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[bookmark: _Toc231052809]Introduction
Communication is a central component of effective management because it enables shared understanding, coordinated action, and safe, high‑quality service delivery. Duck and McMahan (2015) describe communication as a transactional process in which meaning is co‑created between sender and receiver, emphasising that successful communication depends not only on what is said but also on how it is interpreted. This is particularly relevant in healthcare settings such as Swansea Bay University Health Board (SBUHB), where phlebotomists work across busy clinical environments and must communicate clearly with patients, nurses, doctors, and administrative teams to ensure safe and efficient blood collection.
In the phlebotomy department, communication directly affects patient experience, clinical accuracy, and workflow. Unclear instructions, missing information, or misinterpreted messages can lead to delays, repeated procedures, or compromised patient safety. Research highlights that non‑verbal cues and tone often carry more meaning than words alone (Mehrabian, 1971), reinforcing the importance of professional, calm, and patient‑centred communication in clinical practice.
This section examines key communication models, verbal and non‑verbal communication, barriers, and workplace communication methods, applying each to the phlebotomy context. It evaluates how effectively communication operates across Morriston, Singleton, and Neath Port Talbot sites and identifies areas for improvement.









[bookmark: _Toc231052810]1.2 - The Communication Cycle
The Communication Cycle provides a foundational model for understanding how messages are created, transmitted, interpreted, and confirmed. It includes the stages of idea formation, encoding, transmission, reception, decoding, and feedback. Communication is only complete when the receiver has understood the message and responded appropriately.
In the phlebotomy department, this cycle is visible in everyday tasks. For example, when a nurse requests an urgent blood sample, they (sender) encode the message verbally or through a written request form. You receive and decode the message, clarify any missing details (e.g., fasting status, paediatric considerations), and provide feedback to confirm understanding. If feedback is absent or unclear, errors may occur, such as attending the wrong patient, missing a time‑sensitive test, or misunderstanding clinical urgency.
The Communication Cycle is particularly valuable in healthcare because it reinforces the need for two‑way communication. In fast‑paced environments like Morriston Hospital, where interruptions and competing demands are common, the feedback stage ensures accuracy and reduces risk. This model therefore supports safe practice and aligns with NHS expectations for clear, accountable communication.
[bookmark: _Toc231052811]1.3 - Shannon and Weaver (1949): Noise in Clinical Communication
Shannon and Weaver’s Transmission Model explain communication as a linear process in which a message travels from sender to receiver through a channel, with “noise” representing anything that interferes with accuracy. Although originally developed for engineering, the model is widely applied in healthcare because clinical environments contain multiple sources of noise that can distort communication and increase risk.
In the phlebotomy department, noise is a frequent challenge. Environmental noise occurs on busy wards where alarms, conversations, and movement can make it difficult to hear instructions clearly. Physical noise also arises when PPE muffles speech or when patients have hearing impairments. Technical noise is common when digital systems such as Welsh Clinical Portal or ICE experience delays, causing staff to miss updates or misinterpret incomplete information. Semantic noise occurs when medical terminology is misunderstood by patients or when abbreviations on request forms are unclear. Psychological noise, such as patient anxiety or staff stress during peak times, can also affect how messages are interpreted.
Shannon and Weaver’s model is useful in highlighting the need for clarity, appropriate channel choice, and confirmation of understanding. However, its limitation is that it views communication as one‑way and does not account for the relational, emotional, or cultural factors that influence interactions in healthcare.
[bookmark: _Toc231052812]1.4 - Berlo’s SMCR Model (1960): Adapting Communication to Patients and Staff
Berlo’s SMCR model expands on earlier theories by emphasising how the Source, Message, Channel, and Receiver are influenced by human factors such as communication skills, attitudes, knowledge, social systems, and culture. This makes it particularly relevant to healthcare, where staff and patients come from diverse backgrounds and have varying levels of health literacy.
In my phlebotomy role, Berlo’s model is reflected in the need to adapt communication depending on the patient and situation. For example, when working with paediatric patients, you simplify language, use a calm tone, and rely on non‑verbal reassurance to reduce fear. With elderly patients or those with cognitive impairments, you may speak more slowly, maintain eye contact, and check understanding more frequently. When communicating with nurses or doctors, you use clinical terminology appropriately because of shared professional knowledge. In multicultural teams, awareness of cultural differences helps avoid misunderstandings and promotes respectful interactions.
The strength of Berlo’s model is its recognition that communication is shaped by personal and social factors, making it highly applicable to patient‑centred care. However, it does not explicitly include feedback, which is essential in healthcare to ensure accuracy and safety.
[bookmark: _Toc231052813]1.5 - Schramm (1954): Shared Understanding and Two‑Way Communication
Schramm’s Interactive Model views communication as a two‑way process in which both sender and receiver continuously encode, decode, and provide feedback. A key concept is the “field of experience,” meaning that communication is most effective when both parties share similar knowledge, background, or context.
This model is highly relevant when working across Morriston, Singleton, and Neath Port Talbot, where communication varies depending on who you are interacting with. When receiving instructions from a nurse about a complex patient, shared clinical experience allows for quick, efficient communication. In contrast, when explaining a procedure to a patient with no medical background, you must adjust your language and check understanding to ensure meaning is shared. Schramm’s emphasis on feedback is particularly important in phlebotomy, where confirming patient identity, clarifying test requirements, and reporting difficulties are essential for safety.
[bookmark: _Toc231052814]1.6 - Comparison of Communication Models
Each communication model offers a different perspective on how messages are created, transmitted, and understood. The Communication Cycle and Schramm’s model are most applicable to the phlebotomy because they emphasise two‑way communication and feedback, which are critical for safe clinical practice. Shannon and Weaver highlight the impact of noise, which is highly relevant in busy hospital environments, while Berlo’s model emphasises the importance of adapting communication to audience needs. Together, these models provide a comprehensive understanding of communication in healthcare.
[bookmark: _Toc231052815]1.7 - Verbal and Non‑Verbal Communication in the Phlebotomy Department
Verbal and non‑verbal communication play a significant role in shaping patient experience and ensuring clinical accuracy. Verbal communication includes spoken instructions, explanations, and questions, while non‑verbal communication includes tone, facial expressions, posture, and gestures. Mehrabian’s research suggests that when verbal and non‑verbal cues conflict, people rely more on tone and body language than on words.
In my phlebotomy role, verbal communication is essential when confirming patient identity, explaining procedures, or clarifying test requirements. Non‑verbal communication is equally important, especially with anxious patients or children. A calm tone, gentle posture, and reassuring facial expressions help build trust and reduce fear.
Non‑verbal communication is also influenced by paralinguistic features such as tone, pitch, pace, and volume, which can significantly affect how messages are interpreted. For example, a calm and steady tone can reassure anxious patients, while a rushed or abrupt tone may unintentionally create stress. This aligns with Mehrabian’s findings that tone and body language often carry more meaning than words alone. In clinical settings, being aware of these non‑verbal cues is essential for building trust, reducing anxiety, and supporting patient‑centred care.

[bookmark: _Toc231052816]1.8 - Tone, Language, and Levels of Formality
Tone and language must be adapted to suit different audiences and situations within SBUHB. A professional and calm tone is essential when speaking with patients, particularly those who are anxious or confused. With paediatric patients, a softer, more reassuring tone helps reduce fear. With colleagues, tone may be more direct during busy periods but must remain respectful.
Language must also be adapted. With patients, plain English is essential to avoid confusion. With clinical staff, more technical language may be appropriate. Written communication such as emails or documentation requires a formal tone, while informal conversations with colleagues may be more relaxed.
[bookmark: _Toc231052817]1.9 - Barriers to Communication and Strategies to Overcome Them
Barriers to communication are common in healthcare and can significantly affect patient safety and team efficiency. Environmental barriers include noisy wards and interruptions. Linguistic barriers arise when medical jargon is used with patients. Psychological barriers include patient anxiety or staff stress. Organisational barriers include unclear rota updates or incomplete request forms.
Strategies to overcome these barriers include using plain language, checking understanding, reducing distractions where possible, and using active listening techniques. Structured communication tools such as SBAR can also improve clarity.
In practice, the most common barriers in the phlebotomy department are environmental noise, unclear written information, and psychological barriers such as patient anxiety. Strategies such as using plain language, reducing distractions, confirming understanding, and using structured tools like SBAR are effective in reducing these barriers. However, written communication remains an area where misunderstandings can occur, particularly when request forms are incomplete or digital systems are delayed. Strengthening consistency in written communication and ensuring staff receive regular updates would further reduce barriers and improve overall communication effectiveness.

[bookmark: _Toc231052818]1.10 - Communication Methods Used in SBUHB
A range of verbal, written, and digital communication methods are used across the phlebotomy service. Verbal communication includes face‑to‑face discussions and telephone calls. Written communication includes request forms, documentation, and emails. Digital communication includes Welsh Clinical Portal, ICE, and internal messaging platforms.
Each method has strengths and limitations. Face‑to‑face communication allows immediate clarification but may be time‑consuming. Emails provide a written record but can be misinterpreted. Digital systems improve accuracy but rely on reliable connectivity. When evaluating these communication methods, face‑to‑face communication is generally the most effective within the phlebotomy service because it allows immediate clarification and reduces the risk of misunderstanding. However, it is not always practical during busy clinics or across multiple sites. Written communication such as emails provides a clear record but can be misinterpreted if tone or detail is unclear. Digital systems such as WCP and ICE improve accuracy and traceability but rely on reliable connectivity and timely updates. The most effective approach is therefore a combination of methods, supported by clear guidelines and consistent use across all sites.

[bookmark: _Toc231052819]1.11 Evaluation of Communication Effectiveness
Overall, communication within the phlebotomy department is generally effective, particularly in face‑to‑face interactions where feedback can be given immediately. Staff demonstrate strong patient‑centred communication skills. However, challenges remain, including noise, interruptions, inconsistent digital communication, and occasional gaps in written information. Improving consistency in written communication and strengthening feedback loops would enhance overall communication effectiveness.
[bookmark: _Toc231052820]Motivation, Performance and Conflict
[bookmark: _Toc231052821]2.1 - Motivation and Performance
Motivation influences how staff respond to pressure, interact with colleagues, and deliver patient‑centred care. Several theories help explain motivation in the workplace.
Maslow’s Hierarchy of Needs highlights how unmet needs such as safety or belonging can reduce motivation. Herzberg’s Two‑Factor Theory distinguishes between hygiene factors (e.g., pay, workload) and motivators (e.g., recognition, achievement). McGregor’s Theory X/Y explains how managerial attitudes influence motivation, while McClelland’s Theory of Needs highlights achievement, affiliation, and power as key motivators.
Herzberg’s theory is most relevant to my workplace because it reflects the realities of clinical work, where meaningful patient interactions and teamwork strongly influence motivation. Motivators such as patient gratitude and successful procedures enhance engagement, while hygiene factors such as staffing levels and workload can reduce motivation.
Although these theories help explain workplace behaviour, each has limitations when applied to a fast‑paced clinical environment. Maslow’s hierarchy assumes that needs are met in a fixed order, but in healthcare staff may experience higher‑level motivators such as patient appreciation even when lower‑level needs like workload balance are not fully met. McGregor’s Theory X/Y oversimplifies managerial attitudes and does not reflect the collaborative, multidisciplinary nature of NHS teams. McClelland’s model is useful for understanding individual drivers but does not fully account for organisational pressures such as staffing levels or shift patterns. In contrast, Herzberg’s Two‑Factor Theory aligns more closely with the realities of phlebotomy work because it recognises that motivators such as achievement, teamwork, and patient gratitude can increase engagement, while hygiene factors such as workload, unclear communication, or rota pressures can reduce motivation. This makes Herzberg the most practical and realistic model for understanding motivation within SBUHB.
[bookmark: _Toc231052822]Communication plays a critical role in shaping both motivation and performance. Clear, respectful communication helps staff feel valued, confident, and informed, which increases motivation and reduces errors. Conversely, unclear instructions, rushed handovers, or inconsistent messages can create frustration, lower morale, and reduce performance. In the phlebotomy department, effective communication ensures that staff understand priorities, feel supported during busy periods, and can raise concerns without fear. This demonstrates that communication is not only a tool for sharing information but also a key driver of motivation, teamwork, and overall service quality.
2.2 - Conflict in the Workplace
Conflict is a natural part of organisational life and can arise from differences in expectations, communication styles, or priorities. In healthcare, common causes include workload pressures, unclear instructions, and differing clinical priorities.
In the phlebotomy department, conflict may arise from competing demands between wards and outpatient clinics, misinterpreted tone, staff shortages, or disagreements about task prioritisation. Poor communication is a major cause of conflict, especially when instructions are unclear or incomplete.
Low motivation can increase the likelihood of conflict, while motivated staff are more resilient and collaborative. Conflict can reduce teamwork, morale, and patient experience, but when managed effectively, it can lead to improved processes and stronger relationships.
The Thomas‑Kilmann model identifies five approaches to conflict. Collaboration is often the most effective in healthcare because it focuses on shared goals and mutual understanding.
Communication is closely linked to the development and resolution of conflict. Poor communication such as unclear instructions, inconsistent messages, or misinterpreted tone can escalate tensions and create misunderstandings between staff. When motivation is low, individuals are more likely to react defensively or withdraw, increasing the likelihood of conflict. In contrast, clear, respectful, and timely communication can prevent conflict by ensuring shared understanding and reducing assumptions. In the phlebotomy department, using structured communication tools such as SBAR, checking understanding, and maintaining a calm tone helps de‑escalate disagreements and supports collaborative problem‑solving. This demonstrates that effective communication is essential for preventing conflict and maintaining high‑quality patient care.
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[bookmark: _Toc231052824]3.1 Evaluation Criteria
Criteria used to evaluate your communication include clarity, tone, active listening, adaptability, non‑verbal communication, written communication, feedback use, and assertiveness.
[bookmark: _Toc231052825]3.2 -  Feedback Summary
Feedback was collected using a structured questionnaire (see Appendix A), completed by colleagues across the phlebotomy department. Feedback from colleagues highlighted strengths in clarity, empathy, professionalism, and adaptability. Areas for development included assertiveness, written clarity, and confidence in conflict situations. A summary of the feedback received is presented in Appendix B.
[bookmark: _Toc231052826]3.3 - Strengths and Areas for Improvement
Strengths include empathic communication, professionalism, active listening, adaptability, and teamwork. Areas for improvement include assertiveness, written communication, conflict management, and listening under pressure.
[bookmark: _Toc231052827]3.4 - Gap Analysis
A detailed gap analysis was completed based on the feedback and self‑reflection (see Appendix C). A gap analysis identified moderate gaps in assertiveness and written communication, and a significant gap in conflict‑resolution skills.
[bookmark: _Toc231052828]3.5 - Applying Theory to Self‑Evaluation
Covey’s listening model explains your strengths in active listening but highlights the need to improve consistency under pressure. Berlo’s model reflects your strong interpersonal skills, while Schramm’s model highlights the need to strengthen feedback loops. Mehrabian’s research supports your strong non‑verbal communication.
[bookmark: _Toc231052829]3.6 - Personal Development Plan (PDP)
The full Personal Development Plan (PDP), including SMART objectives, is provided in Appendix D.
SMART objectives include improving assertiveness, strengthening written communication, developing conflict‑resolution skills, and enhancing listening under pressure. Further explanation of each SMART objective is included in Appendix E.
Overall, the PDP provides a structured and realistic plan for improving key communication skills that directly impact patient care and teamwork. Each objective is aligned with NHS communication standards and ILM expectations for effective leadership. By developing assertiveness, written clarity, conflict‑resolution skills, and listening under pressure, I will be better equipped to communicate confidently across all clinical settings. These improvements will support safer practice, enhance collaboration with colleagues, and strengthen my overall effectiveness within the phlebotomy service.

[bookmark: _Toc231052830]Conclusion
Effective communication is central to safe, compassionate, and efficient healthcare practice, and this report has demonstrated how communication underpins every aspect of the phlebotomy service within Swansea Bay University Health Board. Through examining a range of communication models, it becomes clear that communication is not a single action, but a complex, dynamic process influenced by environment, human behaviour, organisational systems, and interpersonal relationships. Models such as the Communication Cycle, Shannon and Weaver, Berlo’s SMCR, and Schramm’s Interactive Model highlight the importance of clarity, feedback, adaptation, and shared understanding. These principles are essential in the phlebotomy department, where communication directly affects patient safety, workflow efficiency, and the overall patient experience.
The analysis of motivation and performance further reinforces the importance of communication in shaping workplace behaviour. Herzberg’s Two‑Factor Theory, identified as the most relevant to the phlebotomy context, demonstrates how motivators such as patient appreciation, teamwork, and professional pride contribute to high performance, while hygiene factors such as workload pressures and unclear communication can reduce motivation. This connection shows that communication is not only a tool for exchanging information but also a driver of morale, engagement, and job satisfaction. When communication is clear, respectful, and consistent, staff feel more valued and confident, which in turn enhances performance and patient care.
Conflict, although often viewed negatively, is shown to be a natural and sometimes necessary part of organisational life. The report highlights how poor communication can escalate conflict, while effective communication can prevent or resolve it. The Thomas‑Kilmann model provides a useful framework for understanding different conflict styles and emphasises the value of collaboration in healthcare settings. In the phlebotomy department, where staff work across multiple sites and under time pressure, the ability to address conflict constructively is essential for maintaining teamwork, reducing stress, and ensuring smooth service delivery.
The self‑evaluation process has been a valuable opportunity to reflect on personal communication strengths and areas for development. Feedback from colleagues (see Appendices A and B) highlighted strong interpersonal skills, empathy, adaptability, and professionalism. These strengths contribute positively to patient interactions and team relationships. However, the feedback also identified areas requiring improvement, including assertiveness, written communication, and confidence in managing conflict. The gap analysis (Appendix C) and Personal Development Plan (Appendix D) provide a structured approach to addressing these areas, ensuring that development is purposeful, measurable, and aligned with both organisational expectations and personal career goals.
Overall, this report demonstrates that communication is not simply a workplace skill but a core professional competency that influences every aspect of healthcare delivery. By understanding communication theory, reflecting on personal practice, and implementing a clear development plan, I am better equipped to enhance my communication effectiveness and contribute positively to the phlebotomy service. Strengthening my communication skills will support safer patient care, improve teamwork, and increase my confidence in challenging situations.
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[bookmark: _Toc231052833]Appendix A: Feedback Questionnaire 
Purpose:
To gather feedback from colleagues about my communication skills.
Instructions:
Please rate each statement from 1 (Strongly Disagree) to 5 (Strongly Agree).
Questions
1. I communicate clearly with patients and colleagues.
2. I listen carefully and check understanding.
3. I stay calm and professional during busy times.
4. I adapt my communication for different patients (e.g., children, elderly, anxious).
5. My body language is friendly and reassuring.
6. My written communication (emails, notes) is clear.
7. I feel confident asking questions or clarifying unclear instructions.
8. I handle disagreements calmly and respectfully.
9. My communication supports teamwork.
Open Questions:
· What are my communication strengths?
· What could I improve?







[bookmark: _Toc231052834]Appendix B – Feedback Summary Table
	Theme
	Strengths Identified
	Areas for Development

	Clarity
	Clear explanations; checks understanding
	Occasionally rushed during peak times

	Tone & Professionalism
	Calm, respectful, patient‑centred
	None significant

	Active Listening
	Good paraphrasing; attentive
	Selective listening when under pressure

	Adaptability
	Excellent with paediatrics and anxious patients
	None identified

	Non‑Verbal Communication
	Reassuring posture and tone
	None identified

	Written Communication
	Accurate documentation
	Emails could be more concise

	Assertiveness
	Polite and considerate
	Hesitant to challenge unclear instructions

	Conflict Management
	Remains calm
	Avoids conflict, lacks confidence

	Teamwork
	Supportive and collaborative
	None identified








[bookmark: _Toc231052835]Appendix C – Gap Analysis Table
	Skill Area
	Current Level
	Expected Standard
	Gap Identified
	Priority Level

	Clarity
	Strong
	NHS standard
	No major gap
	Low

	Active Listening
	Good but inconsistent
	Covey’s active/empathic levels
	Moderate gap
	Medium

	Non‑Verbal Communication
	Very strong
	NHS patient‑centred care
	No gap
	Low

	Adaptability
	Strong
	Required for diverse patients
	No gap
	Low

	Written Communication
	Adequate
	Clear, concise, professional
	Moderate gap
	Medium

	Assertiveness
	Developing
	NHS “speak up” culture
	Significant gap
	High

	Conflict Management
	Limited confidence
	Professional conflict resolution
	Significant gap
	High

	Feedback Use
	Good
	ILM reflective practice
	Minor gap
	Low
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Appendix D: Personal Development Plan (Full PDP Table)
	Development Area
	SMART Objective
	Actions Required
	Resources / Support Needed
	Timescale
	Success Measures

	Assertive Communication
	Improve assertiveness by confidently clarifying unclear instructions in at least 5 workplace situations within 3 months.
	Attend assertiveness training, practise SBAR, rehearse assertive phrases, seek feedback.
	Supervisor support, NHS e‑learning,  ILM materials.
	3 months
	Increased confidence, fewer misunderstandings, positive colleague feedback.

	Written Communication
	Improve clarity and structure of written communication within 8 weeks.
	Complete NHS writing module, use template, proofread emails, ask for peer review.
	NHS Learning Hub, colleague support.
	8 weeks
	Clearer emails, fewer clarification requests, improved documentation.

	Conflict‑Resolution Skills
	Apply the Thomas‑Kilmann model to manage at least 2 conflicts within 4 months.
	Attend conflict‑resolution workshop; practise collaborative communication; reflect after incidents.
	Supervisor, ILM resources, training sessions.
	4 months
	Successful conflict resolution, improved team relationships.

	Listening Under Pressure
	Maintain active listening during busy clinics, reducing missed details within 6 weeks.
	Practise Covey’s techniques; pause before responding; summarise key points.
	Self‑reflection, peer feedback.
	6 weeks
	Fewer errors, improved clarity, positive feedback.

	Confidence in Clinical Communication
	Increase confidence when communicating with senior staff within 10 weeks.
	Use SBAR, rehearse key phrases, seek feedback from senior nurses.
	Supervisor, SBAR training.
	10 weeks
	Smoother interactions, increased confidence, fewer misunderstandings.
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Appendix E: SMART Objectives 

Objective 1: Assertive Communication
This objective focuses on improving my confidence when clarifying unclear instructions or raising concerns. Developing assertiveness is important because it directly supports patient safety, reduces misunderstandings, and ensures that clinical tasks are completed correctly. By practising structured communication tools such as SBAR and rehearsing assertive phrases, I will become more comfortable speaking up in busy or pressured situations. The expected outcome is that I will feel more confident, communicate more clearly with senior staff, and reduce the risk of errors caused by unclear information.
Objective 2: Written Communication
Improving my written communication will help ensure that emails, documentation, and digital notes are clear, concise, and professional. This is important because written information is often relied upon by multiple staff members across different sites, and unclear writing can lead to delays or confusion. By completing an NHS writing skills module and using templates or proofreading techniques, I will strengthen the clarity and structure of my written work. The expected outcome is that colleagues will find my written communication easier to understand, with fewer requests for clarification.
Objective 3: Conflict‑Resolution Skills
This objective aims to build my confidence in managing disagreements or challenging situations in a calm and constructive way. Conflict is a normal part of healthcare, especially during busy periods, and developing these skills will help maintain positive working relationships. By learning and applying the Thomas‑Kilmann model, I will be able to choose the most appropriate approach for each situation and work collaboratively towards solutions. The expected outcome is that I will feel more capable of addressing issues early, reducing tension and supporting smoother teamwork.
Objective 4: Listening Under Pressure
Strengthening my listening skills during busy clinics will help reduce missed details and improve accuracy. When workload is high, it can be easy to slip into selective listening, which increases the risk of misunderstanding instructions. By practising Covey’s active and empathic listening techniques, pausing before responding, and summarising key points, I will maintain clearer communication even under pressure. The expected outcome is fewer errors, improved clarity, and more confident interactions with colleagues.
Objective 5: Confidence in Clinical Communication
This objective focuses on increasing my confidence when communicating with senior staff, particularly in fast‑paced clinical environments. Using structured tools such as SBAR will help me organise information clearly and speak with greater assurance. Building this confidence is important because it supports effective multidisciplinary teamwork and ensures that important information is communicated accurately. The expected outcome is smoother interactions with senior colleagues, improved clarity, and greater confidence in my own communication abilities.
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