Reflective essay
In a Healthcare setting patient safety is of the upmost importance.  However, despite our best-efforts, accidents can and will always occur.  In a fast paced and demanding work environment, incidents can occur where staff shortages and poor communication can create challenges and impact the overall effectiveness of care for patients.  In this essay I am going to reflect by using Gibbs reflective cycle. This reflection is based on an incident that happened while working on a busy ward.  I will discuss how it made me feel and identify areas of improvement.  This reflection allows me to learn from past experiences and provide a series of changes that could be implemented to promote a more efficient and collaborative work environment.  I will explore an incident where staff shortages and poor communication were evident, and outline key insights gained from this reflection.  There are lessons learned from this unfortunate event, whilst hindsight is a wonderful thing, breaking the incident down and learning from mistakes provides a better understanding for the future of healthcare professionals.
Description:
I have been a health care support worker for 12 years and had the opportunity of working on a busy surgical ward for nine of those years.  I currently work in the community on the palliative care team, providing care and comfort for patients and their families in the last days of life.  I have a lot of experience from working in the hospital but a particular experience I would like to reflect on during my time in the local hospital is when a patient unfortunately fell off a commode after I had assisted her on to it.  Working on a busy surgical ward often meant that we were continuously rushed off our feet.  On this day, we were understaffed, and I was allocated twelve patients instead of the usual eight.  The bells were ringing, I remember feeling that I did not have enough hours in the day to give the patients the time that they deserved.  One Lady in bed number seven wanted the commode so I made my way to the sluice to retrieve a commode as quickly as possible, drew the curtains around her bed for privacy and assisted her on to the commode.  She stood up and transferred on to the commode well.  I asked the lady if she wanted me to wait, but like most patients she wanted her privacy, which of course is something a health care worker should always respect.  It has been found that undignified care can have a “unfavorable impact” on patients care while they are in hospital (Ekpenyong, 2021).  Undignified care can have a significant impact on a patient's recovery and can lead to further problems such as depression that has then led to “devastating effects” (Mann 1988).  Whilst waiting for the lady to finish on the commode, one of the nurses asked if I could assist her with a patient as he was unwell.  During this time, the lady on the commode had been ringing her bell to let us know she had finished and needed assistance back on to the bed.  After the nurse and I had finished with the patient we were with at the time, I rushed back to the lady only to find that she had tried to get back on to the bed by herself and fallen to the floor.  I quickly called for help, and we helped her to her feet, and back on to the bed.
Feelings:
Realizing that the lady had fallen to the floor because I had not made it back in enough time was upsetting.  Unfortunately, the lady grazed her arm on the bed rails when she had fallen to the floor, this resulted in her needing a dressing.  I felt a responsibility for the patient and was disheartened that I was not able to answer the bell in time.  Her safety had been compromised under my care on the ward which upsets me to this day.  Having an opportunity to reflect on the incident is a positive way of learning, by trying to turn a negative experience into a positive one.  Johns describes reflection as a “developmental process” and becomes of value to other health professionals by encouraging further research and learning (2002).  There are opportunities on reflection where the incident could have been avoided.  Firstly, the need for effective communication and teamwork in an incident like this would have helped prevent the accident.  Effective communication is a fundamental but complex concept in nursing practice. Successful communication between nurses and patients is presented along with surrogate terms, attributes, antecedents, consequences, and related concepts.  This influences the nursing process, clinical reasoning, and decision-making.  Consequently, this promotes high-quality nursing care and satisfaction for both patients and nurses (Afriyie, 2020). Secondly, the staff shortages on this day proved to be a fundamental issue of the event. 
Evaluation and Analysis:
Upon analyzing the incident, several factors contributed to the patients fall.  Firstly, there was a lack of proper risk assessment and identification of the limitations in the patients mobility.  McGowan suggests that Risk Assessments are a complex process in healthcare where there are different procedures and structures designed to asses' patients to minimize any risk while in a healthcare setting (2023).  Another factor contributing to the incident was that I had been distracted and did not think to inform anyone of my colleagues that the lady in bed number seven was on the commode.  Usually, when a patient rings the bell for assistance, it is seen as everyone's responsibility to see to them.  However, the bell not being answered in a reasonable time would suggest that all staff members were busy, which would reflect the staffing issues on this day.  Limited staff members can lead to patients not being seen quickly enough, which in this case resulted in a patient falling to the floor and injuring their arm.  The incident served as a wake up call for us all on the ward. It highlighted the need for better communication and teamwork. Communication in a healthcare setting is crucial for effective patient care, involving the exchange of information and emotions between healthcare providers, patients, and their families.  In a healthcare setting communication can take various forms, including verbal, non-verbal and written communication. Verbal communication involves clear and concise spoken language, active listening, and empathy. Non-verbal communication includes body language, facial expressions, and gestures, which can convey emotions and understanding.  Written communication involves documentation of patient information, medical records, and instructions.  Ford states that communication is a “mandatory competency” for healthcare professionals in the United Kingdom (2017).  The Nursing Midwifery Council agrees that effective communication is paramount to the patients, families, and other health care professionals, assuring that nurses must always use terms of understanding on an individual's basis.  Kate Grange, a terminally ill patient started a campaign called “hello my name is” after recognising that communication was poor between herself and those looking after her.  Granger sadly stated that “ Staff looking after me did not introduce themselves before delivering my care”.  Granger believed basic communication was not a common courtesy between healthcare providers and a patient, it ran much deeper for someone in a vulnerable state or suffering.  Effective communication builds trust in difficult situations and is seen as something extremely valuable (2017).  Promoting an open communication and mutual respect, where everyone can feel comfortable with sharing ideas and concerns and being able to build on trust creates a better work environment whilst also providing a safe space for vulnerable patients.
I also stressed to the ward manager that the staffing issues was beginning to have an effect on the patients and this was the first time I had experienced this.  Being a health care support worker and staying within the means of my role means that I also have accountability to do things to the best of my ability, but that day I felt that I had not.  The Royal College of Nursing explains accountability as being the principle for individuals and their organisations to take responsibility for their actions and being prepared to explain them to others (2023).  It is clear that during busy and understaffed shifts every patient needs, requirements and in this case, specific limitations need to be assessed correctly and handed over to all members of staff.  Regular training needs to be conducted to enhance staff awareness regarding patient safety protocols and fall prevention strategies.  The consequence of staff shortages is far-reaching.  Firstly, it can lead to increased workload and burnout among the existing staff, as they are then required to handle a higher patient to staff ratio.  This can negatively affect their well-being and job satisfaction.  Staff shortages can result in longer waiting times for patients, which can be harmful to patient outcomes and satisfaction.  The Royal College of Nursing reinforces that nursing staff should be supported appropriately and treated equally with dignity and respect, evidence demonstrates that “patient experience is better in workforce environments where nursing staff are supported and satisfied in their jobs” (2023).  Additionally, the lack of sufficient staff can hinder effective communication and coordination among healthcare teams, affecting the overall efficiency and effectiveness of care delivery.  The Royal College of Nursing published a literature review which states on the front page “Safe Staffing Saves Lives” (2023).  This powerful message from the RCN demonstrates that low staffing levels lead to poor patient outcomes. It has been seen that when workforce staffing levels fall then the safety of patients is compromised, leaving patient needs unidentified (Aiken, 2021). 
Conclusion and Action Plan
The incident of the patient falling off the commode was a regrettable event.  Reflecting has emphasized the importance of patient safety in health care settings. Incidents like this should serve as a catalyst for change, promoting the healthcare team to reevaluate their practices and implement necessary improvements.  By learning and reflecting on incidents like this it can strive to provide a safer environment for our patients, ensuring their well-being and minimizing the occurrence of preventable accidents.  It would be of benefit to provide training and guidelines for effective communication techniques, including active listening and clear documentation.  Introducing regular team meetings so any issues that need to be addressed can be raised and handled appropriately, every team member should have an opportunity to raise concerns or suggest ideas.  Staffing issues are a real concern, “workforce and staff shortages are taking their toll on hard working, but overstretched professionals under sustained pressure” (Deakin, 2022).  Addressing staffing issues would be beneficial by conducting regular assessments of staffing needs and providing a positive work environment.  Accommodating staff by promoting a healthy work-life balance would also be beneficial to healthcare professionals.  There is always room for continuous improvement within healthcare, by establishing a feedback mechanism to gather input from staff would provide a better service and develop better communication between staff and their managers.  By implementing these measures, healthcare organisations can enhance communication and address staffing challenges which will ultimately improve patient outcomes and satisfaction and prevent unfortunate incidents like this from occurring.
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