Description:

I work in Microbiology in a large hospital serving a region.  A recurring problem has been complaints from GPs and others about the difficulty in getting through on the phone. This issue arises as letters of complaint are sent in, and also when we canvass views from users as we do regularly as part of laboratory accreditation.  The information tends to be quite vague and generally the complainers do not say exactly when they had tried to call.
This has proved very difficult to fix. We knew there was some disorganisation in the way we dealt with calls so we tried to tighten that up. Various attempts were made over a period of years. For example we have ensured that incoming calls are prioritised for office staff, and that the office is always staffed. We have a duty microbiologist available M-F 9-5, and someone on call. Out-of-hours there is an outgoing message explaining how to contact the microbiologist on call. For Hospital calls the office take a detailed message and a microbiologist then calls back. This allows the duty microbiologist to manage their time better and ensure that one call is properly documented before taking another. GP calls are prioritised by office and medical staff for immediate response on the grounds that it is much more difficult to get back to GPs, and the patients are likely to have left if we delay. We got data from telecomms about when calls come in but they were not sure if the data included unanswered calls, so that made it unhelpful. Expert senior staff in telecomms left and weren’t replaced and we failed to get any better data or explanation of the data we had.  We wondered about getting some sophisticated call-queuing system (on the grounds that the lost calls may be coming in when the phone is already engaged) but that was very expensive (~ £40K) and we could not be sure that it would solve the problem.
Despite all these actions, we kept on getting complaints from time to time, some quite informal (e.g. chatting to a GP who said it is very hard to get through to Microbiology, but without more specific details.)
I decided to follow up some individual written complaints in more detail, asking exactly when they had called and also how they had called. Two such complaints were very enlightening.

One GP had called the hospital switchboard and been put through to a number that wasn’t answered. He had asked switchboard for the number so he could try again later but still it didn’t work. I didn’t recognise the number, but I tried it and I couldn’t get it to work either. It turned out that there was a number in the hospital on-line directory for Laboratory Enquiries that was no longer being answered! We got the number taken out of the directory, and advised switchboard not to use it. We tried to figure out how we had come to stop using a number but not change the on-line directory, but that was lost in the mists of time with changes in personnel and laboratory space and phone-line re-organisations. We scanned the directory for other misleading numbers and didn’t find any. The hospital now has a voice activated process whereby external users can cay who they want to speak to, so we checked that out, trying various options, and found that if you said “Microbiologist” the call went to an unanswered number, so that was fixed. I was very pleased though that we had solved a key problem and hoped that was it. 
But we kept hearing the same grumbles form time to time. We couldn’t tell whether there were less than before. There were certainly some.
Another written complaint came. Again I got in touch, thanked them for taking the trouble to complain and asked when and how they had called. They said they had used one of the numbers on laboratory request forms. (you have to pause here and imagine my response!) Laboratory request forms had been in the process of being phased out for a few years. The person who used to update them had retired a couple of years ago and the focus had moved to implementing electronic ordering. It turned out that there were three numbers on the form: one was the same as the error in the directory, one was the live number, and one was another ghost number that wasn’t being answered. There was a discussion: Did we need to update all the request forms? That would be expensive and it would be impossible to be sure we had got all the old ones hidden in various drawers.  The simple solution someone (not me) suggested was to redirect the ghost numbers to the line that was being answered, and that was done.
Conclusion

Have we solved it? I don’t know but I am confident we have solved part of the problem.

Reflection: What did I think about this at the time?
This was a very frustrating problem to address. 
A lot of blame was passed around between the various players, including a senior manager who said unhelpfully and unsympathetically “It’s simple. You just need to answer the xxx phones!”  Microbiologists grumbled about office staff and vice versa.  Everyone thought they were doing their bit, so clearly it must be someone else’s fault.

Solutions were proposed because they were obvious, but they were not based on an understanding of the problem. That sophisticated call-answering system would have been £40K wasted.
The inability to get data was very frustrating to me. I was sure that if we had data on when the busy times were and when calls were lost we would be able to organise a response to address that. And if we were getting multiple simultaneous calls we might justify better technology.  In retrospect we might have had very good data on the wrong phone numbers.

When I discovered the wrong number in the directory I was quite keen to find how this had happened, but, perhaps fortunately, I couldn’t. It would be good to put a process in place to make sure we never did that again, but who would own that process and how would we know it was being followed? I was cross with myself in part for failing to get this checked before.

Then when we discovered the request form problem I just could not believe we had overlooked that. But we had. I thought we had people who checked that sort of thing but it turned out that it hadn’t been anyone’s job for some time. 
Reflection: what do I think about this now?

I suspect this is just an example of the sort of thing that can go wrong in a complex system. Apparently trivial bits of the system that no-one is focussed on just become obsolete in the midst of change. It is impossible to justify paying people to maintain systems that are being phased out. But it always takes way longer than you hope to make changes, so this is where we end up.

It is easy to be wise after the event, and this example provoked a lot of post-hoc wisdom. You need to check all the details. Dogged determination does pay off. To my mind the key lesson is that you have to listen to your customers. In the end they provided the solution. 

Does anyone care that we have fixed this? Did I get any thanks or praise? No. The tone of comments was “why didn’t you think of that sooner?”. My answer to myself though, is that I am satisfied to have got there in the end.
