in how it is accepted.  If these ideas were so, what was the magic 
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number of people that need to be trained, and how could we make this as Gladwell (2000) stated “irresistible”.    

     In discussing these ideas before a training session one morning with David Maxfield of Vitalsmarts, he indicated that Patrice Putnam from Maine General had indeed 
developed survey tools to identify mavens, connectors, and salespeople in her organization.  Patrice had also wondered about the critical mass question in trying to 
determine how many people she would need to teach the Crucial Conversations skills to in order for their organizational culture to tip.  Interestingly, in conversation with Patrice,                                                                               

the critical mass she identified after training the skills in her organization for more than six months was about 20-30%; a significantly lower percentage than 60-70% she originally believed she would need to train in order for their culture to tip.  The 20-30% represented a group of trained individuals significant in number to display and support of the use of skills in the environment as well as the benefit from positive results from the use of the skills.  This 20-30% critical mass represented not only the number of people trained, but training skills to the right 20-30% and Patrice had worked out a way to find the right people.   

     Patrice first began by asking Nurse Managers and other leadership which people they felt were the right people to train; the people that would help spread the good word about the skills and use them in a way to positively influence change.  After training these individuals, she noted that their training did not influence the use of the skills as she had expected.  The lesson she learned here was that the people the managers felt were the opinion leaders were not the same people the staff identified as opinion leaders in their 
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peer group.  Patrice then developed and used surveys to identify mavens, connectors, and salespeople in her organization and she trained these individuals.    The people she selected through her survey to train started out thinking were being punished, but once 

trained, felt privileged they had been asked.  Maine General now includes these trained mavens, connectors, and salespeople in all of their important leadership meetings and 
they have learned over time, that the ideas and work the leadership teams are doing, is quickly distributed across the system in a very efficient and positive way.  This has been a turnaround for the leadership team to include these individuals at their important meetings.  They began by resenting their presence, but now appreciate their inclusion due to the positive effect it has in getting the word out to the organization.  The take away message for me here is clear about using staff and empowering them by including their input in the decision making process.
                                          Next Steps and Anticipated Outcomes

     Certainly it is naive to think that just the training will result in the effect that we had hoped for and there are competing goals from various angles as well.  The Hospital wants 
to use this training to develop a model of briefing and debriefing for surgical procedures.  Much of the work around briefing/debriefing has emerged from crew resource management from the airlines industry which relies heavily on checklists and discussion with experts in perioperative studies agree is the design we should use.  I personally have serious concerns that this is the appropriate model since it represents just one more list to run through in an already very rushed environment.  Discussion during the training 
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sessions echoed this sentiment and an alternative plan of having a conversation where each discipline speaks their concern about what is significant or unusual from their point of view may be a better way to organize the model, because each discipline has different concerns about the case from their unique vantage point.  This idea also provides a base level conversation that may afford some confidence to individuals if a situation presents itself to address an issue later during the case.  
     The Hospital has spent a considerable sum to support this project, the hope being that it will positively influence teamwork, job satisfaction, recruitment and retention rates for all disciplines of staff, and well as improve patient safety.  It is my personal belief that efficiency can be positively influenced as well, but in discussion with experts and other leadership members who have done extensive efficiency studies at this Hospital argue that this will not be possible.  If shared purpose can truly be embraced through the communication and collaboration work we are doing, the well coordinated team may indeed, be able to improve efficiency measures as well.  Certainly the issues and specifics regarding efficiency are complex and need to be investigated, researched, and studied more thoroughly.   

     The pilot study involves two areas of the operating room; orthopedic trauma and thoracic surgery.  Despite the fact that both services are in very close proximity in the operating room, the needs couldn’t be more diverse.  In thoracic surgery, the concept of teamwork is nearly nonexistent, and there is observable backbiting, rudeness, and malcontents.   In addition, though the thoracic surgeons had originally pledged their commitment for the training, none of the ten surgeons were able to attend any of the 
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training sessions due to their busy schedules.  Orthopedic trauma represents a small portion of the larger orthopedic service, and although there is a fundamental concept of teamwork among this group, there is still some discontent, and backbiting as in the thoracic group.  The base level of teamwork in the orthopedic group is believed to be the result of the high demands of equipment and complexity of the cases; as it is nearly impossible to function independently in this service.  Of the three surgeons in this group, two attended the training sessions.  Anesthesiologists from both groups attended the training sessions as well.   Both teams received the training, in mixed groups and we are essentially addressing different issues for each group, which may make it more difficult to assess improvement and determine success.  The next steps in each group are to determine specific outcomes before proceeding forward.

     Leadership members from other areas of the Hospital attended the training sessions, and we have been approached and met already about how they can go about initiating training in their areas as they are experiencing similar problems with lack of communication.  People can readily see the value of the skills that are presented and it can cure many ills but the skills have to be used appropriately and unilaterally by all disciplines.  We have experienced limited buy-in from the physician groups at this Hospital and the work at Maine General has not included any physicians, except for one or two who received the initial training when Crucial Conversations was introduced at that facility.  The ideas of communication and collaboration are really ideals that need to be embraced throughout an organization, and getting everybody to first see the value, then adopt the concept is the challenge.  There has been much research in the area of 
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“diffusion of innovation” that points to how ideas are adopted and spread particularly in health care, and this is another area for future research for me to pursue (Berwick, 2003).     
     We have been asked to present on Crucial Conversations at OR Manager, a national conference for nurse managers in April, 2006 in Orlando and San Francisco in 
September, 2006.  This is difficult to comprehend since the evolution of the project overall is still ongoing and although it is clear that Crucial Conversations will have a major impact on our environment, there is still much work to be done in finding the best way to incorporate this into the Hospital culture and result in the positive outcomes we anticipate.  Certainly Vitalsmarts would be proud to have our Hospital included in their list of accomplishments particularly since we are their first operating room.  I have personal knowledge of change efforts in other hospital systems, however, that have been widely publicized as successful, only to learn later that the change never really reached the front lines of the organization.  To speak on Crucial Conversations, though exciting, provides some apprehension in this regard. 
   Several ideas have emerged during my research this semester and have resounded through books and articles.  The first is engagement, and the literature is full of  

information about engaging individuals in the process in order to allow the collective intelligence to emerge (Senge, Scharmer, Jaworski, & Flowers, 2005).  Developing the briefing/debriefing model will require input from all disciplines in order to build upon a model that will be embraced and functional by the individuals that will be utilizing it.   In connection with this idea, it became clear to me shortly after the first training session was 
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complete that regular meetings will need to take place with the trained individuals to review skills, talk about situational use of the skills, and discuss successes and failures 
they have had in their personal use of Crucial Conversations.  Staff members will require support in order to feel comfortable enough with the skills to use them, and experiencing first hand successes of their own will enable them to have confidence in the value of the skills.  I have talked to two different staff members this week that used the skills to address a situation that came up with a team member regarding a work issue.  Both did not share the actual incident (which is preferable from my standpoint) and both reported they were successful with their use of the skills and the outcome.  Additional work will need to occur to determine how to best support the use of the skills for all of the trainees as the study moves forward.

    Of course front line leadership plays an extremely important part in realizing success in this project.  Leadership team members will need to walk the walk in order for these skills to be role modeled to ensure support and use of skills.  As Chan Kim and Mauborgne (2004) suggest in their article on Tipping Point Leadership “…movement can be unleashed only by agents who make an unforgettable and unarguable calls for change, who concentrate their resources on what really matters, who mobilize the commitment of the organization’s key players, and who succeed in silencing the most vocal naysayers”.    

 In terms of the culture, it is very difficult to try to determine how best to positively influence the culture and the negative mindsets that prevail.  In light of the work I have done this semester, I believe that embracing the communication skills will contribute 
positively to influencing the culture, though I do not believe that this alone will generate                                                                               
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the culture shift needed to reverse the cycle of decline that prevails in the operating room 
at present.  I am unable to accurately assess if the lack of communication is the disease or if it is a symptom of a much larger disease – that of a firmly entrenched and negative environment.

      The work regarding communication has led me to wonder:  If the culture of the operating room will only support what is allowed in terms of negative behavior, 
specifically disrespect, not living up to one’s job responsibilities, ego driven agendas and other indiscretions, then it may be possible that the use of the communication; particularly the tools to call someone on a negative behavior, will raise the bar on bad 
behavior.  In a sense, the teaching and supported use of these communication skills, when used appropriately, will give the staff formal permission where they will no longer have to tolerate bad or offensive behaviors.  For example, if I know I’m going to be called or addressed on a bad behavior, I will be less likely to demonstrate it in the first place, and 
also more inclined to catch myself in advance, or apologize if my emotions get the better of me.  People are wiling to forgive a lack of discretion, especially if an apology is forthcoming.    
     Finally use of the skills will give individuals a valuable tool and a common language to use in the operating room around situations.  I had a nurse complain loudly about not wanting to work with a particular surgical technician.  I asked what it was she was doing that was making it so hard for her to do her job.  She responded with a negative remark 
about not wanting to hear the Crucial Conversations crap.  I then stepped back and 
suggested that the common goal here is that the patient needs to get the best care                                                                                 
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possible, so unless the nurse could offer something that would indicate the surgical 
technician had a specific problem that needed to be addressed, I would have to presume it was merely a personality issue.  The nurse did not have much to offer beyond that.
     I began this semester feeling that the project could not succeed without dialogue, and although I still believe that more is needed than merely teaching communication skills to the staff, I am much clearer about the need to supplement this training or augment these 
skills possibly with some measure of dialogue concepts, training, or sessions.  I know that a system as complex can never be problem free, and the human factor that allows caring 
for patients to be compassionate also has the flaw of imperfection, as does every human system.  My goal in all of this is of course, patient safety, and certainly a respectful and caring environment, but my deeper concern is that with the severity of the nursing shortage as it stands today, and given the difficulty we have recruiting nurses now, it will be nearly impossible tomorrow.  The nurses in the operating room where I work are 
superior in their professionalism and skill level and their level of expertise is outstanding.  It seems such a shame that so much of what comes to the surface is the negativity about their work culture, rather than the pride in their accomplishment of what to do on a daily basis.  The nurses in this OR are of an exceptional caliber and the work they perform on a daily basis sets them apart in a positive way.   This is clearly work that not all OR nurses are capable of performing due to the high level of complexity in surgical procedures and patient care.   If the communication and dialogue can improve the level of respect and 

collaboration among caregivers and bring them to a greater appreciation of themselves and each other, I will feel as though my work has had a positive impact.                
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