Letters to the editor

but speciality bashing and trying to deflect admissions. This
has a pernicious effect on morale and can affect the future
behaviours of GPs who could be put off discussing difficult
patients with certain specialities (‘avoidant behaviour’ as
described in the paper) with a potential to affect patient safety.
I welcome recognition of this issue and attempts to define
and codify it through research. I am sure this phenomenon
occurs in other settings of care. As more and more interfaces
are established between primary, community and hospital care,
interactions between clinicians from different disciplines will
become more common to support integrated care. To achieve
a truly excellent patient-centred service, all clinicians must be
aware of the issue of RDA communication and the destructive
effect this can have on patient safety. The requirement for
proper standards of professional communications must be
emphasised to all doctors.
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Response

We thank Mayur Lakhani for their comments with which we
fully agree. Our study was confined to communication within
teaching hospitals but rude, dismissive and aggressive (RDA)
communication is also likely to occur in non-teaching hospitals
and across the primary—secondary care interface.'

The ephemeral, impersonal nature of a phone call and the lack
of a pre-existing relationship between clinicians are both risk
factors for rudeness.” Individuals can reduce their risk of RDA
communication by building relationships across primary and
secondary care, but this is not a global solution.

There are few, if any, measurable outcomes currently available
to detect or discourage rudeness and we agree research is
needed to define, measure and report the extent of the problem.
Recording phone calls ‘for training purposes’ may be an initial
step towards this.

Departments may have poor organisational handling of
referral activity, such as one doctor with a bleep who has
multiple other duties. This promotes rudeness and the effects
are worse in high intensity specialties. We agree that defining
professional standards of communication and promoting respect
are required steps but meaningful cultural change will not arise
from a document alone and needs to be driven by leadership.’
This will require persistent promotion by chief executives and
other senior leaders if it is to have any impact. Jeremy Hunt has
not set a good example of respect in communication.
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Editor — Richardson and colleagues should be applauded

on widely implementing the RCP Fallsafe care bundles in
Northumbria and for the large audit that was carried out.! They
showed an improvement in compliance with the measures
recorded before and after the introduction of the bundle. This
mirrors the RCP Fallsafe project itself.

However, despite a slight decrease in falls, the number of falls
per 1,000 bed days increased in this audit. This is an identical
reflection of the RCP original assessment of the falls care
bundle wherein there was an actual increase of 12% in falls
after the introduction of the bundle. The reported falls per
occupied bed days showed an increase consistently with and
without harm in the acute and community settings but not in
mental health.? The RCP document explained that was due to
‘under-reporting’ before the project and therefore calculated
that rather than being harmful this was actually beneficial by
correcting for likely under-reporting.

A reproduction of the RCP care bundle in Northumbria in
fact shows an increased harm, ie an increase in the number
of falls confirming what the initial RCP project showed ie an
increase in the number of falls notwithstanding the calculation
for under-reporting. Is it time to abandon the Fallsafe bundle
and for the RCP to at least attempt a review if not a randomised
controlled trial to finally clarify whether the bundle is harmful
(as it appears at present on both the initial RCP data and the
Northumbria experience) or beneficial? Our patients deserve
better — in the case of falls, it seems masterly inactivity may
be best, ie continuing current simple measures like blood
pressure lying and standing checks, reviewing medication and
encouraging therapists — without the cumbersome introduction
of the comprehensive bundle with all the personnel and the
paperwork associated with it.

Indeed, Richardson and colleagues aptly conclude at the
end: Fallsafe advocates, falls teams, trust board members and
clinical commissioning groups (CCGs) should be aware of
possible confounding influences and limitations when setting
possible target measures for inpatient fall reduction. These are
wise words for CCGs.
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