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Foreword

Professor Annegret Hannawa and her colleagues have written an extraordinary book
recasting the focus of patient safety from checklists and electronic records to perva-
sive, largely unexamined impacts of poor communication on a lack of shared under-
standing between healthcare team members, patients, and families. This work puts
the relational and contextual nature of communication front and center. The case
studies demonstrate the principles and theory presented in the first part of the book,
showing how and when unsafe communication occurs and contributes to undesirable
patient care outcomes.

Nurses pride themselves on providing patient-centered, relationally attuned nurs-
ing care. Such relational care requires multifaceted communication skills to overcome
common barriers to a shared interpersonal understanding. This book can function
as an invaluable consciousness-raising tool to help students, nurses, and healthcare
teams pay attention to the requirements of a kind of communication that effectively
reduces errors in patient care. As this book demonstrates, relationship-centered and
attuned patient care requires well-developed “safe communication” skills based upon
an understanding of how to co-create communication with others. The goal is to es-
tablish adequate shared understandings between nurses, patients, families, and team
members in order to prevent patient safety events.

The case studies provide opportunities for students and practitioners of nursing
to reflect upon their own communication strengths and weaknesses. The impediments
to a shared interpersonal understanding in healthcare settings are numerous. The bar-
riers to such “safe communication” are spelled out in the theory section of the book,
and illustrated in the case studies. Guides for reflection and experiential learning from
the cases are also provided.

Typically, communication lies in the background with the focus being on just
transmitting information in an unexamined way. When miscommunication occurs in
everyday exchanges, there is usually time to clear things up with the consequences
being nothing more than inconvenience and delay. In fast-paced healthcare settings,
ordinary mistakes in establishing shared communication can lead to life-and-death
failures. Using this book to focus on “safe communication” practices in the context of
patient care places the demands and barriers to successful healthcare communication
in bold relief. Readers will learn to identify their own miscommunication tendencies,
and correct them through studying authentic cases illustrating types of communica-
tion errors that occur frequently in nursing practice.

This book provides essential insights and experiential learning for practitioners,
undergraduate and graduate students of nursing. If adopted broadly in schools of

https://doi.org/10.1515/9783110454857-201

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



VI — Foreword

nursing, it can make a huge impact on improving patient safety. This book delivers
a needed new emphasis in patient safety that can help preserve the front-line think-
ing and actions of the whole healthcare team.

Patricia Benner, R.N., Ph.D., F.A.A.N.
Professor, Emerita

Department of Social and Behavioral Sciences
University of California, San Francisco, USA
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Preface

Significance of the problem

Health expenditures in industrialized countries have doubled in the last 30 years
(Leatherman and Sutherland 2004). However, the quality of healthcare in these coun-
tries has remained uneven and is often inadequate (Chassin 2013; Classen et al. 2011;
Landrigan et al. 2010; McGlynn et al. 2003; World Health Organization 2000). Health-
care systems around the world produce substantial unnecessary costs through the
underuse, overuse, and misuse of resources, services, and interventions (McLoughlin
and Leatherman 2003). Even in developed countries, only every second patient re-
ceives recommended treatments (Harrison et al. 2015; McGlynn et al. 2003; Schuster
et al. 2005; Jha et al. 2010, 2013) and many providers do not follow medical guidelines
(Farquhar et al. 2002). These figures call for urgent intervention to improve the quality
of care worldwide.

Although healthcare provides benefits, it also poses a safety risk to patients. Ini-
tial global estimates from the World Health Organization (WHO) show that at least 43
million patients are harmed by hospital care each year at a cost of at least 23 million
disability-adjusted life years and $132 billion in excess healthcare spending (Jha et al.
2013). More than two-thirds of these incidents result from preventable errors, rank-
ing errors in healthcare among the third most common causes of death in the United
States (Makary and Daniel 2016) and among the 10 leading causes of disability in the
world (Jha et al. 2013). In colloquial terms, this count exceeds the fatalities that would
be incurred by three jumbo jets crashing every 2 days and the combined number of
injuries and deaths that result from motor and air crashes, suicides, falls, poisonings,
and drownings (Kohn et al. 2000). This makes errors in healthcare a worldwide public
health problem, ahead of high-profile diseases like acquired immunodeficiency syn-
drome (AIDS) and breast cancer.

Ineffective communication has been identified repeatedly as a major root cause
of harmful events in healthcare, accounting for between 25% (Wakefield 2007; Aus-
tralian Institute of Health and Welfare & the Australian Commission on Safety and
Quality in Healthcare 2007) and 80% (Joint Commission 2007, 2012) of sentinel event
reports. The literature consistently shows that health outcomes are enhanced when
clinicians communicate well with colleagues and patients. Conversely, when com-
munication is poor, both health outcomes and patients are placed at significant risk
(Kesten et al. 2010; Klipfel et al. 2011; Pfrimmer 2009; Twedell and Pfrimmer 2009).

Because healthcare is a particularly unforgiving context for communication de-
ficiencies, competent communication must be considered a fundamental criterion of
“good clinical practice” (Beyer et al. 2009). This necessity has been widely recognized
in the field of nursing. Leading organizations in nursing education have included com-
munication as an essential competency. For example, the American Association of Col-

https://doi.org/10.1515/9783110454857-203

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

XIV — Preface

leges of Nursing (AACN) in the United States regards effective inter- and intraprofes-
sional communication as an essential skill of the new baccalaureate generalist nurse
(American Association of Colleges of Nursing, 2008). The Quality and Safety Educa-
tion for Nurses project (QSEN, 2017) identifies communication as a key feature of the
defined competencies nurses need in order to fully participate in improving the qual-
ity and safety of healthcare systems. The QSEN project also includes communication-
specific knowledge, skills, and attitudes for each competency for undergraduate and
graduate nursing students.

Gap in the existing literature

To date, research on the role of communication in patient safety and quality of care has
generally concentrated on optimizing the quantity and clarity of communicated con-
tent in healthcare interactions. However, human interaction encompasses much more
than that. Miscommunication entails more than insufficient or unclear message con-
tent. It is a frequent byproduct of the complex process of co-constructed human com-
munication. Thus, beyond optimizing the quantity and clarity of messages to avoid or
minimize error, it is important to understand the communication processes that hin-
der and foster favorable patient outcomes.

Health practitioners tend to be overconfident in their own abilities to commu-
nicate (Lake Wobegon Effect; see Alicke and Govorun 2005; Sedikides et al. 2003).
Thus, one of the bigger hurdles to individuals developing better communication is the
awareness that they need to and could benefit from doing so. Communication prob-
lems are easy to find in others and hard to see in oneself. This bias is reinforced by the
relative lack of catastrophic communication errors in everyday life (e.g. “no one that
I know of has died from my inability to communicate, so I must be a good commu-
nicator”) and impedes self-reflection. However, the fact that we communicate every
day of our lives does not mean that we communicate competently all the time. And the
consequences of incompetent communication can be much greater in the context of
healthcare than in everyday encounters.

For over 100 years, scholars in communication science have applied scientific
methods and systematic observations to describing communication processes across
a variety of contexts. Communication science focuses on understanding these pro-
cesses as a prerequisite for the successful translation of communication-centered
issues into safe and high-quality nursing practice. Insights from communication sci-
ence thus have the potential to advance healthcare’s pressing agenda to improve
communication. However, few investigations to date have attempted to shed light on
the critical interdisciplinary connections that could directly enhance the quality and
safety of care (Pannick et al. 2015).
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Unique features of this book

This book is unique in its integration of the literature from communication science
with key topics in patient safety. It manifests a valuable interdisciplinary collabora-
tion that translates the basic tenets of human communication science for educators,
students, and practitioners of nursing, providing a conceptual, evidence-based foun-
dation for practices that can advance patient safety and quality of care. The models
and typologies are based on established theory, knowledge, and published research
from communication science. The discussions are based on real incidents that were
reported by clinicians and subjected to expert analysis. A majority of the case descrip-
tions are based on actual cases provided by nurses. The remaining cases were taken
from the Agency of Healthcare Research and Quality (AHRQ) Morbidity and Mortality
Rounds on the Web (WebM&M). All of the cases have undergone a rigorous process of
review and editing. Through the discussion and analysis of these cases, communica-
tion theory is put into practice to facilitate experiential learning, granting insights into
diverse aspects of healthcare delivery. Thought-provoking discussion questions, illus-
trative activities, and references for further reading make this book an indispensable
resource for nurse clinicians, nurse educators, nursing students, and safety officers
around the world.

Synopsis of contents

This book features a collection of 36 critical incident descriptions that exemplify
perennial “hot topics” in patient safety, such as handoffs and handovers (also known
as “care transitions”), falls, adverse drug events, wrong-site surgery, and diagnostic
errors. The cases were not a random sample of all safety incidents, so they do not
provide a representative estimate of the prevalence of communication problems and
medical errors. However, they indicate the pervasiveness and extent of communica-
tion problems in healthcare, highlighting positive and negative situations and places
when communication commonly fails or succeeds in ensuring high-quality care and
preventing patient harm. The book presents interdisciplinary and evidence-based
perspectives on communication processes (e.g. conflict, hierarchical communication,
whistle-blowing, speaking up) that contribute to close calls and adverse events, ap-
plying principles from communication science to illuminate the case studies with
practical communication insights.

In summary, this book is a unique, practical, cutting-edge resource for educators,
students, and front-line practitioners of nursing. It is organized chronologically along
the continuum of healthcare delivery, providing quick access to solutions in safety and
quality-compromised situations, and illustrating how skillful communication can be
the key to a more effective prevention, intervention, and response to “close calls” and
adverse events.
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Structure and layout

This book is organized into two parts. Part I contains six chapters that focus on core
principles and challenges related to healthcare quality, patient safety, and interper-
sonal communication. With consistent cross-referencing to the case studies in Part II
of the book, these chapters discuss (1) core principles of healthcare quality and pa-
tient safety, (2) myths and truths about human communication, (3) communication
topics in healthcare quality and patient safety, (4) key challenges and issues in in-
terpersonal communication, (5) the Hannawa SACCIA typology of core competencies
for safe communication in healthcare, and (6) lessons learned from communication
science.

Part II of the book contains the 36 cases. The cases are arranged along a “go-to”
timeline that represents six stages of nursing practice: (1) data collection, (2) assess-
ment/diagnosis, (3) planning, (4) active waiting, (5) implementation, and (6) evalua-
tion. These stages do not represent linear, discrete events, and they do not imply that
nursing care proceeds in a step-wise, forward progression. They are presented here as
separate stages merely to facilitate the organization and categorization of the cases.
In reality, these stages overlap and nurses move through them in adaptive ways.

Each of the six stages of nursing practice contains three layers of interpersonal
communication that range from micro-, meso-, to macrolevel interactions. Microlevel
interactions include provider-patient and provider-family encounters. Mesolevel in-
teractions entail clinical teams (i.e. clinicians and staff who work within a health-
care institution) and inter-professional encounters (i.e. a few single clinicians from
dissimilar backgrounds interacting with each other). Macrolevel cases include cross-
professional (i.e. among many clinicians from diverse backgrounds) and inter-institu-
tional (i.e. across at least two healthcare sites) interactions. To promote recognition
of these communicative levels across the case chapters, each case is labeled with a
representative icon on top of the page (see Table A).

The cases further relate to nine common topics of patient safety. For easy refer-
ence, these topics are also identified with representative icons. Table B shows the nine
topics with their corresponding icons and the frequency of occurrence across the 36
cases in Part II of this book (note that some of the cases are associated with multiple
safety topics, so the number of occurrences sum up to more than 36).

Additional characteristics of the cases are summarized in Table C. The frequencies
in this table demonstrate that the 36 cases represent a broad variety of patient safety
events that include near misses (cases 3, 4, 8, 17, 31, 35), harmless hits (cases 2, 9, 11,
12, 15, 18, 20, 22, 23, 36), adverse events (cases 1, 5, 7, 13, 16, 19, 21, 26, 27, 28, 29, 30, 32),
and sentinel events (cases 6, 10, 14, 24, 25, 33, 34). Definitions of these patient safety
events and other key terminology are provided in Table D. Most of the cases occur
in acute inpatient hospital care settings, but they also cover examples of outpatient
and “acute-on-chronic” care scenarios within and in transition to skilled nursing and
residential care facilities.
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Tab. B: Patient safety topics and icons.

Icon Patient safety topic Incident Count
- Medication Misuse 6
g Overuse 3
Inadvertent use 2
Underuse 1
Assessment/diagnosis Incorrect 4

Delayed 3

Handoff Inadequate 7

Delayed diagnosis 3

Postoperative monitoring Insufficient 1

-
@ Timeliness Delayed treatment 8
o,

Resuscitation/intubation Inadvertent 3

a®n'
° Discharge Inadequate 3
.'\' Inadvertent 1
y Surgery Wrong-site 1
Patient falls Preventable 3

Tab. C: Additional (non-iconized) case characteristics.

Type of event Care setting Type of care

Adverse event 13 Inpatient 25 Acute 30
Harmless hit 10 Outpatient 5 Acute-on-chronic 6
Sentinel event 7 Primary care

Near miss 6 In- and outpatient 5

Each case is followed by a “diagnostic” section that lists and labels communica-
tion errors, organized within the core principles of human communication. A brief
discussion presents additional comments on each case in reflection of content dis-
cussed in Part I of the book. Each case study chapter closes with discussion questions
and applied exercises, and with a “lessons™ activity that encourages nursing educa-
tors, students, and practitioners to identify and apply the respective “Lessons from
communication science” from Chapter 6 to each case scenario in Part II of this book.
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This pedagogical activity facilitates experiential comprehension of the communica-
tion principles and their implications for nursing practice.

Tab. D: Key terminology in the fields of healthcare quality and patient safety.

Error

An act of commission (doing something wrong) or omission (failing to do the
right thing) that leads to an undesirable outcome or carries significant potential
for such an outcome. Errors are commonly categorized as active versus latent.
Active errors occur at the point of contact with the patient and generally involve a
frontline caregiver. They are sometimes referred to as errors at the “sharp end.”
Latent errors refer to less apparent failures of organization or design that
contribute to close calls or adverse events. These occur at the opposite

“blunt end,” distal from the frontline provider and patient. Errors can but do not
necessarily lead to patient harm.

Adverse event

Patient injury caused by healthcare. Some adverse events are preventable,
others are not. Preventable adverse events are caused by active or latent errors.
Nonpreventable adverse events are caused by inevitable harmful effects of
treatment (i.e. unpredictable accidents or predictable complications/side
effects).

Sentinel event

An adverse event in which there is death or serious, nonreversible harm to a
patient that has been designated as particularly egregious and unacceptable.
Examples include wrong-site surgery or inpatient suicide.

Bad outcome

An undesirable outcome sustained by the patient. These may be intended or not
intended, and may or may not be related to healthcare - they may also be a
consequence of the natural history of disease.

Negligence A legal term that implies care by a clinician that deviates from a generally
accepted standard of care. The concept hinges on attributing legal fault to an
individual. The concept of legal fault is at odds with the conceptualization of
errors and harm as properties of systems rather than individual practitioners.

Patient An event or circumstance that could have resulted, or did result, in unnecessary

safety incident

harm to a patient.

No harm event

An incident that reached a patient, but with no discernable harm. This concept is
related to close calls and near misses as noted below.

Close call

An event that did not result in patient harm because it did not reach the patient,
either due to chance or to capture; or, if it did reach the patient, due to
robustness of the patient or to timely intervention. Close calls include near
misses, which did not “reach” the patient, and harmless hits, which reached the
patient but caused no appreciable harm.

Hazardous
circumstance

A situation in which there was potential for harm, but no incident occurred.
Includes hazards and unsafe conditions.
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Tab. D: (continued)

Safety culture Safety culture is an important concept in patient safety that originated in studies
of high reliability organizations outside of healthcare (i.e. organizations that
consistently experience few adverse events despite the conduct of
high-hazard work). Key features include: (1) Recognition of the high-risk nature
of the organization’s activities and commitment to achieving consistently safe
operations; (2) a blame-free environment where individuals are able to report
incidents without fear of reprisal; (3) encouragement of collaboration across
ranks and disciplines to seek solutions to patient safety problems; and (4)
organizational commitment of resources to address safety problems. In
healthcare, achieving a safety culture is seen as essential to minimizing patient
harm and improving the quality of care.

Note: Definitions in Table D were adapted from the AHRQ Patient Safety Network: Shojania KG, Wachter
RM, Hartman EE. AHRQ Patient Safety Network Glossary. Available at: http://psnet.ahrg.gov/glossary.
aspx

How to use this book

This book is best used as a reference guide. Although some will want to read it from
front to back, students and clinicians may find it most useful by skipping to relevant
cases, based on their individual needs and interests. Educators teaching about patient
safety may recommend some or all of the chapters in Part I of the book, and focus on
cases covering different patient safety topics in Part II. Nursing educators in general
may want to select cases to enhance their presentation of specific stages of care. Pa-
tient safety professionals and risk managers investigating patient safety incidents may
be able to enhance their analysis by referring to related case studies.

Part I of this book contains pedagogical value on its own, whereas Part II presents
practical communication insights, discussions, and experiential learning exercises
that offer opportunities to apply the insights obtained from Part I of the book to the
cases. Pedagogical value can also be gained from the “communication lessons” activ-
ities that appear in the form of a number-coded box at the end of each case chapter
in Part II. These sections encourage readers to cross-reference applicable “Lessons
from communication science” from Chapter 6 (Part I) of the book to summarize the
problematic interpersonal processes in each case. In addition, advanced insights can
be gained from discussions that consider the interplay across the various categorical
schemes that are introduced in this book to identify ways in which additional factors
can either add to, mitigate, or prevent the communication errors in each case.
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Summary

The contents and layout of this book facilitate a rich learning experience. The book
sharpens the reader’s eye for common communication processes, themes, and errors
that are relevant to the quality and safety of care. It promotes deeper comprehension
of these issues and trains recognition skills that can trigger diagnostic and corrective
mechanisms during the provision of care. It is evident that safe and high-quality care
processes require active contributions from all care participants. Thus, on several oc-
casions, this book refers to patients and family members as “active partners” for safe
and high-quality care. In the same vein, this book uses “error” and “failure” as termi-
nologies to connote and promote a culture of learning that should replace preceding
cultures of blame.
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1 Healthcare quality and patient safety —
A global perspective

Lori Paine, Dr.PH(c), M.S., R.N.
Cheryl Dennison Himmelfarb, Ph.D., R.N., A.N.P., FA.A.N., FA.H.A., F.P.C.N.A.

Healthcare delivery systems across the globe are striving to deliver consistently safe
and high-quality care. A platform to increase the focus on healthcare safety and qual-
ity was established at the turn of the twenty-first century through several reports, To
Err is Human, Crossing the Quality Chasm, and Unequal Treatment (Kohn et al. 2000;
IOM 2001; IOM 2003). These paradigm-shifting reports cast a lens internationally on
how we ensure the safety of patients (Leape and Berwick 2005).

The simplest definition of patient safety is the prevention of errors and adverse
effects to patients associated with healthcare (WHO 2017). Unexpected and unwanted
events can take place in any setting where healthcare is delivered (primary, sec-
ondary and tertiary care, community care, social and private care, acute and chronic
care). While aspects of healthcare have become more effective, healthcare delivery has
become exponentially more complex, with rapidly advancing technologies, medica-
tions, and treatments often associated with increasingly difficult decisions regarding
healthcare priorities. Increasing complexity and economic limitations contribute to a
stressed healthcare delivery system.

An overview of the world’s literature on patient safety research demonstrates that
much of the evidence of the outcomes of unsafe care is from developed nations, where
prevalence studies show that between 3% and 16% of hospitalized patients suffer
harm from healthcare (Jha et al. 2010). Data, though limited, from transitional and
developing countries also suggest substantial harm from healthcare (Jha et al. 2010).
However, considerable gaps in knowledge about the structural and process factors
that underlie unsafe care globally make solutions difficult to identify, especially in
resource-poor settings (Jha et al. 2010).

In spite of the numerous examples of system failure that are reported, some
strides have been made in improving healthcare as a consequence of this increased
scrutiny, training, systems engineering, and accountability (Pronovost et al. 2008;
NHS 2017; Pronovost et al. 2015; Ghandi et al. 2016; Hughes and Clancy 2009). Safety
improvement efforts place emphasis on a system of care delivery that (1) prevents
errors; (2) learns from the errors that do occur; and (3) is built on a culture of safety
that involves healthcare professionals, organizations, and patients (Kohn et al. 2000;
Hughes and Clancy 2009).

https://doi.org/10.1515/9783110454857-001
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The World Health Organization (WHO) has been a global leader in patient safety.
WHO Patient Safety has been created to facilitate the development of patient safety
policy and practices and to act as a major force for patient safety improvement across
the world (WHO 2017). The mission of WHO Patient Safety is to coordinate, facilitate,
and accelerate patient safety improvements around the world by: (1) being a leader
and advocating for change; (2) generating and sharing knowledge and expertise; and
(3) supporting Member States in their implementation of patient safety actions. Ta-
ble 1.1 lists ten facts on patient safety identified by the WHO (2014).

Tab. 1.1: Ten facts on patient safety (WHO 2014).

1. Patient safety is a serious global public health issue

There is now growing recognition that patient safety and quality is a critical dimension of universal
health coverage. Since the launch of the WHO Patient Safety Program in 2004, over 140 countries
have worked to address the challenges of unsafe care.

2. Onein 10 patients may be harmed while in hospital
Estimates show that in developed countries, as many as 1 in 10 patients is harmed while receiving
hospital care. The harm can be caused by a range of errors.

3. Hospital infections affect 14 out of every 100 patients admitted

Of every 100 hospitalized patients at any given time, 7 in developed and 10 in developing countries
will acquire healthcare-associated infections (HAIs). Hundreds of millions of patients are affected
worldwide each year. Simple and low-cost infection prevention and control measures, such as
appropriate hand hygiene, can reduce the frequency of HAls by more than 50%.

4. Most people lack access to appropriate medical devices

There are an estimated 1.5 million different medical devices and over 10,000 types of devices
available worldwide. The majority of the world’s population is denied adequate access to safe and
appropriate medical devices within their health systems. More than half of low- and lower middle-
income countries do not have a national health technology policy which could ensure the effective
use of resources through proper planning, assessment, acquisition, and management of medical
devices.

5. Unsafe injections decreased by 88% from 2000 to 2010

Key injection safety indicators measured in 2010 show that important progress has been made in
the reuse rate of injection devices (5.5% in 2010), while modest gains were made through the
reduction of the number of injections per person per year (2.88 in 2010).

6. Delivery of safe surgery requires a teamwork approach

An estimated 234 million surgical operations are performed globally every year. Surgical care is
associated with a considerable risk of complications. Surgical care errors contribute to a significant
burden of disease despite the fact that 50% of complications associated with surgical care are
avoidable.

7. About 20%-40% of all healthcare spending is wasted due to poor-quality care

Safety studies show that additional hospitalization, litigation costs, infections acquired in hospitals,
disability, lost productivity, and medical expenses cost some countries as much as US$ 19 billion
annually. The economic benefits of improving patient safety are therefore compelling.
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Tab. 1.1: (continued)

8. A poor safety record for healthcare

Industries with a perceived higher risk such as the aviation and nuclear industries have a much
better safety record than healthcare. Thereis a 1 in 1,000,000 chance of a traveler being harmed
while in an aircraft. In comparison, there is a 1 in 300 chance of a patient being harmed during
healthcare.

9. Patient and community engagement and empowerment are key
People’s experiences and perspectives are valuable resources for identifying needs, measuring
progress, and evaluating outcomes.

10. Hospital partnerships can play a critical role

Hospital-to-hospital partnerships to improving patient safety and quality of care have been used for
technical exchange between healthcare workers for a number of decades. These partnerships
provide a channel for bi-directional patient safety learning and the co-development of solutions in
rapidly evolving global health systems.

A constellation of factors including identification of serious flaws in healthcare de-
livery, increased acuity of illness and demand for services, heightened consumer ex-
pectations, financial pressures, and technological innovation has led to an increased
focus on not only how we deliver nursing care, but also how we monitor and improve
patient outcomes (Aiken et al. 2012). In spite of advancements in clinical care, favor-
able patient outcomes are not universally experienced with disparities in care and
outcomes all too common (IOM 2001; IOM 2003). Maintaining consistently high levels
of safety and quality over time and across all healthcare services and settings remains
a challenge and is increasingly linked to the level and quality of nursing practice as
well as teamwork and cohesion (Drenkard 2012).

1.1 The critical role of nurses in safe, high-quality healthcare

The report The Future of Nursing: Leading Change, Advancing Health (IOM 2012) rein-
forces that collaboration between health professionals and preparation of nurse lead-
ers is critical to improving the coordination and quality of care and increasing access
to healthcare services. This report identifies the need for nurses to practice to their full
capabilities — that is, to ensure that their full scope of practice reflects their training
and capacity — to rise to the challenge of contemporary healthcare delivery systems.
Collaborative, inter-professional practice environments, an essential ingredient for
patient safety, foster improved patient outcomes and also increase the satisfaction of
nurses and their engagement in the workplace (Clavelle et al. 2012). As a consequence,
there is a call for nurses to achieve higher levels of education and training in prepar-
ing to become leaders in redesigning the healthcare system (IOM 2012; Pronovost et
al. 2008).
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The role that effective inter-professional teamwork plays in improving healthcare
quality, safety, and practice environments has been increasingly recognized (Inter-
professional Education Collaborative 2016; Salas and Rosen 2013; Weaver et al. 2013).
Academic institutions and healthcare systems are urged to educate health profession-
als to work collaboratively through inter-professional education, whereby two or more
professions learn about, from and with each other (WHO 2011). The following core
competencies for inter-professional collaborative practice (Interprofessional Educa-
tion Collaborative 2016) have been established:

1. Values and ethics for inter-professional practice;
2. Roles and responsibilities;

3. Inter-professional communication; and

4, Teams and teamwork.

Though inter-professional education and collaborative teamwork are essential to im-
proving healthcare quality advances, these approaches remain in their infancy with
the practice and science of teamwork in healthcare in development (Salas and Rosen
2013; Weaver et al. 2010; Dietz et al. 2014). Both simulation and classroom-based team-
training interventions can improve teamwork processes (e.g. communication, coor-
dination, and cooperation), and implementation has been associated with improve-
ments in patient safety outcomes across a range of clinical contexts (Weaver et al.
2014). Greater effects were reported for bundled team-training interventions that in-
cluded tools and organizational changes to support sustainment and transfer of team-
work competencies into daily practice (Weaver et al. 2014). As cadres of healthcare
workers diversify, there will be an increasing number of nurses with varying levels of
educational preparation and increasingly, the nurse will be leading teams of nurses,
other healthcare professionals, and unlicensed care assistants as well as working in
inter-professional teams.

Nurses play an important role in monitoring and improving healthcare quality
and safety within the context of inter-professional teams and often complex orga-
nizations. As a consequence, nurses need a range of skills to develop, implement,
monitor, and lead quality and safety improvement projects and leveraging change in
the healthcare team (Pronovost et al. 2008; QSEN 2017; WHO 2011; Will et al. 2006).
Internationally, some cultural factors limit the voice of nurses and their confidence
and ability to address quality and safety issues and to have control over their profes-
sional practice environment (Soh et al. 2013). This underscores the role of education
and leadership in promoting the effectiveness of patient safety initiatives. Response
to errors and the capacity to question authority are important determinants of safety
culture in healthcare organizations. This also includes eliminating a fear of blame and
creating mechanisms for open communication and disclosure.
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1.2 Factors driving healthcare quality and patient safety

Since the landmark Institute of Medicine (IOM) report (Kohn et al. 2000), the health-
care industry has been striving to identify system flaws, create meaningful quality
measures and eliminate preventable harm. Accreditation agencies such as The Joint
Commission (TJC) and Joint Commission International (JCI 2017) have developed stan-
dards that focus on patient safety and constant readiness. The survey process is de-
signed to trace the care of a patient throughout their hospitalization rather than former
methods of policy and retrospective chart review.

One strategy adopted by TJC and JCI was to create a set of goals within their
standards that focus on areas of significant risk for healthcare organizations. First
introduced in 2003 by TJC, National Patient Safety Goals (NPSG) defined standards for
preventing some of the more common medical errors (JCH 2016). Subsequently, JCI
released a similar set of goals (JCI 2017) listed in Box 1.1.

International Patient Safety Goals

Goal 1: Identify patients correctly

Goal 2: Improve effective communication

Goal 3: Improve the safety of high-alert medications

Goal 4: Ensure correct-site, correct-procedure, correct-patient surgery
Goal 5: Reduce the risk of healthcare-associated infections

Goal 6: Reduce the risk of patient harm resulting from falls

In the past two decades, demand for quality healthcare and services by patients
and employers has grown. Consumer advocacy groups such as Consumers Advancing
Patient Safety (CAPS) have formed with the goal of preventing harm through collabo-
ration with patients and healthcare providers (Consumers Advancing Patient Safety
2017). Healthcare purchaser watchdog groups like the Leapfrog Group have devel-
oped methods of surveying healthcare provider organizations about their adoption
of known best practices to reduce preventable harm and improve quality of care
(The Leapfrog Group 2017). Government agencies that fund and deliver healthcare
have turned to public reporting of quality metrics to incentivize quality care, hold
providers accountable for care, and seek to rebuild public trust in the healthcare de-
livery system. Examples include the Centers for Medicare and Medicaid Services (CMS)
Medicare program in the United States and the National Health Service (NHS) Quality
and Outcomes Framework in the United Kingdom (CMS 2017; NHS 2017).
International agencies like the WHO have approached healthcare quality and pa-
tient safety as a matter of public health with strategies to advance the science (WHO
2017). Using their global influence, the organization promotes evidence-based prac-
tice, research, and policies that support patient safety. Not only do their efforts en-

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

8 = 1 Healthcare quality and patient safety — A global perspective

gage healthcare workers, they also encourage the engagement of patients and families
through the Patients for Patient Safety program (WHO 2017).

Healthcare organizations are also creating the infrastructure needed to advance
patient safety and quality of care delivery. The Johns Hopkins Medicine Armstrong
Institute for Patient Safety and Quality aims to reduce preventable harm, improve
quality outcomes and patient experience, and eliminate waste in healthcare within
their healthcare system and globally. This mission is delivered upon through re-
search, translating evidence into practice, and training programs focused on prepar-
ing healthcare providers to lead safety and quality initiatives (Pronovost et al. 2015).

1.3 Theories to inform improvement efforts

Several theories provide a conceptual framework to understand how medical errors
occur, what can be done to prevent them, and how to design a safe healthcare de-
livery system. Among the classic theories is that offered by Donabedian (1988) who
suggested that if we are to study the quality of healthcare delivery, it is important to
understand the relationship between a structure and the processes as well as between
the processes and outcomes. Implied in this theory is that well-designed structural
system elements will enable sound processes to achieve superior outcomes (Donabe-
dian 1988).

Reason’s (1990) cognitive psychology theory of human error provides a framework
for understanding the complex circumstances and human vulnerabilities that lead to
mistakes. The unsafe acts committed by individuals can be characterized as either
unintentional and intentional errors (slips, lapses, or mistakes) or intentional viola-
tions. Both types of behavior can be influenced by active failures or latent conditions,
yet they arise from very different psychological mechanisms. Errors come from an in-
formation processing problem related to individual cognitive functions. Unintended
actions may lead to two types of error — attentional errors (slips) or memory failures
(lapses). Intentional actions may lead to knowledge- or skill-based errors (mistakes).
Intentional actions may also result in violations. Violations are motivationally rooted
and social in nature, only understood in a context of the organization (Reason 1990;
Reason 1993). Errors can be prevented through training, redesign, and improved infor-
mation, whereas prevention of violations requires changing the attitudes, beliefs, and
norms of the workgroup. There are four types of violation: routine (e.g. shortcuts be-
tween tasks), optimizing (to achieve a goal other than safety), exceptional (one-time
breaches because of unusual circumstances), and deliberate sabotage (intentional de-
viation and harm). The distinctions among these types of errors is important in event
investigation to ensure that proper corrective action is pursued (Reason 1993).

Reason’s theory extends to the organizational level pointing to latent system
failures as the precursors to error that may contribute to accidents. He categorizes
failures within a system as either active or latent. Active failures in healthcare oc-
cur at the sharp-end or when the clinicians closest to the patient interact with the
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hazardous processes in carrying out their care delivery responsibilities in which the
negative effects are often immediate. In contrast, latent failures are created by well-
intentioned but inadequately planned decisions at the higher levels of a healthcare
system or “blunt-end,” by regulators, managers, administrative leaders, suppliers, or
policy makers and have a delayed impact (Reason 1990; Reason 1993; Bogner 1994).

More recently, healthcare has turned to high-risk, highly safe industries charac-
terized as “High Reliability Organizations” to gain insight into harm prevention. Weick
and Sutcliffe (2011, 2015) describe high-reliability organizations (HROs) as having cog-
nitive and behavioral norms of respectful interactions, heedful interrelations, and a
mindful infrastructure that are required to achieve reliable performance. In contrast to
Reason’s “failure”-centered model, Weick and Sutcliffe’s high-reliability theory offers
a more positively valenced approach to understanding the organizational norms re-
quired for safe performance under unforgiving conditions. The principles of a mindful
infrastructure support individual and organizational habits that encourage and value
(1) preoccupation with failure; (2) reluctance to simplify; (3) sensitivity to operations;
(4) commitment to resilience; and (5) deference to expertise (Weick and Sutcliffe 2011,
2015). This model is a more integrated conceptualization of the components of an or-
ganization without suggesting specific error causation. Nonetheless, it does reinforce
the role of culture in organizational performance and offers specific organizing prin-
ciples that will drive performance and defend against failure.

1.4 Conclusion

Globally, healthcare delivery systems are striving to deliver safe, high-quality care.
Gaps in knowledge exist about the structural and process factors that underlie unsafe
care globally; this makes it difficult to identify solutions, especially in resource-poor
settings. However, the critical role of nurses in promoting a safe, collaborative practice
environment in the current, complex healthcare delivery system has been well estab-
lished. Furthermore, nurses need a range of skills and tools, including effective com-
munication strategies, to develop, implement, monitor, and lead quality and safety
improvement projects and leverage change in the healthcare team. Numerous factors
outside of the healthcare delivery team and environment influence quality and safety,
often through provision of regulations, resources, and training. Key theories that in-
tegrate the healthcare delivery system and external forces have been influential in
guiding successful efforts to improve quality and safety. As illustrated in this book,
a systems perspective and effective communication and teamwork are pervasive fac-
tors that both contribute to problems with healthcare quality and safety, and mitigate
them. This book aims to inspire opportunities to improve communication and, in so
doing, close some of the gaps in communication that contribute to preventable harm.
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2 Myths and truths of human communication

Annegret F. Hannawa, Ph.D.

2.1 What is “communication”?

Communication science conceptualizes human communication as a complex, dy-
namic, holistic, interactive meaning-making activity that is co-produced between two
or more individuals. By definition, it encompasses “all procedures by which one
mind [and body] may affect another” (Shannon and Weaver 1964). In the context
of healthcare, this means that communication constitutes the vehicle through which
understanding, affection, conflict, compassion, social support, and trust transpire in
both provider-patient and inter-professional interactions.

This conceptualization requires a more holistic and nuanced understanding than
is generally found in the medical literature on how care objectives are achieved
through interpersonal interactions, and a more robust consideration of contextual
factors that influence interpersonal communication processes in the healthcare set-
ting. Clinical encounters are commonly compromised by insufficient or unclear infor-
mation, time pressures, professional hierarchies, and conflictual relationships. In this
context, the achievement of a mutual understanding is a necessary quality standard
that requires advanced interpersonal skills (see Hannawa 2015).

Successful communication encompasses complex encoding, decoding, and
transactional sense-making activities of nonverbal and other metalinguistic cues that
commonly make it difficult to reassemble what a speaker originally meant and in-
tended. This is especially true when an interaction involves high emotional content,
as is often the case in healthcare encounters. This sense-making process is compli-
cated by the fact that encoding activities can be either intentional or unintentional
in nature. For example, even silence, withdrawal, or immobility can elicit an inter-
pretation of what these behaviors could mean. Furthermore, both intentionally and
unintentionally encoded messages can be decoded in three ways: (1) inaccurately;
(2) accurately; or (3) not at all (Guerrero and Floyd 2006).

A combination of these encoding and decoding scenarios yields six potential
communication situations that illustrate the complexity of interpersonal encounters
(see Guerrero and Floyd 2006):

An intentionally encoded message and/or behavior can lead to:

1. “Attempted communication” — when the target does not decode it.

2. “Miscommunication” — when the target decodes it inaccurately.

3. “Successful communication” — when the target decodes it accurately.

https://doi.org/10.1515/9783110454857-002

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

2.2 Common myths about communication = 11

An unintentionally encoded message and/or behavior can lead to:

4, “Unattended behavior” — when no one decodes it.

5. “Misinterpretation” — when it is decoded inaccurately.

6. “Accidental communication” — when it is decoded accurately.

2.2 Common myths about communication

There are several incorrect assumptions or “myths” about human communication that
are commonly shared by both patients and healthcare providers. These mispercep-
tions often lead to insufficient understandings that, in turn, compromise the safety
and quality of care. This chapter demonstrates some of these common myths and sub-
stantiates them with cross-references to the respective cases in Part II of this book that
illustrate the myths with practical examples.

The failure by clinicians and patients/families to communicate successfully with
each other is often the byproduct of the following inaccurate beliefs:

Myth 1: Communication is a simple and functional task

Across the cases in Part II of this book, care participants tend to assume that com-
munication is a simple, almost automatic task that generally works well if left alone.
There are several examples in the case scenarios where both providers and patients/
families assume incorrectly that communication is taking place (cases 28 and 33), un-
derstood (case 35), and “passing” accurately from one person to the next (case 22).
In other words, care participants incorrectly conceptualize communication as a linear
task of transferring a message, rather than as a complex, interactive meaning-mak-
ing process. The truth is, however, that communication is an intensive, interactive,
error-prone activity that often fails to accomplish its purpose of attaining a shared un-
derstanding. As a result, it has the potential to cause patient harm.

Because of this limited understanding of communication, care participants abdi-
cate their responsibility for communication as soon as they “sent” it. Instead of think-
ing and acting out their communication objectives to the “end” (i.e. to the point where
all participants share one perspective), they abandon the communication process pre-
maturely.

Myth 2: Communication equals words

The participants in the case scenarios commonly interact with one another under the
incorrect assumption that communication is equivalent to conveying words. For ex-
ample, they assume that the necessary information could simply be passed through a
series of people to an intended receiver. This assumption fails to recognize that such
latent communication - communication that sequentially passes through a chain of
several individuals - typically falls victim to a “game of telephone” (also referred to
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as a “rumor game”), whereby the quantity and quality of that information is degraded
with repeated passage (see case 4). There are several instances of handoffs in which
this incorrect assumption leads to a preventable patient safety event.

Care participants also underestimate the role of nonverbal communication, in-
cluding “nonbehavior” and “missing” verbal messages, as powerful carriers of mes-
sage contents. “Nonbehavior” is a paradox, because there is no way to not behave.
There are plenty of ways to misbehave, and there are plenty of ways of engaging in
one behavior when another behavior would have been more functional. But it is im-
possible to not behave. For example, a nursing student who does not ask questions
in class or during clinical conferences is not “not behaving,” but is behaving in a way
she/he should not. Even “noncommunication” (such as silence or lack of contact) can
convey a message in its own right. In numerous cases in Part II of this book, clini-
cians decode patients’ nonverbal messages insufficiently for diagnostic and treatment
purposes (cases 15 and 26), and both clinicians and patients assign meaning to such
“missing” communication (cases 21 and 33).

Myth 3: Communication equals information transfer

Care participants generally think of communication as merely conveying factual in-
formation. In several of the cases, care participants do not understand that their com-
munication also carries important relationship-defining messages that can affect the
safety of care and compromise objective patient outcomes. For example, clinicians’
disregard of relational information contribute to a young patient’s mother not feeling
heard (case 20); a patient’s syncope as a result of low blood sugar and dehydration
(case 20); a patient not daring to speak up to prevent wrong-site surgery (case 25);
an incorrect diagnosis (case 26); and unsuccessful discharge instructions that lead to
readmission (case 31).

Myth 4: Communication can be accessed, deposited, and delegated

Care participants tend to view communication as containing reliable, accurate, static
information that is accessible and recognized as “intended” by anyone who “sees
it.” For example, they tend to think that “writing down” or “depositing” information
into health records constitutes communication. They assume but never verify that the
words they write are received and understood as intended by other care participants.
In other words, they assume that communication is synonymous with understanding
and retention.

Even when information is properly deposited and documented, and even when re-
ceivers try to access available information, a shared understanding of this information
is rarely attained. The written documentation may be in place to initiate communica-
tion, but the communication process never actually occurs. As a result, the meaning
of critical information remains within written words and the interpersonal exchange
never advances to a shared meaning-making process.
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Myth 5: Communication is not about individual understanding

Care participants generally fail to recognize that communication is an interpersonal
meaning-making process that is essential for safe and high-quality care. Instead, they
tend to assume incorrectly that sense-making occurs within people. What in fact re-
sides within people, however, are perceptual biases and preconceptions that inhibit
the co-establishment of a shared understanding (see case 7). As a result, care partic-
ipants often engage in inadequate communication that establishes a porous “com-
mon ground” (the sum of people’s shared knowledge, presuppositions, and beliefs;
see Clark 1996), allowing critical information to fall through the cracks and trigger-
ing patient safety incidents. There are several instances in the cases in Part II of this
book where care participants fall victim to this common ground fallacy, incorrectly
assuming that others will understand their intentions, feelings, thoughts, and mean-
ings. This implies that shared understanding is the goal, but a taken-for-granted com-
mon ground is often an obstruction to achieving that goal.

Myth 6: More communication is better

The cases in Part II of this book also evidence a general belief among providers that
communication is linearly related to competence. Providers tend to assume that more
communication is better communication. The truth, however, is that the functional
form of the association between communication skills and competence is an inverted
U, with both too little and too much of any given behavior being perceived as inappro-
priate and ineffective in most healthcare interactions (e.g. case 26; see also Spitzberg
2000). This recognition is in line with the notion of both “underuse,” and “overuse,”
being problematic issues in the healthcare literature.

Myth 7: Communication “breaks down”

A meta-assumption that encompasses the six myths outlined above is that care partic-
ipants commonly attribute “failed communication” to a “breakdown” in communica-
tion. This analogy is based on the assumption that communication generally works,
but “breaks down” at times as a result of at least one care participant not communicat-
ing. This perspective is problematic because it mistakenly implies that communication
failure equates to a mere lack of communication rather than incompetent communi-
cation. Furthermore, it reinforces the mistaken belief in the individual causation of
adverse events, which perpetuates a “blame culture.” It is also based on an incorrect
understanding of communication. Across the 36 cases in Part II of this book, poor out-
comes are the result of no established shared understanding — and what was never
established cannot “break down.”
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2.3 Principles of human communication

There are a number of widely accepted principles of human communication. In con-
trast to the myths described in the previous section, this section elaborates eight such
core “truths” of human interaction to inform the cases in Part II of this book, and to
promote a better understanding of how competent communication — interpersonal
processes that are perceived as both appropriate and effective (see Spitzberg 2000) —
can enhance the safety and quality of patient care. At the end of this Chapter, Table 2.1
cross-references the respective cases in Part II of this book with these principles, and
illustrates applied examples.

Core principles of human communication:

Principle 1: Communication varies between thought, symbol, and referent.
Principle 2: Communication is a nonsummative process.

Principle 3: Communication is functional.

Principle 4: Communication is more than words.

Principle 5: Communication entails factual and relational information.

Principle 6: Communication is contextual.

Principle 7: Preconceptions and perceptions vary among communicators.
Principle 8: Redundancy in content and directness in channel enhance accuracy.

Principle 1: Communication varies between thought, symbol, and referent

The first principle of human communication is that communication is fundamen-
tally an interactive meaning-making process. Humans “make meaning” through the
joint creation and interpretation of symbols, which comprise words, gestures, images,
sounds, and artifacts.

Communication starts with a thought (i.e. “reference”) that a person has in mind.
If a person wants to convey that thought to others, then the person “makes mean-
ing” by creating and attaching “symbols” to that thought. In other words, the original
thought is encoded into symbols and behaviors (Ogden and Richards 1946; de Saus-
sure 1959).

These “symbols” have no intrinsic meaning of their own. They become “symbols”
only when humans invest them with meaning (i.e. by attributing them with a thought
they have in mind). In other words, symbols are chosen arbitrarily to refer to a signified
thought, known as a “referent,” or a concept that the symbol stands for (de Saussure
1959).

People assign symbols to their thoughts based on the conceptual world with
which they are familiar. In semiotic terms, no two languages or cultures categorize
such a reality in precisely the same way. As such, the symbolization process is not
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a consequence of some predefined structure that is inherent in a given language or
culture. Rather, language is a vehicle that humans use to construct a shared reality.

We even use this kind of symbolization in this book. We use icons at the begin-
ning of each chapter in Part II of this book as symbols that resemble a referent. For
example, we use an icon that symbolizes two figures — one with a stethoscope and
one sitting on a bed - to resemble a care situation we have in mind in which a nurse
communicates with a patient. We assume that there will be sufficient common ground
with our readers for conveying that thought successfully, but we use a variety of other
ways of communicating this thought to facilitate a shared understanding.

In summary, the first principle of human communication demonstrates the inher-
ent challenge of “making meaning” — the challenge of coming to a shared under-
standing based on arbitrary symbols. This is a complex dyadic process that requires
high accuracy in terms of people’s encoding and decoding of such symbols. This in-
terpretive process is further challenged by significant “between-subject variance.” As
aresult of people’s dissimilar personal and cultural backgrounds, as well as their own
idiosyncrasies, the accomplishment of a complete “shared understanding” is an un-
likely, error-prone (because of perceptual biases), and effortful intersubjective task.

Principle 2: Communication is a nonsummative process

Human communication is an interpersonal process that involves much more than the
mere sum of its informational components. Whereas the assignment of symbols to
thoughts happens within individual people, the meaning-making process (i.e. commu-
nication) of such symbols occurs between people. This notion implies that communi-
cation is an interactive process through which people approximate their attributions
between referents, symbols, and thoughts so that they become equivalent. Sufficient
efforts at skilled communication are needed to achieve this goal of a shared under-
standing.

On the basis of this notion, communication does not “fail” or “break down” in
the same way as an engine breaks down or a telephone fails to operate — a conduit
metaphor that is common in the medical literature and in everyday use. When a car
breaks down, it no longer functions to do what it is intended to do. When a light bulb
burns out, it stops being a light bulb. It ceases to function. If someone drops a cell-
phone during a conversation and it breaks, that is the end of that conversation on that
phone at that time. Communication cannot break down in this way. Communication
malfunctions, but it cannot stop functioning at all. Not saying something or saying
something that is not fully understood is still a process of communication - commu-
nication that is functioning poorly.

Along the same vein, most critical incidents in healthcare do not occur because
communication stopped. They occur because communication stopped working com-
petently. Problems in healthcare interactions generally arise from both insufficient (in
quantity) and poor quality communication that fails to establish a shared understand-
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ing. Such shared understanding emerges from a complex, interactive meaning-mak-
ing process that takes place in the space between people and generally constitutes an
outcome that is different from the sum of its parts.

Principle 3: Communication is functional

It is challenging to establish a shared understanding of original thoughts in interac-
tions with others, particularly when the content entails more than mere factual infor-
mation. This process becomes even more challenging when people interact for com-
municative functions that do not prioritize a shared understanding. Whereas shared
understanding is enhanced by transactional communication of clear and accurate
messages, people frequently interact for functions that are not facilitated by clear and
accurate symbolization. More often than not, people engage in sarcasm or humor,
persuasion, or various forms of deception (including exaggerations and understate-
ments) to avoid conflict, be polite, maintain relationships, “save face,” and appear
competent. Some of these communicative functions are attained through strategic
vagueness or purposeful ambiguity in the symbolization process that make the estab-
lishment of a shared understanding more difficult to attain. In the healthcare context,
for example, nurses often do not “speak up” to physicians in clear and straightfor-
ward ways in order to avoid conflict and save face. Similarly, clinicians sometimes
communicate in “soft” rather than straightforward ways with colleagues and patients
to maintain good relations and avoid getting sued. Such “soft” ways of communicating
can have “hard” outcomes — in the cases in Part II of this book, for example, nurses
prioritize maintaining good relations with their colleagues, patients, and family mem-
bers over being more assertive to establish a shared understanding, which contributes
to inaccurate diagnoses (e.g. case 19), inadequate treatment (e.g. case 13), and treat-
ment delays (e.g. case 23) that lead to preventable patient harm.

Principle 4: Communication is more than words

Communication is often thought of as an exchange of words. However, all behaviors —
even passiveness or silence — have the potential to communicate volumes. For exam-
ple, a physician making rounds with an intern who does not talk with a patient is still
communicating to that patient. Along the same vein, not visiting a patient can com-
municate a lack of concern for the patient. In turn, others cannot “not respond” to
messages — even silence, withdrawal, and immobility can elicit an interpretation. For
example, a patient’s silence in the face of a clinician’s inquiry “says” something even
in the absence of words.

Verbal messages are always accompanied by nonverbal characteristics such as
pitch, pace, intensity, and inflection of the voice, as well as facial expressions and
gestures — all of which can influence the intended meaning of a verbal message. Non-
verbal communication can repeat, illustrate, augment, accentuate, or contradict the
words it accompanies. It can also disrupt the decoding process by distracting atten-
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tion from words or contradicting their content. Furthermore, nonverbal behaviors can
precede words, inflect, substitute, or override them, and become “message bearers in
their own right” (Burgoon and Hoobler 2002).

Thus, in everyday interactions, the transmission and reception of any message
depends on what we simultaneously say, hear, see, and show. Generally, when verbal
and nonverbal messages contradict each other, people tend to believe the nonverbal
more than verbal messages (see Seiler and Beall 2000). Because nonverbal behaviors
are perceived as more valid than verbal communication, they must be recognized as
a core mode of human interaction.

Principle 5: Communication entails factual and relational information

In the same way that verbal messages are always accompanied by nonverbal mes-
sages, factual messages are generally accompanied by relational messages (i.e. mes-
sages about the nature of the interactants’ relationship with each other, their status
in that relationship, and the social context within which their interaction occurs; see
Watzlawick et al. 2014). This can be seen, for example, in a medical error disclosure
to a patient — while the disclosure may primarily contain factual information about
the events leading up to the mistake and implications for the patient’s health, the
clinician’s attentiveness and calming tone of voice communicate genuine concern for
the patient. In contrast, a neglect of such relational emphasis might communicate
distance and disregard to the patient. Similarly, at first glance, a nurse anesthetist’s
question to a surgeon of whether she can prepare the next patient for surgery seems
purely informational. However, depending on the way in which the question is stated,
it may come across as either caring or critical (e.g. suggesting that the surgeon is not
working fast enough).

It is important for providers to understand that their communication conveys both
factual and relational messages to other care participants. They need to understand
the constraining and enabling potential of such relational messages in communica-
tion with both colleagues and patients. With respect to colleagues, this recognition
can enhance a shared understanding and prevent conflict escalation. With respect to
patients, ample evidence has established measurable “placebo” effects of relational
messages on care outcomes. For example, studies have found that relational commu-
nication can enhance patients’ course of recovery, decrease their anxiety, decrease the
need for postoperative pain medication, and lead to earlier hospital discharge (e.g.
DiMatteo and Taranta 1979; Egbert et al. 1964; Ben-Sira 1976). Thus, this principle is
directly relevant to the quality and safety of care.
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Principle 6: Communication is contextual

The meaning of a communicated message largely depends on the context in which it

is encoded and received. Such context contains multiple layers (see Spitzberg 2000):

— Functional context — the goals people pursue in their interaction.

- Relational context — people’s relational history or composition.

- Environmental context — the physical setting in which an interaction takes
place.

— Chronological context — the sequencing, timing, timeliness, available time, and
duration of an interaction.

—  Cultural context — people’s cultural rules, norms, and belief systems.

Communication in clinical encounters is particularly context-dependent. Care partic-
ipants’ (i.e. clinicians, patients, and care companions) failure to recognize the con-
straining and facilitating effects of these contextual dimensions on establishing a
shared understanding can directly compromise the safety and quality of care.

For example, across the cases in Part II of this book, care participants communi-
cated with the wrong target (misuse of functional context), allowed relational biases
and professional hierarchies to compromise safety-relevant care processes (overuse
of relational context), did not allocate the necessary time to communicate with each
other (underuse of chronological context), and neglected to recognize that working in
a new organization requires adapting one’s learned communication protocols to the
new institution’s communication standards and norms (underuse of cultural context).
These failures to recognize that communication is contextual contributed to numer-
ous preventable patient safety events (Table 2.1 lists the respective cases).

Principle 7: Preconceptions and perceptions vary among communicators
Individuals’ life experiences contribute to idiosyncratic preconceptions and percep-
tions of communicated messages and behaviors. Such dissimilarities between people
are rooted in personal traits (e.g. age, sex, culture, intelligence, religion, attitudes, be-
liefs, likes/dislikes), brain functioning (e.g. processing speed and memory abilities),
thinking and speech differences (e.g. speed of thought, hormonal and emotional
states), daily life interferences (e.g. financial concerns, children, political events),
differential word definitions (e.g. emotional abstractions, multiple meanings; Mahaf-
fey 2010), and incompatible cultural, family, and personal rules (e.g. values, morals,
opinions, power distances, privacy boundaries). Communication is an interactive ne-
gotiation to bridge these differential preconceptions and perceptions and establish
a common ground which — as mentioned before — entails the sum of the knowl-
edge, presuppositions, and beliefs that a person shares with another (Clark 1996) as
a foundation for co-constructing a shared understanding.

Particularly in high-stakes contexts such as healthcare, people’s failure to recog-
nize this important principle of human interaction often leads to insufficient commu-
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nication based on the assumed preconception that “others will understand,” which
can have detrimental effects on the safety and quality of care. This is exemplified on
several occasions across the cases in Part II of this book, where assumptions that an-
other care participant would interpret a message using the same perceptual lens as
the sender (e.g. assumed familiarity with clinical terminology and equivalent under-
standing of a symbol) led to preventable patient harm (Table 2.1).

The 36 cases illustrate that dissimilar preconceptions and perceptions among
communicators commonly contribute to misunderstandings, which — in the context
of healthcare — can directly compromise patients’ health outcomes. Recognition of
this principle can enhance the safety and quality of care, because it is only through
communication that people can recognize and bridge such differential preconceptions
and perceptions to establish a common ground and shared understanding.

Principle 8: Redundancy in content and directness in channel enhance accuracy
Message redundancy (i.e. appropriate repetition of content) and channel richness (i.e.
face-to-face rather than asynchronous, mediated communication) generally facilitate
accuracy, because they advance an overlap of perspectives and provide a rich re-
source for successful transactional sense-making (i.e. both verbal and nonverbal mes-
sages, written and spoken, and reinforced by several persons). Thus, redundancy and
directness together provide an opportunity to avoid and reduce misunderstandings,
and to prevent or intervene with patient safety events.

This function is further enhanced if care participants take into account appropri-
ateness (see Spitzberg 2000), by perhaps repeating their message in a slightly different
tone, repeating it with appropriate patience, empathy, and skillful nonverbal manner.
So in addition to “say again” or “repeat back” protocols that are frequently used in
healthcare and aviation, which merely increase the quantity of communication and
structure of information exchange, the quality of the communication is an important
factor, because it either enhances or compromises the accuracy of understanding.

2.4 Principles in sequence and combination

The cases in Part IT of this book demonstrate that the core principles (or “truths”) of hu-
man communication are interlinked. For example, the redundancy principle for accu-
racy only works if the informational content that is being communicated is complete.
Redundancy does not aid accuracy if the information that is being repeated is insuf-
ficient (case 12). Directness in channel facilitates the function of contextualized com-
munication (case 23). And dissimilar preconceptions and perceptions can stimulate
communication redundancy that, in turn, enhances the accuracy of communication.
These interlinkages demonstrate that human interactions are a complex sequential
process that requires careful consideration and an advanced understanding as a pre-
requisite for improved quality and safety of care.

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



2 Myths and truths of human communication

20

(ASojowoldwAs 9391dwod s juaijed ay} ‘suoje paal
pue puljq semjuaijed e ey} ‘Seq Jay ul a1am S9]310q UoIIeIIpaW dwoy suailed syl Jey) “§-9) sjuaned yyum —
(1491e 1043U0D UOI}I3)ul Ue pue suolnedasd jedads 1oy
pasu ‘pawJoyiad usaq Apeasje pey 320]q e Jey) ‘pais)dwod ag 0} SPasuU |)11S J40M uoissiwpe jo sued jeym
‘pade)das aq 03 spaau diy yd1ym ‘uooulalje awes ayj uayey usaq Suiaey Ael-y ajdijnw ‘jeydsoy Suiaiadal
e 0} 9noJ-ud Sujaq Apeasje Juaijed e ‘Ajpededul Supjew-uoisiIap s jualjed e ‘uejd aajjesado s jualjed
e ‘(aulpol) 1sesjuod d13souselp pauued e o3 jeasy) A1ajes e Suiaq ASia)je s Jusiied e *§°9) Jayjo yoes Yym —
:8uipuejsiapun paJeys uaynsul
paysijqeisa pue ‘(,0u,, Jueaw paapul uolisanb sasinu e 0} asuodsai uj djeys peay s uaiied e jeyl Sulhjlian
jou Inqg SulWNSSE SB YINS ‘U0IIBIIUNWWOI |BGIIA 0] UOIIPPE Ul SUOISSaIdXa |eqiaAuou “S°9) uoljew.ojul
|eqJaAuOU pue |BgJA JUBIDLYNS POIAP Jou PIp ‘(IYSIupiw Je panujuodsip uaaq pey Suipasy s uaiied
sujeipad e jey) ‘“Arueusaud s juaijed e *§:9) Jels 19Ylo 0] uoljeWIOUl JUBIILYYNSUI PRABAUOD “18Y]0 Yyded yum
saljulensadun Ajlie)d Jou pip ‘sai8ia)e Jnoqge syuajied ySe jou pip suelIul) *(PAWIOjuUl UG PeY SI9Y30 Jey)
SulAju1an Jou Ing Sujwinsse ‘) nsal 1s9) aAIlESAU B SUBSW ,SMAU peq YlIM || ou,, SulWwnsse ‘spiodal yjjeay

Y1IM UOI1I3SSE S,9SInU B SUllepl|BA-SS04D 10U *§°9) UOIJRIIUNWWOI PAajuaWNIOP J9AO |BGISA(UOU) UO pal)al pue G€
‘(wayy 43n0 padue)S Ajasaw) AjJusidLyns SpIolal Yyieay peal pue SSa3Je Jou pip sueldiul)) “Sulpuelsiapun pue ‘h€ ‘1€ ‘8T ‘1T
1d19291 24nsud 03 uoljedjunwwod dn-mojjoj 10 suojjeueldxs |euollippe INOYNM (sISIp aSew| ‘spiodal yjjeay ‘ericc e 6t *ss920.1d aAIjRWIWINSUOU
21U04129]9 *8°9) S9150]0UYI) UOIIELLIOJU] Y]|ESY O] UOIIBIIUNWIWIOD |euOlSSaj0ld-19)u] pajesSalap suepiul)) ‘ST ‘ST ‘1 ‘1T © SI UoIJedIUNWWo)
*SpJodai yjjeay s juaijed e o} pappe Aay} uojewlojul jo Suipuelsiapun pue 1disdal AjusAjou pip suepiull) ‘0T ‘6 ‘LS ‘v ‘T iz 91dpung
‘uoljedIpaw swoy s Jayjow Jay Jo |age] 9y 1je-punos
e 9sInu ay} po3 1aysnep s jusijed y “Snip ay1je-punos e paj|y pue Ajaieinddeul Sunumpuey a1qi8a)!
papodap isipeuueyd y ‘ulaA 1enSn| |euialxa ue 0} Sullidjal djIym ,S$S3IIe dul) |BIIUII,, JUSIILYNS pey jualjed e ‘Judiajal pue ‘joquAs
eyl Aj30a1100u] pajels pue ‘(Jesauas uj ,S91819]1e,, UBY] JBYlRl ,SUOIIRDIPaW 0} S9I819)|.,, 10§ Supyse) saiSia e ‘ySnoyl usamiaq
noqe sjuaned Supjse uaym as12a1dwi 919M “UeYD UOISSIWPE *SA PUBG]SIIM SIY UO dweu s judijed e usamiaq S9LIEA UOI}RIIUNWWO)
Aouedaidsip ayj ad1jou o3 pajiey ‘yusized Suoim ay) jo siaded uoissjwpe pue Jeyd ayl dn payyaid sasinN 6T ‘ST ‘IT‘€‘C :1 9)dpung
uojjes|unwwod
sa)jdwexa panddy sase) uewny jo 3)dpuug

*)00( S1Y} JO || Hed Ul SaSBI 9y} SSOJI. UOIIRdUNWWod uewny jo sajdpulld :1°z "qel

Al use subject to https://ww.ebsco.conlterns-of-use

EBSCChost - printed on 2/11/2023 12:43 AMvia .



21

2.4 Principles in sequence and combination

*(dwoy e suoljdniisul a81eydsip Juswsajdwi 0] a)qeun Suljasy pue ‘suolldniisul aSieydsip Aq pawaymiano
8ur)asy ‘auoje Suian ‘pulq Suiaq juaijed e *8'9) spasu jeads sjuaijed 03 Ajjuadynsul suoidnisul 981eydsip
Sunpdepe Aq pue ‘suepjul)d 1ay3o jo juoly uj Jusaijed ayi,, se wayl Suissaippe Aq sjuaijed o} saSessaw
Jeuoiiejas pakanuod osje suepiul)) jensnun, Suiwaas Joineyaq s juaiied e SuipieSas suaje suojuedwod
3Jed pue ‘uojwodsip s ualjed ouleipad e ‘uoijeaylie]d 1oy spasu suaiied o1 Ajjusidyynsul paldepe suepiul))
‘Juaiied 3y} Jo 3SOY) J9A0 S3IUaI)a.d Juswieal) suojuedwod 1Ll pajepowwodde pue ‘sjuaijed ym

uey} Jaylel sjuaijed Jof SUOISIIAP 91eI dpew suedul)) “uejd Juswiesl} Jo Supjew-uois|IAP s uemdiul]d Jouadns
Anearyaiesary e uonysanb o3 aiep jou pip A3yl asnedsaq uoijediunwiwod papasu uj 98esus jou pIp SasINN

‘uoljew.ojul

]euolje]al pue jenjoey

7€ ‘1€ ‘9C S]1BJUS UOIJRIIUNWIWOD)
‘Grrocier ‘e :g aydpund

*(-232 ‘aA3eSau Sulaq }NSal }S9) B JO UOIIRDIPUI UB SB 3IB]-]|BD OU ‘UdWISal Juawieal)

e Jo Jed se palaalap Sulaq jou Jauulp “§-3) JYS1 umo 113y} ul sasessaw se Jojaeyaquou,, pajaidiajuisiw
S]ualjed *awoy Je suoldnisul aSieydsip jusawajdwi 0] 3|geun pue Paw|ayMIaA0 })3) pueqsny sjuaiied e jey)
pue ‘puriq sem juapied e jey ‘“Aydeded Supjew-uoiSIIAP 40 }IB] B PaJRIIPUl SABY PINOM YIIYM ‘UOI}RIIUNLWIWOD
|eqiaauou sjuaijed 119y} 03 UOIIUIIIE JUSIDLYNSU] 0} SNP SUOIIIPUOI Y}jeay Sjuaiied paspn(siw os|e suepiul)
‘uo13ipuod Sulelolalap s Juaiied 1yl Inoge pawlojul Sulaq a1am siSojolpied pue uoasins s juaned

ay3 Jey) uoizedipul ue se auoyd ay} uo Sulaq Juapisal e pajasdiajuisiw A3y} ‘9)dwexa 104 'Sand |egiaAuoU 113y}

'spiom ueyy
€€ alow S| UolLdIIUNWWO)

0} UoIjualle yanw 003 40 Juardyynsul sayua Suihed Aq sioineyaq suedidinied aied 1aylo pajaldiajulsiw SasinN ‘TETE‘TT ST 7 3)dpund
‘uoijendal s,9sinu a9y} asiwoidwod ySiw pue Ajjunwwod ayjy ul uaxyodsino ‘Jeuoropuny
A1an,, s1 9J1m ay3 eyl uaaiS ‘sadualayaid s Juaijed syl Jano paziyiioud g 3snw saduaiayaad 918D S )M S UOIJBIIUNWWOD)
s.juaned ayj jeyl uoirdadsad ay3 Jopun jusijed pue uedisAyd e y3im UOIIEIIUNWIWOD JBY PAUIRIISUOD BSINU Y €1 :¢ 9)dpund
(*21° ‘pawuoyiad usaq Apeasje pey y201q aniau e uaye dn Suinas Juaned ‘suoidniisul
981eydsip 10 suawiSal uoijedipaw mau SuipieSal Suipueisiapun jo yde] ‘Aeys |ejidsoy Jaje aSesop uoljedipaw
padueyd *8'9) aJed 9jes UNSUD 0] SISINU J19Y] 0} uoljew.ojul Jualdyns ASAUOI Jou pIp oS|e sjualjed
"(smeis YNQ Ssiualied
pue ‘suoljedipaw awoy susaijed e jo Suljaqe] ‘@dueia)olul uoijedipaw/ASia)e s,jusied e ensnun Suiaq
Suppal s,juaned oueipad e Jnoge sul1adIu0d passaldxs s Jayjow “§'9) suoluedwod aed sjualied yum —
uoleslunwwod
sa)jdwexa panddy sase) uewny jo 3)dpund

(Panunuod) <17 “qel

Al use subject to https://ww.ebsco.conlterns-of-use

EBSCChost - printed on 2/11/2023 12:43 AMvia .



2 Myths and truths of human communication

22

sjuedidijied aied ainyny jje Jeyl aInsud 03 A)3uaidyyns ajeatunwiwod jou pip sueiul)) ‘poddns a1 apiroid

01 Apeau Su11198 a)1ym (suoruedwod a1ed/SueidIuld 19410 Y}IM Sulleduniwod 10 Spi0dal Yjjeay Suimalaal

Aq -8-3) seduasayaid YNQ Sualled e ssaippe jou pip suedlul) salsia)je JsulesSe uad-1d3 ue Sulhued jusiied
9y1 JO 1x2]u0d 3y} ul S318I3]|e IN0QE 31EIIUNWLWOI Jou PIp suelul)) ‘Aep swes jey) uayel usaaq Sulrey skes-y
0M] JO 1X33U02 3y} ul AJ-X UB INOGE UOIIBIIUNWIWIOD J13Y] dW eI Jou pIp sueldiul]) (aSld slusiied ayj o}
Sulpuane jo ajqeded aq 03 Suipasu osje |ejidsoy Suialedas 9y} *§'9) spasu |ed|paw s Jualied ayj Jo 1xa3u0d Yy}
uryym Ajjuaidyynsul Jusljed e Jajsuel) 0} uoljepuawwodal siy pawely uepisAyd v *(*239 ‘snjels YNQ ‘A198ins
03 Suyisixa-aid Sulaq asiniq e *S°9) suois|dap Juswieas) Jodoid xew o} Ajjuaidyyns syH3 siusned yayd

jou pIp sueIul)) "1aplo YNQG paysiiqeiss Ajsnoinaid s Juaiied syl Jo 1xa1u0d sy} ul AjJuaIdLNsul UoijuaAIBII
«dois,, uappns e payiisn( asinu y *(esodind papuajui 8y} Joj 213nadesayigns Sulaq asop ay3 “$:9) aA11da(qo
juswieal) pauue)d 3y} Jo 1xa3u0d a3 papieSalsip ays asnedaq ‘Ajadoid ajes uoisnyul s uaijed ay) spodlap
JOU pIp 3SINnuU Y "UoI}Ipuod s juaijed sy} usaais pajedipuiun o Jadoid Jou Sem jey} Juawiealy pasaplo uepisiyd
v ‘jueuSaid sem ays jeyy usaiS juaijed ayj 10j ajesun Ssem ey} uojjedipaw e paiaplo pue ‘Aoueusaid s juaijed
3y3 40 1X23U02 dYJ UIY}IM UOIJRIIPAW B JO JY Y3 SSNIsIp Jou pip uepisAyd v juaiied 1291102 ay} Sulaas sem ays
2Ins ayew 03 eyd s,Juaijed syl uo aweu sy} yum pueqisum s juaiied ay) uo sweu ay3 asedwod jJou pip asinu
Vv “(quaned jueuSaid e 1oy a1enbapeul Suiaq uoledipaw panladlad sy} “S°9) 1xa1u0d |eIIpaW Y} paplesalsip
Aay1 asnedaq Ajareindoeul suonduasaid 9)q18a)y1 papodap suediull) “(A1a81ns pajnpayds ayl jo swil ayl je
uolInyiIsul Yyl Je aq 198uo) ou pjnom oym Mo}y A1a8ins e *a°1) uosiad Suoim ay} yum uejd saijesado s juaned
B PassnIsIp uepjul)d y ‘padejdal aq o} pasau pijnom diy yarym SuipsesSasjuaijed ay3 yym Suipueisiapun
paJeys e paysijqelsa Apealje pey asinu snojaasd sy} 3eyy ‘AJIIaA Jou pIp Inq ‘pawWINSSe 3SINU i *adualaypeuou
Ju231 SIY IN0qe UOISSa4U0I S Judlied ay] pue uol}sneyxs paje|al-1asuel) s jusied ayl Jo 1xaluod ay)

ul uoled1UNWWOd S juaijed e 9polap jou pip 3sinu y “A1a8ins Sujwoddn ue 0} uoljewiojul siy} o sduepodwi
ay1 audsap ‘Auaisuas unnsul s juaijed e Jnoge wea) A1981ns sy} |19 10U PIp 3SINU Y :JXaJU0I JpUOIIIUN

0€ ‘1¢
‘8T ‘9T CT9°T
3dadxa sased ||y

*|en)xajuod
SI UOI3RdIUNWWO)
:9 3)dpung

*(ws111d pantadiad s, asinu
ay) 0) asuodsal uj aied Ayjjenb 1amo) Sulaledal “§3) pasned aaey JySiw aSessaw e yans suorjedldwi jeuoiie)al
a3 Jo 1eay ur ASI9)1e ue A3AUOD 0} a1ep JOU PIP pue ‘dweu SUOIM B JO ASN S,3SINU B 1231102 JOU PIp Sjudlied

sa)jdwexa panddy

sase)

uoljedIunwWwod
uewny jo 3)dpuug

(panunuod) :1°z ‘qel

Al use subject to https://ww.ebsco.conlterns-of-use

EBSCChost - printed on 2/11/2023 12:43 AMvia .



23

2.4 Principles in sequence and combination

‘(Jewsou wouy Juaiayip Sulaq Joireyaq s,juaned e ‘Suijsixa-aid Sulaq asiniq s juaijed e *§°9)

Ajpadoad uoneajunwwod Suipdie suoltuedwod 91ed 9pP0OIJP 0] SWI] 9B} JouU pIp suediul)d) “Piys 1ysiu Asnq

B UBAIS ‘paMB3IA pUB PAAIBIAI UIIQ pey Aei-X ue Jey) ains ayew 03 AjJuaidyyns 19ylo yoes yim a3ediunwwod
jou pip suepiul) ‘Ajiadoud a3es uoisnjui s jualjed e spolap 0] pue ‘Sp1odal Yljesy sy 0} seduaiajaid

4N S.uaned e ppe 03 ‘uonjeayijuapi juaied jadoid ainsus 03 Swi) Y} ¥ e} J0U PIp SINU Y JUSW]O])D dull]
1ayjow s juaned ayy yum jusijed

Ju3eipad e 893S 03 9wod pjnom ueisAyd e yarym uryim swelyswil ayj payue)d Ajpuapynsul sasiny :uonoing
:]xajuod |patbojouoiy)

Nem juaized ayy mauy|

Aay1 1ey) uaaiS ‘a1ed 1ajes a1ell|idey 0] eijualod 19y JO 1Xa3U0d 3yl ul Ajjusidyynsul uoledunwwod Suilsie
Ssuoruedwod a1e3 papodap sueiul]) “(PIzId13LI 3134 3SInu 3y} Ji a1ed Ajjenb 1amo) aa19da1 pjnom ay jeyy *S°9)
s9ouanbasuod ayj Jo pielje sem ay asnedaq ‘asinu e 03 AS1a) e s1y uoijusw jou pip jusned y *a10jaq juaijed
9y} Jow SulABY ISABU JO 1X33U0D 3Y] JO SSajpieSal ‘19139q Sul)aay sem juaijed e jeyl Ajajeinddeul pajasse
uepisAyd y -uoieindal uay 1raye ySiw pue Ajunwwod sy} u uaxodsino AIaA,, 3q 0] uMOUY SeM 3Ys

1ey3 uani8 “4ay Sunjutoddesip jo saauanbasuod ayj Jo pielje Sem ays aSNeIQ Suol11eadxa s,9)Im s Jualjed e 0}
paidepe Ajiano asinu v *(A103s1y siy uaaiS Jusiied e 0} d1xojolydau aq pjnod uoljedipaw e eyl “§:9) Suois|IAP
juswjeasy 10 sasouselp suepiul)d Joadns Ajjearyaiesary uoijsanb o3 asep jou pip suemiul)) *(1oiAey3q
Supj9as-8nip snoinsid 0} pasedwod) swil SIY} JuaIdYIP 9q 0} pawWIIS J0IAeYyaq s uaiied ayj jeyy pue juaijed
e Jo 93pajmouy| snojaaid Jay Inoge ueldisAyd e wiojul Jou pIp 9SINU Yy *(19P40 UOIIB}ISNSDI B *SA) peQ J1ay] 0}
SS9USS0]2 J19Y] JO 31B]a110D |einleu e Sulag SSallSIp |BGIaAUOU ,SUOS BY] JO 1Xa3u0d ay) Suipiesaisip ‘uoddns
9J1) a8eSud 0} SuIpasu JO UOIILIIPUl UB SB SSBIISIP |BqIdAUOU ,SUOS S Judlled e papodap asinu y “jualjed

40 (38pa)mou|) s1IsiA @3 Jo1id uo paseq ‘siolaeyaq Supjass-Snip pake)dsip Juaijed e jey 10 d1wadhjSodAy sem
juaned e jey) pawnsse Aay) ‘a)dwexs 104 ‘ai1ed paseiq Ajjeuoiiejal up paSesua sueidiul]) :1xajuod |puoID]ay
*(sueldiul)d jo peajsul ujejdey) e 03) uosiad Suoim ay) 03 4api0 YNQ S udlied ay) papuey

siaquaw Ajjwe4 *snjels YNQ S.Jusijed e jo Suipuelsiapun paleys e aAey |IM (S3U0 Jualind ayl Ajuo jou)

sa)jdwexa panddy

sase)

uojeIIUNWWOI
uewny jo 3ydduud

(Panunuod) <17 “qel

Al use subject to https://ww.ebsco.conlterns-of-use

EBSCChost - printed on 2/11/2023 12:43 AMvia .



2 Myths and truths of human communication

24

‘uon}iIsul Mau

3yl 1e saunpadold piepuels Jualaylp Inoqe uoljewsojul Suuinbas pue weal ay} 0} mau Sulaq 1s1S0]oisayisaue
UE JO 1X33U02 3y} ulyHm Aj3uaidyynsul J9Y3o Yoes Yim pajedlunwiwod suediul)) Jxajuod jpin3in)

*suo11onisul 984eYISIp JO UOIJRIYLIR]I 10} SUBIDIUID }IBIUOD

0} Suo] 00} pajiem suoluedwod a1ed pue Sjudiled "d)e] 003} JapJo YNQ Sualied e suepjul)d papuey ujejdey)

Y "9}B] 00} SuoljedIpaw awoy s jualjed e suepdjuld papuey siaquaw Ajjwe4 ‘aje] 00} ASi1a)je s juaned e
pauoljuaw juaiied e pue Jayjow y "3siom Sul)aa4 Joj SueIdIULI }2BIU0D 0} SUO) 00) PAJIEM SJudIIRd *S} NS 1S9}
y3im dn mo)104 03 Suo] 003 500} SuedIUL)) “9SIBYISIP J9)je dwoy e |jam Sulop J,usem juailed e jeyy suepiuld
1191 01 Suo) 00} paliem siaquaw Ajlwe4 -apispaq je juailed e 0] Suipusine jo Ayuadin syl jo Suipuelsiapun
paleys e ysljqelss o} pajie} suelul]) ‘uonezieldsoy s juanied e jo ueisAyd aied Arewnd s jusized

e wJoju] 0} SU0] 00} pa}iem 3sInu y "uswiSal uonedipaw s juaijed e Ajuie)d o3 ueisAyd ared Arewnd e Joejuod
0} SU0] 00} Pa}ieM 3SINU Y “3}B] 00} UOIIBAI}IR PAIRIIPUIUN S, WES} 3POI B Y}IM PIUSAISIU] BSINU Y :SSauljaw]
‘Joddns aj1) Sunjeniul

123fp Ajuo sniels YNQ S.Juailed e passNISIp SUBIDIUID) *9ABS] 0] PeY 9YS PUB Papua JIYs I3y Jeyl usAIS ‘a1ep
03 dn Su1aq jou Juaijed ay3 JO JUBWISSISSE JJopuey I3 JO IXdIU0I Y] Ul 3SINU SUIAIIBL B YHIM 3]BIIUNWWOI
J0oU pIp 9sInu Y *(Sanss! deipied jeaiSinsisod uo os|e uey Jayiel ssallsip Alojesrdsal s jusied ayy

uo Sn20j mouleu 00} *a°1) A1asins Jeay auoSiapun Suiaey 3snfjuaijed e Jo 1xa3u0d ayj ul Ajjuaidyynsul Jayjo
4283 Y}IM UOIIRIIUNWWOD 113y} pawely suepdiul)) *19A ajgejieae aq jou pjnom Aay3 jey} uorzdwnsse ayj sapun
sy nsal qe) s,uaijed e 10jy29yd jou pip uenisAyd vy *(sdeS waisAs agpuriq 03 Ajjuaidyjnsuil uonedtUNW WO
pajealde -a°1) shepung uo ajqejieae Suiaq sjnsal saded ou Jo 1xa1u0d 3y} Ul ‘S}NSaI poo|q |BIIMID Inoge

way} waojul 03 Jeis Suisinu syl J]ed Jou pIp Jeis qeq “uoledipaw s juaiied ay) aSueyd o0} pap1aap Aays yoiym
ul ‘uerdisAyd ay3 yum uoi1esIaAUO J3Y 3. SPI0Jal Yljeay pajepdn s juaiied e y2ayd Jou pip asinu y :bujwiy
‘awoy je Aj1adoid pajusawajdwi a1am suoi3danisul 381eydsIp Jeyl aIns xew o} aSieyasip

42)p suortuedwod aied 1o/pue sjuaijed yum dn mojjoj 03 wi} ay3 e} jou pip suepiul) ‘g3 Asng e jo 1xajuod
3y} Ul 3)1edIUNWWO) 0} pue S}NSal gej Sjualied 323yd 03 dwW) Y} e} Jou pIp SUBIDIUID "SNIe)S YNJ Pue ‘sajel
uolsnjul ‘suolledipaw paqudsald jo Suipueisiapun paleys e ysi)qeisa 0] awll ySnous ay e} jou pip sueidiul))

sa)jdwexa panddy

sase)

uoljedIuNwWwod
uewny jo 3)dpuug

(panunuod) :1°z ‘qel

Al use subject to https://ww.ebsco.conlterns-of-use

EBSCChost - printed on 2/11/2023 12:43 AMvia .



25

2.4 Principlesin sequence and combination

ue jey} AjuIaA Jou pip Ing pawnsse sueiiul)) *(uondwnsse payuaaun) Jysiu |je a1ayl Suiaq wiy se apispaq
suained ayj je Suiaq ueisAyd e pajaidiajuisiw suedul) *dwoy Je uoljejuswajdwi 1991102 J1dY] pue
suo11aNIIsuUl aS1eydsip Jo Sulpuelsiapun paleys e ysijqelsa 0} Ajjuaidyns 1ayjo yoes y}im sjedjunwiwod jou
pIp slusljed pue sueidIul)) "SaWI] |RISAS dSpISpaq s Jualled ay) Je sainpadoid ay) paaIasqo pey pueqsny ay)
1eY) uaAI8 ‘(sanoy zT A1aAs paysn)) aq 0} Suipaau aqni-[ ay) *§'9) suoldnIIsul 981eydsip 19y Jo Sujpueisiapun
s.puegsny suaijed e AjLI3A Jou pIp INq pawNSsSe asinu y ‘suoiinedaid |e1dads 10j pasau juaiayul

9y} pue uo13dajul JYA s uaijed e Jnoge mauy uoiiniiisul SuIAIBIAI 9Y) 1Y) AJLISA Jou pIp INQ PIWINSSe sInu
‘]J9]E UOI123jul Ue Jnoge payilou usaq Sulaey uerdisAyd ayl jo uonedipui se upPAwoduep Suiaiedal sem jusired
e Jey] pajasdiajuisiw SaSINN “Ha]e |043U0D UOI}IDJUI UB JNOGR MaUY| SasInu Jaylo pue uepisAyd ayy jeyl

Ajl1aA Jou pIp Ing pawnsse asinu y “piem AjeiysAsd-o1iesas e oy passjsuely Suiaq juaized ayj jo suoledndwi
9y} puejsiapun pinom Ajiwey s juaijed e jeyl AJLsA jou pip Ing pawnsse suepiul]) “JyYSiuidAo suorjedipaw Aue
Sui1e8 aq 0} pasoddns jou sem ay jeyy AjLIaA Jou pip Inq pawnsse jualjed y ‘ue)d juswiealy siy jo yed sem
Jauulp ou,, jey3 Ajl1aA jou pip Ing pawnsse jualjed y ‘dAlIe pjnom judijed ayj awil ay} Aq jeydsoy Suiaidal
3yl 1e 3]qe|IeAR 3¢ P|NOM P3q B 1By} AJl19A J0U PIP INQ PIWNSSE 3SINU Y “SUOIM SBM 1 JI 31 1991100 P|NOM
1s1pewseyd syl jeys (AJ11aA Jou pip Ing) pawinsse pue 3jel uoisnjul ue Jnoqge ainsun sem ueisAyd y ‘uoiipuod
s Jualjed ay) SuipieSal uoljasse s,a41m ayl Inoqe Ajurenasun Jay sanpal 0] ajIm s Jusijed e 0 Supyel

JO pead)Sul pauIadlu0d paulewal asinu y “1ajsues} Sunnp Alolsiy uoresipaw a39)dwodul ue pakaauod sueiul)
‘Juswieal) gSld Suipasu juaiied e jo Suipuelsiapun paleys e Ysijqeisa 0} pajie) Ing pawnsse sueidiul)

*S10}E2|UNWWOd
9¢ ‘g ‘cc€ ‘ze  Suowe Ateasuondadiad
‘0€ ‘8T ‘9T ‘1¢ pue suoidajsuodaid

‘8T ‘9T ‘G189 :/ 9)dpung

"awl} 3y} Jo }sow apispaq s,uaried ayj je

19A19S00 UB U3 pey 3y Jey} UaAIS ‘dwoy Je sainpadoid 3y} 3INpuod 0} moy mauy| Apealje pueqsny s juaijed
9y} Jey) Sujwnsse ‘suoianiisul 381eydsIp JUIDLYNSU| PIPOIUI ASINU i *WO0I 3y} uj Juasald sem Jayjow
s.Juaned ay) asneIaq UOIIASSE J13SOUSRIP S, 9SINU 1I9YJOUR UOIISAND J0U PIP 3SINU Y :]X3}U0I |DIUIWILOIIAUT
*AS0]0uIWIa) |BIIPAW Y}IM JBI)ILIBIUN SBM 3YS 3SNBII] S|9Ge] UOIIRIIPaW PAsnjuod ays

— JJB1S |BI1UI]D 3Y) 0] SUOIIBIIPAW SWOY S 13Y0oW 13y JO |aqe] 1991102 3y} A3AU0D Jou pip 193ySnep s jualjed y

sa)jdwexa panddy

uojeIIUNWWOI
sase) uewny jo 3ydduud

(Panunuod) <17 “qel

Al use subject to https://ww.ebsco.conlterns-of-use

EBSCChost - printed on 2/11/2023 12:43 AMvia .



2 Myths and truths of human communication

26

‘suoljedlpaw awoy sjuaijed pue ‘sainpadoid piepue)s |euoiIn}iIsul ‘suoidniisul a8ieydsip jo Suipuelsiapun
J0)2€] 119y} 0} Pa3E]3J S313UIR}IBIUN INPAI 0} J3YI0 YIBd Y}IM UOIIRIIUNWLWOI |BUOIIIBSURI] JUBIDLYNSUI

u pageSua sjuedidijed aie) *(*219 ‘salSia) e jesauas jo Suipueisiapun paleys . ‘sdnadiy,, Ajasaw sem Supjial
s uaned oujeipad e eyl Jo siolneyaq Supaas-Snip Sulhejdsip sem jusijed e eyl sisouselp/jusawissasse
‘suojjedipaw paqudsald *§+9) suejd Juswieas) pue suois|dap dysouselp Jo Arenbape pue Adeindde

9y} 91BPIjRA 0] UOIIRIIUNWWOD |euOol}IeSURI} JUadLYYNS ul aSesSus jou pip sjuedidijied ale) ‘uoljewlojul
paAiadiad jo Adeundde ayj ajepijea o) ‘spiodal s juaijed ay) Suimaiaal Aq pue sjuedidipied aied 1aylo yim yjoq
‘uojjedjunwiwod dn-moj)o4 Juaidyyns ul 3SeSua Jou pIp sueldIUl) "SusWISal JuUswWwleal} pue suol}ipuod yjeay
S1uaijed jo Axeindde ay) ajepijeA 03 J3Y30 YIes Yiim uoljediunwiwod jusidyins uj ageSus jou pip suepiul)
*Sp10231 yyeay s uaied ay3 pue ‘siaquaw Ajlwey/suojuedwod ased ‘suenisAyd aied Arewnd ‘quaied

3y} yum sjaqe] uoljedipaw paAiadiad jo Areindde syl alepljea jou pip sueiul)) (Suliumpuey a1qiSa)jl ajepljea
0} uojjeaiunwwod dn-mojjoj ou *83) AjJuaIdLYNS 19410 YB3 YlIM S|age] uoljedipaw Jo AIeIndde ayj SSnasip
jou pip pue ‘saSesop uoijedipaw paquasald peaisiw ‘saSesop uoijedipaw Suoim ay} palapio suepiul])

‘saSew| pue ‘s}nsal qe] ‘suolledipaw palap.o jo Axeindde pue ‘Suipuelsiapun ‘}d192al |nySSIIINS IlepljeA GE ‘g ‘e
0 43Y30 y2es y3im dn Mmo)]10) J0U PIp PUE “SISI) UOIIBIIPAL UO PUB SJUSWSSISSE UOISSIWPE U] SUOIIRIIpPaW ‘0€ ‘6T ‘ST ‘WL ‘foeindoe
Suoum ay) pajuawniop Aayj ‘pesisul — a1ed papinoid Jo AIeindde SY3 d1BPIjEA 0] UOIIEIIUNWWOD |BUOIIIBSURI} ‘ccizeotiet ?jueyua jpuueyd
ysnoua ajqeus jou pip suepiul) ‘Aep jje Suiyijhue uajes jou pey jusaijed ayj jey} uonydadiad Jay jo Adreindde ‘JT9T ‘W1 ‘€T uj SSaujdIIp pue
ayj aiepliea 03 Aj3uaidyyns juaijed e y3Im UOIIRIIUNWWOD J3Y 3Z1]1IN JOU PIP 3SINU i "pueqisim s ualjed ‘TTTT ‘01 ‘6 Jualu0d Ul Adouepunpay
3y} pue ‘quainjed sy ‘yels Suipuas ay) yum (dweu) Ayjuapi s juaijed e jo Areindde syj d)epljeA Jou pIp 9sInu y ‘8/‘9°‘6e ‘L :g 9)dpung
‘awoy
1e A1393.1100 suodnisul aSieydsip 41yl Juswajdwi pinom sjuaiied 1eyl AJLISA Jou pIp INg pawNsse sueldiul])
‘Jje1s [ediul)d Suipuas ay} Aq suoledipaw mau s jualjed ayj Inoqe pawiojul uaaq pey A)j1dey wial-Suo)
ayjl e yeis Suisinu ayj yeyl AJ11aA Jou pip Ing pawnsse siaquiaw Ajiwey Jay pue judiied y "suoijedpaw
pasueyd 1noge yeis Suisinu A}j1oe) wial-Suo) Jay wiojul pjnom Ajjwey J1ay pue juaijed e jeyy Aj11aA jou pip
INg pawnsse sueldlul]) ‘s]0303oid pue Spiepuels S,uolIN}ISUl 119y} Y3IM Jefjiwe) Apealje sem mojjay Sulwodul
uoljed’IunwWwod
sa)jdwexa panddy sase) uewny jo 3)dpuug

(panunuod) :1°z ‘qel

Al use subject to https://ww.ebsco.conlterns-of-use

EBSCChost - printed on 2/11/2023 12:43 AMvia .



27

2.4 Principles in sequence and combination

*12202049}UD Jue)SISal-uPAWOoIuRA IYA

£19pJosip ssalls d1jewnelisod ‘qSld ‘wool AruaSiawa ‘Y3 :pJodal yljeay d1u011d9)d “YHI ‘Juswiiedap AruasSiawa ‘g3 (91eHISNSDI J0U Op “YN( :SUONIRIAIGQY

*(syuswiuiodde dn-mojjoy jo Suinpayas Ajawil ‘suojnedasd |e1dads 404 pasu e ‘suoilipuod Suljelolalap

1o sanpededu) Supjew-uolsidap suaijed jo Suipuelsispun paleys e ‘quaijed ay) 1o Sulied s oym ‘5°9)

aJed jualjed ajeuIplood 03 J13Y30 YIea Y}m UoIIed|unwiwod jeuoijdesuel) Juapyjnsul uj pagesua suepiui)d
*suoy3donisul agieydsip jo uonyejuawajdwi pue Suipuelsiapun ajeindde SulNsua 0} sueaw e se suojuedwod
a1ed 10/pue sjuanied yum uoledjunwwod dn-mojjo aSieyasipisod ur a8eSua jou pip suepiull) *(d81eYdSIp 03
Joud Surysny aqni-[ e jo uoijesisuowsap |enyae “§°9) uoljewlojul paAaauod jo Suipuelsiapun pue Adeindde ay}
Supueyus o3 Aemyied jeuoiyippe ue se AjjualdLynNs uolIeIIUNWWOI |BGISAUOU 13y} 9Z1j13n Jou pip syuedidijied
31e) *(S9AI}D311P IIUBAPE ‘SJuawleal] pajedipulun ‘A1a8ins als-Suoim ‘saiSia)e “8'9) JUIAS 9SISAPE UB JudAaLd
0} dn Supjeads jo peajsul }9inb paurewal syusijed pue SaSINN *32IN0S 3)18uUIS 1Y} WO PIALISP Sem Jey}
uoljewoyul ay} jo Axeindde 3y djepljeA pINod Jey} UoIjeLWIOjUl |BUOI}IPPE SS3II. 0} (Suojuedwod aled pue
‘siaquaw Ajjwey uaijed ayj ‘siapiroid 19Yjo Yiim 93e)-01-928) pUR SPI0I3I Y}|eay yloq *8°9) Sjauueyd 12a.1p
BIA 13410 YIB3 UM UOIIedIunwiwod jeuoijdesues] Suizijin jo peajsul (pawiojul Suiaq,, wiy Jo uoiedipul

ue se auoyd ay3 uo Suiaq uedisAyd e se yans sio0iABYI(] |BGIIAUOU SIBY]0 JO SUOIIBAIDS]O ‘UOIIBIUBWNIOP
YH3 Ja1iq ‘uoiasSe aAlleRINJAdS S,8sinu B “§°9) UOI1eULIoul JO 324N0S 3]SUIS B UO Pal)aJ U0 003 SueIdIUI]D
‘(su9)e uol3dayul ‘suoinedald |e1dads ‘sniels YNQ '8°9) spasu |edpaw 939)dwod s,Juaijed e jo Suipueisiapun
paleys e Sulysiiqeiss jo |enjualod J1ay3 pasiwoldwod Yyoiym ‘(Sueaw Ja1ipul BIA pue ‘Juajuod 3jili) 00} YIm
‘92u0 Ajuo *9°1) sjjopuey Sulnp uoljedIuUNWWod 31331) 00} pasueydxs sjuedidijied a1ed ‘suoiseddo Auew uQ

sa)jdwexa panddy

sase)

uojeIIUNWWOI
uewny jo 3dduud

(Panunuod) :1°Z “qel

Al use subject to https://ww.ebsco.conlterns-of-use

EBSCChost - printed on 2/11/2023 12:43 AMvia .



EBSCChost -

3 Communication topics in healthcare quality and
patient safety

Annegret F. Hannawa, Ph.D.

The cases in Part II of this book cover seven common topics related to healthcare qual-
ity and patient safety.

3.1 Topic 1: “Time”

The IOM’s Chasm Report (2001) identifies timeliness as one of six domains of high-
quality care. Three topics related to “time” emerge from the cases in Part IT of this book.
In addition to timeliness, the chronological care context in these cases also entails
issues related to time allotment, timing and duration of communication, indicating
that any use of time conveys meaning.

Timeliness

Timely communication is the most prominent chronological topic across the 36 cases.
It was relevant to all care participants’ behaviors (i.e. clinicians, patients, and care
companions). For example, clinicians take too much time to send documentation
(cases 14, 29), convey a patient’s allergy too late (cases 1, 11), wait too long to talk to
or see a patient (case 4), take too long to communicate lab results to other providers
(cases 24, 28), review images, charts, and records too late (case 4), and take too much
time to follow up with test results (case 24). Clinicians, patients, and family members
do not inform each other about medications on time (case 5), wait too long to raise is-
sues (case 17), and are too slow to engage in communication with each other (cases 17,
29), both for clarification (cases 11, 17, 36) and given the medical urgency of a patient’s
deteriorating health condition (cases 10, 34).

Time allotment

Time allotment reflects care participants’ failure to devote the necessary amount of
time to engage in successful communication. It emerges as the second most frequent
topic within the chronological context of care from the cases in Part II of this book.
Examples of time allotment problems include clinicians not taking the necessary time
to review records (cases 1, 4, 8, 30) or test results (case 10), to communicate with other
care participants (cases 16, 20, 25), to attend to patients’ or families’ alerting requests
(case 20), and to decode treatment orders properly (case 16).

https://doi.org/10.1515/9783110454857-003
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Timing

Timing encompasses care participants’ failure to recognize and frame their behaviors
within the clinical context of a given care setting. Timing issues are common in inci-
dents where care participants either communicate at the wrong time, or fail to under-
stand their communication in respect to its timing. Examples of timing include clin-
icians’ lacking recognition of the time of the day at which a mother brings a young
patient to the ER (case 20), their failure to decode messages within the context of an
impending or recent surgery (cases 22 and 33), their failure to recognize in a conversa-
tion that a team member will no longer be at the institution at the time of a planned
surgery (case 35), and their failure to consider the pending availability of a bed during
patient transfer (case 18). Timing also includes examples of behavior that is encoded
“too early” (in contrast to the “timeliness” notion discussed before). For example, clin-
icians initiate a treatment despite pending lab results (case 7).

Duration

Duration also reflects an important notion of “time” within the chronological care con-
text. Duration refers to the amount of time that patients wait for a conversation, the
length of time patients wait to see a clinician, and the amount of time care participants
allow for any given communicative episode. Duration emerges as an issue in only one
case. In case 20, clinical staff inaccurately state the timeframe within which a physi-
cian will come to see the patient, which would have been important for the patient’s
mother to know in the context of her observation that the patient is about to faint.

3.2 Topic 2: “Patient-centered care”

The IOM Chasm Report (2001) also includes patient-centeredness as one of its six high-
quality care dimensions. In theory, care is “patient-centered” if clinical decision-mak-
ing and treatment are ‘respectful of and responsive to patients’ preferences, needs,
and values” (IOM 2001). In practice, this means that clinicians and patients must
engage in communication to establish a shared understanding of what the patient’s
needs and values are. Otherwise, clinicians may incorrectly assume that they are being
patient-centered in their care for a patient when, in fact, they are not.

An important communicative challenge is the delineation between what a patient
needs and wants. And then, it is often not clear whether, when, and under what cir-
cumstances clinicians need to prioritize what the patient needs (in terms of improved
health outcomes) over what the patient values and wants (in terms of consenting to
needed treatment). This challenge emerges from several cases in Part II of this book,
evidencing that patients’ needs versus wants often conflict (e.g. cases 17, 29), and that
their delineation is not always clear to clinicians or even patients themselves.
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In light of this conceptual challenge, three important points can be made regard-
ing how to operationalize patient-centered care:

1. Patient-centered care is not about doing things to or for a patient, but doing things
better with the patient.

2. Competent interpersonal communication, particularly communication that is
spontaneously responsive and adaptive toward patients’ explicitly (i.e. verbally)
and implicitly (i.e. nonverbally) expressed needs and expectations, is the vehicle
through which patient-centered care is attained.

A communication skill that is particularly relevant for patient-centered care is inter-
personal adaptability. This skill enables all care participants to flexibly “converge”
with (i.e. approach or embrace) their conversational counterparts in a way that attends
to their explicitly or implicitly expressed ad-hoc needs and expectations. This skill is
not only important for understanding a patient’s needs and wants as a foundation
of patient-centered care, but it also facilitates a shared understanding among all in-
volved care participants. In other words, interpersonal adaptability is a skill that also
facilitates “other-centered care” (beyond “patient-centered care”) and constitutes a
process that prioritizes quality and safety.

In summary, patient-centered care does not solely center on the patient. It is ac-
complished through appropriate and effective interpersonal sense-making with the
patient. For example, it is perfectly clear for a physician to tell a patient that she will
die in a month, but there are more and less appropriate ways of explaining this. Inat-
tention to the appropriateness of that communication makes the rest of the care de-
livery process more complicated and, likely, more error-prone. Such appropriateness
is facilitated by interpersonally adaptive communication among all care participants
(also among clinicians), not by merely focusing on the perceived wants or needs of a
patient, which — as evident across the cases in Part I of this book — too often represent
providers’ perceptions rather than a transactionally established shared understand-
ing.

3.3 Topic 3: “Sound-alikes”

The cases in Part II of this book encompass several incidents where uncorrected mis-
interpretations at the most fundamental level of communication — the unclear use
and attribution of a symbol — lead to medication misuse (i.e. use of the wrong medi-
cation) by both clinicians and patients (cases 2 and 19). In the medical literature, this
issue is commonly blamed on system errors related to the “sound-alike” naming and
“look-alike” packaging of distinct medications (e.g. Aspden et al. 2007; Institute for
Safe Medication Practices 2015). While this is certainly a factor that can contribute to
misunderstandings, the medication misuse in the cases result directly from care par-
ticipants’ failures to clarify perceived ambiguities and uncertainties regarding a given
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medication through successful communication. In other words, medication misuse is
commonly caused by care participants’ failures to establish a shared understanding
about a given prescription, not by the prescription label itself.

This again underlines the fundamental notion that communication lies between
people, not within people. Inadequate communication of a prescription between care
participants can cause misunderstandings and result in medication misuse. Of course,
the degree of similarity in sound-alike and look-alike medications increases the prob-
ability that this kind of misunderstanding will occur. However, most often, communi-
cation sufficiency errors occur on a transactional dimension where care participants
fail to establish a shared understanding because they do not use their communica-
tion skills sufficiently to clarify uncertainties and validate the accuracy of a presumed
medication label and its proper use.

3.4 Topic 4: “Safety culture”

The term safety culture connotes an organizational culture within a healthcare institu-
tion that prioritizes structures and processes that optimize the safety of patient care.
Key features of a “culture of safety” include acknowledgement of the high-risk na-
ture of the industry and a determination to consistently deliver safe care to patients,
a blame-free environment in which safety means to report errors, and a commitment
to see and explore safety-enhancing solutions. Focal areas of safety culture include
transparency and disclosure in both interstaff and provider-patient interactions, the
concept of “just culture” (which balances “no-blame” with individual accountability),
interdisciplinary training, and issues related to burnout.

The cases in Part II of this book demonstrate several challenges related to health-
care institutions’ safety culture. The cases provide evidence that competent commu-
nication is a necessary element of a culture of safety. In other words, communication
(as aprocess of care) is a prerequisite for safe patient care (as an outcome measure). All
cases demonstrate how insufficient and/or inadequate communication can impose a
severe threat to patient safety.

Interestingly, the time and efforts that are required to respond to a preventable ad-
verse event is often much greater than the time that would have been required to estab-
lish sufficient communication to prevent the adverse event. Thus, from a managerial
perspective, more sufficient (in quantity of content) and better (in quality) communi-
cation at the beginning of a patient’s care episode can have measurable value at the
end.
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3.5 Topic 5: “Healthcare informatics and digitization of care”

Numerous cases in Part IT of this book highlight challenges related to the use of health-
care informatics, which support the digitization of care with the objective to simplify
care processes, but often reduce rather than enhance the quantity and quality of
interpersonal communication. The cases predominantly reference electronic health
records (EHRs). In several incidents, patient harm resulted from clinicians delegat-
ing important communication to an EHR or clinical chart, substituting face-to-face
communication with an automated system that merely deposits (rather than com-
municates) information (e.g. cases 4 and 15). Clinicians commonly fail to recognize
that a shared understanding cannot be “delivered” by such a system, but must be co-
constructed between care participants through skillful and effortful communication

(e.g. case 16). A technological system could, at best, be used to validate that a message

was received, which it does not accomplish in any of the cases (see case 35). However,

the co-creation of a shared understanding of the message contents remains a crucial

interpersonal task (see case 22).

There are three reasons why EHRs often fail to facilitate or improve safety-promot-
ing communication among care participants:

1. Even when a message contains pure informational contents, more than half of
the meaning of such a message is derived from the sender’s nonverbal behav-
ior (Philpott 1983). In other words, the informational content itself comprises less
than half of the meaning in a message, compared to the way in which that infor-
mation is conveyed. EHRs do not store this important layer of nonverbal content,
making it difficult to convey the same information that would be communicated
in face-to-face interactions. Furthermore, they often lack sufficient resources for
accurate message decoding.

2. Care providers commonly rely on patient notes in an EHR without questioning
their completeness and accuracy. This constitutes a critical safety threat in health-
care. It rests on the assumption that the digitization of communication facilitates
a more complete information exchange. In the case scenarios, the unquestioned
reliance on EHRs as a solution to an endemic lack of information exchange wors-
ens the problem and introduces new risks, because it distracts from the fact that
it is not the lack of information as much as the lack of a shared understanding that
triggers patient safety events. EHRs merely contain information, but they do not
establish a shared understanding.

3. EHRs can hinder rather than aid the establishment of a shared understanding due
to both structural challenges (e.g. complex or nonintuitive layouts causing decod-
ing errors) and process elements (e.g. the records not always being as up-to-date
as what is known to the clinician). In the cases, clinicians tend to assume that
their colleagues will “get a hold of” information they deposited in an EHR (e.g.
cases 22, and 35). In addition, the digitization of care forces clinicians to focus
on computer screens and patients’ verbal information, reducing their attention to
patients’ nonverbal expressions as a critical source of safety-relevant information
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(see case 31). As a result, EHRs commonly provide added opportunities for infor-
mation to fall through the cracks in a digital world that attempts but often seems
to fail to connect human minds.

The core lesson taken from these examples is the recognition that information does
not equal communication. If used properly, EHRs can work well as tools to facili-
tate access to patient information. All relevant information regarding a patient’s care
episode can be accurately and properly documented in EHRs. The meaning of this
information, however, remains within people until a shared understanding of this in-
formation is established through transactional communication between all involved
care participants. In other words, despite the fact that information “lies” in records
and providers can access this information, the required common ground between
providers and patients that is necessary for them to establish a shared understand-
ing of this information is not automatically attained. The written documentation may
be in place to attempt such communication, but that communication does not take
place until care participants actively engage in communication about the content
residing in the EHR.

In summary, health information technologies do not always help to facilitate in-
formation exchange as a way to promote a shared understanding for safer, higher
quality care. EHRs (and simple handoff heuristics) may take care of some of the “low-
hanging fruit” of communication errors, but they (a) cannot mitigate them all, and
(b) inadvertently contribute their own errors (see also IOM 2011; Meeks et al. 2014).
Clinicians can deposit data and information in EHRs, but doing so alone does not fa-
cilitate the communication process. In the future, EHRs may be best used to perform
a “reminder function” that implies that communication should be taking place. But
the quality and success of that communication remains in the hands of the care par-
ticipants — it will depend on their ability to establish a shared understanding through
effective and appropriate transactional communication.

3.6 Topic 6: “Patient/family engagement”

Another prevalent theme across the cases in Part II of this book is the need and benefit
of engaging patients and family members as active partners for safe and high-quality
care. The cases demonstrate how patients can prevent critical incidentsin-the-making
by verifying, for example, that care providers received and properly understood their
handwritten notes (case 1); by providing rich descriptions of how their body feels and
to what extent their experiences are “different than usual” (case 34); and by validating
the accuracy of medical practice and clinicians’ medication prescriptions (cases 2, 19,
21). In other words, patients and family members can contribute crucial value to the
transactional communication process with and between clinicians to build a common
ground and shared understanding as a foundation for safe and high-quality care.
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3.7 Topic 7: “Handoffs”

Handoff or care transitions pose a continual safety risk that also appears as a recur-
rent theme across the 36 cases in Part II of this book. A critical issue regarding the
handoffs in these cases relates to clinicians’ exclusive reliance on latent communica-
tion among several members of the healthcare team. Such latent communication —
meaning communication that passes through several individuals - is commonly com-
promised by a “game of telephone” effect, in which information is lost in transition
as it passes through multiple receivers (see case 4). Appropriate message redundancy,
transactional follow-up, and communication with rather than through other providers
can enhance the direct validation of message contents and facilitate communication
accuracy (see case 4). Thus, similar to the topics discussed before, “safe handoff”
should be considered a direct outcome of competent interpersonal interaction.
In other words, message encoding, message decoding, and transactional communica-
tion that are adequate in both quantity and quality optimize the likelihood of coordi-
nated and consistent care.

3.8 Summary

The seven topics discussed in this chapter illustrate that effective and appropriate in-
terpersonal communication is the vehicle through which safe and high-quality patient
care takes place. If the vehicle is functional and competently driven, it facilitates pos-
itive care outcomes. If parts of the driving vehicle are disconnected, it can severely
compromise the safety and quality of care. In a “normal” interpersonal context, mis-
understandings can result in interpersonal conflict and are eventually corrected and
resolved. In the context of healthcare, however, that same type of misunderstand-
ing can compromise a patient’s well-being and safety. This implies that interpersonal
communication skills must be considered a core standard for safe and high-quality
care.
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4 Interpersonal communication:
Challenges, processes, and issues

Annegret F. Hannawa, Ph.D.

We spend 80%—-90% of our waking hours communicating with others (Klemmer and
Snyder 1972; Barker et al. 1981). In fact, we derive almost everything that matters to
us from our interpersonal interactions. For example, we learn the rules and norms of
our language and cultures, establish and negotiate relationships, organize collective
activities, and find meaning in the things we do entirely through the process of com-
munication.

Just because we communicate a lot, however, does not mean that we communi-
cate well. A sizeable percentage of the average population lacks fundamental commu-
nication skills and experiences difficulties negotiating the necessities of everyday life
through their interactions with others (Basset et al. 1978; Ilott 2001; National Center for
Education Statistics 2003). As a result, we commonly encounter disruptive “dark side”
experiences in our interpersonal encounters, such as expressions of anger, bullying,
hurt feelings, social rejection, sexual harassment, shyness, social stress, threats, and
troublesome relationships (see Spitzberg and Cupach 2007 for a review). At the same
time, social support and competent communication can have positive health effects
that are as substantial as almost anything that modern medicine can offer in terms
of extending people’s lifespans (e.g. Holt-Lunstad et al. 2015; Nyquist et al. 2014; Pin-
quart and Duberstein 2010; Shor et al. 2013).

In high-risk industries, poor communication has the potential to threaten and
harm life. In the airline industry, 70% of accidents result from pilot errors (Jones 2003).
In healthcare, the annual count of patients harmed by human error equates to the
number of fatalities that would be incurred by at least three jumbo jets crashing ev-
ery two days (Banja 2005; Kohn et al. 2000). Communication is the most frequently
reported causative factor in both industries, implying that incompetent communi-
cation commonly harms and threatens human life.

The ubiquity with which people encounter communication challenges on a daily
basis suggests that there is a pressing need for improved interpersonal skills, espe-
cially in today’s society with its additional challenges to social interactions. The rapid
evolution of information technology as a medium for communicating imposes both
opportunities and barriers that require new communication skill sets (Hwang 2011;
Kelly et al. 2010; Ledbetter 2009; Lee 2010; Spitzberg 2006).

Unfortunately, communication problems are often viewed as “aberrant behavior”
that needs to be eliminated (Coupland et al. 1991). There is a proliferation of appeals to
effectiveness, efficiency, appropriateness, and satisfaction to avoid such “destructive
incidents” of communication failure. This tendency evolves logically from the com-
mon assumption that miscommunication is a risk-bearing phenomenon that needs to
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be avoided at all cost. However, the literature reveals that miscommunication — like
human error - is inevitable for two reasons: (1) a “common ground fallacy,” and (2) the
difficulty of establishing a shared understanding. The next section discusses these two
challenges in detail.

4.1 Two core challenges of interpersonal communication

Challenge 1: Establishing a common ground

Objectively, humans seem very similar to one another. In fact, on average only 0.1%
of genes differ between two human beings (Beatty and Pascual-Ferra 2015). However,
even identical twins have different life experiences that influence their communica-
tion (Mustajoki 2012). As discussed in Chapter 2, people vary in respect to their per-
sonal traits, perceptions, brain functioning, speech patterns, word definitions, and
cultural, family, and personal rules. In light of these common interpersonal discrep-
ancies, a full correspondence between the “mental worlds” of two individuals is im-
possible — even if they are twins.

This issue is the inherent flaw behind the common assumption that the ideas we
signify by our communication are the same as the ideas that others attribute to our
communication (Mortensen 1997). Two persons’ understandings of the same words
and gestures can never be identical, because each of them holds a unique point of
view based on their own personal life experiences, cognitive backgrounds, as well as
their physical, social, and mental states (Verdonik 2010).

Communication, then, needs to be seen as an ongoing interactive negotiation be-
tween two or more people to minimize interpersonal discrepancies and optimize
the likelihood of establishing a “common ground.” Competent communication is
the primary pathway to establish such a common ground as a necessary foundation
for co-creating shared understanding. Particularly in healthcare, unresolved percep-
tual differences can reinforce biases that have the potential to cause disastrous results.
One example of a common ground fallacy in this book includes a clinician’s perceptual
bias that the patient’s daughter is using pharmaceutical language correctly (case 2).
The clinician fails to recognize that the patient’s daughter is not familiar with clinical
terminology, and that her usage of such terms requires communicative validation.

Challenge 2: Co-creating a shared understanding

A general purpose of communication is the creation of mutual meaning or a shared
understanding (Duck 1994; Weigand 1999) that transcends people’s interpersonal
differences and builds on a pre-established common ground. Communication is
needed because such “meaning” lies between (not within) people and is generally
different from the sum of its parts.
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“Coming to an understanding” is a complex and difficult task for many rea-
sons. Our lives are full of uncertainties, paradoxes, ambiguities, and contradictions
that confound our individual efforts to achieve clear and complete communication
(Mortensen 1997). Furthermore, what we are meaning to say is often merely a sketch
of the full content we want to express. Every utterance a speaker encodes is only an
approximation of the concrete thought the speaker has in mind (Clark 2003; Jucker et
al. 2003). Finally, and importantly, people commonly communicate in pursuit of inter-
personal goals that do not necessarily prioritize clarity and accuracy and thus hinder
the establishment of a shared understanding. Miscommunication can be intentional,
in service of strategic motivations to camouflage or conceal true intentions, wants,
needs, or goals (Mafela 2013). For example, people often engage in deception (e.g.
demeanor bias; see Bond et al. 1985), intergroup integration (e.g. signal amplification
bias; see Vorauer 2005; Vorauer and Sakamoto 2006), politeness (e.g. use of ambigu-
ous speech), and positive face maintenance (e.g. use of metaphors and figurative
speech, see Mustajoki 2012) to appear competent or to achieve their conversational
objectives. Therefore, people not only cannot achieve perfect shared understanding,
but this is also not the main goal or function of many interactions.

Like other activities in life, the communication process is also inevitably tainted
by human fallibility (Hannawa 2015). Despite dedicated efforts, people make mistakes
with respect to communicating clearly, accurately, and sufficiently to contribute to a
shared understanding.

In light of these facts, it is incorrect to conceptualize communication failures in
terms of “breakdowns” that ought to be prevented. Instead, miscommunication (rather
than successful communication) needs to be embraced as a normative standard that
accompanies all human interactions. As Mortensen (1997) put it, we simply “cannot
pretend to be able to understand other people completely — without flaw, error, mis-
take or miscalculation.” Shared understanding is a necessary, high-quality standard
that we can only attain through laborious joint efforts of competent interaction.

While human error and miscommunication cannot be completely avoided, their
incidence and harmful effects can be reduced. Competent communication is the
pathway through which people can effectively (1) establish a common ground and
(2) co-create a shared understanding with one another. In other words, communi-
cation competence functions as the mechanism through which interpersonal gaps
that cause miscommunication can be reduced and shared common ground can be
expanded. Communication competence also constitutes the means through which
human errors in communication (e.g. in encoding, decoding, and transactional sense-
making) can be minimized. Moreover, when errors do occur, as they will, communi-
cation competence is the means by which the harmful effects of such errors can be
minimized.

In that sense, peoples’ inability or unwillingness to make well-reasoned sense to-
gether constitutes a severe liability (Mortensen 1997). If we do not invest the neces-
sary labor for attaining a mutual understanding, miscommunication will penetrate
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and compromise everyday social interactions with the potential of causing harm. For
this reason, this book introduces and conceptualizes the term Safe Communication
to describe an evidence-based set of five “Hannawa SACCIA” sKills (see Chapter 5)
that ought to be considered core competencies for safe, high-quality care.

4.2 The processes of interpersonal communication

As discussed before, the two core challenges of interpersonal communication encom-
pass the utilization of communication skills to (1) establish a common ground and
(2) co-construct a shared understanding. “Mis-”"communication is broadly character-
ized as communication that does not achieve this purpose (Weigand 1999). Miscommu-
nication comprises an incomplete understanding that manifests itself as a mismatch
between the speaker’s and recipient’s attributed intentions, feelings, thoughts, and
meanings (Coupland et al. 1991). It is often used as an umbrella term to encompass var-
ious types of communication failures. The cases in Part II of this book, for example,
include examples of misunderstanding, nonunderstanding, misinterpretation, mis-
conception, mishearing, and misperception.

Interpersonal communication entails participants’ individual encoding, decod-
ing, and transactional (i.e. mutually negotiated) sense-making activities (Barnlund
2008; Berlo 1960; Shannon and Weaver 1949). As illustrated in the traditional model
of human communication (Figure 4.1, all actors involved in a communication episode
(1) abstract (i.e. encode) complex thoughts, intentions, meanings, or feelings they
have in mind into written, oral, and nonverbal messages; (2) reassemble (i.e. decode)
the written, oral, and nonverbal messages they “received” to match the sender’s orig-
inally intended thoughts, intentions, meaning, or feelings; and (3) engage in mutual
negotiation (i.e. transactional communication) of these expressed thoughts, inten-
tions, meaning, or feelings to co-create a shared understanding.

Encoding C/‘ ‘() Decoding
Decoding (/‘ Q Encoding

Fig. 4.1: Traditional model of human communication.

Across the 36 cases in Part II of this book, care participants commit 247 distinct
communication errors. Within this total count, 102 are encoding errors, 63 are de-
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coding errors, and 82 are transactional communication errors. Both encoding
and decoding errors are most frequently related to the provision and extraction of
information, and to participants’ sense-making of that information. The second most
frequent theme relates to the chronological context of communication; that is, its
timeliness, timing, allocation, and duration. The third most frequent theme regards
communication that encompasses patients and care companions. Tables 4.1 and 4.2
show the themes related to care participants’ encoding and decoding errors in Part II
of this book.

Care participants’ transactional communication errors are most frequently re-
lated to the interactive verification of the receipt, completeness, and accuracy of infor-
mation. Similar to the encoding and decoding errors, the second most frequent theme
is related to the transactional sense-making of information for the purpose of estab-
lishing a shared understanding. The remaining errors encompass care participants’

Tab. 4.1: Themes related to care participants’ communication encoding errors (N = 102).

Themes Communication encoding errors

Information Insufficient information provision
Failure to include contextually relevant information
Generic information provision
Insufficient information extraction
Insufficient instructions for information handoff

Time Wrong timing of communication
Failure to allocate time for communication
Failure to indicate duration for communication
Delayed communication

Medication Ordering the wrong medication
Ordering discontinuance of the correct medication

Clarity Mislabeling
Illegible handwriting
Vague instructions

Approach Communicating with the wrong person
Wrong approach to communication given the context

Patient Failure to integrate the patient
Failure to be attentive to the patient
Failure to be respectful of the patient

Treatment Ordering unindicated treatment
Not prescribing the indicated treatment

Contact Failure to establish communication

Assessment/diagnosis  Expressing a wrong assessment/diagnosis

Speaking up Failure to speak up
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Tab. 4.2: Themes related to care participants’ communication decoding errors (N = 63).

Themes Communication decoding errors

Information Failure to decode full information
Failure to access/extract additional information

Sense-making Drawing incorrect conclusions
Misjudging
Misinterpreting
Misattributing
Misreading

Time Failure to decode on time
Not taking the time to decode
Failing to decode with the timing of the care setting in mind

Care companions  Failure to facilitate the role of care companions

Patient Lack of perspective-taking

Bias Decoding with relational bias
Decoding with diagnostic bias

Difference Failure to decode with respect to inter-institutional and inter-
professional differences

Tab. 4.3: Themes related to care participants’ transactional communication errors (N = 82).

Themes Transactional communication errors

Verification Failure to verify receipt
Failure to verify accuracy of understanding
Failure to verify completeness of EHRs
Failure to verify accuracy of procedures
Failure to verify treatment accuracy
Failure to verify medication accuracy
Failure to verify diagnostic accuracy

Sense-making  Failure to establish a shared understanding of full clinical details
Failure to establish a shared understanding of full procedural details
Failure to establish a shared understanding of treatment implications
Failure to correct misunderstandings
Failing to reduce uncertainty/ambiguity through communication
Failure to overcome perceptual gaps through communication

Time Failure to communicate awareness of the timing of the care encounter
Failure to communicate with each other on time

Constraints Failure to resolve contextual constraints through communication

Coordination Failure to coordinate care effectively

Patient Failure to flexibly adapt to the patient
Failure to coordinate care within the context of a patient’s needs and wants
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neglect of the chronological context of their interaction and their failure to integrate
the patient into the care process. Thus, all of the examples of communication errors —
in encoding, decoding, and transactional communication — show a similar pattern of
themes. The themes of the transactional communication errors in Part II of this book
are summarized in Table 4.3.

4.3 Error-prone aspects of human communication

The way in which people communicate can be assessed in terms of the quantity and
quality of their communication. The incidents of miscommunication in this book re-
flect care participants’ efforts to achieve comprehensive communication (= quantity of
communication), and also their efforts to communicate in a way that is clear, accurate,
contextualized, and interpersonally adaptive (= quality of communication) — both in
terms of their encoding, decoding, and transactional sense-making. The following
paragraphs summarize and explain the core aspects of care participants’ communi-
cation quantity (sufficiency) and communication quality (clarity, accuracy, contex-
tualization, and interpersonal adaptation) across the 36 cases, as indicators of safe
communication.

4.3.1 Quantity of communication

Communication sufficiency

Communication sufficiency refers to the extent to which care participants’ communi-
cation is comprehensive in terms of the quantity of content that is encoded, decoded,
and/or transactionally established. Regarding the common ground problem, the ques-
tion is whether there is enough information coverage to establish sufficient common
ground. In terms of the challenge of co-creating a shared understanding, sufficiency
relates to the extent to which care participants communicate enough information to
arrive at a shared understanding.

In concrete terms, communication sufficiency assesses the extent to which care
participants encode information (i.e. none, partial, or too much), decode informa-
tion (i.e. none, partial, or too much), and engage in transactional communication (i.e.
sufficient mutual verification or acknowledgment of message receipt and complete-
ness of message contents). In other words, communication sufficiency is the extent to
which care participants communicate enough information (in quantity) to (1) establish
a common ground and (2) co-create a shared understanding of each other’s intents,
thoughts, feelings, and meanings.

Communication sufficiency errors are the most frequent failures across the 36
cases (94 of 247 total errors). The cases illustrate incidents where information ex-
change is attempted but care participants never connect (case 4), where understand-
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ing is assumed but never attained (cases 15, 21, 22), where insufficient information
is provided while handing off a patient (cases 6, 12, 23, 24, 36), where information
gets lost between care providers (cases 22 and 28), and where information passes
unnoticed through several communication lines of defense (case 4). In all cases,
care providers fail to establish a shared understanding, compromising the safety of a
patient.

The cases illustrate that sufficiency is a prerequisite for communication to yield
a shared understanding. Once a common ground is established, sufficient commu-
nication has to occur on such ground for care participants to generate a shared un-
derstanding of their intended meanings, intentions, thoughts, and feelings. Such
sufficiency reaches beyond the individual care episode - it also applies to the com-
munication after an event to exchange perspectives on how communication failures
that contributed to an adverse event might be transformed into functional learning
processes, coping, and future prevention (see case 5).

4.3.2 Quality of communication

Preventing sufficiency errors alone does not guarantee successful interactions. The ex-
tent to which communication succeeds also depends on the quality of all care partic-
ipants’ interactional contributions. Such quality, as mentioned before, entails the ac-
curacy, clarity, contextualization, and interpersonal adaptation with which care
participants establish a shared understanding via encoding, decoding, and transac-
tional communication.

Communication accuracy
Communication accuracy refers to the extent to which care participants encode and
decode a message correctly. Accuracy encompasses not only the quality of the com-
municated content (i.e. whether the communicated message content is accurate or in-
correct), but also the quality of the encoding (i.e. accurate symbolization), decoding
(i.e. the extent to which the message is decoded and decoded accurately), and trans-
actional communication (i.e. the extent to which care participants verify the receipt of
the correct message, the accuracy of the message contents, and the accuracy of their
shared understanding). The key question is whether care participants’ communica-
tion is accurate enough to establish a (1) common ground and (2) shared understanding.
The case scenarios in this book exemplify situations where inaccurate communi-
cation contributes to close calls (cases 2, 3, 8, 9, 15, 17, 18, 20, 23, 35), adverse events
(cases 5, 7, 11, 16, 19, 21, 28, 29, 32), and sentinel events (cases 10, 14, 25, 33). Accuracy
errors are the third most frequent communication errors (50 out of 247 total errors)
across the 36 cases.
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Communication clarity
While communication accuracy refers to the correctness of communicated message
contents (e.g. validity of information), communication clarity refers to the extent to
which interpersonal communication avoids strategical or inadvertent vague-
ness, ambiguity, and unclear language. In other words, accuracy relates to mes-
sage contents, whereas clarity captures the quality of message delivery. In particular,
the question is whether care participants’ communication is clear enough to estab-
lish a common ground and shared understanding of each other’s intents, thoughts,
feelings, and meanings. The cases in this book illustrate the catalytic effects that one
initial unclear message can have on subsequent interactions and, ultimately, patient
safety (see cases 11 and 19).

Clarity errors are the least frequent communication errors that emerged from the
36 cases. Only 6 of 247 total errors are clarity errors. These cases exemplify incidents
where care participants encode messages unclearly (cases 11 and 19), decode mes-
sages in an unorderly manner (case 35), and fail to transactionally engage in a joint
effort to correct perceived uncertainties or a lack of clarity in their understanding of
a message (cases 11 and 17). All of these errors compromise the safety and quality of
patient care.

Communication contextualization

As discussed in Chapter 2, people evaluate each other’s communication competence
based on the extent to which their behavior (i.e. verbal, written, or nonverbal com-
munication) is both effective (i.e. in attaining desired goals) and appropriate (i.e. fit-
to-context; see Spitzberg 2000). Any given healthcare communication is embedded
within at least one of five contextual layers (i.e. functional, relational, chronologi-
cal, environmental, and cultural; see Chapter 2) that influence people’s perceptions
of the appropriateness of the enacted behaviors during a given care episode, which in
turn directly influences the effectiveness of the interaction.

Communication contextualization then refers to the extent to which interper-
sonal communication is framed within the contextual layers in which a care
episode is embedded. Regarding the common ground challenge, the question is
whether the communication is contextualized enough to establish a common ground
between the care participants. In terms of the challenge of co-creating a shared un-
derstanding, the question is whether care participants contextualize their communi-
cation well enough to arrive at a shared understanding.

Communication contextualization applies to encoding (i.e. none, not enough, or
too much contextualization), decoding (i.e. none, not enough, or too much contextu-
alization), and also to the transactional process of interpersonal interaction (i.e. es-
tablishing communication that is jointly framed within or removed of any applicable
contextual layers for the purpose of facilitating a shared understanding).
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Communication contextualization errors are the second most frequent issues
across the cases in Part II of this book (82 of 247 total errors). For example, the cases
illustrate incidents where care participants communicate with the wrong target (func-
tional context; see cases 3, 29, 35), where clinicians or staff do not allocate the needed
time, within the care episode’s chronological constraints, to properly communicate
with each other or with the patient (chronological context; see cases 1, 3, 4, 8), where
the timing or timeliness of a clinician’s communication compromises the safety of a
patient (chronological context; see cases 4, 18, 31), where care outcomes are compro-
mised due to relational (relational context; see cases 7, 9, 13, 26) or diagnostic biases
(functional context; case 7), where clinical staff’s failure to contextualize a message
cause a sentinel event (functional context; see case 10), and where hierarchical rela-
tional compositions (e.g. status or gender differences) among care participants either
facilitate or constrain communication and, as a result, influence patients’ care out-
comes (relational context; see cases 10, 20, 21). A complete list of contextualization
problems was provided in Chapter 2 (Table 2.1).

The 36 cases in Part II of this book demonstrate how the failure to contextualize
communication in any care setting compromises the likelihood of participants (1) co-
establishing a common ground and (2) co-creating a shared understanding. The cases
furthermore illustrate how context can both facilitate and constrain the success of a
care encounter. For example, in case 25, a patient interprets the relational context of
her care episode (i.e. the nonverbally implied status and gender differences between
the providers and the patient) as a constraint that prevents her from speaking up to
avert a wrong-site surgery. Similarly, in case 23, the relational context of a hierarchical
communication setting, the functional context of two x-rays taken during the same
afternoon, the chronological context of the timeliness of care, and the environmental
context of a resident’s busy schedule due to a parallel emergency constitute barriers
to care participants arriving at a shared understanding.

These examples show that it is critically important for providers to (1) recognize
and (2) frame their communication within the contextual features of any given care
episode. Providers, patients, and care companions need to learn how to utilize their
communication skills to optimize the safety and quality of care by prioritizing com-
munication that is “fit-to-context.”

Interpersonal adaptation

Interpersonal adaptation refers to the extent to which a care participant spontaneously
adapts to the needs and expectancies that are expressed ad-hoc (verbally or nonver-
bally) by another care participant during a care encounter. This communication skill
closely resembles the clinical concept of patient-centered care, but stretches that con-
cept to a skill set that also applies to interprovider communication. This skill set also
differentiates itself from the notion of patient-centered care because it focuses on the
space between people as the center of an interactive meaning-making process, rather
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than on a patient’s desires and expectations (see the “patient-centered care” discus-
sion in Chapter 3).

Interpersonal communication is interpersonally adaptive if care participants
(i.e. clinicians, patients, and care companions), in any given encounter, recognize and
spontaneously accommodate each other’s explicitly (verbally) or implicitly (nonver-
bally) expressed needs or expectations. Such a need or expectation can be evident in
an emotional expression (e.g. tears expressing sadness, which could be adapted to ei-
ther verbally by discussing support or nonverbally by handing a tissue), a cognitive
discrepancy such as an informational void (e.g. an implicit expression of uncertainty
or an explicit request to clarify information), or in the delivery style of a message (e.g.
an implicit expression of misunderstanding, an explicit request to slow down the rate
of speaking, or to repeat message contents for clarification).

With respect to the common ground challenge, the question is whether the com-
munication is interpersonally adaptive enough to facilitate the establishment of a com-
mon ground between the care participants. In terms of the challenge of co-creating a
shared understanding, the question is whether the care participants adapt their com-
munication to each other enough to attain a shared understanding.

Interpersonal adaptation applies to encoding and decoding (i.e. none, not enough,
or overdone adaptation to the other’s verbally or nonverbally expressed ad-hoc
needs), and also to the transactional process of interpersonal communication (i.e.
establishing a shared understanding via interpersonally adaptive sense-making of
message contents and their connotations/implications). For example, in cases 31
and 32, the challenge is to ensure that patients and caregivers fully understand their
discharge instructions and know how to implement them at home.

Interpersonal adaptation errors are the fourth most frequent issue across the 36
cases in the book (15 of 247 total errors). The cases illustrate incidents where clinicians
fail to (1) recognize that a patient is blind, (2) personalize generic discharge instruc-
tions to a patient’s needs, and (3) decode and respond to other care participants’ cogni-
tive, emotional, informational, and professional needs. These incidents demonstrate
the crucial importance of interpersonally adaptive communication to (1) co-establish
a common ground and (2) co-create a shared understanding. The measure of quality
here is the degree to which communication takes place with other care participants
in a way that is flexibly adaptive and focused on the concrete purpose of generating
a shared understanding. Particularly in communication with patients, interpersonal
adaptation enables care providers to co-interpret meaning “together with” the patient
(see cases 31 and 32; and discussion in Chapter 3), to “step into the decoding cycle”
with the patient and jointly complete the sense-making process.
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4.4 Summary

The communication challenges and issues summarized in this chapter demonstrate
that each care participant’s communicative contribution is highly relevant to estab-
lishing positive health outcomes as a direct consequence of the appropriateness and
effectiveness of their interactions. It is important to note, however, that shared un-
derstanding does not imply agreement. It merely establishes a foundation on which
successful communication can occur.

In healthcare, care participants have limited time to invest the effort required
for establishing successful interactions. This task is facilitated if all care participants
learn to see themselves and others as fallible human beings, and actively invest them-
selves into establishing a common ground with colleagues and patients. In other
words, human error and miscommunication need to be rescued from their label as
“deviant” behaviors, and understood as “normal” and “expected.” Doing so allows
for exploration of their potential to contribute to safer, higher quality care. Such a
transformation will yield the opportunity for a genuine form of safe sense-making
practice, where error management and interpersonal skills contribute to a greater
and more accurate shared understanding. When this fundamental “safe communi-
cation” objective is established, it becomes easier to express oneself clearly and to
interpret others accurately.

From an organizational point of view, “communicating safely” may take a little
more time than communicating “as usual” in the moment. But, in the long run, com-
municating “as usual” will cost the individual, the patient, and the institution far
more than if that little extra time is taken at the front end to communicate safely. In
other words, safe communication may take marginally more time — but what it saves
in inefficiency and ineffective care later is well worth the investment.
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competencies that constitute “safe
communication”

Annegret F. Hannawa, Ph.D.

Across the 36 cases in Part II of this book, care participants commonly experience
problems with respect to the quantity and quality of their communication. Particu-
lar error-prone aspects relate to the sufficiency, accuracy, clarity, contextualiza-
tion, and interpersonal adaptation of their communication. These five communica-
tive core competencies are defined as follows:

1.

Sufficiency

The extent to which an adequate amount of information is verbally and nonver-
bally provided, accessed, extracted, and/or transactionally exchanged.
Accuracy

The extent to which message contents and behaviors are used, identified, inter-
preted, and judged correctly, and/or transactionally validated as accurate.
Clarity

The extent to which verbal and nonverbal communication is concrete and precise,
avoiding strategic or inadvertent vagueness, ambiguity, or sloppiness in encod-
ing, decoding, and transactional sense-making.

Contextualization

The extent to which communication is verbally and nonverbally framed (i.e. en-
coded, decoded, or transactionally negotiated) within the functional, relational,
chronological, environmental, and cultural context that constrain or facilitate an
interaction.

Interpersonal adaptation

The extent to which care participants are spontaneously reactive to each other’s
explicitly or implicitly expressed needs and expectations during an interaction,
both in their encoding, decoding, and transactional sense-making.

Chapter 2 introduced the conceptual dimensions of communication competence,
postulating that competent communication involves interpersonal processes that are
perceived as both appropriate and effective by all involved participants (Spitzberg
2000). Combining this model with the abovementioned error-prone aspects of health-
care interactions yields the following conceptualization of safe and high-quality
communication:

https://doi.org/10.1515/9783110454857-005
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Safe and high-quality communication consists of all verbal and nonverbal be-
haviors that, through adequate quantity (i.e. sufficiency) and quality (i.e. clarity, ac-
curacy, contextualization, and interpersonal adaptation), optimize the likelihood
of achieving the most appropriate and effective care outcomes.

Chapter 4 highlighted that human interactions entail both individual and joint efforts
during the encoding, decoding, and transactional sense-making of verbal and nonver-
bal message contents. Combining these communication processes with the five previ-
ously mentioned aspects of safe communication implies that care participants com-
monly commit encoding, decoding, and transactional communication errors of
sufficiency, accuracy, clarity, contextualization, and interpersonal adaptation.

The fields of healthcare quality and patient safety have been accustomed to using
different sets of measures to categorize error types. For example, Brook et al. (1990)
published one of the first articles to evaluate quality of care in terms of underuse,
overuse, and misuse. The patient safety discipline commonly dichotomizes root causes
of critical incidents into errors of omission and commission. Given the objective of this
book to develop a common ground for marrying the nomenclature of two different
disciplines (i.e. healthcare and communication science), the existing concepts from
healthcare quality and patient safety will be combined to describe the abovemen-
tioned communication processes.

In that sense, the communication errors in this book contain errors of omission
(i.e. complete failure to engage in communication), underuse (i.e. too little use of com-
munication), misuse (i.e. wrong or inadequate use of communication), overuse (i.e.
too much use of communication), or commission (i.e. unindicated use of commu-
nication). In other words, care participants either omit, underuse, misuse, overuse,
or commit nonindicated communication during the processes of encoding, decoding,
and transactional sense-making. Such errors are related to their communication suf-
ficiency, accuracy, clarity, contextualization, and interpersonal adaptation in the fol-
lowing ways:

Care participants encode, decode, and/or engage in transactional communi-
cation...

1. ...not at all (errors of omission) — such as failing to convey relevant informa-
tion (sufficiency), failing to validate the accuracy of communicated contents
(accuracy), failing to clarify ambiguous message contents (clarity), failing to ad-
just communication to the context of a situation (contextualization), and failing
to adapt to another person’s expectancies or needs (interpersonal adaptation).

2. ...not enough (errors of underuse) — such as not including enough content
(sufficiency), not validating the correctness of communicated information
enough (accuracy), being too vague in encoding, decoding, or transactional
sense-making of a message (clarity), investing too little effort into framing an
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interaction within its care context (contextualization), and not adapting enough
to accommodate another care participant’s expectations or needs (interpersonal
adaptation).

3. ...too much (errors of overuse) — such as conveying too much information
(sufficiency), paying excessive attention to already validated and correctly com-
municated message contents (accuracy), being overly precise in verbal or written
communication to an extent that it becomes a distraction (clarity), overusing con-
text to an extent where it biases an interaction (e.g. hyperfocus on one aspect of
the illness and judging a patient to be hypochondriacal based on a relational
history; contextualization), and being overly adaptive and over-compensating
for perceived needs and expectations of another person (e.g. talking too loudly to
an elderly patient or reacting to another person’s expressed emotion so that it is
demeaning; interpersonal adaptation).

4, ...improperly (errors of misuse) — such as including irrelevant contents in a
message (sufficiency), misinterpreting, misreading, or misjudging a behav-
ior or message (accuracy), sending a contradictory message or prescription
with illegible handwriting or ambiguous meaning (clarity), addressing an in-
appropriate person in a conversation or communicating at an inadequate time
(contextualization), and inadvertently addressing another person in an offen-
sive or disrespectful way (interpersonal adaptation).

5. ...unindicated (errors of commission) — such as communicating information
that should not have been conveyed (sufficiency), providing or confirming in-
correct information or ordering unindicated medication or treatment (accuracy),
encoding a purposefully unclear or ambiguous message (clarity), abusing con-
textual constraints or facilitators for a strategic purpose (e.g. being disrespectful
to someone to retaliate for a perceived offense; contextualization), and engag-
ing in communication that is purposefully not meant to adapt to another person’s
needs and expectations (interpersonal adaptation).

A conceptual integration of these error categories yields the Hannawa SACCIA ty-
pology of core competencies for “safe communication” (SACCIA Sufficiency,
Accuracy, Clarity, Contextualization, Interpersonal Adaptation; Table 5.1). Grounded
in a communication science perspective, this typology introduces the first evidence-
based categorization scheme that aids a comprehensive understanding of “safe com-
munication” in healthcare, informing five critical error-prone aspects of interpersonal
sense-making in safety- and quality-compromised care situations.
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Tab. 5.1: The Hannawa SACCIA typology: “Safe communication” core competencies and error cate-
gories.

“Safe communication” core competencies

Categories of communication error

Definition: The extent to which care
participants are spontaneously reactive
to each other’s explicitly or implicitly
expressed needs and expectations during
an interaction, both in their encoding,
decoding, and transactional
sense-making.

Decoding error of interpersonal adaptation
Transactional communication error
J of interpersonal adaptation

Error of omission
Error of underuse

Error of misuse

S  Sufficiency Encoding error of sufficiency
Definition: The extent to which an Decoding error of sufficiency
adequate amount of information is Transactional communication error
verbally and nonverbally provided, J of sufficiency
accessed, extracted, and/or
transactionally exchanged. o o o Error of omission
o o o Error of underuse
o o O Error of overuse
o o o Error of misuse
o o o Error of commission
A Accuracy Encoding error of accuracy
Definition: The extent to which message Decoding error of accuracy
contents and behaviors are used, Transactional communication error of accuracy
identified, interpreted, and judged l
correctly, and/or transactionally o o o Error of omission
validated as accurate. 0 o o Error of underuse
o o o Error of overuse
0 o o Error of misuse
o o o Error of commission
C Clarity Encoding error of clarity
Definition: The extent to which verbal and Decoding error of clarity
nonverbal communication is concrete and Transactional communication error of clarity
precise, avoiding strategic or inadvertent J
vagueness, ambiguity, or sloppiness in o o o Error of omission
encoding, decoding, and transactional o o o Error of underuse
sense-making. o o o Error of overuse
o o o Error of misuse
0 o o Error of commission
C  Contextualization Encoding error of contextualization
Definition: The extent to which Decoding error of contextualization
communication is verbally and Transactional communication error
nonverbally framed (i.e. encoded, J of contextualization
decoded, or transactionally negotiated)
within the functional, relational, o o o Error of omission
chronological, environmental, and o o o Error of underuse
cultural context that constrains or o o o Error of overuse
facilitates an interaction. o o o Error of misuse
0 o o Error of commission
IA Interpersonal adaptation Tcoding error of interpersonal adaptation
m]
u]
m]
u]
u]

Oooooao

u}
u}
o Error of overuse
u}
u}

Error of commission

Abbreviations: SACCIA, Sufficiency, Accuracy, Clarity, Contextualization, Interpersonal Adaptation.
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5.1 Communication errors across the cases

Among the 247 communication errors in Part II of this book, the most common errors
are errors of underuse (117), followed by errors of omission (84), errors of misuse (20),
errors of commission (13), and errors of overuse (13).

Errors of underuse mainly encompass contextualization (53) and sufficiency
errors (46), followed by errors of interpersonal adaptation (10), accuracy (4), and
clarity (4). This suggests that the main problem across the cases is that care partici-
pants communicate too little within the context of their care episode, and they also do
not communicate enough information.

Errors of omission mainly encompass communication sufficiency errors (47),
followed by errors of accuracy (25), contextualization (9), and interpersonal adap-
tation (3). Again, this pattern suggests that care participants do not communicate
enough, both in quantity and quality, to establish a (a) common ground and (b) shared
understanding as a prerequisite for safe and high-quality care.

A different pattern emerges for errors of misuse. Care participants mainly misuse
their communication with respect to their communication accuracy (8). For exam-
ple, they convey incorrect information, misread prescription labels, misjudge other
care participants’ behaviors (e.g. the nurse assumes that a physician being on the
phone means that the physician is “being informed”), and misinterpret inactions as
treatment-relevant information (e.g. a patient assumes “no dinner being delivered” is
part of their treatment regimen). Care participants also misuse their communication in
terms of their contextualization (8). For instance, they order unindicated medication
or medication that is inadequate for a particular patient (e.g. the patient being high
risk), decode messages out-of-context (misinterpretation), and convey information to
the wrong healthcare provider. In fewer instances, care participants misuse their com-
munication with respect to their clarity (2 cases) (e.g. by failing to reduce ambiguity
and skipping over EHR prompts); and interpersonal adaptation (4 cases) — for ex-
ample, by referring to a patient inappropriately as “the patient,” and not adapting
their discharge instructions to patients’ special needs (e.g. being blind, feeling over-
whelmed, or living alone).

Errors of commission almost exclusively encompass communication accuracy
errors (12). For example, clinicians document the wrong information in admission
records, order the wrong prescriptions or infusion rates, and draw the wrong conclu-
sions. They commit only two communication contextualization errors by ordering
medication that was unsafe given a patient’s pregnancy.

Finally, errors of overuse are almost exclusively communication contextualiza-
tion errors (12) — care participants’ overuse of context that constrains (mostly in the
form of perceptual biases) their potential to establish a shared understanding. There is
only one error of overuse, which relates to interpersonal adaptation (1). In this case,
clinicians over-accommodate a patient’s wife’s wishes by prioritizing her treatment
preferences for her husband over those of the patient.
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Tables 5.2-5.6 summarize the frequencies of the different error types in the 36
cases in Part II of this book.

5.2 Errors within principles of human communication

The Hannawa SACCIA typology of core competencies for “safe communication”
emerged from a communication science analysis of the 36 cases in Part II of this book.
In the discussion following each of the cases in Part II, the Hannawa SACCIA commu-
nication errors will be summarized and discussed based on the corresponding princi-
ples of human communication introduced in Chapter 2. Table 5.7 shows the Hannawa
SACCIA communication errors as they relate to the respective principles of human
communication.

5.3 Summary

This chapter introduced the Hannawa SACCIA typology as an evidence-based cate-
gorization scheme of “safe communication” competencies in healthcare that informs
five error-prone aspects of interpersonal sense-making in safety-compromised care
episodes. Throughout this book, clear lines have been drawn between categories of
themes, types of events, phases of care, and the SACCIA typology introduced here.
It is important to note, however, that actual errors in practice are not necessarily so
easily “boxed.” Errors may emerge from accumulations of slight and subtle miscues,
involving multiple parties and crossing multiple stages of care. The Hannawa SACCIA
typology introduced in this chapter represents a significant improvement over exist-
ing conceptualizations. At the same time, great pedagogical value can be gained from
examining cases to identify the ways in which additional factors can either add to,
mitigate, or prevent the errors that are being categorized. In other words, much of the
value provided in this chapter will arise from discussions that consider the interplay
of factors, rather than merely attempting to fit a given case into a particular box.

Tab. 5.2: Frequencies of communication errors of underuse (N = 117).

Communication errors of underuse  Frequency

Contextualization 53
Sufficiency 46
Interpersonal adaptation 10
Accuracy 4
Clarity 4

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



5.3 Summary =— 53

Tab. 5.3: Frequencies of communication errors of omission (N = 84).

Communication errors of omission  Frequency

Sufficiency 47
Accuracy 25
Contextualization 9
Interpersonal adaptation 3

Tab. 5.4: Frequencies of communication errors of misuse (N = 20).

Communication errors of misuse  Frequency

Accuracy 8
Contextualization 8
Clarity 2
Interpersonal adaptation 2

Tab. 5.5: Frequencies of communication errors of commission (N = 13).

Communication errors of commission  Frequency

Accuracy 12
Contextualization 1

Tab. 5.6: Frequencies of communication errors of overuse (N = 13).

Communication errors of overuse  Frequency

Contextualization 12
Interpersonal adaptation 1
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6 Lessons from communication science
Annegret F. Hannawa, Ph.D.

There are a number of lessons that a communication science perspective can con-
tribute to enhancing patient safety and the quality of care. These relate to being com-
municative, initiating communication, achieving a shared understanding, being accu-
rate, being digitally competent (e.g. with electronic tools and records), being contextual,
being patient-centered, and being efficient.

6.1 On the challenge of being communicative

1. All behavior has the potential to communicate a message.
2. Allcommunication has the potential to convey relationship-defining information.

6.2 On the challenge of initiating communication

3. Never assume that communication has taken place.

4. Never assume that communication, even if it has taken place, has resulted in
shared understanding.

5. Never assume that information has been “sent,” received, and processed by other
people.

6.3 On the challenge of achieving a shared understanding

Communication lies between people, not within people.

Communication is a joint meaning-making process.

8. Communication does not equal information. It is the vehicle to establishing a
shared understanding of information.

9. Always assume that communication starts at a point of “no common ground.”

10. Always assume that a shared understanding has to be co-established through a
sequence of interactions.

11. Enough communication is the foundation for attaining a shared understanding.

12. Safe communication does not end with the sending or depositing of information.
It is a dynamic process that must be carried through to the end, where a shared
understanding is accomplished among all care participants.

13. Redundancy in content generally facilitates a shared understanding, because it

advances an overlap of perspectives.

N o
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14.

15.

16.

Redundancy in content can also work adversely; if it is overused, then it may be
perceived as patronizing and constrain rather than facilitate the potential of at-
taining a shared understanding.

Direct communication is generally safer in terms of facilitating a shared under-
standing, because it provides more, and more valid, information to decode.
Direct follow-up to verify the completeness and accuracy of a perceived message
is generally the safer way to establish a shared understanding — even if informa-
tion has been exchanged, it does not mean that the information is understood as
intended, and that this understanding is shared by all participants.

6.4 On the challenge of being accurate

17.

18.
19.

20.

21.

22.

23.

Transactional communication is a process of validation.

Redundancy in content can reduce uncertainty and correct inaccuracy.

An initial communication inaccuracy can only be corrected through subsequent
communication.

Both the quantity and quality of informational contents are compromised as a
message passes through multiple receivers.

Communication among fewer individuals allows for a direct validation of message
contents and thereby facilitates accuracy.

Communication among multiple individuals can provide multiple validation
checkpoints that facilitate accuracy.

Communication among too many individuals can diminish the value of redun-
dancy.

6.5 On the challenge of being digital

24.

25.

Shared understanding cannot be “delivered” by a system, but must be co-con-
structed between care participants through skillful and effortful interpersonal
communication.
Health information technologies can help to ensure that a message has been re-
ceived, but the co-creation of a shared understanding of that message remains
between people.

6.6 On the challenge of being contextual

26.

Relational structures (e.g. hierarchical differences due to status or gender) among
care participants can either facilitate or constrain communication and directly
influence patients’ care outcomes.
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27. Failing to frame any given care interaction within its functional, relational,
chronological, environmental, and/or cultural context can directly compromise
the safety and quality of care.

28. Contextual barriers to a shared understanding can only be overcome through con-
textualized communication.

6.7 On the challenge of being patient-centered

29. Interpersonally adaptive communication is the primary vehicle for attaining pa-
tient-centered care.

6.8 On the challenge of being efficient

30. Successful communication is cost efficient. It takes more time upfront, but saves
both time and cost in the end.

Part II of this book covers real clinical cases to illustrate how communication pro-
cesses can both compromise and facilitate the safety of patient care. Each case chapter
contains a “diagnostic” section that (1) identifies (e.g. @, ®, ®), (2) labels (e.g. “com-
munication encoding error of sufficiency”), and (3) analyzes the Hannawa SACCIA
communication errors (from Chapter 5) that contributed to the respective close calls
or adverse events. Subsequent brief discussion sections position these communica-
tion errors within applicable principles of human communication (from Chapter 2).

Each case in Part II of this book also contains a “communication lessons” activ-
ity. A number-coded box entitled “Communication lessons for safer, higher quality
care” (see example below) is provided after each case discussion, encouraging read-
ers to revisit the “Lessons from communication science” that were introduced in this
chapter. Great pedagogical value can be gained from cross-referencing the applicable
communication lessons to each case as illustrated below:

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 0O 80O 90O 1000
10 120 80O 1O 1O 160 10O 186 190 200
210 200 230 20 25@/ 26() 27®/ 28C) 290) 300)
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This graphical illustration shows how the 30 communication lessons that were intro-
duced in this chapter will be revisited at the end of each case chapter in Part II of
this book, and how this box can be used like a checklist to cross-reference applicable
communication lessons from this chapter to each case scenario, as a fundament for
pedagogical discussions.
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Part Il: Case studies across six stages
of nursing practice
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Stage 1: Data collection

Data collection is the process of obtaining information about a patient by asking spe-
cific questions, either to the patient or to other people who know the patient and can
give useful information. Data are also obtained through physical examination, test re-
sults, and an analysis of multiple patient-related factors. The primary aim is to obtain
information to support an assessment and recommend a plan of care. Almost all pa-
tient encounters involve data collection about patients. This process varies in degree
of length, depth, and focus, based on the goals for the encounter. It includes the ma-
jor health problem or concern, details about its time course and correlates, a review of
different organ systems, the patient’s past health history, family and social situation,
health-related behaviors and use of medications. Interpersonal communication is the
pathway to successful data collection.

https://doi.org/10.1515/9783110454857-007
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Case 1: “No consensus on consent”

Provider-patient interaction
Medication misuse, Adverse event

Clinical context: Acute inpatient admission for general surgery (appendicitis)
Communication context: Interaction between a certified registered nurse anes-
thetist (CRNA) and a patient

Incident: Communication error leading to medication misuse

Patient safety outcome: Adverse event

Case written by Annegret F. Hannawa, Ph.D., Wolfram Heipertz, M.D., Wolfgang Kriiger, M.D., and Anne
Wendt, Ph.D., M.S.N., R.N.

A 40-year-old male is experiencing acute pains in his right lower abdomen and run-
ning a fever. His primary care physician identifies rebound tenderness at the right
lower quadrant of his abdomen. The physician diagnoses acute appendicitis and im-
mediately refers the patient to the hospital for urgent surgery.

The patient is listed for emergency surgery the same day. In the hospital, he first
completes an informed consent form in which he declares that he is allergic to peni-
cillin. He returns the completed consent form to the certified registered nurse anes-
thetist (CRNA). The CRNA does not ® confirm any potential allergies by ® review-
ing the consent form or ® ask the patient about possible allergies. After the anes-
thesia is induced and before the surgery begins, the CRNA gives the patient the usual
antibiotic-prophylaxis (Ampicillin plus Sulbactam).

Within two hours after the surgery, the patient develops a total body skin rash
(redness and itchiness). He is treated with medication for a H1-H2 blockade (blockade
for histamine receptors 1 and 2) plus oral steroids. The patient does not suffer any
respiratory or circulatory effects or any other impairments as a result of the allergic
reaction. The skin rash causes him significant discomfort for two days. On the third
day, the rash disappears and the patient is discharged from the hospital as planned.

Communication science principles
1. Communication is a nonsummative process

The CRNA committed a @ communication decoding error of sufficiency (error of
omission) by not accessing and decoding the patient’s chart or the patient’s written
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information on the consent form. This incident demonstrates an example of attempted
communication in which information was encoded intentionally by the sender (pa-
tient) but not decoded by the receiver (CRNA).

The CRNA committed a ® communication encoding error of sufficiency (error
of omission) by not directly asking the patient about potential allergies.

The CRNA and the patient committed a ® transactional communication error
of sufficiency (error of omission) by not verifying the receipt and understanding of
the information the patient had handwritten on the consent form.

As aresult of these three sufficiency errors, communication was attempted but ac-
tually never took place. The necessary starting point for preventing this adverse event
would have been the recognition that interpersonal communication is a transac-
tional process that requires sufficiency as a foundation for a successful co-creation
of shared understanding.

2. Communication is contextual

Interpersonal communication is nested within several contextual layers. One of these
layers is the chronological context within which an interaction takes place. In this
case, the emergent nature of the encounter shortened the available time frame for
safe communication. In other words, the context of the patient’s condition in this par-
ticular clinical scenario was a barrier to successful communication with the patient.
Safe communication could have occurred if the CRNA had allocated the needed time,
within these chronological constraints, to properly process the patient’s handwritten
notes on the consent form, and discussed its contents with the patient.

Discussion

This case demonstrates that communication is an interactive, collaborative meaning-
making process that requires all care participants to contribute actively to co-creating
a shared understanding. Furthermore, this case illustrates how communication is of-
ten constrained by contextual barriers.

In this particular case, successful communication - defined as accomplish-
ing a shared understanding of the intended message contents — was never attained.
Successful communication would have required, at a minimum, that the CRNA both
(1) read and (2) fully comprehended (i.e. both decoded and interpreted accurately, as
intended by the patient) the patient’s handwritten notes on the consent form.

It is important to note that preventing sufficiency errors does not alone guaran-
tee successful communication. The extent to which communication succeeds also de-
pends on the quality of all participants’ contributions. In this case, for example, such
quality might have included the readability of the patient’s handwriting, the patient’s
perceived appropriateness of the CRNA’s tone of voice, and both of their interpreta-
tions of each other’s messages. The mere fact that sufficient (i.e. “enough”) informa-

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

68 —— Stage 1: Data collection

tion exchange takes place does not mean that communication is going to be success-
ful. Quality indicators, such as the richness of the communication channel (i.e. direct
face-to-face rather than written communication), the clarity and accuracy of partici-
pants’ contributions, and their spontaneous adaptability to each other’s interpersonal
needs directly enhance the likelihood of a successful communicative encounter.

This case further demonstrates that safe communication is a necessary element
of a culture of safety. From an economics perspective alone, the time that was lost
in the aftermath of this adverse event was much greater than the time it would have
taken to communicate sufficiently with the patient. This case also demonstrates the
importance of active patient involvement for the quality and safety of care — the adverse
event could have been prevented if the patient had followed up with the CRNA to verify
that she had read and properly understood his handwritten notes.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— The CRNA and the patient could have been mindful of the fact that successful
communication is a process that requires their active participation.

— The CRNA could have read, processed, and reacted to the patient’s handwritten
note on the consent form indicating an allergy to penicillin.

— The CRNA could have personally checked the patient’s health records and in-
quired whether the patient had any allergies before administering the prophylac-
tic antibiotic.

— The patient, as an active care participant, could have verified with the CRNA that
she had read and understood the patient’s handwritten message on the consent
form.

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
10 120 B30 10O 150 160 1O 180 190 200)
210 200 230 240 250 260 220 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
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others may have chosen. Are there any discrepancies? Discuss how any alternative

lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What distinguishes sufficient communication from successful communication?
What could the patient and CRNA have done in this situation to ensure successful

communication?

2. Write out a script for the CRNA and the patient that demonstrates successful com-
munication.

3. What environmental circumstances might have compromised the CRNA’s ability
to establish sufficient communication with the patient in this case?

4,  What procedures could be implemented to prevent this patient safety event from
being repeated in the future?
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Case 2: “Sound-alike”

Provider-family interaction
Medication misuse, Harmless hit

Clinical context: Acute-on-chronic inpatient admission (depression)
Communication context: Interaction between a nurse and a patient’s family
Incident: Communication error leading to medication misuse

Patient safety outcome: Harmless hit

Case written by Anne Wendt, Ph.D., M.S.N., R.N.

A 72-year-old female accompanied by her daughter is admitted to an acute geriatric
psychiatric unit in a large regional teaching hospital for depression. The patient has a
medical history of hypertension and chronic atrial fibrillation. She is slow to respond
to questions and is withdrawn. Because she is not able to answer the admission
questions coherently, her daughter provides her mother’s medication information.
©® The daughter tells the nurse that her mother is taking “Plaxil” and “Zestril”
(lisinopril). ® The nurse assumes that the daughter meant Paxil (paroxetine), an
anti-depressant medication, and ® documents Paxil in the admission assessment.
However, at home the patient is taking Plavix (clopidogrel) to prevent thrombi asso-
ciated with chronic atrial fibrillation, not Paxil. @ The admitting resident does not
check with the primary care physician or family regarding the patient’s medica-
tions. Rather, ® the resident writes admitting orders to specify that the patient’s
home medications (noted as Paxil based on the nurse’s admission assessment notes)
be continued.

With continued treatment on Paxil, the nursing staff member notes that the pa-
tient develops confusion. The primary care physician reviews the patient’s health
record and notes that the patient is taking Paxil (paroxetine) but not Plavix (clopido-
grel) as prescribed for the chronic atrial fibrillation. The patient’s Paxil is discontin-
ued, and Plavix is re-started. The primary care physician consults with the psychiatric
physician regarding an anti-depressant medication that does not cause confusion in
the patient. There are no long-term adverse effects for the patient.
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Communication science principles

1. Redundancy in content and directness in channel enhance accuracy
The nurse committed a ® transactional communication error of accuracy (error of
omission) by failing to validate with the daughter and the records that the patient is
in fact using what she assumed was Paxil.

The nurse committed a ® communication encoding error of accuracy (error of
commission) by documenting Paxil (instead of Plavix) in her admission assessment.

The admitting resident committed a @ transactional communication error of
accuracy (error of omission) by failing to validate the accuracy of the medication label
with the primary care physician and the family.

The admitting resident committed a ® communication encoding error of accu-
racy (error of commission) by specifying in the admitting orders that home medica-
tions (Paxil) be continued for this patient.

2. Communication varies between thought, symbol, and referent; Preconceptions
and perceptions vary among communicators

The daughter committed a @ communication encoding error of accuracy (error of

commission) by telling the nurse that her mother is taking “Plaxil” instead of “Plavix.”

3. Communication is contextual

The daughter committed a @ communication encoding error of contextualization
(error of underuse) by failing to qualify that given her nonmedical background (cul-
tural context) and the fact that she is not the patient (functional context), she is not
absolutely sure that Plaxil is the correct name of the medication label.

The nurse committed a ® communication decoding error of contextualization
(error of overuse) by overly decoding the medication information within the context
of the daughter not being a clinician, the nurse being familiar with the psychotropic
medicine Paxil and, thus, assuming (rather than verifying) that the daughter is mis-
takenly using a sound-alike medication label (cultural context).

Discussion

This case demonstrates how transactional communication is the vehicle through
which clinical accuracy is enhanced. The patient’s daughter, the nurse, and the hos-
pitalist in this case interacted under the mistaken assumption that communication
merely constitutes a linear information transfer. Under this assumption, the patient’s
daughter encoded a message that contained an inaccurate medication label. Both
the nurse and the resident assumed (rather than co-established) an understanding of
that message, and failed to validate the accuracy of the provided medication label in
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a context where the daughter was not the patient and also not cognizant of the threat
of a potential medication confusion due to sound-alike medications.

The chain of accuracy errors in this case, which led to the medication misuse,
is illuminated by the principles “Communication varies between thought, symbol,
and referent” and “Preconceptions and perceptions vary among communicators.” The
daughter initially had a thought in mind (= the medication her mother is taking at
home) that referenced a particular medication (referent, = Plavix), for which she used
a nonrepresentative label (symbol, = “Plaxil”). The nurse associated a different label
(symbol, = “Paxil”) with that same thought in mind (= the medication the mother is
taking at home). Thus, both the daughter and the nurse associated a wrong label (sym-
bol) with the same referent they had in mind (i.e. the medication mother is taking at
home).

Transactional communication would have been the pathway through which they
could have corrected this communication inaccuracy. Transactional validation of their
symbolizations, throughout the care interactions in this case, could have facilitated a
common ground and a shared understanding of the accurate medication the mother
was in fact taking at home, and prevented the medication misuse that reached the
patient but, fortunately, did not cause the patient any severe harm.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The nurse could not have clarified that the daughter is referring to a different med-
ication than the one she labeled as Paxil.

— The nurse could have validated the accuracy of the label Paxil prior to document-
ing it in her admission assessment by
o checking the patient’s records.

o establishing a shared understanding of the accuracy of that medication label
through transactional communication with the daughter.

« asking the daughter to bring in all of the patient’s medications for a medica-
tion reconciliation.

—  Prior to specifying in the admitting orders that home medications be continued,
the resident could have validated the accuracy of the medication label with the
primary care physician and the patient’s family.

— When telling the nurse that her mother is taking Plaxil, the daughter could have
conveyed to the nurse that given her nonmedical background and the fact that she
is not the patient, her recollection of the medication label may not be accurate.

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



Case 2: “Sound-alike” = 73

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
1n0) 120 B30 10O 150 160 1O 180 190 200)
210 20 230 240 250 260 220 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1.  What could the admitting nurse have said or done differently in this case to ensure
that the correct home medications were recorded?

2.  What factors might have led the nurse to assume the patient was on Paxil rather
than Plavix?

3. How could the nurse have better involved the family in this case to ensure the
accurate reporting and recording of medications?

4, Describe any strategies nurses could use to include family and caregivers in the
patient’s care to reduce these types of errors.
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Case 3: “Checked twice”

| (1S

Team interaction
Incorrect patient identification, Near miss

Clinical context: Acute inpatient admission for same-day surgery (cyst drainage)
Communication context: Interaction between a nurse, a certified registered nurse
anesthetist (CRNA), and a patient

Incident: Communication error leading to delayed surgery

Patient safety outcome: Near Miss

Case written by Barbara Wojnowski, B.S., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 28-year-old female patient in the same-day surgical office is awaiting surgery for
drainage of an abscessed bartholin cyst. The front office nursing staff member applies
the identity wristband to the patient and notifies the admitting nurse that the patient’s
admission papers are completed.

The admitting nurse @ picks up the admission papers and chart belonging to
a different patient and calls the patient by the name indicated on the chart. The
patient sees that the nurse ® seems to be rushed and does not dare to correct the
nurse’s use of the wrong name (the name on the chart). The patient is anxious about
the impending surgery, but only responds to the nurse’s assessment questions with
quick “yes” and “no” answers so as not to occupy the nurse’s limited time. In her rush,
the ® admitting nurse does not notice the discrepancy between the patient’s name
on the wristband and the name on the chart.

Upon completion of the assessment process, the patient is brought to the surgical
suite by the admitting nurse to meet the certified registered nurse anesthetist (CRNA).
The CRNA notices the discrepancy between the name on the admitting chart and the
patient’s wristband. The CRNA informs the admitting nurse of the error, and the pa-
tient is returned to the admitting room. The patient’s surgery is delayed and the patient
is even more anxious about the surgery than before.
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Communication science principles

1. Communication varies between thought, symbol, and referent
The admitting nurse committed a @ communication decoding error of accuracy
(error of omission) by picking up admission papers and a chart that belonged to an-
other patient.

The admitting nurse committed a ® communication decoding error of contex-
tualization (error of underuse, by failing to notice the discrepancy between the pa-
tient’s name on the wristband and the name on the chart (functional context).

2. Redundancy in content and directness in channel enhance accuracy

The admitting nurse committed a @ transactional communication error of accu-
racy (error of omission) by failing to validate the accuracy of the name on the admis-
sion papers and chart with the front office nursing staff and the patient.

3. Communication is contextual

The nurse committed a ® communication decoding error of contextualization
(error of underuse) by not taking the time, in her rush, to compare the patient’s name
on the wristband with the name on the chart (chronological context).

4. Communication entails factual and relational information
The patient committed a ® transactional communication error of accuracy (error
of omission) by failing to correct the nurse’s wrong use of her name.

The patient committed a ® communication encoding error of interpersonal
adaptation (error of overuse) by overly adapting to the nurse’s implicitly expressed
need/expectation not to occupy her limited time.

Discussion

This case demonstrates the importance of recognizing contextual factors that can ei-
ther constrain or facilitate safe communication and, as a direct result, trigger patient
safety events. The admitting nurse, in her rush, did not allocate the necessary time
to verify that she was assessing the correct patient. She also did not utilize available
transactional communication with the patient and the front office nursing staff for
such an accuracy check. Her inadequate decoding and transactional communication
contributed to an inaccurate thought-symbol-referent association (i.e. thought = pa-
tient she had in mind, symbol = inaccurate patient name, referent = patient), which
caused a critical patient mix-up with a near-miss outcome.

In addition, all care participants in this case lacked a proper understanding of
communication as a relational meaning-making process. The nurse was unaware that
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her nonverbal behavior implicitly expressed an expectation not to be bothered by the
patient. The patient overly adapted her communication to that expressed need and
did not dare to correct the nurse’s misuse of her name, because she did not want to
occupy her limited time. The nurse’s and patient’s limited conceptions of communi-
cation as constituting mere information transfer disabled their accomplishment of a
shared understanding. As a direct result, the patient suffered a critical near miss that
could have caused horrendous consequences.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this near miss:

- The admitting nurse could have made sure that she called the correct patient by
cross-checking the patient’s identity with the front office nursing staff, with the
patient, and with the patient’s wrist band.

— The admitting nurse could have recognized that her nonverbal behavior conveyed
a sense of nonavailability to the patient that prevented the patient from speaking
up.

— The patient could have recognized that the nurse’s implicitly expressed need or
expectation not to occupy her limited time prevented her from speaking up — she
could have addressed this constraint and, cognizant of that context, corrected the
nurse’s wrong use of her name.

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
10 120 B30 10O 150 160 1O 180 190 200)
210 20 230 240 250 260 2070 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.
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Discussion questions and exercises

1.  Write a policy or procedure that could be implemented in same-day surgery to
prevent these types of errors.

2.  What environmental circumstances might have put the patient at risk for this near
miss?

3. How could nurses help to monitor the patient care environment to reduce the risk
for safety errors like the ones in this case?

4,  What could nurses do to encourage patients to “speak up” when they perceive
that something goes wrong in their care?
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Case 4: “Sick and pregnant”

Inter-professional interaction
Medication misuse, Near miss

Clinical context: Acute-on-chronic outpatient ED visit (pregnancy and chronic
asthma)

Communication context: Interaction between an ED nurse, admitting nurse, ED
physician, and on-call internist

Incident: Communication error regarding the patient’s medical history leading to
clinicians’ medication misuse

Patient safety outcome: Near miss

Case reprinted with permission of AHRQ WebM&M. El-Ibiary S. Sick and pregnant. AHRQ WebM&M
[serial online]. November 2008. Available at: https://psnet.ahrq.gov/webmm/case/190

A 35-year-old woman with chronic asthma presented to the emergency department
(ED) with difficulty breathing. The patient informed the staff that she was 17 weeks
pregnant and had an obstetrician on staff at another hospital. A urine pregnancy
test was ordered and was positive. @ The result was documented in the electronic
health record by laboratory staff. The patient was treated with inhaled bronchodila-
tors, but her respiratory distress persisted.

® The ED physician contacted the on-call internist to admit the patient for
continued therapy. ® The internist agreed to admit the patient, but he was not told
that the patient was pregnant. ® The admitting nurse received a report from the
ED nurse, but again, the patient’s pregnancy status was not mentioned. On admis-
sion, the @ patient was ordered to receive intravenous corticosteroids, nebulized
bronchodilators, and intravenous levofloxacin (a pregnancy category C antibiotic).

& In the morning, the internist saw the patient. She informed him that she was
pregnant. The internist reviewed the patient’s medication administration record and
determined that she received one dose of levofloxacin. He discontinued levofloxacin
and ordered an alternate antibiotic that was pregnancy category B. A maternal-fetal
specialist was consulted and reported that one dose of levofloxacin could have no ad-
verse effects on the fetus.
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Communication science principles

1. Communication is a nonsummative process

This case demonstrates how insufficient interstaff communication can compromise the
safety of a patient and an unborn child. The information that the patient was preg-
nant passed unnoticed through several communication lines of defense. The admit-
ting nurse and the on-call internist committed a @ communication decoding error
of sufficiency (error of omission) by not accessing the electronic health record (EHR)
of the patient. Although the laboratory staff encoded a message (positive pregnancy
test) for the frontline clinicians, their intended communication actually never took
place (= “attempted communication”).

The ED physician did not inform the on-call internist and the ED nurse did not
inform the admitting nurse that the patient was pregnant. Both of them committed
® communication encoding errors of sufficiency (error of underuse) by insuffi-
ciently encoding this safety-relevant information to their colleagues, hindering the
establishment of a shared understanding regarding the patient’s health condition.

2. Communication is contextual

Another reason for the near miss in this case was that several actors did not contex-
tualize their communication. On the basis of insufficient information, the on-call in-
ternist committed a @ communication encoding error of contextualization (error
of commission) by ordering a medication that was unsafe given the patient’s preg-
nancy (functional context). He also committed a ® communication encoding error
of contextualization (error of underuse) by waiting to talk to the patient until the
next day (chronological context).

In addition, the on-call internist, the ED physician, the admitting nurse, and the
pharmacist committed ®® transactional communication errors of contextualiza-
tion (errors of omission) by not discussing the fit of the intended medication order
with the context of the patient’s pregnancy (functional context). This transactional
communication error was the last line of defense that could have prevented the near
miss.

These communication errors demonstrate how missing (or neglecting) the notion
of “context” in any given care interaction — in this case, the patient’s pregnancy and
the timing and timeliness of the clinicians’ communication — can compromise patient
safety.

Discussion

The main communication issue in this case was incomplete information-sharing. For
example, the laboratory staff’s attempted communication to convey the positive urine
pregnancy test result was never received by any of the clinical staff members. More-
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over, although the patient had already informed the ED front office staff that she is
pregnant, those staff members never communicated that critical information to the
on-call internist and admitting nurse. Furthermore, the on-call internist did not ask
the admitting nurse, or the patient, about the patient being pregnant prior to ordering
the antibiotic. The floor nurse did not check the EHR and did not ask the patient to
confirm the patient’s pregnancy prior to administering the medication.

A core problem that caused the insufficient information exchange in this case was
the fact that the internist exclusively relied on latent communication among several
involved care participants. He never actually saw or spoke to the patient himself prior
to prescribing the antibiotic. The issue here is that latent communication — meaning
communication that passes through several individuals — is typically compromised by
a “game of telephone” effect whereby the quality and quantity of the conveyed in-
formation gets lost in transition. Conversely, communication among fewer individuals
allows for a direct validation of the message contents and thereby facilitates commu-
nication accuracy.

A unique characteristic of this case is that the communication errors were pre-
ceded by other kinds of human errors. For example, the clinician’s (i.e. nurses’ and
physician’s) failure to access the EHRs could have been triggered by a lack of motiva-
tion, knowledge (e.g. not knowing that new content had been added to the records),
skills (e.g. not knowing how to access the records), and/or time pressure. Thus, this
case shows how a chain of intra- and interpersonal errors can interactively contribute
to a near miss, with insufficient communication constituting the ultimate (failed) line
of defense.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this near miss:

— The ED admission clerks could have communicated the patient’s pregnancy di-
rectly to the ED clinical team.

— The laboratory staff could have verified with the ED clinical team that they re-
ceived and accurately understood the newly added test results in the patient’s
EHR.

— The pharmacy could have consulted the EHR and checked with the clinician
whether the patient is pregnant.

— The ED nurse and/or the admitting nurse could have checked the patient’s EHR.

— The admitting nurse could have asked the patient if she was pregnant prior to
administering the medication.

— The on-call internist could have allocated time to talk to the patient face-to-face
right after the patient’s arrival.

— The staff could have been mindful of the necessity to access the patient’s EHR,
and of their (lack of) knowledge, motivation, and/or skills related to this task.
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— Allactors could have assumed no common ground as a baseline for their interac-
tions. They could have engaged in sufficient and contextualized communication
to co-establish a common ground and a shared understanding.

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
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210 200 230 240 250 260 200 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. How could use of the EHR and other technologies have helped to avoid this error?

2. Describe a Hannawa SACCIA-based communication strategy that could empower
the patient to be more involved in her care and to speak up and ask questions.

3. Writeaninstitutional policy that could help healthcare providers to avoid the type
of communication errors that occurred in this case.

4. For patient handoff situations involving multiple healthcare providers with vary-
ing levels of skill, what creative solution(s) could prevent the errors leading up to
administering the medication?

5. Identify failure points in which nurses could have ensured message receipt and a

mutual understanding. Describe what the nurse(s) could have said to establish a
shared understanding.
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Case 5: “Medication reconciliation pitfalls”

Cross-professional interaction
Medication overuse, Adverse event

Clinical context: Acute emergency department (ED) visit with subsequent inpatient
admission for orthopedic surgery (hip fracture)

Communication context: Interaction between an ED triage nurse, orthopedic sur-
geon, consulting hospitalist, intensive care unit (ICU) nurse, and consulting cardiol-
ogist

Incident: Communication error leading to clinician’s medication overuse

Patient safety outcome: Adverse event

Case reprinted with permission of AHRQ WebM&M. Weber R. Medication Reconciliation Pitfalls. AHRQ
WebM&M [serial online]. February 2010. Available at: https://psnet.ahrq.gov/webmm/case/213

A 90-year-old woman who lived alone suffered a mechanical fall with subsequent hip
fracture and was brought to the ED by her daughter. The patient had a past medical
history of hypothyroidism, osteoarthritis, and hypertension.

The patient’s medication bottles were given to the ED triage nurse and were used
to generate a list of home medications. Among others, @ the list included “Toprol-XL
75 mg po daily.”

An orthopedic surgeon admitted the patient to the hospital and wrote orders
to continue all of her home medications at their prior dosages. The surgeon also
® requested an internal medicine consultation for “preoperative clearance.” The
patient denied any history of arrhythmia, syncope, presyncope, dementia, or prior
falls. Her medications were placed in an opaque, plastic personal belongings bag
along with her clothes, and she was moved to the orthopedic floor.

Several hours later, the consulting hospitalist performed an evaluation and
® confirmed the patient’s home medications and their dosages. Other than her
leg trauma and a mild hearing deficit, the patient’s examination was normal. @ She
did not inform the hospitalist that the medications were in her hospital bag; in fact,
she may not have even realized that her daughter had left them there with her. The
hospitalist noted a heart rate of 75 beats per minute with a systolic blood pressure (BP)
of 170 mmHg. BP readings had been high since admission. ® An order was written
to increase Toprol-XL from 75 to 100 mg daily.
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While being prepped on the operating room table several hours later, the patient
developed asystole, underwent successful resuscitation, and was transferred to the
ICU.

Upon transfer, an ® ICU nurse handed the plastic bag of medications to the
consulting cardiologist, who noted that the patient’s home dosage of Toprol-XL was
25 mg daily. The error was reported to the hospital pharmacy. @ Only by coincidence
did the hospitalist who had increased the Toprol-XL dosage learn of the error. The
hospitalist apologized to the patient and her family, and assured them that the case
would be carefully reviewed to ensure that a similar error would not happen again.

The patient made a full recovery and had no recurrent vital sign instability. My-
ocardial infarction was ruled out, and an echocardiogram was normal. After obser-
vation in the ICU for several days, she underwent repair of her hip fracture and was
discharged to home without further complications.

Communication science principles

1. Redundancy in content and directness in channel enhance accuracy
The ED triage nurse committed a @ communication decoding error of accuracy
(error of misuse) by misreading the dosage of Toprol-XL on the patient’s medication.

The ED triage nurse committed a @ communication encoding error of accuracy
(error of commission) by inaccurately writing on the home medications list that the
patient was taking “Toprol-XL 75 mg po daily.”

The internal medicine consultant committed a @ transactional communication
error of accuracy (error of omission) by not discussing and validating, in direct con-
versation with the patient and her daughter, the accuracy of the medication labels and
dosages that had been written on the list.

The internal medicine consultant committed a ® communication encoding
error of accuracy (error of commission) by confirming the patient’s home medica-
tions and their dosages.

The internal medicine consultant committed a ® communication encoding
error of accuracy (error of commission) by submitting a written order to increase
Toprol-XL from 75 to 100mg daily.

2. Communication is a nonsummative process
The patient’s daughter committed a @ transactional communication error of suffi-
ciency (error of omission) by not establishing a shared understanding with her mother
and the internal medicine consultant that she had left the medication bottles in her
mother’s hospital bag.

The responsible staff committed a @ communication encoding error of suffi-
ciency (error of omission) by not informing the hospitalist of the error.
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3. Communication is contextual

The nursing staff member committed a ® communication encoding error of con-
textualization (error of underuse) by handing the plastic bag of medications to the
consulting cardiologist too late (chronological context) for him to determine for him-
self that the medication dosage had been documented inaccurately on the list. The
admitting nurse could have performed a patient valuables check at the point of trans-
fer — she would have noticed the bag of medications and could have notified the car-
diologist on time.

Discussion

This case illustrates numerous incidents of inaccurate communication contributing
to an adverse event. All care participants, including the patient and her daughter,
contributed to the inaccurate communication in this episode. The case demonstrates
the importance of communication as an interactive meaning-making vehicle that re-
quires active skillful contributions from all care participants to optimize information
accuracy as the basis for a common ground that can function as a foundation for es-
tablishing a shared understanding. In this case, because of too much inaccurate en-
coding, decoding, and transactional communication, critical information fell through
the cracks, causing the patient harm.

The case also illustrates sufficiency as a prerequisite for communication to yield
a shared understanding. Once a common ground is established, sufficient communi-
cation has to occur on common ground for care participants to reach a shared under-
standing of their intended meanings, intentions, thoughts, and feelings. Such suffi-
ciency reaches beyond the individual care episode — it also applies to the communi-
cation after an event, both with the family and among the nurses and physicians and
administrators, to exchange perspectives on how communication failures that con-
tributed to the adverse event can be transformed into functional learning lessons, im-
proved communication skills, and future prevention.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— The ED triage nurse could have engaged in accuracy-promoting redundancy by
comparing the label and dosage that she had written on the list with the label and
dosage on each prescription.

— The ED triage nurse could have verbally confirmed the accuracy of the medication
and dosage the patient was actually taking with the patient and her daughter.

— The internal medicine consultant could have engaged in direct conversation with
the patient and her daughter, and double-checked the contents of the plastic bag
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to validate the accuracy of the medication labels and their prior dosages with the
ones that had been written on the list.

— The internal medicine consultant could have made sure that a common ground
had been established through direct communication with the other involved care
participants before ordering the increased dosage.

— The patient’s daughter could have established a shared understanding with her
mother and the internal medicine consultant that she had left the medications in
her mother’s hospital bag.

— The clinical nursing staff could have made sure that the consulting cardiologist
received the plastic bag on time (chronological context) for him to validate the
medication dosage that had been documented on the list.

- The hospitalist could have been informed about the error in a timely manner to
promote a learning experience that could prevent a similar error recurring in the
future.

Communication lessons for safer, higher quality care

10 20 30 O 50O 6O 10O 80O 90O 1000
10 120 B30 10O 1O 160 170 180 190 200
210 20 230 20 20 260 220 280 200 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What environmental factors might have put the nurse(s) in this case at risk for
making the communication errors?

2. Howcould any of the providers have encouraged the patient and caregiver to share
the bag of medications to avoid this patient safety event?
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3. Write out what nurses could say to patients and caregivers to involve them as ac-
tive members of the healthcare team and to accomplish a successful medication
reconciliation.

4,  What would you have done differently if you were the admitting nurse in this case?
5. How could you use the “lessons learned” activity in this case to help nurses, nurs-

ing students, and safety officers prevent the same communication errors from
happening at their institution?
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Case 6: “Omitted history of PTSD”

Inter-institutional interaction
Inadequate handoff, Sentinel event

Clinical context: Acute emergency department (ED) visit with subsequent patient
transfer to a large regional hospital for specialized inpatient care (heroin overdose,
aspiration pneumonia, PTSD)

Communication context: Interactions between an ED nurse and physician at the
sending hospital, and an ICU nurse and medical staff at the receiving hospital
Incident: Communication error leading to inadequate handoff and patient suicide
Patient safety outcome: Sentinel event

Case written by Anne Fitzgerald, M.S.N., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 52-year-old male is brought to the emergency department (ED) of a small suburban
hospital after the patient’s family called an ambulance because the patient would not
wake up in the morning. The ED triage nurse finds the patient unresponsive, with
low blood pressure and track marks on his arms indicating a history of IV drug use.
The ED physician diagnoses an opioid/heroin overdose and gives him naloxone. In-
travenous fluids are started, and laboratory testing confirms a heroin overdose. The
patient’s blood urea nitrogen, creatinine, and creatine kinase are elevated indicating
rhabdomyolysis. His chest X-ray shows a small right lower lobe infiltrate, and aspira-
tion pneumonia.

The patient’s family asks the ED nurse that the patient, who has spent the past
eight years on active U.S. military duty, be transferred to a large regional hospital
where he might have access to more advanced specialists and @ treatment for his
posttraumatic stress disorder (PTSD) and opiate addiction. ® The transferring ED
nurse contacts the receiving hospital’s intensive care unit (ICU) nursing staff to
determine if a bed is available for this patient diagnosed with heroin overdose and
aspiration pneumonia. ® The ICU nurse determines that a bed is available, and
® the ED physician completes the transfer papers. ® Neither the transferring
nurse ® nor the transferring ED physician mention to the receiving nursing and
medical staff that the patient has a history of PTSD or addiction, and that the family
wants him taken to a hospital and unit that has this specialized treatment.

The patient is admitted to the ICU at the receiving hospital where there is no psy-
chological/emotional support for his PTSD or addiction. After 24 hours, the patient
elopes (leaves without telling anyone) and takes a fatal overdose of heroin.
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Communication science principles

1. Preconceptions and perceptions vary among communicators

The ED nurse, ED physician, and the patient’s family committed a @ transactional
communication error of sufficiency (error of underuse) by not utilizing their com-
munication with each other sufficiently to establish a shared understanding of the
importance that the receiving institution also treats the patient’s PTSD.

The transferring ED nurse committed a ® communication encoding error of
sufficiency (error of underuse) by merely reporting to the ICU nurse that the patient
is diagnosed with heroin overdose and aspiration pneumonia, but not mentioning the
patient’s PTSD.

The ED physician committed a ® communication encoding error of sufficiency
(error of underuse) by not reporting in his transfer papers to the receiving hospital ICU
that the patient also needed to be treated for PTSD.

2. Redundancy in content and directness in channel enhance accuracy

The transferring ED nurse and the receiving ICU nurse committed a ® transactional
communication error of sufficiency (error of underuse) by engaging in insufficient
communication with each other to establish a shared understanding of the patient’s
complete medical needs (including his PTSD).

The ED nurse, ED physician, ICU nurse, and ICU medical staff committed a
00 transactional communication error of sufficiency (error of underuse) by not
engaging communication as a pathway to validate the sufficiency of their shared
understanding of the patient’s comprehensive medical needs (including his PTSD).

Discussion

This case illustrates the importance of sufficient (i.e. enough) communication to safe
patient care. It demonstrates that care participants’ failure to achieve the mere min-
imum amount of communication that would be required for a shared understanding
can severely compromise the safety of a patient — in this case to an extent that con-
tributed to the patient’s death.

Two communication principles illuminate the communication failures that oc-
curred in this case. The first principle is “Preconceptions and perceptions vary be-
tween communicators.” The root communication error that led to further communica-
tion insufficiencies and, ultimately, contributed to the patient’s death, was the failure
of the ED team and patient’s family to establish a shared understanding of the impor-
tance that the receiving clinic was equipped and informed to attend to the patient’s
PTSD. The care participants did not use their communication with each other success-
fully to establish a common ground (i.e. to bridge their differential perceptions of the
importance of the patient’s PTSD). As a result, the ED nurse and the ED physician did
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not qualify the patient’s PTSD as information that would be important to include in
their transfer communication with the receiving ICU staff.

The second principle that further illuminates the communication errors in this
case is “Redundancy in content and directness in channel enhance accuracy.” The
nurses and physicians at the sending ED and at the receiving ICU could have en-
gaged and utilized more transactional communication (i.e. shared sense-making) with
each other to establish a shared understanding of the patient’s comprehensive med-
ical needs. Such communication would have been the pathway to ensuring that the
amount of information that was conveyed was complete and accurate enough for a
safe and high-quality transfer and treatment of the patient. Unfortunately, this path-
way was never engaged by the care participants. As a result, the patient’s PTSD needs
were “lost in transition.” The receiving institution’s lack of both attention and quali-
fication to monitor and attend to the patient’s PTSD allowed the patient to elope and
commit suicide. More sufficient communication among all involved care participants
would have been the only pathway to preventing this sentinel event.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this sentinel event:

— The ED nurse, the ED physician, and the patient’s family could have utilized their
transactional communication with each other to establish a sufficient shared un-
derstanding of the importance that the receiving institution also treats the pa-
tient’s posttraumatic stress disorder (PTSD).

- The transferring ED nurse could have been more sufficient in her communication
with the ICU nurse by reporting that the patient also needed to be treated for PTSD,
in addition to his heroin overdose and aspiration pneumonia.

— The ED physician could have been more sufficient in his transfer report to the re-
ceiving hospital ICU by writing that the patient also needed to be treated for PTSD.

— Thetransferring ED nurse and the receiving ICU nurse could have engaged in more
sufficient communication with each other to establish a shared understanding of
the patient’s complete medical needs (including his PTSD).

— The ED nurse, ED physician, ICU nurse, and ICU medical staff could have activated
their transactional communication as a pathway to validating the sufficiency of
their shared understanding of the patient’s comprehensive medical needs (includ-
ing his PTSD).
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Communication lessons for safer, higher quality care
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210 200 230 240 250 260 220 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. Discuss what environmental circumstances might have contributed to the com-
munication errors in this case.

2. Asanurse, what could you have done to prevent this sentinel event?

3. Write policies or procedures that could be implemented to prevent the communi-
cation errors in this case.
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Stage 2: Assessment/diagnosis

Assessment/diagnosis is the process of analyzing the gathered data to arrive at an
explanation for a patient’s condition. The information needed for an accurate assess-
ment/diagnosis generally entails history-taking, a physical examination, test results,
and an analysis of multiple patient-related factors. An assessment/diagnosis involves
the consideration of several possible explanations. Interpersonal communication is
the vehicle to gathering and validating the necessary information to arrive at an accu-
rate assessment/diagnosis.

https://doi.org/10.1515/9783110454857-008
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Case 7: “Aspiration pneumonia”

Provider-patient interaction
Incorrect assessment/diagnosis, Adverse event

Clinical context: Acute emergency department (ED) visit for altered mental status
and multiple chronic illnesses

Communication context: Interaction between a nurse and a patient

Incident: Communication error leading to an incorrect assessment/diagnosis and
unindicated treatment

Patient safety outcome: Adverse event

Case written by Barbara Wojnowski, B.S., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 46-year-old male patient diagnosed with alcohol and IV drug use disorders, HIV
infection, Pneumocystis jiroveci pneumonia, and insulin-dependent type 2 diabetes
mellitus (IDDM, type 2) is brought to the emergency department for altered mental
status and suspected drug overdose. The ED nursing staff is familiar with the patient
as he is frequently seen in the ED for treatment of drug overdose and/or hypoglycemia.

The patient is awake but groggy with incomprehensible speech and normal vital
signs (blood pressure of 90/60, pulse of 100, respirations of 22, temperature of 98 °F).
One of the nurses knows the patient has diabetes because she has treated him many
times in the ED for hyperglycemia and hypoglycemia. She asks the patient, “When was
the last time you ate? Have you eaten anything today?” @ The patient does not pro-
vide a verbal response and shakes his head to indicate “No.” The nurse interprets
this to mean that the patient ® has not eaten and ® immediately suspects that he is
hypoglycemic. @ She does not wait for point of care testing or lab confirmation
of hypoglycemia and gives the patient 10 ml of glucose orally. The patient swallows
some of the liquid, begins choking and aspirates some of the glucose. The nursing
staff member immediately re-positions the patient to prevent further aspiration and
continues the work-up for a diagnosis, including an EKG, labs, chest X-ray, CT of the
head, and Neurology Consultation for a stroke evaluation.

The patient is admitted to a medical unit for altered mental status. The healthcare
team determines that the patient did not have a stroke and the lab values are within
normal limits. However, the patient does develop an aspiration pneumonia from the
glucose several days after admission and has to remain in the hospital for treatment.
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Communication science principles

1. Communication is a nonsummative process

The nurse committed a @ communication decoding error of sufficiency (error of
underuse) by relying on insufficient information (i.e. only the patient’s nonverbal ex-
pression) as an indication that the patient had not eaten anything.

2. Redundancy in content and directness in channel enhance accuracy

The nurse committed a ® communication decoding error of accuracy (error of com-
mission) by assuming mistakenly, based on the patient’s headshake, that the patient
had not eaten anything.

The nurse committed a @ transactional communication error of accuracy
(error of omission) by failing to verify with the patient that his headshake in fact
indicated a “no” response to her question whether he had eaten anything.

The nurse committed a @ transactional communication error of accuracy
(error of omission) by failing to seek any further interpersonal or clinical evidence
(e.g. blood results) to validate her perception that the patient was hypoglycemic.

3. Communication is contextual

The nurse committed a ® communication decoding error of contextualization
(error of overuse) by assuming, based on her experience with the patient during prior
ED visits, that the patient was again hypoglycemic (relational context).

Discussion

This case demonstrates that bits and pieces of informational communication — here
the nonverbal headshake of the patient — do not automatically sum up to a shared
understanding. Communication is a complex interpersonal process that, if success-
ful, establishes a shared meaning between people’s minds. In this case, the nurse did
not engage this intersubjective process sufficiently. Instead of utilizing interpersonal
communication with the patient and other staff members, she merely considered a
fragment of the patient’s communication (i.e. the nonverbal headshake in response
to her question) for her assessment of the patient’s condition.

Two principles of human communication inform how the nurse could have pre-
vented this diagnostic mistake. First, her perception of the patient’s condition was
contextually biased. Based on the patient’s prior ED visits during which the patient
had appeared hypoglycemic, she assumed that the patient was hypoglycemic again.
The nurse failed to frame her interpretation of the patient’s current condition within
that contextual bias, which constrained the ability of the care participants to accom-
plish a shared understanding.
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Second, the nurse did not utilize her communication skills for a transactional ac-
curacy check to validate her assumed understanding of the patient’s nonverbal com-
munication. She did not seek any validating information — neither interpersonally
nor clinically. More and better communication with the patient and other nursing
staff could have prevented her incorrect diagnosis and the unindicated treatment that
ended up compromising the safety of the patient and caused him preventable harm.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

- Instead of assuming that the patient had not eaten anything, the nurse could have
utilized transactional communication to validate the accuracy of her assumed un-
derstanding of the patient’s headshake.

— Instead of assuming that the patient was hypoglycemic, the nurse could have ac-
cessed and decoded more and different kinds of (i.e. interpersonal and clinical)
information to validate her initial perception that the patient was hypoglycemic.

— The nurse could have waited to administer the liquid glucose until she had ac-
cessed and understood additional interpersonal and clinical information.

— The nurse could have recognized that her perception of the patient’s health con-
dition was biased, based on her prior knowledge of the patient from previous ED
visits. The nurse could have framed her decoding of the patient’s nonverbal ap-
pearance within this relational context to utilize it as a facilitator rather than con-
straint for establishing a shared understanding of the patient’s medical condition,
through direct interaction with the patient and the other clinical staff.

Communication lessons for safer, higher quality care

10 20 30 O 50O 6O 10O 80O 90O 1000
10 120 B30 10O 1O 160 170 180 190 200
210 20 230 20 250 260 220 280 200 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.
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Discussion questions and exercises

1. What circumstances might have facilitated the nurse’s communication errors in
this case?

2. Asanurse, what would you have done differently to prevent the adverse event?

3.  What positive actions did the nurse take to protect the safety of the patient in this
case?

4,  What environmental factors could be changed to reduce the risk of similar com-
munication errors recurring in the future, and to create a culture of safety?

5. Draw an assumption flowchart identifying the underlying assumptions inform-
ing each participant’s behavior and communication. How could the participants
have utilized their communication with each other to verify the accuracy of their
assumptions?

6. What could the nurse have done or said to optimize the safety and quality of care
in this case?
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Case 8: “Who makes the diagnosis?”

Provider-family interaction
Incorrect assessment/diagnosis, Near miss

Clinical context: Acute inpatient transfer to hospice care (cancer)

Communication context: Insufficient communication of preplanned care between
family, nurse, and healthcare team

Incident: Communication error leading to an incorrect assessment/diagnosis
Patient safety outcome: Near miss

Case written by Rhonda Malone Wyskiel, M.S.N., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A postanesthesia care unit (PACU) nurse transfers a 55-year-old male patient to the in-
tensive care unit (ICU) after the patient underwent a small bowel resection for pallia-
tive treatment of end-stage colon cancer. The PACU nurse reports to the ICU nurse that
the operative course was routine, and that the patient’s vital signs are within normal
limits after surgery. The patient is on course for a routine ICU admission and discharge
to hospice care.

Two hours after the patient’s arrival in the ICU, the ICU nurse turns the patient.
She notices a large area of bruising on the patient’s back, and voices concerns of
retroperitoneal bleeding to the surgeons. She is concerned because the patient’s blood
pressure is low and the patient is slightly tachycardic. @ The ICU nurse does not
check the patient’s electronic health record or presurgery admission papers to
determine if bruising had been documented during admission. ® The ICU nurse also
does not contact the PACU nurse to determine if the bruising was present in the
operating room.

The patient’s wife, who is at the patient’s bedside, spontaneously tells the nurse
that the bruising was there on admission, and reports that the patient fell prior to
surgery and the bruising was from that incident. She also states that his low blood
pressure is normal for him, and that he sometimes complains of feeling like his “heart
is racing” when he is a bit anxious, which he is now from the surgery.

® The nurse remains concerned — ® she does not pay close attention to the
wife’s comments because she is busy attending to what she has determined is possible
acute bleeding. The patient’s wife raises concern that the nurse and surgeons are over-
reacting and not listening to her. Still, @ the nurse does not listen to the wife. ® She
does not check the patient’s health record to validate the information provided by
the wife, nor does the nurse attempt to validate this information with the patient.
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The other members of the healthcare team proceed to investigate the possibility
of acute retroperitoneal bleeding ® without checking the electronic health record,
in which preoperative bruises and the patient’s fall prior to surgery had been docu-
mented during the admission assessment. ® The team also does not contact the
primary care physician for an updated report about the patient’s preoperative sta-
tus.

The wife becomes increasingly frustrated by the lack of response from the nursing
and medical staff, and feels like her “voice is not being heard.” The healthcare team’s
physical exam and further noninvasive testing reveal the correct diagnosis that the
patient’s bruising is superficial and not of concern. The incident leaves the patient
and wife feeling that they were not heard and that they were not integral to the correct
assessment and care of the patient.

Communication science principles

1. Communication is contextual

The ICU nurse committed a @ communication decoding error of sufficiency (error
of omission) by not checking the patient’s electronic health record or admission pa-
pers to determine if any fall-induced bruising had been documented during admis-
sion.

The ICU nurse committed a ® transactional communication error of suffi-
ciency (error of omission) by not contacting the PACU nurse to determine if the
bruising was already present in the operating room.

The ICU nurse committed a @ communication decoding error of contextual-
ization (error of underuse) by failing to allocate time, while being busy caring for
the patient, to properly decode (i.e. notice and understand) the wife’s alerting com-
munication that the patient had fallen and incurred the bruising before his surgery
(chronological context).

2. Preconceptions and perceptions vary among communicators

The ICU nurse committed a ® transactional communication error of sufficiency
(error of omission) by remaining concerned instead of engaging in communication
with the patient’s wife to establish a shared understanding of the wife’s assertion that
the patient had incurred the bruising by a fall that happened prior to surgery.

3. Redundancy in content and directness in channel enhance accuracy

The ICU nurse committed a ® transactional communication error of accuracy
(error of omission) by failing to follow up with the patient and accessing the patient’s
health records to validate the accuracy of the wife’s provided information that the
patient had fallen and incurred the bruising prior to surgery.
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The other members of the healthcare team committed a ® transactional com-
munication error of sufficiency (error of omission) by failing to establish a shared
understanding of the patient’s status by (1) reviewing the patient’s electronic health
records and (2) directly contacting the patient’s primary care physician before working
up the patient for surgical intervention for the retroperitoneal bleed.

Discussion

This case demonstrates the importance of engaging patients and care companions
(here, the patient’s wife) as active partners for safe and high-quality care. The ICU
nurse’s failure to decode the wife’s alerting communication properly almost caused
an unindicated surgical intervention for an assumed “retroperitoneal bleeding.” For-
tunately, the healthcare team arrived at a correct assessment/diagnosis before the pa-
tient incurred any harm. However, the processes that led to this fortunate care out-
come caused detrimental effects that could have been prevented if the ICU nurse and
healthcare team had engaged in sufficient and better communication with each other
and with the patient and/or his wife: first, the diagnosis was delayed; second, the pa-
tient and his wife left this care experience with frustration and an impression that
they were not integral to the safety and quality of the patient’s healthcare. This expe-
rience might discourage them from engaging themselves as active partners in future
care episodes. This, in itself, is a dangerous care outcome. It is not a measurable “hard
outcome” of this particular care encounter, but it may become a hard outcome in fu-
ture cases when the patient’s and his wife’s active intervention could have prevented a
severe patient safety event, had it not been discouraged by the ICU nurse’s and health-
care team’s inappropriate communication this time.

The near miss in this case resulted from a general lack of decoding activity on
behalf of the ICU nurse and the healthcare team. Neither of them retrieved sufficient
information about the patient’s status from either the health record, the patient’s pri-
mary care physician, or directly from the patient and/or his wife. They did not allocate
the needed time for this important co-establishment of a shared understanding that
would have been required for a timely and accurate assessment/diagnosis of the pa-
tient’s bruising. This communication insufficiency did not cause the patient any harm,
but it almost led to an unindicated medical intervention for what the ICU nurse and
healthcare team mistakenly considered a “retroperitoneal bleed.”
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Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this near miss:

— The ICU nurse could have accessed the patient’s electronic health record or
presurgery admission papers and contacted the PACU nurse to determine if the
patient’s bruising had already been there prior to surgery.

— The ICU nurse could have taken the needed time to properly decode and under-
stand the patient’s wife’s alerting communication that the patient had fallen and
incurred the bruising before his surgery.

— The other members of the healthcare team could have established a shared under-
standing of the patient’s condition by (1) reviewing the patient’s electronic health
records, (2) engaging in validating communication with the patient and his wife,
and (3) directly contacting the patient’s primary care physician before working up
the patient for a retroperitoneal bleed.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What environmental factors could have contributed to the communication errors
in this case?

2. How can nurses empower patients and families to be active participants of the
healthcare team?

3. How can nurses ensure that patient and family concerns are heard?
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4. What concerns you about the communication errors in this case?
5.  What characteristics of the nurse could have influenced the errors in this case?
6. What can be done to prevent similar kinds of communication errors in the future?

7. What positive actions did the nurse take to protect the safety of the patient in this
case?
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Case 9: “Diagnosis pain or pretense

Team interaction
Incorrect assessment/diagnosis, Medication overuse, Harmless hit

Clinical context: Acute emergency department (ED) visit for intractable abdominal
pain

Communication context: Interaction between a nurse, ED physician, and patient
Incident: Communication errors leading to incorrect assessment/diagnosis and over-
medication

Patient safety outcome: Harmless hit

Case written by Barbara Wojnowski, B.S., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 48-year-old male is brought to the Emergency Department (ED) by paramedics for
abdominal and flank pain. The patient has a history of IV substance and alcohol use
disorders, type 2 diabetes, hypertension, and renal cell cancer. The patient had a
nephrectomy 5 years ago. He is well known to the ED nursing staff making frequent
visits for pain management.

This time, the patient is crying and writhing, and he reports intractable abdominal
pain. The ED nurse examines the patient and notes that his behavior is different from
previous ED visits when she assessed his behavior to be motivated by his addiction
rather than pain. This time, the nurse concludes that the patient is visiting the ED for
relief of physical pain. @ The nurse does not inform the ED physician about her
impression that the patient is in pain; she initiates standard protocols for the patient:
routine labs, vital signs, and intravenous access. She is unable to get IV access due to
the poor quality of the patient’s veins.

A physician, new to the ED, ® examines the patient and diagnoses addic-
tion and drug-seeking behavior. ® He tells the nurse to administer 60 mg ketorolac
(Toradol) intramuscular (IM). The nurse is concerned that Toradol in such a high dose
would be nephrotoxic for a patient with only one kidney and renal cell cancer. But
® she does not feel comfortable questioning the doctor’s order as his demeanor
clearly conveys to her that he is impatient and expects his order to be followed. So the
nurse gathers two 30-mg vials (60 mg IM) of Toradol to administer to the patient.

The physician writes the order. Upon re-entering the room and observing the pa-
tient’s extreme pain, the nurse again attempts and achieves IV access. The nurse asks
the physician if the medication can be administered IV rather than IM, because it is
the quicker route and the patient would not have to receive two “painful” injections.
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The physician agrees to the IV route and rewrites the order for 30 mg Toradol IV. ® The
physician does not tell the nurse about the changed dosage. The nurse ® relies on
the physician’s verbal agreement to the IV route, and @ does not check the health
record for new orders. She administers 60 mg Toradol IV.

When the nurse returns to the desk, ® she notices that the physician had writ-
ten the IV order for 30 mg Toradol (adjusted from 60 mg IM). Fortunately, the over-
dose of Toradol did not diminish the functioning of the patient’s remaining kidney.

Communication science principles

1. Redundancy in content and directness in channel enhance accuracy

The ED physician committed a ® communication decoding error of accuracy (error
of underuse) by mistakenly decoding the patient’s appearance as being indicative of
drug-seeking behavior instead of intractable pain.

The ED physician and the nurse committed a ®@® transactional communication
error of accuracy (error of omission) by failing to engage their communication with
each other as a means to validating the accuracy of the assessment/diagnosis.

The ED physician committed a ® communication encoding error of accuracy
(error of commission) by telling the nurse to administer 60 mg ketorolac (Toradol)
rather than opioids, which would have been indicated to treat the patient’s intractable
pain.

2. Communication is contextual

The nurse committed a @ communication encoding error of contextualization
(error of underuse) by not informing the ED physician about her previous knowledge
of the patient, based on which she derived that the patient’s behavior was different
from previous ED visits (relational context) and that the patient was not visiting the
ED for drug-seeking behavior this time (functional context).

The nurse committed a @ transactional communication error of contextual-
ization (error of omission) by failing to raise her concern to the physician that such
a high dose of Toradol could be nephrotoxic for this particular patient who had only
one kidney and a history of renal cell cancer (functional context).

The nurse committed a @ communication encoding error of contextualization
(error of overuse) by not daring to question the physician’s Toradol order from her
hierarchically inferior professional position (relational context).

The nurse committed a ®® communication decoding error of contextualiza-
tion (error of underuse) by failing to check the patient’s health records for new or re-
vised medication orders immediately after the ED physician agreed to the IV route and
she had seen him write notes into the records. The nurse accessed the health records
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too late (chronological context) to realize that the physician had reduced the medica-
tion dosage for the IV (rather than IM) infusion (functional context).

3. Communication is a nonsummative process
The physician committed a ® communication encoding error of sufficiency (error
of omission) by not directly telling the nurse about the changed medication dosage in
addition to noting it in the records.

The nurse committed a ® transactional communication error of sufficiency
(error of underuse) by engaging in insufficient communication with the physician to
establish a shared understanding of the revised medication procedures.

Discussion

This case illustrates how communication that remains detached from its context can
severely compromise the safety of patient care. The nurse’s failure to raise her concern
that the patient’s behavior looked different this time and that the physician’s diagnosis
may be inaccurate, and her failure to address the risk of the physician’s medication
order given the patient’s history, caused a critical incident that nearly compromised
the patient’s health for the rest of his life.

Another contextual constraint that delimited, rather than facilitated, the care par-
ticipants’ accomplishment of a shared understanding in this case was their relational
composition. The hierarchical professional barrier between the ED physician and the
nurse was not dissolved with the means of direct communication, and thus kept the
nurse from raising her diagnostic concern to the physician. The physician’s nonverbal
demeanor intimidated the nurse to an extent that she did not dare to question his or-
der. The ED physician and the nurse could have mutually dissolved this hierarchical
barrier through safe communication — first, by establishing a shared understanding
that the physician’s nonverbal demeanor, whether intended or not, conveyed a hier-
archical superiority that discouraged the nurse from encoding critical safety-relevant
information to the physician; then by transforming that relational constraint into a
facilitator of transactional communication that prioritizes the safety of the patient.

An additional contextual constraint that contributed to this harmless hit was the
chronological context: Given her conversation with the ED physician regarding the
changed medication plans, the nurse could have accessed the health records immedi-
ately to check for an adjusted medication dosage. Given the nurse’s and the ED physi-
cian’s failure to establish a shared understanding of this revised medication in direct
communication with one another, the nurse accessed and decoded that important in-
formation too late — only after the patient had already received a double dose of the
unindicated medication.
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Another principle of human communication that illuminates the communication
errors that contributed to this harmless hit is entitled “Preconceptions and percep-
tions vary among communicators.” The physician and the nurse in this case assumed
(rather than verified) that the other person would understand what they intended
to convey with their nonverbal and verbal communication. They never verified that
a shared understanding of their intentions was actually established. In other words,
the care participants did not utilize their interpersonal communication as a process to
bridge their perceptual gaps and to verify a shared understanding. Instead, they acted
within the common ground fallacy, assuming that the other would figure out what
they had in mind (e.g. that changing the medication route would halve the medication
dosage). Unfortunately, this assumption was mistaken — sufficient interpersonal com-
munication would have been the pathway to establishing this shared understanding,
and to preventing both the overdose and the unindicated medication.

In summary, this case demonstrates how sufficient transactional communication
can prevent inaccurate assessments/diagnoses and intervene with unindicated treat-
ment and medication overuse. In other words, it evidences that safe communication
is a crucial process through which care participants either improve or compromise
the patient’s care outcomes, depending on the extent to which they either enable or
disable that process.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The nurse could have contextualized her communication with the ED physician
by mentioning her previous knowledge of the patient and explaining why she per-
ceived that the patient’s behavior was different from drug-seeking behavior.

— The nurse and the ED physician could have mutually resolved the hierarchical
barrier that constrained their communication. The nurse could have framed her
communication within that barrier to convey her concern that the ED physician’s
diagnosis may be inaccurate, and that the prescribed dose of Toradol could be
nephrotoxic given this particular patient’s medical profile.

— The ED physician could have engaged in more communication with the nurse to
utilize her prior knowledge of the patient as a resource for facilitating safer care
for the patient. He could have engaged this communication prior to ordering the
medication to make sure that his diagnosis and treatment suggestion were accu-
rate and optimal for this particular patient.

— The nurse could have accessed and decoded all available information (both in
direct conversation with the physician and by reading the health records) imme-
diately after her conversation with the ED physician in which they agreed to the
IV route, prior to administering the medication.
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— The physician could have explicitly informed the nurse about the changed med-
ication dosage, in addition to writing it into the records. This added channel of
communication (verbal in addition to written communication) could have facili-
tated a better shared understanding and at least prevented the over-medication.

— The nurse and the physician could have engaged in direct communication as a
safety-relevant process to jointly validate the accuracy of the physician’s assess-
ment of the patient, and they could have engaged in sufficient communication to
establish a shared understanding of the revised medication procedures.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What are the strengths and limitations of each care participant’s contributions in
this case?

2. How can the authority gradients of the different members of a healthcare team
influence teamwork and patient safety?

3. What factors in this case put the safety of the patient at risk?

4, Draw a timeline of the events that occurred in the case and discuss how all of the
participants could have communicated better.
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Case 10: “Not hiccups”

Inter-professional interaction
Incorrect assessment/diagnosis, Delayed treatment, Sentinel event

Clinical context: Acute inpatient admission of a premature infant (g-tube and central
line placement)

Communication context: Interaction between two nurses across units, physicians,
and the patient’s family

Incident: Communication errors leading to an incorrect assessment/diagnosis result-
ing in anoxic brain injury and long-term developmental delays for the infant

Patient safety outcome: Sentinel event

Case written by Rachel Ridgeway M.S.N., R.N., C.N.L., C.P.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 3-month-old female infant who was born premature at 32 weeks is admitted to the
pediatric surgery floor after surgical placement of a g-tube and central line. After her
early morning surgery, the postanesthesia care unit (PACU) nurse transfers the patient
to the floor in the afternoon and provides a handoff report to the floor nurse stating
that the patient’s vital signs are stable, central line is clean/dry/intact, IV rate is to-
keep-open with ringer’s lactate running, and the g-tube site dressing is clean/dry and
intact with the tube draining to gravity. The @ PACU nurse does not report that the
patient’s nasogastric feeding was discontinued at midnight and that the patient had
received only ringer’s lactate during the surgery.

The patient’s mother is at the bedside. The floor nurse places the patient on car-
diac and pulse oximetry monitors and finds the patient’s condition to be quite different
to the PACU nurse’s report: the patient is tachycardic (220 beats per minute), respi-
rations are 20 and irregular on room air, and blood pressure is low. The nurse does
not find this alarming because the patient recently had anesthesia. During the initial
exam, the floor nurse notices the patient’s capillary refill is within normal limits and
she has bilateral upper and lower extremity jerking every 1020 seconds. The floor
nurse asks mom if this is common for the infant and mom says “no.” ® The transfer-
ring PACU nurse ignores the mom’s assertion and © states “It’s just hiccups.” The
mom becomes quite anxious after her statement is ignored. @ The floor nurse, who is
only recently off orientation, feels uncomfortable questioning the more experienced
PACU nurse in front of the mom and ® remains silent.

The floor nurse’s exam reveals that the patient’s pupils are constricted (1 mm) and
fixed, and the nurse notifies the surgeon of this and of the “repetitive hiccups and jerk-
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ing that may indicate seizures.” The ® floor nurse believes the situation is critical
and does not feel there is time to check the patient’s health record for lab results. The
lab results would have shown critically low blood glucose. @ Relying on the floor
nurse’s communication and assessment, ® the physician orders a bolus of nor-
mal saline without first seeing the patient or reviewing the lab results. The floor nurse
calls back to request that the surgeon come to see the patient as the patient continues
to have “seizures/hiccups,” and the mom is becoming increasingly upset. Because of
an issue with another patient, the surgeon is unable to respond immediately. The floor
nurse calls the Rapid Response Team (RRT) to have “another set of eyes” on the pa-
tient.

The RRT and surgeon arrive at the bedside at the same time. After examining the
patient and receiving a report from the floor nurse, ® the RRT physician orders one
dose of lorazepam (Ativan) IV push to stop the seizures. Within minutes of receiving
the Ativan, the patient shows no signs of spontaneous breathing. The patient is ad-
ministered breaths using an Ambu Bag (bag-valve-mask). Simultaneously, the RRT
physician orders labs stat, blood cultures, chest and abdominal X-rays, and a point of
care glucose test, which shows glucose level is “undetectable low.” A repeat point-of-
care test produces the same result. The RRT physician orders a bolus of dextrose 50%,
which is not a stocked item on the floor or in the crash cart. The patient is transferred
to the pediatric intensive care unit (PICU) where appropriate supplies and staffing are
available. The patient experiences an anoxic brain injury, resulting in long-term de-
velopmental delays.

Communication science principles

1. Communication is a nonsummative process

The PACU nurse committed a @ communication encoding error of sufficiency (error
of underuse) by failing to convey in her transfer report to the floor nurse that the pa-
tient’s nasogastric feeding was discontinued at midnight and that the patient had re-
ceived only ringer’s lactate during the surgery.

The PACU nurse committed a ® communication decoding error of sufficiency
(error of underuse) by ignoring the mom’s response to the floor nurse’s question that
her daughter’s bilateral upper and lower extremity jerking was not common.

The floor nurse committed a ® communication encoding error of sufficiency
(error of omission) by choosing to remain silent.

The physician committed a @® communication decoding error of sufficiency
(error of underuse) by merely relying on the floor nurse’s communication instead of
seeing the patient and checking the health records of the patient prior to ordering
treatment.
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2. Redundancy in content and directness in channel enhance accuracy
The PACU nurse committed a ® communication encoding error of accuracy (error
of commission) by incorrectly stating that the child’s jerking was “just hiccups” (based
on her insufficient assessment).

The floor nurse committed a @ transactional communication error of accuracy
(error of omission) by not engaging in follow-up communication with the PACU nurse
to validate the accuracy of her assertion that the child’s jerking was “just hiccups.”

3. Communication is contextual

The floor nurse committed a @ communication encoding error of contextualiza-
tion (error of omission) by not questioning the PACU nurse’s assertion that the child’s
jerking was “just hiccups,” because of her perceived hierarchical inferiority to the
PACU nurse (relational context) and the presence of the mom in the room (environ-
mental context).

The floor nurse committed a ® communication decoding error of contextu-
alization (error of overuse) by not taking the time (chronological context), given the
patient’s critical condition (functional context), to check the patient’s health records
for lab results.

The physician committed a ® communication encoding error of contextual-
ization (error of misuse) by ordering a bolus of normal saline instead of dextrose
(functional context), which would have been indicated to restore the glucose of the
hypoglycemic pediatric patient.

The RRT physician committed a ©® communication encoding error of contextu-
alization (error of misuse) by ordering lorazepam — a medication that was (1) unindi-
cated for the patient, given that the seizures had been caused by hypoglycemia and not
by neurological causes, and (2) unsafe for the patient, given that she was a pediatric
and high-risk patient (functional context).

Discussion

This case demonstrates the importance of safe communication for the provision of
safe and accurate care. The patient’s condition in this case was never accurately de-
coded by the nurses and the physician, mostly due to (1) a lack of communication on
behalf of the PACU nurse who did not convey the feeding issue in her initial transfer re-
port, and (2) the care participants’ failure to engage in sufficient communication with
each other to establish a shared understanding of the patient’s health condition dur-
ing the patient’s transfer to the floor. This initial communication insufficiency resulted
in an insufficient shared understanding and triggered a chain of additional commu-
nication events, including hierarchical silencing and unindicated treatment orders
that severely harmed the high-risk pediatric patient. More and better communication
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among all involved care participants would have been the pathway to establishing
a sufficient understanding of the patient’s complete health condition and facilitated
a proper treatment. It would also have been the only pathway to preventing the sen-
tinel event. The nurses did not communicate with each other and the patient’s mother
enough to attain this objective. They did not exhaust the potential of their communi-
cation to optimize the safety and accuracy of the child’s healthcare. The physician did
not even see the patient, but relied on flawed communication from the nurse to make
treatment decisions. This chain of communication deficiencies illustrates the princi-
ple “Communication is a nonsummative process” — communication is more than the
mere sum of its parts. It must be sufficiently established to attain a shared understand-
ing that optimizes the safety of a patient.

The care participants in this case also never activated transactional communica-
tion as a validation process to optimize the accuracy of the provided patient care. The
floor nurse should have immediately engaged communication with the PACU nurse as
the necessary safety procedure to validate the accuracy of the PACU nurse’s assertion
that the child was merely having “hiccups” — particularly given the mom’s response,
which conveyed that her daughter was not experiencing hiccups, but that the infant
may be experiencing seizures that need urgent medical intervention. This process il-
lustrates the principle “Redundancy in content and directness in channel enhance
accuracy” — demonstrating that communication is a crucial process that care partici-
pants must engage to ensure accurate care and, as a result, prioritize the safety of the
patient.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this sentinel event:

— The PACU nurse could have prevented the sentinel event by delivering an exhaus-
tive transfer report — she could have conveyed that the patient’s nasogastric feed-
ing had been discontinued at midnight and that the patient had received only
Ringer’s lactate during the surgery.

—  The PACU nurse could have heeded the mom’s response to the floor nurse’s ques-
tion that her daughter’s bilateral upper and lower extremity jerking was not com-
mon. The PACU nurse could have retrieved and decoded more information prior
to stating that the child’s jerking was “just hiccups.”

— Instead of remaining silent, the floor nurse could have arranged a private space
to speak with the PACU nurse, where they could have overcome the hierarchical
barrier and validated the accuracy of the PACU nurse’s assertion that the patient
was experiencing hiccups.

—  The PACU nurse and the floor nurse could have included the mother as part of the
healthcare team.
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— The physician could have accessed the health records and seen the patient prior to
making treatment decisions for the patient, instead of merely relying on the floor
nurse’s communication.

—  The floor nurse could have recognized the context of the patient’s critical condi-
tion as a constraining factor for the safety of the patient, and taken the time to
check the patient’s health records for lab results.

— The physician could have engaged in more sufficient decoding of the patient’s his-
tory and health condition, and subsequently ordered dextrose instead of normal
saline for the patient.

— The RRT physician could have recognized that lorazepam was not a safe medica-
tion in the context of the patient being an infant and at high risk, and the issue
being hypoglycemia rather than neurologically induced seizures.

Communication lessons for safer, higher quality care

10 20 30 O 50O 6O 10O 80O 90O 100
10 120 B30 10O 1O 160 17O 180 190 200

210 20 230 20 20 260 220 280 200 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises
1. Asyoureflect on this case, summarize the errors that the nurses made and discuss
any changes that could be made in the environment and within the healthcare

team to prevent the errors from being repeated in the future.

2. What could the nurses have done to include the mother as an active member of
the healthcare team?

3. What institutional policies might be implemented to prevent these types of errors
recurring in the future?
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4,  How could this case be used to teach graduate nurses safe patient care?

5.  What positive actions did the nurse take to protect the safety of the patient in this
case?
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Case 11: “Allergy assessment”

Cross-professional interaction
Delayed diagnosis, Adverse event

Clinical context: Acute inpatient admission to a surgical unit (unknown rectal/colon
disorder)

Communication context: Interactions between nurses, a surgeon, and a patient
Incident: Communication errors leading to delayed diagnosis

Patient safety outcome: Harmless hit

Case written by Anne Wendt, Ph.D., M.S.N., R.N.

A 38-year-old male is admitted to the surgical floor of a small local hospital by his
new primary care physician for a diagnostic work-up for possible colon/rectal surgery
by the gastro-intestinal (GI) service. The patient has had a fever and gastro-intestinal
pain for several weeks.

© The patient’s EHR does not contain any information about allergies. Upon
admission, ® the admitting nurse asks the patient if he is allergic to any medi-
cations. ® The patient states “no,” and @ the nurse records no known allergies
(NKA) in the EHR. However, ® the nurse did not ask “Do you have any known al-
lergies,” but only about medication allergies. The patient is allergic to shellfish and
iodine, ® for which he carries an Epi-pen (Epinephrine autoinjector).

The GI team orders an abdominal CT scan with iodine-based IV contrast for di-
agnostic purposes. The floor nurse is preparing to transport the patient to the GI lab-
oratory for testing, ® when the patient’s mother mentions that the patient has a
severe shellfish/iodine allergy. @ The floor nurse, who is not completely proficient
in English, does not understand the mother and ® does not react to the mother’s
expressed concern. The nurse transports the patient to the lab.

© The patient does not say anything to the nurse because he does not want the
nurse to perceive him as criticizing her and risk making her angry. The patient does
tell the lab technician about his allergy. The technician immediately cancels the test
and informs the GI service. The GI service is concerned that they need the test results
to make an accurate diagnosis, and they do not have the resources for diagnostic test-
ing at their small hospital. They refer the patient to a large regional hospital for further
testing causing a delay in diagnosis and leaving the patient in both mental and phys-
ical pain until a firm diagnosis can be made.
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Communication science principles

1. Communication is a nonsummative process

The previous clinical staff and the patient committed a @ transactional communi-
cation error of sufficiency (error of underuse) by engaging in insufficient communi-
cation with each other to establish a shared understanding of the patient’s shellfish/
iodine allergy via the patient’s electronic health record.

The admitting nurse and patient committed a ® transactional communication
error of clarity (error of underuse) by not engaging in enough communication with
each other to clarify the nurse’s question and the patient’s response and, as a result,
establishing a shared understanding of the patient’s shellfish/iodine allergy.

2. Communication varies between thought, symbol, and referent

The admitting nurse committed a ® communication encoding error of clarity (error
of underuse) by not being precise enough in her question whether the patient is “al-
lergic to any medications.” She should have asked the patient whether the patient has
“any known allergies.”

3. Redundancy in content and directness in channel enhance accuracy
The admitting nurse committed a @ communication encoding error of accuracy
(error of commission) by recording “no known allergies” (NKA) for the patient.

The unit nurse committed a ® communication decoding error of sufficiency
(error of omission) by neglecting the mother’s expressed concern.

The unit nurse committed a @ transactional communication error of clarity
(error of underuse) by failing to engage in direct follow-up communication with the
patient’s mother to reduce her uncertainty about her lack of understanding of the
mother’s expressed allergy alert.

4. Communication is contextual
The nurse and the patient committed a ® transactional communication error of
contextualization (error of omission) by failing to communicate with each other
about “allergies” in disregard of the context that the patient was carrying an Epi-pen
(Epinephrine autoinjector) against a shellfish/iodine allergy (functional context).
The patient’s mother committed a ® communication encoding error of contex-
tualization (error of underuse) by mentioning the patient’s shellfish/iodine allergy
too late (chronological context), and by conveying it only once and only to a nurse
who was not proficient in English and evidently did not understand her concern (func-
tional context). The mother could have also conveyed the patient’s allergy to another
care provider and made sure that it was followed up on.
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The patient committed a ® communication encoding error of contextualiza-
tion (error of overuse) by failing to raise his allergy with the nurse in the context of his
presumed assumption that him raising this concern could offend the nurse (relational
context) and, as a result, compromise the quality of the care he will receive (functional
context). His over-contextualization constrained rather than facilitated “safe commu-
nication” with the nurse.

Discussion

This case demonstrates that communication is a nonsummative process, and how
care participants’ misperception of communication as a linear information-transfer
process can severely compromise the safety of patient care. Communication contains
more than an assembly of informational pieces. The meaning of such informational
pieces must be established through a complex interactive sense-making practice, the
outcome of which will be different from its individual parts because it is established
between all involved (i.e. current and future) care participants. In the context of health-
care, which involves many different and changing care participants across many con-
nected care encounters over time, it is particularly important to understand communi-
cation as a holistic meaning-making activity where a common ground is the functional
prerequisite to enabling a shared understanding. In this context, electronic health
records must be approached as more than a mere informational resource — but as a
tool for establishing a shared understanding among all current and future care par-
ticipants (i.e. among providers but also with the patient and potentially involved care
companions). Such shared meaning involves more than a mere information exchange.

This case also illustrates the importance of recognizing that “Communication
varies between thought, symbol, and referent.” The admitting nurse assigned a non-
representative symbol (i.e. “Do you have any medication allergies?”) to her thought
and referent of “no known allergies.” That symbol was accurately decoded by the
patient, but not reassembled as intended by the admitting nurse, because the sym-
bol rather than the entire associated triangle (i.e. “medication allergies — no known
allergies”) was insufficiently conveyed by the nurse in her communication with the
patient. In other words, the nurse’s insufficient communication that merely conveyed
the symbol but not the referent and the thought she had in mind, and her failure to
assign a representative symbol to that thought and referent she had in mind, disabled
the accomplishment of a shared understanding.

The principle “Redundancy in content and directness in channel enhance accu-
racy” illustrates what the admitting nurse and the patient could have done to ex-
haust the potential of their interpersonal communication to optimize patient safety
and prevent a harmless hit: The nurse and the patient could have engaged in direct
and redundant transactional communication with one another to make sure that they
had accurately understood each other’s conveyed intentions and attained a sufficient
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shared understanding. In addition, the floor nurse could have engaged in direct and
redundant communication with the patient’s mother until she properly understood
the mother’s alert regarding the patient’s allergy. Finally, the patient’s mother could
have activated direct and redundant communication with other clinical staff to en-
sure that the allergy alert was heard and acted upon. Such redundancy through direct
channels would have been the only pathway to preventing this harmless hit.

Last but not least, this case demonstrates how care participants’ failure to con-
textualize their decoding, encoding, and transactional communication can severely
compromise the safety of patient care. In this case, the nurse and the patient could
have communicated with each other about “allergies” in the context of the patient
carrying an Epi-pen (Epinephrine autoinjector). In the same vein, the patient’s mother
could have considered the importance of conveying the patient’s iodine allergy in a
timely manner given the upcoming diagnostic tests. Furthermore, the patient could
have recognized his perception that the nurse may compromise the quality of his care
if he raised his concern as a contextual constraint to a safe care episode, and trans-
formed that constraint into a facilitator of safe communication. In summary, a more
adequate contextualization of the care participants’ communication with each other
could have prevented the harmless hit.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The previous clinical staff and the patient could have engaged in sufficient com-
munication to establish a shared understanding with each other and with future
care participants of the patient’s shellfish/iodine allergy via the patient’s elec-
tronic health record.

— The admitting nurse and the patient could have engaged in more sufficient com-
munication with one another to clarify the nurse’s question and the patient’s re-
sponse to her question regarding the patient’s shellfish/iodine allergy.

— The admitting nurse could have been more precise in her question whether the
patient is “allergic to any medications.” She could have asked the patient whether
the patient has “any known allergies.”

— The admitting nurse could have validated the accuracy of her conclusion that the
patient had ,,no known allergies” (NKA) in direct communication with the patient
prior to recording it in the EHR.

— The floor nurse could have engaged in direct communication with the patient’s
mother to establish a shared understanding of the patient’s shellfish/iodine al-
lergy and its implications for the patient’s upcoming diagnostic test.

—  Thenurse and the patient could have communicated with one another about aller-
gies in the context of the patient carrying an Epi-pen (Epinephrine autoinjector).

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

116 —— Stage 2: Assessment/diagnosis

— The patient’s mother could have raised the patient’s shellfish/iodine allergy
sooner and to someone else in addition to the nurse who evidently did not under-
stand what she said, and she could have made sure that her allergy report was
followed up on by some provider.

— The patient could have expressed his allergy to the nurse, framing his communi-
cation within the context of his concern that him raising it might compromise the
quality of the care he receives.

Communication lessons for safer, higher quality care

10 20 30 O 50O 6O 10O 80O 90O 100
10 120 B30 10O 1O 160 17O 180 190 200
210 20 230 20 20 260 220 280 200 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What could the nurses have said or done in this case to engage the family and
patient as active members of the healthcare team?

2. What personal characteristics of the nurses might have increased the risk for
errors in this case?

3. What would you have done or said differently in this case to prevent the harmless
hit?

4, What environmental factors might have contributed to this harmless hit?

5.  Write a policy or procedure that could be implemented to prevent the types of
errors that occurred in this case.
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Case 12: “Disc unread”

Inter-institutional interaction
Inadequate handoff, Delayed diagnosis, Harmless hit

Clinical context: Acute inpatient transfer between institutions (fracture)
Communication context: Incomplete inter-institutional patient handoff

Incident: Communication error leading to delayed diagnosis and prolonged hospital
stay

Patient safety outcome: Harmless hit

Case written by Barbara Wojnowski, B.S., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 78-year-old male patient is transferred from a community hospital Emergency De-
partment (ED) to a large regional hospital. The receiving hospital ED nurse @ receives
a verbal report on the patient from the paramedics and a ® phone report from the
transferring ED nurse, both stating that the patient had a right hip fracture. The
® transfer papers indicate that the patient has sustained a right hip fracture after a
fall, and a disc containing digital copies of the X-rays is included.

The receiving hospital does not have equipment capable of reading the disc with
the X-rays. The ED nurse follows protocol and requests labs, EKG, and X-rays of the
right hip (posterior, anterior and lateral hip and frontal pelvis). The patient is admitted
to orthopedic services for presurgical work-up and for definitive orthopedic treatment.

The orthopedic surgeon reviews the new X-rays and discovers a pelvic facture that
had not been reported by the transferring hospital to the accepting hospital nurse in
addition to the hip fracture. This incomplete information in the transfer handoff and
the receiving hospital’s lack of equipment to read the disc from the community hos-
pital delayed the diagnosis of the pelvic fracture at the receiving hospital and caused
a prolonged hospital stay. There were no long-term adverse effects for the patient, but
the patient lost confidence in the healthcare system.

Communication science principles
Redundancy in content and directness in channel enhance accuracy
@ The paramedics, ® the transferring ED nurse, and ® the clinicians who wrote the

transfer papers committed communication encoding errors of sufficiency (errors
of underuse) by communicating incomplete information during patient transfer — they
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failed to convey that the patient had a pelvic fracture in addition to a fracture of the
right hip.

Discussion

This case illustrates the importance of sufficient informational content as a funda-
mental prerequisite for successful communication. The paramedics, the transferring
ED nurse, and the report papers communicated the same exact content to the receiving
clinicians, conveying a sense of certainty to the staff that the “issue” was a fracture of
the patient’s right hip. One of them provided additional information linking the frac-
ture to a fall. No further information was conveyed.

This transfer communication was insufficient because it lacked a critical piece
of information: the fact that the patient also had a pelvic fracture. It is unclear from
this case description why this important piece of information was not conveyed in
any of the transfer reports. Possibly, the senders assumed that the receiving clinical
staff would decode this additional fracture from the disc, or maybe all three of them
(unlikely) had a cognitive lapse and forgot to mention the pelvic fracture. This illus-
trates the human communication principle “Redundancy in content and directness
in channel enhance accuracy” from another angle. The sending clinicians optimized
this principle. The hip fracture was mentioned three times (i.e. redundancy) via differ-
ent communication channels (i.e. face-to-face by the paramedics, on the phone by the
transferring ED nurse, and written in the transfer report). Despite this fact, all three
of them committed a severe communication error that caused a harmless hit for the
patient: They failed to include in their transfer communication that the patient also
had a pelvic fracture. This scenario shows how the principles of human communica-
tion are sometimes interlinked: “Redundancy in content and directness in channel
enhances accuracy” only works if the communicated informational contents are suf-
ficient. In other words, redundancy does not aid accuracy if the information that is
being repeated is incomplete.

This case also highlights the danger of relying on health information technolo-
gies for “improved communication.” In this case, a critical informational piece was
included only on a digital disc, under the assumption that it will be accessed, decoded,
and understood as intended. In other words, the decoding process, its accuracy, and
the resulting “shared understanding” was delegated to a technological tool and as-
sumed to take place, rather than co-established among the care participants through
the process of sufficient interpersonal communication. This misconception of commu-
nication resulted in a “common ground fallacy”: The sending clinicians assumed that
a shared understanding of the disc contents would be established, merely by sending
the disc. They disregarded the fact that the decoding process cannot be “left alone”
after sending off a message to a recipient, but that transactional sense-making is re-
quired to ensure the establishment of a shared understanding.
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In summary, many things can happen between sending off a message and the ul-
timate goal of a shared understanding. This process is complex and error-prone, and
if delegated to digital pathways, it is exposed to many kinds of distractions that com-
monly cause messages not to arrive or not to be understood as intended. In this case,
a structural system insufficiency compromised the “assumed” sense-making process
and left the disc (and the inherent intended communication) unread, causing a de-
layed diagnosis and a prolonged hospital stay for the patient. This evidences that
communication success is not sustainable if the sense-making process is replaced by
technological equipment and that interpersonal communication — which is com-
monly considered a mere “soft skill” in clinical practice — must be repositioned as an
essential hardware for safer patient care.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The paramedics, the transferring ED nurse, and the clinicians who wrote the
transfer papers could have been more complete in their information coverage
during their transfer communication with the receiving clinicians.

— The paramedics, the transferring ED nurse, and the clinicians need not have del-
egated essential informational contents to health information technology. They
could have assumed no common ground and no disc during their transfer com-
munication with the receiving clinicians to ensure a safe care episode.

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
10 120 B30 10O 150 160 1O 180 190 200)
210 200 230 240 250 260 270 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.
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Discussion questions and exercises

1. What are the benefits and limitations of information technology in reducing the
risk of harm to the patient?

2. What recommendations could you make to prevent this type of error in the future?

3. As you reflect on this case, think about how you could create a culture of safety
within the organization in which this case occurred.

4,  What positive actions did the nurse take to protect the safety of the patient in this
case?
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Stage 3: Planning

Planning is the process in which clinicians, patients, and other involved individu-
als discuss and determine a strategy for the attempted remediation of an assessed
problem or to achieve a goal. The planning of care can be classified by goals, meth-
ods, and location, among others. The care can be acute or ongoing, and goals can
be to cure disorders, to improve or maintain health and functioning, to prevent prob-
lems, or to ameliorate symptoms. Methods of care include medication, devices, pro-
cedures, therapies, and counseling. Care may be based within hospitals, in an outpa-
tient/ambulatory setting, skilled nursing facility, the setting of residential care for the
elderly, or in the patient’s home. All these care options need to be discussed and de-
cided upon jointly with the patient and his/her care companions, making successful
communication an essential prerequisite for competent care planning.

https://doi.org/10.1515/9783110454857-009
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Case 13: “Who decides?”

Provider-patient interaction
Inadequate care plan, Patient fall, Adverse event

Clinical context: Primary care visit for care planning

Communication context: Inadequate communication between a nurse, a physician,
the patient’s wife, and the patient

Incident: Communication errors leading to an inadequate care plan and preventable
patient fall

Patient safety outcome: Adverse event

Case written by Anne Wendt, Ph.D., M.S.N., R.N.

A 92-year-old male patient diagnosed with end-stage heart failure and early stages
of dementia is discussing his end-of-life care plans with an advanced practice nurse
(APN) working in his primary care physician’s office. @ The patient reports to the
APN that he would rather go to an inpatient hospice unit than have hospice care at
home. He does not want to be a burden to his wife and does not believe she will be able
to provide for his needs adequately. ® The APN knows that the patient’s wife, who
is a member of the hospital board, has already convinced the primary care physician
to transfer the patient to home hospice.

The nurse’s initial assessment is that the patient is able to make decisions about
his own care, but ® the nurse does not want to challenge the physician’s deci-
sion to place the patient into hospice care at home. Additionally, @ the nurse does
not feel comfortable contradicting the patient’s wife, who is very outspoken and
influential in the residential community where the patient lives and in the hospital
where the nurse works.

® The primary care physician places the patient into home hospice care,
where he becomes increasingly confused and unsteady on his feet and begins to wan-
der at night. ® Two weeks later, the patient falls and hits his head, requiring admis-
sion to a skilled nursing facility for a minor head and shoulder injury. This adverse
event might have been prevented if the patient had been admitted to a dementia care
unit at a skilled nursing facility with hospice services, where the patient would have
received closer supervision than in home hospice care.
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Communication science principles

1. Redundancy in content and directness in channel enhance accuracy

The patient committed a @ transactional communication error of contextualiza-
tion (error of underuse) by not contextualizing his conversations with the nurse and
the physician enough to establish a shared understanding that he (1) does not feel
ready for hospice care at home (functional context) and (2) does not want to be a bur-
den to his wife (relational context).

The nurse committed a ® transactional communication error of contextual-
ization (error of underuse) by failing to engage in follow-up communication with the
physician in the context of his decision for home hospice care to establish a shared
understanding of her assessment that the patient is able to make decisions about his
own care (functional context).

2. Communication is contextual

The nurse committed a ® communication decoding error of contextualization
(error of overuse) by overly decoding the patient’s communication in the context of
her knowledge of the patient’s wife having already convinced the physician to transfer
the patient to home hospice care (functional context).

The patient and the patient’s wife committed a ® communication encoding
error of contextualization (error of underuse) by waiting too long (two weeks until
an accident happened; chronological context) to inform the clinicians that the patient
was not doing well in home hospice care (functional context).

3. Communication entails factual and relational information

The nurse committed a ® communication encoding error of contextualization
(error of overuse) by overly framing her communication with the physician in the
context of her hierarchically inferior position (relational context) and her not daring
to question the physician’s decisions about the patient’s care (functional context).

The primary care physician committed a ® communication encoding error of
contextualization (error of underuse) by placing the patient into home hospice care
in disregard of the context of the patient having expressed that he does not want home
hospice care (relational context: disregard of the patient’s treatment preferences; func-
tional context: no shared goal alignment).

The nurse and the primary care physician committed a ® communication en-
coding error of contextualization (error of misuse) by yielding to the patient’s wife’s
treatment plan preferences instead of accommodating the patient’s preferred treat-
ment plans (relational context).

The nurse and the primary care physician committed a ® transactional commu-
nication error of interpersonal adaptation (error of underuse) by not engaging in
enough communication together with the patient and his wife to co-establish a shared
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understanding of an optimal treatment plan that accommodates and coordinates both
of their needs and expectations.

4. Communication is functional

The nurse committed a @ communication encoding error of contextualization
(error of overuse) by overly constraining her communication with the physician and
patient in the context of the wife being very outspoken in the residential community
where the patient lives and where the nurse works (relational context).

Discussion

This case illustrates how care participants’ inadequate contextualization of their com-
munication with each other — particularly in care episodes where complex relational
structures dominate interactions — can disable the accomplishment of a shared under-
standing and severely compromise patient safety. The communication errors in this
case are illuminated by various principles of human communication. One of the key
issues was the patient’s insufficiency in asserting his treatment plan preferences to
the nurse and the physician, and the nurse’s insufficiency to convey to the physician
that the patient is perfectly able to make decisions for his own treatment. These two
issues were contextually embedded in complex relational structures. Appropriate re-
dundancy in direct communication with each other could have helped the nurse, the
physician, and the patient to co-establish a more accurate understanding of the opti-
mal treatment plan for the patient.

An interesting facet of this case was the wife’s constraining role. Often times, care
companions can play a facilitating role in ensuring safer care episodes when engaged
as active care partners. In this case, however, the opposite occurred — the wife’s pres-
ence induced another layer to the relational and functional complexity of the care
episode that constrained the nurse and the physician from acting in the best interest
of the patient. Their over-used interpersonal adaptation toward the wife (rather than
the patient) to accommodate her (rather than his) treatment preferences resulted from
a perceived professional threat. This communication dilemma is informed by the prin-
ciple “Communication is functional”: People do not always strive for clear communi-
cation and a shared understanding. Communication is often used for other purposes
as well. In this case, the clinicians did not prioritize communication as a process to es-
tablish a shared understanding with the patient. The clinicians in this case used their
communication with one another and the patient for relational maintenance purposes
with the patient’s wife. They prioritized keeping the patient’s wife satisfied to prevent
reputational damage that might have occurred if she had not been satisfied with her
husband’s care. The result of this prioritization was an adverse event that could have
been prevented if they had prioritized patient safety (by taking the patient’s expressed
concerns seriously) over accommodating the wife’s expectations.
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Ideally, the nurse and the clinicians could have activated sufficient transactional
communication in a conversation with the patient and his wife to coordinate their ex-
pectations regarding the optimal care plan for the patient’s advancing dementia. In
that conversation, they could have used their communication with each other as a
pathway for transforming the contextual constraints (e.g. the threat of the wife “bad-
mouthing” their care in the community; the danger of disregarding the patient’s care
preferences against his decision-making capabilities; and the imposition of presumed
hierarchical status differences) into facilitators of “safe communication” that priori-
tizes the safety of the patient and, at the same time, disables the contextual constraints
that dominated this care episode and caused a preventable adverse event.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

—  The patient could have been more assertive (i.e. appropriately redundant) in his
conversations with the nurse and the physician to establish a shared understand-
ing of his expectation that he does not want to be in hospice care at home.

— The nurse could have engaged in follow-up communication with the physician to
establish a shared understanding that the patient is able to make decisions about
his own care.

— The nurse could have recognized that the context of the patient’s wife having al-
ready convinced the physician to transfer the patient to home hospice care con-
strained rather than facilitated the safety of the care episode, and she could have
framed her communication with the physician, the patient, and the wife in that
context to transform this constraint into a facilitator of safe patient care.

— The patient and the patient’s wife could have contacted the clinicians more
quickly to inform them that the patient was not doing well in home hospice
care.

— Thenurse could have recognized that the context of her hierarchically inferior po-
sition constrained rather than facilitated safe communication with the physician;
she could have framed her communication with the physician within that context
to transform the constraint into a facilitator of safer care.

— Thenurse could have recognized that the context of the wife being very outspoken
in the residential community where the patient lives and where the nurse works
constrained rather than facilitated her communication with the physician and the
patient. She could have framed her communication within that context to trans-
form that constraint into a facilitator of safe patient care.

— The primary care physician could not have placed the patient into home hospice
care, given the context of the patient having expressed that he does not want home
hospice care.
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— Thenurse and the primary care physician could have prioritized the patient’s over
the wife’s treatment preferences, given that the patient was assessed as being per-
fectly capable of making decisions regarding his own care.

— The nurse and the primary care physician could have engaged sufficient commu-
nication with the patient and his wife to co-establish a shared understanding of
an optimal treatment plan that meets both of their needs and expectations.

Communication lessons for safer, higher quality care

10 20 30 O 50O 6O 10O 80O 90O 1000
10 120 B30 10O 1O 160 17O 180 190 200
210 20 230 20 250 260 220 280 200 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What would you have done differently if you were the nurse in this case to ensure
a safe care episode?

2. What concerns you most about this case?

3. What could the nurse have done to help the patient speak up more assertively
about his care preferences?

4. Whatinterpersonal factors may have facilitated the occurrence of communication
errors in this case?

5. Identify points in the case when the nurse and patient could have been more as-
sertive about the patient’s care preferences. Write a script for what they could have
done and/or said.
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Case 14: “Family frustration”

Provider-family interaction
Undocumented DNR status, Adverse event

Clinical context: Acute patient transfer to hospice care (cancer)

Communication context: Insufficient communication between the patient’s family,
a nurse, and a transport team

Incident: Communication errors leading to unindicated resuscitation and preventable
pain

Patient safety outcome: Adverse event

Case written by Rhonda Malone Wyskiel, M.S.N., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 75-year-old female patient diagnosed with terminal pancreatic cancer is being trans-
ferred from an acute care setting to a hospice facility. @ The patient and family dis-
cuss and establish “do not resuscitate” (DNR) status while in the hospital. When
it is time to transfer the patient, ® the transferring nurse does not document the
DNR status in the transport team’s paperwork, ® nor does the nurse communicate
this to the transport medical team verbally. While the patient is being placed into
the ambulance for transport, she becomes apneic and unresponsive. @ The trans-
port team begins resuscitation and takes the patient back into the hospital via the
emergency department (ED).

The family who is waiting at the hospice facility is notified of the event and quickly
drives to the hospital ED where they find the patient intubated and sedated. They are
angry and frustrated with the lack of communication about the DNR status, and that
their plan for treatment had not been followed. Because of the intubation and sedation
the family cannot communicate with the patient, which causes them further distress.
The patient is readmitted to the hospital. Support is withdrawn 12 hours later, and the
patient dies without regaining consciousness.

Communication science principles
1. Communication is contextual

The nurse and the patient’s family committed a @ transactional communication
error of contextualization (error of underuse) by not ensuring at the hospital that
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all current and future care participants have a shared understanding of the patient’s
DNR status (functional context).

2. Redundancy in content and directness in channel enhance accuracy

The transferring nurse committed a ® communication encoding error of suffi-
ciency (error of omission) by not documenting the patient’s DNR status in the trans-
port team’s paperwork.

The transferring nurse committed a ® communication encoding error of suffi-
ciency (error of underuse) by failing to communicate the patient’s DNR status verbally
to the transport clinical team during handoff.

The transport team committed a @ transactional communication error of ac-
curacy (error of omission) by failing to validate the accuracy of their assumed DNR
status of the patient, either by accessing the patient’s health records or by directly
contacting the nurse or the patient’s family prior to initiating resuscitation.

3. Communication is a nonsummative process

The transferring nurse and the transport team committed a ® transactional com-
munication error of sufficiency (error of omission) by failing to establish a shared
understanding of the patient’s DNR status during handoff.

Discussion

This case illustrates that interpersonal communication is the only available process
to eliminate safety-compromising perceptual discrepancies between individual care
participants’ assumptions. Communication is the process to establish a common
ground on which care participants can construct a shared understanding — to en-
sure that their encoded and decoded message contents are accurate and understood
as intended.

In this case, the involved care participants engaged in insufficient communication
with each other. For the most part, they interacted on the mere level of assumption.
They failed to utilize interpersonal communication to establish a shared understand-
ing between them. For example, the transferring nurse assumed the transport clinical
team would access the patient’s records in the unlikely event of a DNR-relevant inci-
dent happening during transportation. At the same time, the transport team assumed
the nurse would have informed them if the patient’s status had been “DNR,” and thus
did not see a need to waste critical time by consulting the records or contacting anyone
to validate the patient’s DNR status prior to initiating resuscitation.

This line-up of events demonstrates why and how communication is a critical
aspect of patient safety. Sufficient and high-quality communication is the vehicle
through which care participants can co-generate safer care processes. If used com-
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petently, communication links all involved care participants into a strong, resilient
team in which individuals coordinate the patient’s care with each other and perform
safety-relevant “alert functions” to validate the accuracy of their performed tasks and
functions — more eyes catch more errors and promote higher accuracy.

In this case, the patient’s family was a crucial safety resource to prevent the ad-
verse event. While the nurse was stressed and attending to multiple patients, the fam-
ily was at the patient’s bedside. The family could have helped the nurse ensure that
the DNR documentation was complete and that it had been conveyed to all current
and future care participants. This illustrates the importance of including patients and
care companions as active partners for safe and high-quality care. If communication is
engaged sufficiently and competently, it can equip all care participants with the abil-
ity to co-generate safer, better care episodes — because it links them together into a
stronger, more resilient healthcare team.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— Thenurse and the patient’s family could have engaged in more sufficient commu-
nication with each other at the hospital to ensure that all current (and future) care
participants have a shared understanding of the patient’s DNR status.

— The transferring nurse could have documented the patient’s DNR status in the
transport team’s paperwork.

— The transferring nurse and the transport team could have used their communi-
cation with each other to establish a shared understanding of the patient’s DNR
status during handoff.

— The transferring nurse could have communicated the patient’s DNR status ver-
bally to the transport team during handoff.

- The transport team could have validated the accuracy of their assumed DNR sta-
tus of the patient, either by accessing the patient’s health records or by directly
contacting the nurse or the patient’s family prior to initiating resuscitation.
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Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
10 120 B30 10O 150 160 1O 180 190 200)
210 200 230 240 250 260 220 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. Asyou reflect on this case, what would you have done to decrease the safety risks
and increase the quality of care for the patient and his family?

2.  How could the communication errors in this case have been prevented?

3. What policies could be implemented to prevent the type of communication errors
that occurred in this case?

4,  What have you learned from this case, and how could you use this case to educate
others?
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Case 15: “Discharge against medical advice”

Team interaction
Inadvertent discharge, Harmless hit

Clinical context: Acute-on-chronic inpatient admission (chronic dementia and acute
delirium)

Communication context: Interaction between a primary clinical team and a night
float resident

Incident: Communication error leading to inadvertent discharge

Patient safety outcome: Harmless hit

Case reprinted with permission of AHRQ WebM&M. Hwang SW. Discharge against medical advice. AHRQ
WebM&M [serial online]. May 2005. Available at: https://psnet.ahrq.gov/webmm/case/96.

A 50-year-old man with a history of alcohol dependency and alcohol-induced demen-
tia was admitted to the medical service with mild alcohol withdrawal. He was also
found to have a proximal humeral fracture, and the orthopedic consult recommended
surgical repair. The patient was treated with benzodiazepines for his alcohol with-
drawal and remained medically stable. After hearing the risks and benefits of surgery
from the physicians, the patient refused.

In light of the patient’s chronic dementia and acute delirium due to alcohol with-
drawal, formal mental status testing was performed, which indicated that the patient
lacked the capacity to make medical decisions. A psychiatry consultation supported
this determination.

On hospital day 4, at approximately midnight, the patient stated to his nurse that
he wished to leave the hospital. @ Neither the floor nurse nor the charge nurse
was aware that the patient had been found to lack decision-making capacity. They
contacted the night float covering resident and informed her that the patient wished
to leave.

® The resident glanced at the chart, ® asked the patient a few questions,
and @ allowed him to leave against medical advice.

The primary medical team was informed the following morning about the dis-
charge. They ® had no contact information for the patient and he could not be lo-
cated. What happened to him is unknown.
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Communication science principles

1. Communication is a nonsummative process

The night shift team (nurses and resident) committed a @ communication decoding
error of sufficiency (error of omission) by not accessing and decoding the informa-
tion about the patient’s decision-making capacity in the health records. In the same
vein, the primary clinical team committed a @ transactional communication error
of sufficiency (error of omission) by not verifying the night shift nurses’ receipt and
understanding of this important information about the patient’s decision-making ca-
pacity that had been documented in the patient’s records. Thus, communication was
assumed, but never attained.

The resident committed a ® communication decoding error of sufficiency
(error of underuse) by merely glancing over the patient’s medical chart. Reviewing
the chart more thoroughly could have facilitated a shared understanding that would
have been necessary for her to make the correct decision. Instead, with her perception
of the patient that she formed based on an insufficient reading of the medical chart,
the resident inappropriately allowed the patient to be discharged against medical
advice. This decision placed his safety at significant risk.

Sufficient information exchange was also not attained in direct interaction with
the patient. The primary clinical team (physicians and nurses) committed a
6 communication encoding error of sufficiency (error of underuse) by not ob-
taining contact information for the patient. In the end, this additional error put the
patient at risk because the team was unable to locate and treat the patient after the
inadvertent discharge.

2. Communication is more than words

The resident made a ® communication decoding error of sufficiency (error of
underuse) by relying on verbal communication alone (i.e. asking the patient a few
questions) to determine his condition. She then committed a ® communication
decoding error of accuracy (error of misuse) by misjudging the patient’s health
condition - likely because she did not attend sufficiently to the patient’s nonverbal
communication.

Discussion

This case demonstrates that interpersonal communication in healthcare interactions
is a complex process that occurs between rather than within people. The resident
quickly pulled bits of information that she deemed relevant from the medical chart
and asked the patient a few questions to confirm the impression she had already
formed from skimming the chart. The primary clinical team (nurses and physicians)
also relied solely on the chart as the only source of information. None of the clini-
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cians in this case understood communication as a mutual meaning-making process.
Because of this, communication with the patient never took place.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The night shift nurses could have reviewed the primary clinical team’s notes more
closely.

— The primary clinical team, ideally in a face-to-face handoff, could have conveyed
the patient’s decision-making incapacity to the night shift resident.

— The resident could have assessed the patient’s condition more holistically — she
could have reviewed the records more closely and attended to the patient’s non-
verbal behavior that might have conveyed his decision-making incapacity.

— The health record could have highlighted the patient’s decision-making incapac-
ity more clearly.

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
1n0) 120 B30 10O 150 160 1O 180 190 200)
210 20 230 240 250 260 270 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1.  When a patient is found to lack decision-making capacity, should clinicians con-
tinue to “co-create a shared meaning?” If yes, how might this be accomplished?

2. Inthis case, what nonverbal cues might you expect to see in the patient that could
have conveyed his decision-making incapacity?
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3. Draw an assumptions flowchart, outlining the key interactions in this case and
the underlying assumptions that informed each actor’s behavior.

4,  What positive action(s) did the nurse(s) take in this case to facilitate safe patient
care?

5.  What have you learned from this case?

EBSCChost - printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

Case 16: “Eptifibatide epilogue” = 135

bed B

Case 16: “Eptifibatide epilogue”

Inter-professional interaction
Medication underuse, Adverse event

Clinical context: Acute inpatient admission (coronary syndrome)

Communication context: Interaction between three nurses, an intern, and a phar-
macist

Incident: Communication error leading to medication underuse

Patient safety outcome: Adverse event

Case reprinted with permission of AHRQ WebM&M. Churchill WW, Fiumara K. Eptifibatide epilogue.
AHRQ WebM&M [serial online]. April 2009. Available at: https://psnet.ahrq.gov/webmm/case/198.

A 62-year-old man was admitted at 11:00 PM on a Saturday night with the provisional
diagnosis of acute coronary syndrome. Serial testing for markers of cardiac injury was
begun, and he was treated with a beta-blocker, enoxaparin, and a statin.

At 6:00 AM on Sunday, the patient’s troponin was elevated, and the diagnosis was
upgraded to non-ST segment elevation myocardial infarction. The intern entered an
order for intravenous eptifibatide (a powerful anticlotting agent given by intravenous
drip) into the computerized order entry system in anticipation of expedited coronary
intervention on Monday morning.

The intern entered the correct weight-based dosage of eptifibatide (a loading dose,
followed by a maintenance infusion of 2 pg/kg/min) into the order template. Because
of a forcing function in the template, he also had to enter a maintenance infusion
rate in milliliters per hour (mL/h). He was unsure of the proper infusion rate, so @ he
arbitrarily chose 0.5 mL/h. ® He expected the pharmacist on duty to make ad-
justments to the order as needed. [Note: The correct infusion rate for this patient
would have been 20 mL/h.]

The eptifibatide order was electronically transferred to the pharmacy for process-
ing. The ® pharmacist processed the order as entered, and eptifibatide was sent to
the floor for administration.

The @ nurse on duty was harried because he was caring for six patients instead
of the usual four. He correctly administered the loading dose and ran the maintenance
infusion at 0.5 mL/h, under-dosing the patient by a factor of 40. The night shift nurse
continued the infusion at this rate, as did the nurse on the following day shift.

The day shift nurse ® was curious about the low dose and queried the intern,
but the nurse was distracted by her additional charge nurse duties.
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The patient was taken to the percutaneous cardiac intervention (PCI) lab at
2:00 PM on Monday, by which time his troponin values had peaked and were trend-
ing down. In the PCI lab, the eptifibatide infusion error was immediately noted. The
patient subsequently underwent coronary angioplasty with stenting. It is impossible
to say whether the underdose of the blood thinner led to more cardiac damage.

Communication science principles

1. Redundancy in content and richness in channel enhance accuracy

The intern deliberately committed a @ communication encoding error of accuracy
(error of commission) by ordering the wrong infusion rate, hoping that it would serve
as a placeholder and be corrected by the pharmacist. The intern and the pharmacist
made a ® transactional communication error of accuracy (error of omission) by
not engaging in communication to validate and correct the infusion rate with each
other. These two errors illustrate how redundancy (in this case, the missing repetition
of the fact that the correct infusion rate was uncertain) and richness in channel (i.e.
direct communication rather than electronic information transfer) could have facil-
itated a more accurate communication and, ultimately, prioritized the safety of the
patient.

2. Preconceptions and perceptions vary among communicators

The intern committed a ® communication encoding error of interpersonal adap-
tation (error of underuse) by communicating insufficiently with the pharmacist via
his medication order, accompanied by his unspoken assumption that the pharmacist
would catch and fix it. To the contrary, the pharmacist assumed the ordered dose was
what was intended. This error demonstrates the importance of recognizing that peo-
ples’ individual perceptions vary and that interpersonally adaptive communication
skills are needed to bridge such perceptual gaps in order to establish a shared under-
standing.

3. Communication is contextual
The nurse on duty and the night shift nurse committed a @ communication decoding
error of contextualization (error of underuse) by not allotting sufficient time within
their unusually busy schedules to decode the infusion rate indicated by the pharma-
cist correctly (chronological context), particularly with respect to the treatment objec-
tive (functional context). Instead, they ran the maintenance infusion as ordered and
the patient received a subtherapeutic dose.

The second day shift nurse committed a ® communication encoding error of
contextualization (error of underuse) by not allotting enough time (chronological
context) to establish a shared understanding (functional context) of the medication
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dosage with the intern. Instead, her communication with the intern remained at the
level of a query rather than a more assertive interaction.

These two errors illustrate the importance of framing one’s communication within
the context of a given care scenario to optimize a shared understanding and promote
patient safety.

Discussion

The key patient safety theme highlighted in this case is the accuracy of communica-
tion. The case demonstrates how the involvement of multiple staff members (nurses,
pharmacist, and physician) caring for one patient can complicate communication pro-
cesses and thereby decrease the likelihood of a shared understanding, which in turn
can compromise patient safety. At the same time, if staff members communicate well,
their participation can perform a validating function that enhances the accuracy of
care. In this case, this kind of interstaff communication could have led to recovery
and averted the adverse event.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— Because the intern did not know the correct calculation, he could have consulted
others to determine the correct infusion rate.

— The intern could have supported his communication with the pharmacy with a
follow-up phone call to indicate that he did not know how to calculate the infusion
rate and that the value he entered was arbitrary.

— The nurses could have communicated with each other to validate the accuracy of
the infusion rate.

— The day shift nurse could have followed up in a more timely and assertive manner
to query the intern about the infusion rate.

— The intern could have reacted immediately to the day shift nurse’s query about
the low infusion rate.
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Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
10 120 B30 10O 150 160 1O 180 190 200)
210 200 230 240 250 260 220 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. How could the clinical nursing staff in this case have allocated time to ensure
message receipt and a shared understanding?

2. Describe three ways in which the clinical nursing staff members could have vali-
dated the accuracy of the communicated content in this case.

3.  What system errors occurred in this case, and what policies/procedures could be
implemented to prevent this from happening again in the future?

4. How can you use what you have learned from this case to teach others?
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Case 17: “Code blue — Where to?”

Cross-professional interaction
Inadvertent resuscitation, Near miss

Clinical context: Acute inpatient admission (hallucinations and anxiety)
Communication context: Interaction between a critical care nurse, inpatient psychi-
atry nurses, a senior medical resident, a medical intern, an anesthesia resident, and
an anesthesia attending

Incident: Communication error leading to near inadvertent intubation

Patient safety outcome: Near miss

Case reprinted with permission of AHRQ WebM&M. Adams BD. Code blue — Where to? AHRQ WebM&M
[serial online]. October 2007. Available at: https://psnet.ahrq.gov/webmm/case/162.

An 80-year-old man with a history of coronary artery disease, hypertension, and
schizophrenia was admitted to an inpatient psychiatry service for hallucinations and
anxiety. On hospital day 2, he had a sudden onset of confusion, bradycardia, and
hypotension. He lost consciousness, and a “code blue” was called.

The inpatient psychiatry facility was adjacent to a major academic medical center.
The “code team” (comprised of a senior medical resident, medical intern, anesthe-
sia resident, anesthesia attending, and critical care nurse) within the main hospital
© was activated. The message blared through the overhead speaker system, “Code
blue, fourth floor psychiatry. Code blue, fourth floor psychiatry.”

The senior resident and intern had never been to the psychiatry facility. “How do
we get to psych?” the senior resident asked a few other residents in a panic. “I don’t
know how to get there except to go outside and through the front door,” a colleague
answered. So the senior resident and intern ran down numerous flights of stairs, out-
side the front of the hospital, down the block, into the psychiatry facility, and up four
flights of stairs (the two buildings are actually connected on the fourth floor). Upon
arrival, the team found the patient apneic and pulseless. The nurses on the inpatient
psychiatry ward had placed an oxygen mask on the patient, but the patient was not
receiving ventilatory support or chest compressions.

The resident and intern ® began basic life support (CPR with chest compres-
sions) with the bag-valve-mask. When the critical care nurse and the rest of the code
team arrived, they attempted to hook the patient up to their portable monitor. Unfor-
tunately, the leads on the monitor were incompatible with the stickers on the patient,
which were from the psychiatry floor (the stickers were more than 10 years old). The
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team did not have appropriate leads to connect the monitor and sent a nurse back
to the main hospital to obtain compatible stickers. In the meantime, the patient re-
mained pulseless with an uncertain rhythm. Moreover, despite ventilation with the
bag-valve-mask, the patient’s oxygen saturation remained < 80%. After minutes of
trying to determine the cause, it was discovered that the mask had been attached to
the oxygen nozzle on the wall, but the oxygen had not initially been turned on by the
nursing staff. The oxygen was turned on, the patient’s oxygen saturation started to
rise, and the anesthesiologist ® prepared to intubate the patient. Chest compres-
sions continued.

At this point, a staff nurse on the psychiatry floor came into the room, recog-
nized the patient, and shouted, ® “Stop! Stop! He’s a no code!” Confusion ensued —
® some team members stopped while others continued the resuscitation. A review
of the chart showed ® no documentation of a “Do Not Resuscitate” order, so the re-
suscitation continued. The intern on the team called the patient’s son, who confirmed
the patient’s desire to not be resuscitated. The efforts were stopped, and the patient
died moments later.

Communication science principles

1. Redundancy in content and directness in channel enhance accuracy
The inpatient psychiatry ward staff committed a @ communication encoding error
of accuracy (error of commission) by inappropriately activating the code team.

2. Communication is contextual

The resident, the intern, and the anesthesiologist committed a ® transactional com-
munication error of accuracy (error of omission) by not addressing the patient’s
DNR/DNI preferences while getting ready to initiate life support.

The staff nurse on the psychiatry floor committed a ® communication encoding
error of sufficiency (error of omission) by having neglected to add the DNR order to
the patient’s records.

The staff nurse also committed a ® communication encoding error of suffi-
ciency (error of underuse) by insufficiently justifying her sudden “stop” order.

The code team clinicians committed a @ transactional communication error of
clarity (error of misuse) by being ineffective in their communication with one another
and the staff nurse to clarify the ambiguity of the contradictory DNR/no-DNR messages
in the room.

The staff nurse on the psychiatry floor committed a ® communication encod-
ing error of contextualization (error of underuse) by not intervening with the code
team’s activation in a more timely manner (chronological context).
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The clinicians committed a ® communication decoding error of contextual-
ization (error of underuse) by reviewing the chart and facing the DNR-question only
after preparing the patient for intubation (chronological context).

Discussion

This case demonstrates the importance of communication as a vehicle to attain co-
ordinated care. In this incident, all clinicians relied on an initial call for a code and
assumed that everything needed to be done to keep the patient alive. The cause of
this inaccuracy was a lack of communication on several levels — for example, the pa-
tient’s DNR preference had not been documented in the records, the code was not
interrupted by the staff nurse before the clinicians prepared to intubate, and the team
was confused about the patient’s DNR preference until the intern finally called the
patient’s son to confirm the DNR status. This inaccuracy was not only caused by poor
communication, but it could have also been repaired through accuracy-promoting
communication processes. Content redundancy could have clarified ambiguities, re-
duced uncertainty, and corrected accuracy with respect to the patient’s DNR status.
For example, the inpatient psychiatry ward nursing staff could have verified the pa-
tient’s DNR preference in various ways before activating the code team, the clinicians
could have engaged in direct communication with one another to clarify their uncer-
tainty regarding the patient’s DNR preference, and the staff nurse could have rein-
forced her sudden call to “stop” with a more detailed explanation. Of course, this case
was framed within a tight timeline that did not allow much flexibility for ad-hoc dis-
cussions. It was also complicated by numerous system deficiencies, such as the staff’s
lack of training regarding psychiatry building access via the fourth floor, and the in-
compatibility of the leads on the monitor with the patient’s stickers on the psychiatry
floor. It is important to recognize, however, that it was an initial communication error
that induced this time constraint. Safe communication in the first place could have
averted this communication-induced near miss event.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this near miss:

- Theinpatient psychiatry ward nursing staff could have made sure that the patient
had not expressed a DNR preference prior to activating the code team, or it could
have checked immediately after activating the call.

— The staff nurse on the psychiatry floor could have added a DNR order to the pa-
tient’s records at the time of admission.

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

142 — Stage 3: Planning

— The staff nurse on the psychiatry floor could have either intervened with the code
team activation right away, or been present at the code team’s arrival to correct
the error-in-the-making.

— The staff nurse on the psychiatry floor could have accompanied her sudden call
to “stop” with a succinct and clear explanation.

— Thecode team clinicians could have communicated with one another and with the
staff nurse to clarify the ambiguity of the contradictory DNR/no-DNR messages in
the room.

— The hospital administration could invest in more sufficient training of code teams
and staff to enhance the timeliness and efficiency of care in emergency situations
(e.g. by informing staff of the quickest connecting routes between buildings, by
assuring equipment compatibility across buildings).

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What steps could the hospital take to reduce confusion among staff when a code
is called?

2. What environmental factors might have increased the risk for communication
errors in this case?

3. What personal characteristics of the nurses in this case could have compromised
patient safety? Make recommendations for the nurses that could reduce their risk
for making communication errors of such kind.
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4, Reflect on the case and identify failure points at which the care participants could
have ensured message receipt and a shared understanding. For each point, de-
scribe one action that could have helped them accomplish this goal.

5. Describe an institution-wide policy or system that could help clinicians maintain

clarity about the status of advance directives and DNR/DNI orders for the entire
duration of a patient’s care, across multiple care locations and staff.
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Case 18: “Inadequate handoff”

Inter-institutional interaction
Inadequate handoff, Harmless hit

Clinical context: Acute inpatient transfer to a higher level care facility (complex GI
surgery)

Communication context: Inadequate inter-institutional handoff communication
Incident: Communication errors leading to treatment delay

Patient safety outcome: Harmless hit

Case written by Rhonda Malone Wyskiel, M.S.N., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 46-year-old female requiring complex gastrointestinal (GI) surgery needs to be trans-
ferred to a nearby academic medical center for specialty treatment. The community
hospital where she is currently receiving care is not equipped to meet her complex
and deteriorating condition. The nurse sending the patient to the receiving hospital’s
intensive care unit (ICU) verbally reports to the ICU nurse that the patient is alert and
oriented to person, place and time, and that the patient is hemodynamically labile
but responsive to fluids and does not require vasopressor medications. @ The send-
ing nurse also reports that the patient has central venous line access in case it is
needed during transport and upon arrival at the new facility.

The ICU nurse at the receiving hospital tells the sending nurse that there will be a
bed available for the incoming patient in 1-2 hours, after another patient is transferred.
The sending nurse anticipates that by the time the patient is transported and actually
arrives at the receiving hospital, 2 hours will have passed and a bed will be available.
Therefore, ® the sending nurse does not see a need to tell the receiving ICU nurse
that the patient is already en-route. The sending nurse also ® does not inform the
charge nurse on her own unit about the receiving nurse’s information regarding the
availability of a bed, given that the patient is already en-route and nothing can be
done anyway. Therefore, the transport company dispatcher is never informed that the
receiving hospital’s ICU will not be ready for the patient for another 1-2 hours.

Thirty minutes later, the transport team arrives at the receiving hospital’s ICU with
the patient, who is now hemodynamically unstable. The receiving ICU nurse is not
prepared for the patient and does not have a bed available. The patient continues to
decompensate with mean arterial blood pressures in the low 60 s and receives fluid re-
suscitation in the hallway while awaiting a bed. @ Contrary to what had been stated
by the sending nurse, the patient has only an external jugular IV line and not a cen-
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tral line. Staff administer multiple fluid boluses through the single lumen 16 gauge
external jugular vein catheter but are unable to provide sufficient fluid resuscitation.
Once a room is available and the patient has a central venous catheter placed, the ICU
staff are able to stabilize the patient. The patient does not incur any lasting harm from
this incident.

Communication science principles

1. Communication varies between thought, symbol, and referent

The sending nurse committed a @ communication encoding error of accuracy
(error of misuse) by stating during transfer that the patient had “sufficient central line
access.” In saying so, she mistakenly referred to an external jugular vein.

2. Preconceptions and perceptions vary among communicators

The sending nurse committed a ® communication decoding error of contextual-
ization (error of misuse) by interpreting the ICU nurse’s message that “a bed is go-
ing to be available in 1-2 hours” within the misassumed context that by the time the
patient’s transport would be completed, the 1-2 hours would have passed and a bed
would be available for the patient upon arrival (chronological context).

The sending nurse committed a ® communication decoding error of contextu-
alization (error of misuse) by decoding the ICU nurse’s message that “a bed is going
to be available in 1-2 hours” within the misassumed context that nothing can be done
about this anyway because the patient was already en-route (functional context).

3. Communication is a nonsummative process

The sending nurse committed a ® communication encoding error of sufficiency
(error of omission) by not informing the receiving ICU nurse that the patient was al-
ready en-route.

The sending nurse committed a ® communication encoding error of suffi-
ciency (error of omission) by not informing the charge nurse at the sending hospital
that the receiving hospital unit was not ready for the patient, and that the transport
company dispatcher needed to be informed.

Discussion
This case demonstrates how imprecise communication can lead to potentially fatal
consequences for the patient. The nurse’s inaccurate reference to the patient’s “suf-

ficient central line access,” which merely indicated external jugular vein access, re-
quired the receiving clinical team to spontaneously adjust the anticipated treatment

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

146 —— Stage 3: Planning

plan from rapid fluid replacement via a central line to multiple fluid boluses that had
to be administered through a single lumen 16 gauge external jugular vein catheter,
causing insufficient fluid replacement. The team could have been better prepared and
quicker to respond if it would have anticipated this problem, which could have been
established through more accurate communication by the sending nurse. The nurse’s
accuracy error is informed by the principle “Communication varies between thought,
symbol, and referent.” The nurse attributed a referent (= the external jugular vein she
was looking at) to a thought she had in mind (= central line access) and used an inac-
curate symbolic representation (= “central line access”). More sufficient transactional
communication between the sending and receiving nursing staff during this commu-
nication episode could have been the pathway to detecting and correcting this inac-
curacy, and the means to establishing a shared understanding.

This case also demonstrates the importance of contextualizing communication,
not only while encoding messages, but also while decoding messages. In this case,
the nurse decoded the ICU nurse’s communication within two misassumed contextual
frames. First, she assumed that the transport would effectively take 1-2 hours anyway
and thus did not see a need to inform the receiving ICU nurse about the patient al-
ready being en-route. Second, she falsely assumed that nothing could be done to stop
the patient’s transport at this point in time since she was already en-route, and thus
did not convey the ICU nurse’s communication that the bed was not going to be ready
for another 1-2 hours to her charge nurse and the transportation company dispatcher.
These two miscontextualized decoding processes caused a critical waiting time for the
patient during which she could not receive proper medical attention and could have
died. More sufficient transactional communication with the other care participants
would have been the pathway to overcoming the perceptual discrepancies and ensur-
ing a safer care episode for the patient.

Finally, this case demonstrates the principle “Communication is a nonsumma-
tive process.” The sending nurse decoded pieces of information within her perceptual
frames. She kept them to herself and never assembled them into a larger interpersonal
picture. Had she connected the pieces through transactional communication with the
other care participants, a shared understanding among all care participants could
have been established, and the accuracy of the communicated information could have
been enhanced. In other words, more and better communication could have been the
pathway to more timely and better care outcomes for the patient. However, such “safe
communication” was never established, and as a direct result, the patient was (fortu-
nately only mildly) harmed.
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Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The sending nurse could have been more accurate in her transfer communication
by referring to an external jugular vein, not a central line.

— The sending and receiving nurses could have detected the inaccuracy of the
nurse’s statement indicating a “sufficient central line” through transactional
communication, and used sufficient communication with each other to establish
a shared understanding of the available central line versus external jugular vein
access.

— The sending nurse could have informed the ICU nurse at the receiving hospital
that the patient was already en-route.

— Thesending nurse could have informed her charge nurse that the receiving hospi-
tal unit was not ready for the patient for another 1-2 hours, and that the transport
company dispatcher needed to be informed.

— The sending nurse could have validated, rather than assumed, through trans-
actional communication with her charge nurse and the transport company dis-
patcher whether the patient’s transport would in fact take 1-2 hours.

— The sending nurse could have validated, rather than assumed, through transac-
tional communication with her charge nurse and the transport company whether
it was in fact too late to keep the patient at the current facility for 1-2 more hours
until a bed would become available at the receiving institution.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.
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Discussion questions and exercises

1.  Write a set of recommendations that could prevent the communication errors in
this case in the future.

2. What would you do differently if you had been the transferring nurse in this case
to optimize the safety and quality of care?

3. What policies and procedures could be implemented to prevent the type of com-
munication errors that occurred in this case?

4,  How could you use this case to teach other nurses about patient safety and quality
of care?
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Stage 4: Active waiting

Active Waiting is a new term that is introduced in this book to describe the stage
of nursing practice that encompasses all processes that occur between the formula-
tion and the execution of a patient’s care plan. Active waiting represents an error-
prone time period in which transitions, handoffs, timeliness, and many other issues
can compromise the safety of patient care. Therefore, this “waiting” period is not a
passive downtime — it is “active” because all participants interact with each other in
preparing for the execution of the planned care. Patients and their family members,
for example, may discuss the care plans at home and possibly revisit their preferences.
This phase also includes interactions between clinicians and patients, among differ-
ent clinicians, and between care teams, both within and across hospitals, ambula-
tory care clinics, pharmacies, and other healthcare institutions. Therefore, this care
stage constitutes a communication-prone period of time that connects two critical care
stages (i.e. planning and implementation) and requires active contributions from all
care participants for the attainment of a shared understanding as a prerequisite for
safe and high-quality care.

https://doi.org/10.1515/9783110454857-010
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Case 19: “Illegible handwriting”

Provider-patient interaction
Inadvertent medication use, Adverse event

Clinical context: Acute outpatient visit (pregnancy)

Communication context: Interaction between an advanced practice nurse and a
pregnant patient

Incident: Communication error leading to patient’s inadvertent medication use
Patient safety outcome: Adverse event

Case written by Anne Wendt, Ph.D., M.S.N., R.N.

A 34-year-old female who is pregnant for the first time (ten weeks) is being seen by an
advanced practice nurse (APN) at a large obstetrics office for worsening nausea, dry
mouth, and dizziness. The patient had been seen two weeks prior by one of the obste-
tricians working in the practice for nausea and intermittent vomiting. @ The obstetri-
cian had given the patient a handwritten prescription for Diclectin (pyridoxine/
doxylamine) to treat her nausea and vomiting. However, ® due to illegible handwrit-
ing, ® the pharmacist filled a prescription for Dicetel (pinaverium bromide).

@ The patient tells the nurse that she has been taking one tablet twice a day
for two weeks and is feeling worse than prior to taking the medicine. The nurse’s
initial assessment reveals that the patient is slightly dehydrated and has low blood
pressure. After additional questioning regarding changes in the patient’s diet, exer-
cise, and lifestyle to rule out possible causes, the nurse asks the patient to describe
the new medication, Diclectin. Through this conversation, the nurse and the patient
determine that the patient had been taking Dicetel, a medication used to treat irrita-
ble bowel syndrome with side effects of nausea, vomiting, dry mouth, and dizziness.
The nurse checks with the pharmacist at the large discount pharmacy where the pre-
scription was filled, and the pharmacist agrees that unclear handwriting caused the
prescription error.

The advanced practice nurse writes a new prescription for Diclectin that includes
the generic name of the medicine. The patient is scheduled to be seen by her obstetri-
cian. Fortunately, the medication misuse did not cause any long-term negative effects
to the patient or fetus.
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Communication science principles

1. Redundancy in content and directness in channel enhance accuracy

The obstetrician committed a @ communication encoding error of sufficiency

(error of underuse) by merely handing the patient a handwritten prescription, instead

of also explaining the name of the prescription and its purpose to the patient verbally.
The pharmacist committed a ® transactional communication error of accu-

racy (error of omission) by not contacting the obstetrician to validate the accuracy of

his reading of the illegibly handwritten prescription label.

2. Communication is a nonsummative process

The obstetrician and the patient committed a @ transactional communication error
of sufficiency (error of underuse) by failing to establish a sufficient shared under-
standing of the name of the medication during the first visit.

3. Communication varies between thought, symbol, and referent
The obstetrician committed a ® communication encoding error of clarity (error of
underuse) by ordering the patient’s prescription via illegible handwriting.

The pharmacist committed a ® communication decoding error of accuracy
(error of omission) by decoding the label of the handwritten prescription inaccurately.

4. Communication is contextual
The pharmacist committed a ® communication decoding error of contextualiza-
tion (error of omission) by failing to decode the obstetrician’s handwritten prescrip-
tion in the context of the patient being pregnant — he should have considered that the
prescription label he could hardly decipher from the illegible handwriting could be
dangerous to the fetus (functional context).

The patient committed a @ communication encoding error of contextualiza-
tion (error of underuse) by waiting too long (chronological context) to visit the clinic
for feeling worse, given that she was pregnant (functional context).

Discussion

This case illustrates how redundant and direct interpersonal communication en-
hances the accuracy of care, and — as a direct result — patient safety. The obstetrician
could have engaged in more sufficient and direct communication with the patient to
engage her as an active partner for safer care. Instead of using the prescription order
as a mere information handoff tool to the pharmacy, the obstetrician could have in-
volved the patient as an active resource in that process to enhance her care outcomes —
for example, by explaining the intended effects of the medication to her, so that the
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patient could have responded more timely to the medication’s unintended effects at
home; and, by utilizing the patient to activate an accuracy-validation process to en-
sure that the correct medication was getting filled at the pharmacy. By not activating
the patient as an active care participant, the obstetrician and the pharmacist lost the
opportunity to engage communication as a safety process in this care episode.

This case also demonstrates the severe impact that unclear communication at the
most basic level (illegible handwriting) can have on the safety of a patient and her
unborn child. This process is illuminated by the communication principle “commu-
nication varies between thought, symbol, and referent”: The obstetrician had a clear
thought and referent in mind to treat the patient’s nausea and vomiting (Diclectin).
He wrote the accurate representative symbol for this medication on the prescription
order. However, his handwriting was difficult to decipher. The pharmacist failed in re-
assembling this thought-symbol-referent chain like it had been encoded by the obste-
trician. The pharmacist attributed a different thought and referent to the illegible sym-
bol. Transactional communication between the obstetrician and the pharmacist, and
between the pharmacist and the patient (being an active partner for patient safety)
would have been the only pathway to correcting the inaccuracy of this attributional
reassembling. In addition, better contextualized communication in the pharmacist’s
decoding of the prescription order (i.e. making sense of the prescription order in the
context of the patient being pregnant) could have prevented the adverse event.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— Theobstetrician could have pronounced and explained the prescribed medication
to the patient instead of merely handing her a handwritten prescription.

— The obstetrician and the patient could have engaged in direct communication
with one another to establish a sufficient shared understanding of the name of
the medication during the first visit.

— The obstetrician could have written the prescription with legible handwriting.

— The pharmacist could have contacted the obstetrician to validate the accuracy of
his reading of the illegible handwriting.

— The pharmacist could have decoded the handwritten prescription in the context
of the patient being pregnant, to notice that the assumed meaning of the hand-
writing indicated a medication that could be dangerous to the fetus.

— The patient could have visited the clinic much sooner (rather than waiting two
weeks), given that she was pregnant.
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Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1.  What characteristics of the healthcare system contributed to this adverse event?

2. Asyoureflect on this case, describe what the nurse could have done to reduce the
patient safety risk?

3. Describe what the nurse might have said to the patient when she found out about
the prescription error?

4,  What could be done to prevent these types of errors recurring in the future?
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Case 20: “Nothing-by-mouth (NPO) for possible fracture”

Provider-family interaction
Delayed treatment, Harmless hit

Clinical context: Acute emergency department (ED) visit (leg fracture)
Communication context: Interaction between ED nursing staff and the patient’s
mother

Incident: Communication error leading to delayed treatment and fainting

Patient safety outcome: Harmless hit

Case written by Annegret F. Hannawa, Ph.D., Sandra W. Hvang, M.S.P.H., and Anne Wendt, Ph.D., M.S.N.,
R.N.

A 6-year-old boy is brought to the emergency department (ED) at 11:30 AM by his
mother for a sharp pain in his right leg and inability to walk after an accident on
the playground. The patient appeared to be in pain, but the leg showed no swelling.
© After a two-hour wait, an X-ray was taken. While waiting for the results, the pa-
tient’s mother noticed that her son looked pale, then appeared to lose awareness and
faint. She stepped into the hallway to request politely that the nurse provide water or
juice, as her son had not eaten lunch or drank water, and the mother suspected his
blood sugar had dropped. ® The nurse refused, stating that if the patient’s leg were
fractured, he would need to avoid food and drink prior to potential surgery.

@ About an hour later, the ED team returned with the X-ray results, which indi-
cated a fractured lower tibia. The team decided against surgery and elected for a cast.
As the © patient remained without water, the patient reported feeling “dizzy and
sleepy.” The mother noticed his eyes drifting and he was difficult to arouse at times.
She stepped into the hallway again to request water or juice. With an @ onslaught of
new cases in the ED, the ED nursing staff ® dismissed her request and ® told her
to remain in the room, stating that ® someone would be with her son to put the
cast on.

About 20 minutes later, after being without food or fluids for almost 4 hours, the
patient fainted. The mother called out for help, and the clinical team overseeing the
case rushed to assist. The child regained consciousness within several minutes and
was given fruit juice. The cast was applied, and the patient was discharged with pain
medications.
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Communication science principles

1. Communication is contextual

The ED nursing staff committed a @ communication decoding error of contextual-
ization (error of underuse) by not decoding the patient’s appearance enough within
the chronological and functional context of the care episode — with the patient pre-
senting to the ED at lunchtime (i.e. not having had anything to eat or drink in hours;
chronological context/“timing”) and that extensive delays in his treatment (chrono-
logical context/“duration”) may cause his blood sugar to drop (functional context).

The ED nurse committed a ® communication decoding error of contextualiza-
tion (error of underuse) by insufficiently decoding the mother’s alerting communica-
tion in the context of the mother being close to the patient (relational context) and
thus being a valuable resource for detecting unusual signs or symptoms in the patient
(functional context).

The ED nursing staff committed a @ communication decoding error of contex-
tualization (error of underuse) by taking insufficient time within the context of a busy
ED (environmental context) to attend to the mother’s alerting request (functional con-
text).

The ED nursing staff committed a @ communication encoding error of contex-
tualization (error of underuse) by insufficiently stating what anticipated timeframe
(chronological context) the mother could expect to see a clinician for the cast, given
her son’s faintness (functional context).

2. Communication entails factual and relational information

The ED nursing staff committed a @® communication decoding error of interper-
sonal adaptation (error of underuse) by insufficiently embracing the patient’s need
to be treated quickly because further delays in his treatment (with added time impli-
cations of a potential surgery that may be needed to align his fracture) would cause
him discomfort.

The ED nursing staff committed a ® communication encoding error of inter-
personal adaptation (error of underuse) by insufficiently adapting to the patient’s
needs once the ED team had decided that surgery was not required.

The ED nursing staff committed a ® communication encoding error of inter-
personal adaptation (error of underuse) by insufficiently communicating with the
mother in a way that adapted to her attempts to draw attention to her child’s care
needs.

3. Redundancy in content and directness in channel enhance accuracy

The ED nursing staff committed a ® communication decoding error of accuracy
(error of misuse) by misinterpreting the mother’s behavior as nagging rather than an
informed warning that could have prevented the patient from fainting.
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Discussion

This case illustrates three principles of human communication and their importance
to the provision of safe and high quality patient care.

First, the care episode demonstrates the importance of communication as a pro-
cess that is contextual on multiple levels. Particularly, it shows how the chronological
dimensions of any given healthcare interaction (i.e. timing, duration, timeliness, and
allocating time) can compromise the effectiveness and appropriateness of any care
episode. In addition, the case illustrates how the relational composition (e.g. hier-
archical differences due to status or gender) among the care participants can either
facilitate or constrain their communication and directly influence the patient’s care
outcomes.

Second, this case highlights that communication includes factual and relation-
ship-defining information, both of which may not necessarily be conveyed verbally.
In fact, relational messages tend to be perceived more strongly from nonverbal than
verbal communication. In this episode, relational messages were communicated, for
example, by the nurses’ insufficient adaptation to the needs and expectations of the
young patient and his mother. The episode demonstrates how such interpersonal
adaptation is not only relevant to “soft” care outcomes (e.g. patient satisfaction), but
how it can directly contribute to a better understanding of the well-being of the pa-
tient and — as shown in this case — prevent an adverse event. In other words, the skill
of flexibly adapting to the expressed needs and expectations of other involved care
participants can greatly contribute to successful communication and thereby directly
facilitate positive care outcomes.

Third, this case illustrates the redundancy principle as a recurring theme through-
out this book. Different in this case, however, is the negative implication of re-
dundancy if it is over-used, evidencing that redundancy is a two-edged sword: If
repetitions are perceived as too much, they can severely constrain the potential of
communication leading to a shared understanding. This case furthermore demon-
strates how the negative function of over-redundancy on competence perceptions is
moderated by hierarchical status differences among care participants. Here, the “lay”
mother’s redundancy was perceived as annoying by the “expert” ED nursing staff who
trusted in their own clinical competency rather than the mother’s lay judgments of
the patient’s condition.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The ED nursing staff could have recognized that the patient presented to the ED at
lunchtime and treated him more promptly to avoid the extensive delays that could
cause him to faint.
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— The ED nurse could have recognized the value of the mother’s communication in
facilitating timely pain management and treatment of the patient’s fracture.

— The ED nursing staff could have provided pain medication and a snack/water to
the patient shortly after the ED team decided that surgery was not required.

— The nursing staff could have taken more time despite the onslaught of new cases
in the ED to properly decode the mother’s alerting request.

— The ED nursing staff could have adapted their communication with the mother to
her needs and expectancies regarding the care of her child - for example, by tak-
ing her concerns seriously and responding to (rather than dismissing) her request
with verbal and nonverbal attentiveness to convey that they understood and will
act upon her concern promptly to decrease the discomfort of her child.

- The ED nursing staff could have been clearer in their communication with the pa-
tient’s mother about the anticipated timeframe within which the clinician would
come to see her child for the cast.

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What were three types of context that influenced the communication and care
outcomes in this case?

2. Discuss what environmental factors might have put the nursing staff in this case
at risk for making communication errors.

3. Write a “safe communication” script for the interactions between the nurses and
the mother at their various points of contact in this case.
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4. How can nurses help to ensure that family members are included as active mem-
bers of the healthcare team?

5. What have you learned from this case? How can you use what you have learned
to help other nurses?
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Case 21: “A Room without orders

”

Team interaction
Medication misuse, Adverse event

Clinical context: Acute inpatient admission (chemotherapy)
Communication context: Interaction between three nurses across shifts
Incident: Communication error leading to patient’s medication misuse
Patient safety outcome: Adverse event

Case reprinted with permission of AHRQ WebM&M. Vogelsmeier A, Despins L. A room without orders
[Spotlight]. AHRQ WebM&M [serial online]. January 2016. Available at: https://psnet.ahrq.gov/webmm/
case/365.

A 56-year-old man with acute lymphoblastic leukemia and diabetes mellitus was ad-
mitted to the hospital for a scheduled cycle of chemotherapy. He had no acute com-
plaints. The patient arrived directly to the medical unit on a busy afternoon and waited
in a nearby area for his assigned room.

At shift change, the patient’s room was ready, but the nurse who had initially
greeted him on arrival had been replaced by a new nurse who @ escorted the pa-
tient to his room. The nurse completed the usual check-in process later in the evening,
but ® did not contact the admitting provider, making the assumption that this had
occurred several hours earlier. Therefore, no admitting orders were written.

The patient spent the night in the hospital and took his own insulin, which he
had brought from home. No evening meal was delivered; ® the patient thought that
holding his food was part of his chemo regimen, so he @ did not question this. Be-
cause he was not complaining of any symptoms and took few medications at home,
he ® did not prompt the need for any orders overnight.

The following morning, the new nurse (the third in his care so far) noted that the
patient was difficult to arouse. She went to review the existing orders and discovered
they were completely absent. She paged the on-call team, who immediately evalu-
ated the patient and successfully treated him for symptomatic hypoglycemia, which
had been caused by the patient’s insulin taking effect in the absence of food intake.
The case prompted a formal review as, in addition to the preventable episode of hy-
poglycemia, the initiation of his scheduled chemotherapy was delayed.
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Communication science principles

Preconceptions and perceptions vary among communicators;

Communication is more than words

The nurses and patient in this case committed five critical communication errors based
on their discrepant perceptions and incorrect assumptions about communication con-
stituting a mere transfer of verbal information.

First, the nurse committed a @ transactional communication error of suffi-
ciency (error of underuse) by missing the opportunity to validate the information ex-
changed with the previous nurse and with the patient while escorting him to his room.
The nurse also committed a ® communication encoding error of sufficiency (error
of omission) by not getting in touch with the admitting provider during the check-in
process. She also did not document the patient’s belongings and home medication
during the initial assessment.

In his role as an active partner for safe and high-quality care, the patient commit-
ted a ® communication decoding error of accuracy (error of misuse) by misinter-
preting the fact that his dinner was not delivered as being part of his chemo regimen.
The patient also committed a @ transactional communication error of accuracy
(error of omission) by not contacting the nurse to verify that he was in fact not sup-
posed to be getting dinner. The patient committed another ® transactional commu-
nication error of accuracy (error of omission) by not validating with the providers
that he was not supposed to be getting any medication overnight.

Discussion

Humans often hold differential preconceptions and perceptions of the same object
they have in mind. This case illustrates the importance of establishing a common
ground as a foundation for neutralizing such discrepant perspectives, en-route to en-
gaging in accurate communication and reaching a shared understanding.

In this case, the opposite happened: the nurse omitted critical information in her
communication with the admitting physician, based on her misperception that this
communication had already taken place. As a result, admitting orders were never writ-
ten. In addition, the nurse omitted critical communication with the patient while she
was transferring him to his room. Instead, the nurse held firmly to her initial percep-
tion that the necessary communication had already taken place. She did not make an
effort to validate this perception.

This case also demonstrates the importance of encouraging a communication cul-
ture that engages patients as active partners in their own care. The patient trusted in
his perception that “not eating” was supposed to be part of his chemo protocol, and
thus misinterpreted and omitted critical communication with the clinical team that
could have prevented his hypoglycemic episode. He did not communicate with the

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

Case 21: “A Room without orders” =— 161

providers because he trusted in his perception that he was doing fine with his home
medication. A culture that encourages patients to speak up when they perceive some-
thing amiss might have prevented this adverse event.

In summary, both the nurses and the patient in this care episode acted based upon
incorrect assumptions. Their failure to communicate with each other resulted from
their inaccurate beliefs that (1) communication equals words (i.e. underestimating
the power of “missing” verbal communication, evident in a missing dinner, to convey
meaning); (2) meaning lies within people rather than between people (i.e. underes-
timating the importance of interpersonal communication as an essential process for
safe and high-quality care); (3) information passes from one person to the next (i.e.
understanding communication as a linear information transfer rather than a complex
interactive meaning-making process); and (4) others will figure out what is in their
head (i.e. acting within the common ground fallacy). The care participants could have
overcome these perceptual gaps and prevented an adverse event through direct and
sufficient transactional communication.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— The care participants (particularly the nurses) could not have assumed that com-
munication had already taken place.

— The nurse could have checked-in the patient and his belongings (insulin) during
the initial assessment.

- The nurse could have spoken in more detail with the nurse on the previous shift
to understand what had already taken place during this care episode.

— The nurse could have communicated with the admitting physician during the
check-in process.

— The patient could have contacted the nurse regarding his missing dinner and med-
ications to validate his perception that they had not been delivered on purpose.
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Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. Identify two points in this case at which nurses made assumptions that should
have been validated before moving forward.

2. The providers taking care of a hospital patient change several times during the
day. How can nurses work together around shift changes, handoffs, and other care
transitions to ensure successful communication in accordance with the Hannawa
SACCIA competencies?

3. Write a set of instructions that could have helped the patient understand what to
expect when being admitted to the hospital to receive chemotherapy.

4. How can nurses encourage patients to participate as active members of the health-
care team?
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Case 22: “Empty handoff”

Inter-professional interaction
Medication misuse, Harmless hit

Clinical context: Acute-on-chronic inpatient admission to general surgery (“brittle
diabetes™)

Communication context: Interactions between a nurse, transportation assistant,
surgical nurse, and anesthesiologist

Incident: Communication error leading to clinician’s medication misuse

Patient safety outcome: Harmless hit

Case reprinted with permission of AHRQ WebM&M. Goldman A, Catchpole K. Empty handoff. AHRQ
WebM&M [serial online]. September 2012. Available at: https://psnet.ahrq.gov/webmm/case/279.

A 29-year-old man with “brittle diabetes” was admitted to the surgery service for inci-
sion and drainage of a leg wound. The patient’s medical history included chronic re-
nal failure, hypertension, and prior stroke after a hypoglycemia event. Prior to surgery,
while still on the hospital floor, the patient’s blood glucose level fell precipitously af-
ter receiving insulin, requiring glucose several times. For reasons of workload, the
nurse did not accompany the patient during transport to the operating room (OR).
O Instead, the nurse informed the transportation assistant about the patient’s
extreme sensitivity to insulin.

® The transportation assistant neglected to pass this information on to the
surgical nurse or the anesthesiologist in OR. The EHR did not reflect the glucose levels
because the bedside glucose-monitoring device was not docked, so ® the informa-
tion did not upload to the EHR for physician or nurse review.

The patient spent 90 minutes in surgery and went to the recovery room where the
blood sugar level was found to be 15mg/dL, confirmed on repeat testing. Fortunately,
the patient recovered quickly once he received intravenous glucose.

Communication science principles
1. Communication is a nonsummative process

The nurse committed a @ communication encoding error of sufficiency (error of
underuse) by merely informing the transportation assistant about the patient’s ex-
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treme sensitivity to insulin, but failing to instruct the assistant to pass on that infor-
mation to the surgical nurse and anesthesiologist in the OR.

2. Redundancy in content and directness in channel enhance accuracy

The nurse committed a @ transactional communication error of sufficiency (error
of omission) by not following up with the surgical nurse and anesthesiologist in the
OR to verify their receipt of this important message and their understanding of its im-
plications.

The anesthesiologist and the nurse committed a ® transactional communica-
tion error of sufficiency (error of omission) by relying on the electronic health record
(EHR) but failing to verify the completeness of the patient’s EHR with the floor clini-
cians or nursing staff.

3. Communication is contextual

The transportation assistant committed a ® communication decoding error of
contextualization (error of underuse) by decoding the nurse’s request to pass on the
information about the patient’s insulin intolerance insufficiently in the context of the
patient’s impending surgery (functional context).

The transportation assistant committed a ® communication encoding error of
contextualization (error of underuse) by not including the nurse’s information about
the patient’s insulin intolerance when handing off the patient to the surgical nurse
and anesthesiologist in the context of the patient’s imminent surgery (functional con-
text).

Discussion

This case demonstrates how a simple piece of information that passes through a medi-
ator to another care provider can easily get lost in transition and, as a result, create risk
for harm. In other words, the case illustrates how communication involves more than
a mere transfer of information. Three principles of human communication convey the
safety lessons that can be learned from this relatively harmless hit.

The first lesson regards the nurse’s assumption that the transportation assistant
will deliver her message to the surgical nurse or anesthesiologist, without her needing
to explicitly tell the transportation assistant to do so. The nurse also assumed that her
communication would arrive at its intended “destination,” that the receivers would
fully understand and interpret her message as intended, and that they would per-
form the indicated clinical adjustments for the impending surgical procedure. In other
words, the nurse assumed — by mere encoding — that a mutual understanding would
be established with the transportation assistant, and that the OR clinicians would fig-
ure out what to do with that information in practical terms. The nurse did not un-
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derstand communication as a complex interpersonal meaning-making process that is
error-prone and thus requires skilled contributions from all involved care participants.

The second lesson from this event regards the principle that “communication is
contextual.” Clinical communication is nested within a highly complex healthcare set-
ting that involves many people from diverse professional backgrounds who work un-
der intense pressures and time constraints. Substantial information passes through
these care providers on a daily basis, making it impossible for them to retain all in-
formation. Inevitably, clinicians and staff have to judge which pieces of information
to keep in their minds for each healthcare encounter. The transportation assistant, in
this case, had to make that decision when the nurse informed him about the patient’s
severe insulin sensitivity. He did not retain this information as crucially important for
the patient’s imminent surgery and thus did not convey it in his upcoming conversa-
tion with the surgical team.

The third lesson from this case relates to the principle of redundancy and direct-
ness enhancing accuracy. The providers in the surgical team relied on the patient’s
EHR without questioning the records’ completeness. From past experience, they could
have known that not all information is updated in real time. This assumption consti-
tutes a common safety threat in healthcare, because it rests on the incorrect percep-
tion that the digitization of care ensures a safer exchange of information. Healthcare
systems across the globe are increasingly relying on this myth. Their unquestioned
reliance on EHRs as a solution to an endemic lack of information exchange is a prob-
lem, however, because it is not the lack of information as much as the lack of shared
understanding that commonly causes patient safety events.

EHRs merely contain information. The digitization of information does not facil-
itate the establishment of a shared understanding among care participants. In fact,
they may often hinder rather than aid the establishment of shared understanding, as
shown in this case, because of added structural challenges (e.g. a layout that facili-
tates decoding errors) and process elements (e.g. records not always being as up-to-
date as the providers’ minds). Thus, EHRs may actually provide added opportunities
for information to fall through the cracks, and as long as communication is seen as
lying within rather than between people, this problem will continue to pose a severe
threat to the safety of patient care.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The nurse could have informed the transportation assistant that the patient’s ex-
treme sensitivity to insulin is critical information to pass on to the OR team, given
the patient’s upcoming surgery.

— The nurse could have explicitly instructed the transportation assistant to pass on
that critical information to the colleagues in the OR when handing off the patient.
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— The nurse should not have assumed that the surgical nurse and the anesthesiolo-
gist had received and understood that information — she could have followed up
with them to verify their message receipt and understanding of the implications
of the patient’s insulin intolerance for his upcoming surgery.

— The anesthesiologist and the nurse should not have relied solely on the EHR -
they should have verified the completeness of the patient’s EHR with the sending
clinicians and/or staff.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. In the context of heavy workload and limited time, what highly reliable systems
can healthcare providers adopt to ensure that the patient’s relevant health history
is understood and acted upon by all clinical staff?

2. With advances in health information technology., how can teams ensure that the
EHR serves as a facilitating tool, rather than as an ineffective substitute for face-
to-face communication?

3. What environmental factors could have put the nurse in this case at risk for com-
munication errors?

4,  What could the nurse have done differently to ensure a safe care episode?

5. What policy or system could be developed to prevent this harmless hit from hap-
pening again in the future? How could it be implemented?

6. What have you learned from this case?
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Case 23: “A triple handoff”

Cross-professional interaction
Inadequate handoff, Delayed treatment, Harmless hit

Clinical context: Acute-on-chronic inpatient admission to cardiac surgery (pace-
maker)

Communication context: Interactions between a cardiologist, cardiothoracic sur-
geon, nurses, on-call intern, night float resident, and radiologist

Incident: Communication error leading to inadequate handoff and delayed treatment
Patient safety outcome: Harmless hit

Case reprinted with permission of AHRQ WebM&M. Vidyarthi A. Triple handoff [Spotlight]. AHRQ
WebM&M [serial online]. September 2006. Available at: https://psnet.ahrq.gov/webmm/case/134.

An 83-year-old man with a history of chronic obstructive pulmonary disease (COPD),
gastroesophageal reflux disease (GERD), and paroxysmal atrial fibrillation with sick
sinus syndrome was admitted to the cardiology service of a teaching hospital for ini-
tiation of dofetilide (an antiarrhythmic medication) and placement of a permanent
pacemaker.

The patient underwent the pacemaker placement via the left subclavian vein at
2:30 PM. A routine postoperative single view radiograph was taken and showed no
pneumothorax. The patient was sent to the recovery unit for overnight monitoring.

At 5:00 PM, the patient stated that he was short of breath and requested his COPD
inhaler. He also complained of new left-sided back pain. The nurse found that his
pulse oxygenation had dropped from 95% to 88%. Supplemental oxygen was started
and the nurse asked the covering physician to see the patient.

The patient was on the nurse practitioner (NP) nonhouse staff service. However,
the on-call intern provides coverage for patients after the NPs leave for the day. The
intern, who @ had never met the patient before, examined him and found him al-
ready feeling better and with improved oxygenation with the supplemental oxygen.
The nurse suggested a STAT X-ray be done in light of the recent surgery. The intern
concurred, and the portable X-ray was done within 30 minutes. About an hour later,
the nurse wondered about the X-ray and asked the covering intern if he had seen it.
The covering intern stated that he was @ signing out the X-ray to the night float
resident, who was coming on duty at 8:00 PM.
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Meanwhile, the patient continued to feel well except for mild back pain. The nurse
gave the patient acetaminophen as prescribed and continued to monitor his heart rate
and respirations.

At 10:00 PM, the nurse still had not heard anything about the X-ray, so he met with
the night float resident. The night float resident had been busy with an emergency but
® promised to look at the X-ray and advise the nurse if there was any problem.

Finally, at midnight, the nurse signed out to night shift, @ mentioning the pa-
tient’s symptoms and noting that the night float had not called with any bad news.

The next morning, the radiologist read the X-ray and notified the NP that it showed
a large left pneumothorax. Cardiothoracic surgery service was consulted and a chest
tube was placed at 2:30 PM, nearly 23 hours after the X-ray was performed. Luckily,
the patient suffered no long-lasting harm from the delay.

The team subsequently learned that the night float resident had mistakenly ex-
amined the radiograph done immediately postoperatively rather than the chest X-ray
done at 4:00 PM, and therefore did not see the film with the large pneumothorax.

Communication science principles

1. Communication is contextual

The intern committed a @ communication decoding error of contextualization
(error of misuse) by assessing that the patient was “feeling better” in disregard of the
context that he had never met the patient before (relational context). The nurse inter-
vened with his error by contextualizing the intern’s assessment in light of the patient’s
recent surgery and recommending an X-ray (functional context).

The nurse and the night shift nurse committed a ® transactional communica-
tion error of contextualization (error of omission) by not communicating with the
night float resident to make sure that he had viewed the X-ray, given his busy night
shift (i.e. an emergency case, environmental context), the impending implications of
a potentially negative result for the patient’s health (chronological context), and the
fact that there were two chest X-rays of the patient taken on the same day (functional
context).

2. Communication is a nonsummative process
The intern committed a @ transactional communication error of sufficiency (error
of underuse) by not engaging in enough communication with the incoming night float
resident to ensure that he had fully understood the patient’s recent course, including
the fact that both the chest X-ray and the second STAT X-ray had been taken only a few
hours apart, with the latter still needing to be read.

The nurse committed a @ communication encoding error of sufficiency (error
of underuse) by merely noting to the night shift nurse that the night float resident had

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

Case 23: “Atriple handoff” —— 169

not called with “any bad news,” leaving the night shift nurse uninformed about other
important information, such as the fact that there had been two X-rays taken, what
the anticipated bad news might be, and that there might be a need to follow-up again
with the night float resident.

3. Redundancy in content and richness in channel enhance accuracy

Both the nurse and the night float nurse committed a ® transactional communica-
tion error of accuracy (error of omission) by not following up with the night float
resident to make sure that he had viewed the correct X-ray.

Discussion

This case illustrates the challenge of conducting sufficient communication in the con-
text of a healthcare episode that is complicated by time pressures and inter-profes-
sional hierarchies among participants who bring varying perspectives to the patient’s
care. However, sufficiency is a foundation for successful communication. Therefore,
it is crucial that clinicians and staff find a way to establish sufficient communicative
exchange with their colleagues, despite and because of the challenging contextual
layers that frame their interactions.

In this case, the day nurse and the night shift nurse faced the challenge of having
to engage in sufficient communication with each other and with the night float resi-
dent to optimize accuracy through redundant communication. Given the status differ-
ential between the nurses and the resident, however, repeated interactions may have
caused interpersonal conflict, because the resident may have perceived the nurses’
message redundancy as inappropriate — regardless of the fact that it would have facil-
itated the objective of the resident viewing and assessing the correct chest image in a
timely manner.

This example illustrates how the “redundancy enhances accuracy” principle of
communication becomes a challenge when hierarchical status differentials are in-
volved. People run the risk of patronizing others if they overuse redundancy. Paradox-
ically, the solution to this contextual barrier lies in the contextualization itself: Care
participants can use the exact contextual layers that constrain a healthcare interac-
tion — in this case, the relational context of the hierarchical communication, the func-
tional context of the two X-rays taken on the same afternoon, the chronological context
of the pressing timeliness, and the environmental context of the resident’s busy sched-
ule due to a parallel emergency case — as framing tools to facilitate the co-creation of
a shared understanding. In other words, it is through the contextual framing of their
messages that the nurses could have established a shared understanding with the res-
ident in this case without triggering interpersonal conflict.
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In summary, this case conveys the lesson that any contextual layer that threat-
ens to compromise the effectiveness and appropriateness of a given interaction can
be used to facilitate the establishment of a shared understanding during that interac-
tion. In other words, the context within which an interaction is framed both constrains
and facilitates communication — on the one hand, by challenging the establishment
of a shared understanding, but on the other hand, by providing explicit contextual
framing tools that can be used by participants to overcome these same constraints.
So it is the use of context as a framing tool that dissolves the constraining function of
context, and facilitates a shared understanding.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

— The intern could have evaluated the patient’s well-being in light of the limiting
fact that he had never seen the patient before.

— The nurse and the night shift nurse could have followed up with the night float
resident anticipating that, given the busy night schedule, he may have forgotten
to look at the X-ray or examined the wrong one.

— The night shift nurse could have framed this additional follow-up with the night
float resident within the context of her being new on the shift, the fact that two
chest images were taken on the same day, and the need to make sure that the
resident views the correct one.

— Theintern and the nurse could have communicated more with the incoming night
shift resident and nurse to establish a common ground and shared understanding
of the care episode.

Communication lessons for safer, higher quality care

10 20 30 O 50O 6O 10O 80O 90O 1000
10 120 B30 10O 1O 160 170 180 190 200
210 20 230 20 250 260 220 280 200 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.
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Discussion questions and exercises

1.  What factors contributed to the reviewing of the incorrect X-ray in this case? What
changes could be made to prevent this error from reoccurring in the future?

2. Reflect on this case and identify points where the nurses could have ensured mes-
sage receipt and a shared understanding. For each point, describe one action that

could have helped to accomplish this goal.

3.  Write a new script in which one of the nurses validates the accuracy of the com-
municated content.

4. What have you learned from this case? How can you use what you learned from
this case to help other members of the healthcare team?
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Case 24: “A blind eye”

Inter-institutional interaction
Inadequate handoff, Sentinel event

Clinical context: Acute inpatient admission for functional evaluation (blind patient
with chronic conditions)

Communication context: Inadequate inter-institutional handoff communication
Incident: Communication errors leading to preventable patient death

Patient safety outcome: Sentinel event

Case written by Barbara Wojnowski, B.S., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 52-year-old male patient with significant visual impairment arrives on a Saturday af-
ternoon as a direct admission from his out-of-state long-term residential care facility
at the Skilled Care Facility for Education of the Blind. The nursing staff is notified to
expect his admission, but @ the transferring nursing staff member does not pro-
vide any clinical information regarding the patient’s condition such as his elevated
potassium and blood glucose levels. The patient arrives with @ no admission papers
or any information other than a phone report in which the transferring nurse re-
ported that the patient is being “admitted for patient teaching of life skills, self-care,
and management of insulin-dependent diabetes mellitus (IDDM, type 1).”

During admission, the patient appears tired from the stress of travel and admits
that he has been unable to adhere to his diet and medication plan and has over-
indulged in all the “forbidden” foods he should not eat. ® The nurse does not pay
attention to the patient’s “confession” and its clinical implications. She follows stan-
dard admission orders for routine labs and vital signs. Specimens for lab values are
collected on Sunday morning. A physician is scheduled to see the patient on Monday
to perform a history and physical, to review the labs and vital signs, and to write
orders.

The patient’s vital signs on Saturday and Sunday are slightly elevated with a blood
pressure of 150/90, pulse of 90, and respirations of 20. The patient does not report any
new symptoms or concerns. The patient’s labs drawn on Sunday reveal a potassium
of 5.4 MEq/ml (above normal and at a critical level) and a blood glucose of 306 mg/dl
(above the normal range but not critical). The remaining laboratory values are within
normal limits. ® The hospital laboratory technician does not call to alert the nurs-
ing staff at the Skilled Care Facility that the potassium level is elevated to a critical
value, and paper copies of the lab results are not available on a Sunday. Routine labs
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are drawn again on Monday morning just before the admitting physician conducts a
history and physical.

On Monday morning, the physician sees the patient. @ The physician does not
check the patient’s records for lab results, assuming that the Monday morning labs
are not ready yet and that the paper copies of the Sunday labs have not yet been de-
livered to the facility (there is no electronic health record). The EKG performed by the
physician does not reveal changes consistent with an electrolyte imbalance.

Within 20 minutes of leaving the physician’s office, the patient experiences a
cardiac arrest. Efforts to resuscitate the patient fail and the patient dies. An investi-
gation into the event reveals that on Monday morning, the patient’s potassium was
5.7 MEq/ml and blood glucose was 397 mg/dl, both at critical levels.

Communication science principles

1. Redundancy in content and directness in channel enhance accuracy

The transferring nurse committed a @ communication encoding error of suffi-
ciency (error of underuse) by providing insufficient clinical information about the
patient during the inter-institutional handoff.

The transferring nurse and the nursing staff at the receiving facility committed
a ® transactional communication error of sufficiency (error of omission) by fail-
ing to follow up via direct communication to establish a shared understanding of the
patient’s health condition.

The physician committed a @ transactional communication error of suffi-
ciency (error of omission) by failing to activate direct communication with the nurse
and the laboratory technician to establish a shared understanding of the patient’s
health condition.

2. Communication is contextual

The nurse at the Skilled Care Facility committed a ® communication decoding error
of contextualization (error of underuse) by not sufficiently decoding the patient’s
tired appearance (resulting from the stress of travel) and his confession that he has
been noncompliant with his diet and medications as clinically relevant information
(functional context) that require immediate lab tests that could not wait until Monday
morning (chronological context).

The hospital laboratory technician committed a ® communication encoding
error of contextualization (error of omission) by not calling the nursing staff at the
Skilled Blind Facility to alert them about the patient’s critical potassium level, given
that paper copies of lab results are not available on Sundays.

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

174 — Stage 4: Active waiting

The physician committed a @ communication decoding error of contextual-
ization (error of overuse) by failing to check the patient’s health records for lab results,
assuming that they are not yet available (chronological context).

Discussion

This case evidences that communication in healthcare is not merely a “soft skill,” but
that it constitutes the vehicle for safer patient care. Numerous communication defi-
ciencies caused the patient’s death in this case. Initially, the transferring nurse did
not convey sufficient information about the patient’s clinical condition (particularly
his elevated blood glucose and potassium levels) to the receiving nurse. The receiving
nurse did not activate any direct communication with the transferring nurse to fill in
the missing information. She also decoded the patient’s confession that he had been
noncompliant with his diet and medications insufficiently as an indication that his be-
havior, along with the patient’s incurred stress from traveling (his tired appearance),
could have caused his blood glucose and potassium to rise to critical levels — which,
in the end, caused his cardiac arrest. More and better communication among all in-
volved care participants would have been the only pathway to preventing the patient’s
death. The care participants could have jointly established, rather than assumed, a
shared understanding of the patient’s condition through direct communication. They
should have engaged such communication with each other as a validation process
to optimize the accuracy of the care provision. For example, the transferring nurse
could have sent admission papers along with the patient as a complementary com-
munication pathway (written) to her verbal report. The physician could have engaged
in direct communication with the nursing staff and the laboratory technician to estab-
lish a shared understanding of the patient’s health condition and lab values, rather
than passively waiting for (much slower) written reports. Direct (rather than written)
communication and more communication pathways would have facilitated timelier
and more accurate care — it would have been the more efficient route to establishing a
shared understanding which, in the end, could have prevented the patient’s death.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this sentinel event:

— The transferring nurse could have conveyed sufficient clinical information about
the patient during handoff, and sent complete admission papers along with the
patient. Such communication could have facilitated a timelier and more accurate
care provision for the patient.
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— The transferring nurse and the nursing staff could have followed up with each
other to establish a shared understanding of the patient’s health condition
through direct communication with each other.

— The nurse at the Skilled Care Facility could have decoded the patient’s tired ap-
pearance and his confession that he had been noncompliant with his diet and
medications as clinically relevant information that require urgent lab tests and
immediate follow-up.

— The hospital laboratory technician could have directly contacted the nursing staff
at the Skilled Blind Facility to alert them about the patient’s critical potassium
level.

- The physician could have checked the patient’s health records for lab results, re-
gardless of his perception that they may not yet be available.

- The physician could have engaged in direct communication with the nurse and
the laboratory technician to establish an immediate shared understanding of the
patient’s health condition and lab results, instead of waiting for (much slower)
written reports.

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
1n0) 120 B30 10O 150 160 1O 180 190 200)
210 20 230 240 250 260 270 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises
1. What concerns you about this case?

2.  What institutional characteristics and policies might have increased the risk for
the communication errors in this case?
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3. What policies could be implemented to prevent the communication errors that
contributed to the patient’s death?

4. Is there anything that the nurse could have done differently to increase the safety
and quality of care in this case?

5.  What positive action(s) did the nurse take on behalf of the patient?

6. Perform a root cause analysis of this sentinel event.
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Stage 5: Implementation

Implementation is the stage of nursing practice that involves the application of the
care plan in attempted remediation of a patient’s health condition, prevention of ill-
ness and/or maintenance of health. Implementation can proceed as planned or not-
as-planned. Barriers to successful implementation can be located at multiple levels of
the healthcare system, including but not restricted to failures of actions by patients/
families/caregivers, clinicians, and institutions.

https://doi.org/10.1515/9783110454857-011
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Case 25: “Hip horror”

Provider-patient interaction
Wrong-site surgery, Sentinel event

Clinical context: Acute inpatient admission for orthopedic surgery (hip replacement)
Communication context: Interaction between two physicians, a nurse, and a patient
Incident: Communication error leading to wrong-site surgery (treatment misuse)
Patient safety outcome: Sentinel event

Case written by Annegret F. Hannawa, Ph.D. and Sandra W. Hwang, M.S.P.H. and Anne Wendt Ph.D.,
M.S.N., R.N.

An 82-year-old female is being cared for by a primary care physician for chronic os-
teoarthritis and pain in her hip. She is referred to an orthopedic surgeon who recom-
mends replacement of her right hip. The patient is admitted to a large regional hospital
by the orthopedic surgeon for right hip replacement. The admitting nurse performs an
initial assessment and prepares the patient for surgery, which includes gowning and
labeling her belongings.

In the middle of the admission process, the nurse is called to assist another pa-
tient, and does not complete the preoperative preparation. @ The nurse has not yet
marked the right hip to be replaced. ® A float nurse completes the preopera-
tive checks, but ® does not ask the patient which hip is being replaced today,
assuming that the previous nurse has already asked the patient that question.

Under the pressure of a heavy workload that day and upset by an earlier case,
the attending anesthesiologist and anesthesia resident seeing the patient for the first
time enter the room quickly and take a brief skim of her X-rays to confirm the joint
disease. The two physicians @ do not greet the patient and © briefly discuss the
procedures, ® talking to each other more so than with the patient. The anesthe-
siologist @ refers to the patient as “the patient” as he ® begins preparing her left
hip for surgery.

When she is transferred to the operating room (OR) table, the OR nurses explain
how they will position her onto her right side with her left hip exposed for the surgeon
to prepare. Confused, the patient hesitates to question aloud why her left hip will be
prepared. Considering that she has no clinical background and both hips are caus-
ing her pain, she rationalizes that it could be standard procedure. She attributes her
concerns to her overall anxiety about the procedure and © elects to remain silent.
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The patient is put under general anesthesia supplemented by epidural, and the
resident surgeon prepares and drapes the left hip. The attending surgeon enters the
room shortly after this and @ assumes that the clinicians (i.e. nurses and residents)
followed standard protocol to identify the correct hip to be replaced.

The hip replacement surgery is uneventful. When the patient comes out of anes-
thesia, she is horrified to learn that hip replacement surgery had been completed on
the wrong hip.

Communication science principles

1. Communication is a nonsummative process

The admitting nurse committed a @ communication encoding error of sufficiency
(error of omission) by failing to inform the float nurse, before leaving, that the patient’s
right hip was going to be replaced and that the right hip still needs to be marked for
surgery.

The float nurse committed a ® communication decoding error of sufficiency
(error of underuse) by failing to actively access and retrieve sufficient information to
complete the admission work, such as engaging the patient as an active care partic-
ipant by clarifying directly with the patient which hip was scheduled to be replaced
that day.

The admitting nurse and the float nurses committed a ® transactional commu-
nication error of sufficiency (error of underuse) by not engaging in enough commu-
nication with each other to establish a shared understanding of the required compo-
nents of the admission work that had and had not yet been completed.

2. Communication is contextual

The float nurse committed a ® communication decoding error of contextualiza-
tion (error of overuse) by assuming, but not verifying, that the admitting nurse had
already asked the patient which hip was going to be replaced that day (functional con-
text; i.e. assuming that goal alignment had already been established with the patient
by the admitting nurse).

3. Communication entails factual and relational information
The surgeon committed a @ communication encoding error of interpersonal adap-
tation (error of underuse) by adapting the way he greeted the patient insufficiently to
the patient’s needs and expectations.

The attending anesthesiologist committed a @ communication encoding error
of interpersonal adaptation (error of misuse) by inappropriately referring to the pa-
tient as “the patient” in his conversation with the resident.
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4. Redundancy in content and directness in channel enhance accuracy

The nurses, resident, and anesthesiologist committed a ® transactional communi-
cation error of sufficiency (error of underuse) by engaging in insufficient communi-
cation to establish a shared understanding of the impending surgical procedure.

The clinicians (nurses, residents, and anesthesiologist) committed a ©® trans-
actional communication error of accuracy (error of underuse) by engaging in in-
sufficient communication to validate the accuracy of the planned surgical procedure
with one another and the patient.

The patient committed a © communication encoding error of sufficiency (error
of omission) by remaining quiet instead of expressing her concern about the wrong hip
getting prepared for surgery.

The orthopedic surgeon committed a @ transactional communication error of
sufficiency (error of omission) by engaging in insufficient communication with his
colleagues and the patient about the surgical procedure.

The orthopedic surgeon committed a @ transactional communication error of
accuracy (error of omission) by not validating the accuracy of the planned surgical
procedure with his colleagues and the patient.

Discussion

In this case, the admitting and float nurses’ insufficient communication with each
other and with the surgical team laid the groundwork for a sentinel event. The ad-
mitting nurse could have conveyed more sufficient information to the float nurse who
took over the admission procedures. They did not utilize their communication with
each other to establish a sufficient shared understanding that prioritizes the safety of
the patient. The admitting nurse may have assumed that the float nurse will figure out
the missing parts. The float nurse assumed that the admitting nurse had already per-
formed the required tasks. But the validity of their assumed understandings was never
confirmed by direct communication. This issue demonstrates the common ground
fallacy (i.e. people tending to assume that others know what they intend to convey)
and the communication principle “Communication is a nonsummative process”: In-
terpersonal communication is greater than the sum of its parts. A shared understand-
ing does not occur within people. It must be actively co-established between care par-
ticipants through the use of sufficient and high-quality communication - in this case,
also with the involvement of the patient. This shows the importance of engaging pa-
tients as active partners for safe and high-quality care. In this care episode, the pa-
tient could have been brought in as an important resource to validate the accuracy
of the planned surgical procedure, which would have likely prevented the wrong-site
surgery.

This case also demonstrates how appropriateness can be an important element of
safety-promoting communication. Appropriate communication not only contributes

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

Case 25: “Hip horror” =— 181

to patient satisfaction. Asillustrated in this case, it can also trigger preventable patient
harm. The clinicians’ inappropriate behavior in front of (and implicitly toward) the
patient discouraged the patient from speaking up to prevent a severe patient safety
event. The trigger was not only what the clinicians said, but how they said it — their
nonverbal communication generated an unsafe environment for the patient to raise
her concerns. In other words, it disabled rather than enabled patient engagement for
safe and high-quality care.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this sentinel event:

— The admitting nurse could have informed the float nurse, before leaving, that the
patient’s right hip was going to be replaced and that the right hip still needs to be
marked for surgery.

— The float nurse could have actively accessed and retrieved sufficient information
to complete the admission work properly, such as engaging the patient as an active
care participant by clarifying directly with the patient which hip was scheduled
to be replaced that day.

— The admitting nurse and the float nurses could have engaged in sufficient com-
munication with each other to establish a shared understanding of the required
components of the admission work that had and had not yet been completed.

— The float nurse could have verified, rather than assumed, whether the admitting
nurse had already asked the patient which hip was going to be replaced that day.

- The clinicians could have greeted the patient more appropriately to establish a
trusting communication environment in which the patient would have felt safe to
speak up.

— The clinicians could have involved the patient as an active care participant rather
than talking about her as the “subject” of the care episode.

— The clinicians (nurses, residents, and anesthesiologist) could have communi-
cated with one another and with the patient to jointly establish a shared under-
standing of the surgical procedure.

— The patient could have used the relational context of the encounter as a facilitator
rather than a constraint to expressing her concern about the wrong hip getting
prepared for surgery.
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Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1.  What methods could providers use in a case like this to engage patients and en-
courage them to be active partners for safe and high-quality care?

2. What highly reliable systems can hospitals employ to reduce communication
errors that contribute to wrong-site surgery?

3. Write a script for a new interaction between the patient, the float nurse, and the at-
tending anesthesiologist and resident. Focus on establishing a safe space that en-

courages the patient to speak up about the wrong hip being prepared for surgery.

4. Perform a root cause analysis of this sentinel event.
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Case 26: “Mismanagement of delirium”

Provider-family interaction
Delayed revised diagnosis, Adverse event

Clinical context: Acute inpatient admission to a geriatric-psychiatry ward (delirium,
agitation)

Communication context: Interaction between geriatric-psychiatry ward clinicians
and the patient’s family

Incident: Communication error leading to delayed revised diagnosis

Patient safety outcome: Adverse event

Case reprinted with permission of AHRQ WebM&M. Merrilees ], Lee K. Mismanagement of delirium.
AHRQ WebM&M [serial online]. May 2016. Available at: https://psnet.ahrq.gov/webmm/case/375.

An 85-year-old man with early stage vascular dementia fell on the sidewalk and frac-
tured his leg. Although fitted with a cast at a regional hospital, the patient was not able
to walk independently. He was given crutches and instructions for no weight bearing
on the injured leg. He was admitted to a skilled nursing facility (SNF) for physical ther-
apy to establish mobility and for assistance with bathing and dressing. His wife stayed
with him most of the time during the first 2 days.

Prior to this event, the patient lived at home and was independent in activities of
daily living. He used distance and reading glasses, eye drops three times daily, and had
hearing aids. Over the previous year, he experienced nondisturbing visual hallucina-
tions (e.g. bird in the tree, squirrel on the lawn, and bug on the floor). He had disturbed
nighttime sleep and occasionally got up at night, showered, and dressed, before ask-
ing his wife the time. He experienced frequent daytime sleepiness with varying levels
of concentration. He had a shuffling and sometimes propulsive gait, and he fell easily.

On day 3 in the SNF, prior to arrival of his wife, the patient became delirious and
agitated. He waved his crutch to keep staff at a distance, threatened to kill them if they
approached, and knocked over furniture. The sheriff was called.

The patient was taken to the hospital ED. The patient spent his first night in the ED
hallway with his wife and daughter alternately by his side. On day 2 of hospitalization,
he was transferred to a hospital room and was visited by a psychiatrist. That night, the
patient became delirious and threw a cup of water at a sitter.

On day 3, the patient was lucid and explained he thought he had been captured
and was trying to escape. He expressed remorse. The psychiatrist @ recommended
transfer to the geriatric-psychiatry ward for better patient management, and the pa-
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tient’s wife ® accepted the recommendation without understanding the impli-
cations. At the time of the transfer, the patient had been immobile for 3 days, and he
had constipation, mild dehydration, and pain.

Over the next 2 days, the wife and daughter became concerned about their loved
one’s care and ® requested alternate ward placement that allowed a 24-hour fam-
ily caregiver at the bedside. They further ® requested that the staff address the pa-
tient’s mobility needs and work to eliminate some of the delirium triggers. The psy-
chiatric intern was called and ® explained to the patient’s family that the patient
had been involuntarily admitted, and no change in placement or treatment would be
considered. The intern further explained that ® the primary medical concern was
the patient’s behavior, not his mobility. The family @ requested to see the intern’s
supervisor, who spoke to the family by telephone and ® confirmed the intern’s
statement. The family then @ called the patient’s primary care physician, who
©® deferred to the specialists on the overall plan, but requested that the patient’s
daughter be allowed to stay with the patient overnight. The ® ward nurse refused
the request and the ® wife and daughter were escorted from the locked ward at
9:30 PM.

The patient continued to experience nighttime agitation and was aggressive to-
ward staff during nights 3-5, which led to the use of restraints. Ward staff extended
the daytime visiting hours for the family, 8 AM-10 PM, but continued to ® refuse the
family’s requests to stay at night to provide comfort and reassurance.

Medical students rounded on days 5 and 6 and administered mini-mental status
exams, but no in-depth medical history or dementia evaluation was administered. The
patient continued to have constipation, mild dehydration, increased leg pain, and in-
grown toenail pain. Risperidone was administered to control agitation and halluci-
nations on day 5. On day 6, the patient became aphasic, exhibited slurred speech,
moaned with discomfort, occasionally cried “spinning,” and exhibited breakdown on
the skin of his heels and buttocks.

On day 8, the patient’s wife called the hospital legal department to file a com-
plaint. At that point, the hospital allowed the patient’s daughter to spend the night.
The patient continued to act out dreams, but having a family caregiver at the bedside
prevented escalation to aggression.

The patient was released back to the SNF on day 9, with a revised diagnosis of
Lewy body dementia. The risperidone was discontinued several months later by a new
geriatrician in the SNF. Since the precipitating incident, the patient has lost 40 1bs. He
now has limited speech, limited mobility, and tardive dyskinesia, and he is dependent
for all activities of daily living.
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Communication science principles

1. Communication includes factual and relational information

The psychiatric intern committed a ® communication encoding error of interper-
sonal adaptation (error of underuse) by insufficiently adapting his explanation that
the patient had been involuntarily admitted and no ward change would be consid-
ered for the ad-hoc needs of the patient’s wife and daughter, e.g. to accommodate their
emotional involvement and expectancies regarding the patient’s care.

The intern’s supervisor, the primary care physician, and the ward nurse commit-
ted a ® communication encoding error of interpersonal adaptation (error of un-
deruse) by insufficiently adapting the way in which they responded to the family’s
request in relation to their ad-hoc needs and expectations.

2. Communication is contextual

The psychiatrist committed a @ communication encoding error of contextualiza-
tion (error of underuse) by framing his recommendation to transfer the patient to the
geriatric-psychiatry ward “for better patient management” insufficiently in the con-
text of the patient’s immobility, acute constipation, mild dehydration, and pain (func-
tional context).

The psychiatry ward nurses committed a @ communication decoding error of
contextualization (error of underuse) by decoding the family’s requests insufficiently
in light of their potential to become active facilitators of the care episode (functional
context).

The psychiatry ward nursing staff member committed a ® communication de-
coding error of contextualization (error of underuse) by framing his interpretation
of the patient’s wife and daughter’s request for alternate ward placement insufficiently
within the context of their close relationship with the patient (relational context).

The psychiatry intern committed a ® communication encoding error of contex-
tualization (error of underuse) by framing his explanation that the primary concern
was the patient’s behavior (not his mobility) insufficiently within the context of the
wife and daughter’s relational closeness to the patient (relational context) and the po-
tential facilitating function of their knowledge of the patient (functional context) for a
safer, higher quality care episode.

The intern’s supervisor, the primary care physician, and the ward nurse commit-
ted a ® communication decoding error of contextualization (error of underuse) by
decoding the family’s request insufficiently within the context of them being close to
the patient (relational context) and disregarding the potentially facilitating function
of them knowing the patient well (functional context).

3. Preconceptions and perceptions vary among communicators
The psychiatrist and the patient’s wife committed a ® transactional communica-
tion error of sufficiency (error of underuse) by establishing an insufficient shared
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understanding of the implications of the patient’s transfer to the geriatric-psychiatry
ward.

Discussion

This case exemplifies how a chain of communication errors can contribute to pre-
ventable patient harm. Two lessons can be learned from applying the principles of
human communication to this case.

First, the case illustrates the importance of communication as a contextually em-
bedded interpersonal meaning-making process. All care providers in this episode
failed to recognize the functional context within which their communication with
the patient’s wife and daughter took place. They did not recognize that the family’s
knowledge of the patient and their relational closeness could be a potential facil-
itating resource for a safer and higher quality care episode. For example, the wife
and the daughter were able to prevent escalation to aggression, provide comfort and
reassurance, and validate the clinician’s assessments of the patient’s condition in
comparison to what behavior has been “normal” in the patient’s everyday life outside
of the ward.

Second, the nurses and physicians in this case understood communication as a
mere message transfer. They disregarded the fact that interpersonal communication
conveys both informational and relational meaning. For example, rejecting the fam-
ily’s requests without adapting that communication to the needs of the family, escort-
ing them from the locked ward, and disregarding their concerns conveyed important
relational messages that upset the family and caused them to contact the hospital’s
legal department to file a complaint. It was not the informational content of what they
were saying, as much as the way in which they disregarded the family members that
triggered the complaint.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— The psychiatrist and the patient’s wife could have fully discussed and established
a shared understanding of the implications of the patient’s transfer to the geri-
atric-psychiatry ward.

— The psychiatrist could have decoded the patient’s behaviors within the context of
the patient’s physiological symptoms before administering risperidone to control
the patient’s agitation and hallucinations.

— The nurses and physicians could have interpreted the patient’s wife and daugh-
ter’s requests in the context of their potentially facilitating role as active care par-
ticipants.
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— The nurses and physicians could have adapted their interpersonal communica-
tion with the patient’s wife and daughter to their ad-hoc needs (e.g. their emo-
tional involvement and expectancies regarding the patient’s care), conscious of
the fact that their communication conveys both factual and relationship-defining
information in relation to the patient’s family.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. Caregivers and family members can be valuable participants in a patient’s care
and, when activated, play a critical role in improving the patient’s health out-
comes. How can nurses better engage family members and care companions as
a valuable resource for safer, higher quality care?

2. Reflect on this case and identify points at which the nurses could have engaged
the patient’s wife and daughter as active members of the healthcare team. For

each point, describe one action that could have helped to accomplish this goal.

3. In this case, are there any policies that could be implemented to provide better
quality of care and reduce the risk for communication errors?

4. What have you learned from this case? How can you use what you have learned
to educate other nurses?
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Case 27: “Raise the bar”

Team interaction
Patient fall, Adverse event

Clinical context: Acute outpatient surgery (lipoma)

Communication context: Interaction between an anesthesiologist and a nurse
Incident: Communication error leading to a preventable patient fall

Patient safety outcome: Adverse event

Case reprinted with permission of AHRQ WebM&M. Stotts J, Lyndon A. Raise the bar. AHRQ WebM&M
[serial online]. May 2014. Available at: https://psnet.ahrq.gov/webmm/case/324

A 57-year-old man presented to an ambulatory surgery center for excision of a right
groin lipoma. The patient was seen and evaluated by an anesthesiologist who was
new to the center. After discussing anesthetic options with the patient, the @ physi-
cian proceeded with regional anesthesia and performed a right iliac block in the pre-
operative holding area. The patient was then taken to the operating room (OR), where
he awaited the arrival of the surgeon.

® Without alerting the nurse, the patient tried to get up to use the restroom,
but — because his leg was now numb - fell and hit his head on the ground. After hear-
ing the fall, the nurse came quickly to evaluate and, given complaints of acute neck
pain, the patient was transferred to the local emergency room. A heated interaction
ensued between the anesthesiologist and nurse around why certain safety measures
had not been taken to protect the patient. Ultimately, the patient did not experience
any significant injury and he had his lipoma removed the following week.

The quality review committee at the ambulatory surgery center investigated the
events. It was noted that the rails of the patient’s bed were not raised after the block
was placed, largely because the @ nurses were unaware that the procedure had been
performed by the anesthesiologist. Because of this poor communication, the ® nurse
assumed that the block would be placed in the OR (as done by other anesthesiologists
on staff).
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Communication science principles

1. Communication is a nonsummative process

The anesthesiologist committed two @ communication encoding errors of suffi-
ciency (errors of omission) by not informing the nurses about the fact that he had
performed the block, and by failing to make sure that the patient understood that he
would need to call a nurse if he wanted to get up because his leg would be numb.
Because of this lack of communication, the patient committed a ® communication
encoding error of sufficiency (error of omission) by not calling the nurse when he
needed to get up.

2. Communication is contextual

The anesthesiologist and the nurse committed a ® transactional communication
error of contextualization (error of underuse) by establishing an insufficient shared
understanding of the surgical procedure within the context of the anesthesiologist
being new to the team (relational context) and requiring information about the hos-
pital’s standard procedures such as blocks normally being placed in the OR (cultural
context).

Discussion

This case demonstrates the importance of understanding communication as a vehi-
cle for enculturating clinicians to a new institution. Clinicians need to become ac-
customed to an institution’s unique processes and procedures before they begin their
clinical work in that new setting. This training is also important in a relational con-
text, because it gives newcomers an opportunity to get to know their new colleagues,
build a relational history, and establish a shared understanding with their team, all of
which are prerequisites for the provision of safe and high-quality care.

This case also highlights the importance of sufficient communication. It demon-
strates that it is safer to communicate some than none — with both colleagues and
patients — to make sure that a shared understanding can be attained. The anesthesi-
ologist in this case would have acted more safely if he had informed the nurses about
the block. Although he might have perceived such communication as redundant, it
would have fulfilled a reinforcing safety function. In the same vein, the anesthesiolo-
gist would have acted more safely if he had told the patient about the danger of getting
out of bed without calling the nurse for help. Such communication sufficiency would
have been the only path to preventing the adverse event.
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Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— The anesthesiologist and the nurses could have established a shared understand-
ing of the procedures that are routinely performed in the OR (e.g. blocks typically
being placed in the OR). The hospital could maintain a list of these procedures to
be included in materials used to orient new staff.

— The anesthesiologist could have informed the nurses that he placed the block.

— The anesthesiologist could have informed the patient about him needing to call
the nurse for assistance in case he would like to use the bathroom prior to surgery.

Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
10 120 B30 10O 150 160 1O 180 190 200)
210 200 230 240 250 260 270 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1.  What would you do differently to prevent the communication errors in this case
and increase the safety and quality of care?

2. On the basis of results of the quality review committee’s investigation, what are
two steps that the institution could take to avoid these types of errors recurring in
the future?

3. Acore tenet of patient safety and quality is eliminating a blame culture. Heated in-
teractions such as the one seen in this case may naturally ensue after an error.
What policies could the institution adopt to support providers and help them
learn postevent?

4, Write a set of preoperative instructions that could have informed the patient what
to expect around the experience of surgery and anesthesia.
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Case 28: “The results stopped here

Inter-professional interaction
Medication misuse, Delayed treatment, Adverse event

Clinical context: Acute inpatient admission to a skilled nursing unit (wound care and
methicillin-resistant Staphylococcus aureus [MRSA] treatment)

Communication context: Interaction between an attending physician, laboratory
staff, and nurses

Incident: Communication error leading to incorrect medication and delayed treat-
ment

Patient safety outcome: Adverse event

Case reprinted with permission of AHRQ WebM&M. Astion M. The result stopped here. AHRQ WebM&M
[serial online]. June 2004. Available at: https://psnet.ahrq.gov/webmm/case/65

A 91-year-old female was transferred to a hospital-based skilled nursing unit from
the acute care hospital for continued wound care and intravenous (IV) antibiotics for
MRSA osteomyelitis of the heel. She was on IV vancomycin and began to have fre-
quent, large stools.

The attending physician ordered a test for Clostridium difficile on Friday, and was
then off for the weekend. That night, the test result came back positive. The lab called
infection control, who in turn notified the float nurse caring for the patient. @ The
nurse did not notify the physician on call or the regular nursing staff. Isolation signs
were posted on the patient’s door and chart, and the result was noted in the patient’s
nursing record. Each nurse who subsequently cared for this patient ® assumed that
the physician had been notified, in a large part because the patient was receiving
vancomycin. However, it was IV vancomycin (for the MRSA osteomyelitis), not oral
vancomycin, which is required to treat C. difficile.

On Monday, the physician who originally ordered the C. difficile test returned to
assess the patient and found the isolation signs on her door. He asked why he was not
notified and why the patient was not being treated. The nurse on duty at that time told
him that the patient was on IV vancomycin.

The float nurse, who had received the original notification from infection control,
stated that she had ® assumed that the physician would check the results of the
test he had ordered. Because of the @ lack of follow-up, the patient went 3 days with-
out treatment for C. difficile, and continued to have > 10 loose stools daily. Given her
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advanced age, this degree of gastrointestinal loss undoubtedly played a role in her
decline in functional status and extended hospital stay.

Communication science principles

1. Communication is a nonsummative process

The float nurse committed a @ communication encoding error of sufficiency (error
of omission) by not notifying the physician on call and the regular nursing staff about
the infection control alert. The nurse also committed a ® transactional communi-
cation error of sufficiency (error of omission) by assuming but not verifying that the
physician had checked the results of the test he had ordered.

2. Preconceptions and perceptions vary among communicators
The nurses who subsequently cared for the patient committed a ® communication
decoding error of accuracy (error of misuse) by misinterpreting the fact that the
patient was receiving vancomycin as an indication that the physician had been no-
tified. The inaccuracy of their decoding was evident in the fact that the medication
was IV vancomycin rather than oral vancomycin, which would have been required to
treat C. difficile. However, they failed to recognize this.

The nurses also committed a ® transactional communication error of suffi-
ciency (error of omission) by assuming but not verifying with the physician and the
other nurses that the physician knew about the infection alert.

3. Communication is contextual

The physician committed a @ communication decoding error of contextualization
(error of underuse) by taking too long to follow up with the test results (chronological
context).

Discussion

This case demonstrates three important communication challenges that contributed
to the adverse event:

First, the case illustrates how the common misperception of communication as
a linear message transfer that largely “takes care of itself” (e.g. by posting isolation
signs or noting it into the patient’s record) can cause severe patient harm. In this case,
the nurses engaged in insufficient interaction with one another. As a result, they failed
to establish a common ground and shared understanding of the patient’s infection,
which was a safety threat to other patients in the hospital.
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Second, the nurses misperceived “information” as resting within rather than be-
tween people. As a result, they did not understand accuracy as a product that is co-
established among care participants by jointly engaging in successful communica-
tion.

Third, the physician failed to contextualize his decoding of the laboratory test re-
sults as a time-sensitive matter (i.e. chronological context). Instead, he implicitly (in-
stead of explicitly) delegated the responsibility for this task to others, assuming they
would act on the lab results if the test was positive.

In summary, all clinicians in this case underestimated, underused, and misper-
ceived the role of communication as a necessary interpersonal process for facilitating
accuracy and establishing a common ground as a foundation for safe and high-quality
patient care.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— The float nurse could have been mindful of the tendency for information to “fall
through the cracks” (common ground fallacy) and notified both the physician on
call and the regular nursing staff about the infection alert.

- The physician could have been mindful of the chronological context within which
he ordered the lab test and followed up despite the fact that he was off for the
weekend, or ensured that the covering physician was aware of the need to look
for the result.

— The float nurse could have verified with the physician that he checked and re-
ceived the test results he had ordered.

— At sign-out, the nurses who subsequently cared for the patient could have de-
briefed the float nurse and verified whether the physician knew about the alert.

Communication lessons for safer, higher quality care

10 20 30 O 50O 6O 10O 80O 90O 1000
10 120 B30 10O 1O 160 170 180 190 200
210 20 230 20 250 260 220 280 200 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
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others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.
Discussion questions and exercises

1. How does this case relate to the myth that “communication can be accessed, de-
posited, and delegated” (see Chapter 2)?

2. What changes could be made at the system level to make it easier for providers to
communicate more effectively in cases like this?

3. Draw an assumptions flowchart, outlining each interaction in this case and the
underlying assumptions that informed each actor’s behavior. What could have

been done to promote more effective communication?

4. How can you use the “lessons learned” activity in this case to make changes in
your institution to prevent a similar event from happening in the future?
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Case 29: “No DNR for dad”

Cross-professional interaction
Unindicated treatment, Adverse event

Clinical context: Acute ED admission with subsequent inpatient admission to the
intensive care unit (ICU)

Communication context: Interaction between a nurse, physician, chaplain, and pa-
tient’s family

Incident: Communication errors between professional staff leading to unnecessary/
unwanted treatment and inadvertent resuscitation

Patient safety outcome: Adverse event

Case written by Barbara Wojnowski, B.S., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

Late in the evening, three sons rush their 85-year-old father into the Emergency De-
partment (ED) of a large regional hospital where the patient had been treated before.
The sons tell the triage nurse that their dad had been feeling bad for a few weeks and
more recently reported chest pain, shortness of breath, and “feeling bad” for several
days. Just a few minutes ago in the car, the father complained of severe chest pain.

The sons look very distressed and concerned for their father. @ The ED triage
nurse interprets the sons’ nonverbal appearance and expressed concerns as in-
dications that all measures should be taken to save their father’s life. ® Because of
the patient’s critical condition, the triage nurse rushes the patient back to the
treatment area without checking his health records for advance directives that
are available as paper copies stored in the hospital’s medical records department.

The sons continue to be very distressed over what is happening to their father.
Therefore, the licensed practical nurse (LPN) working in the ED calls the hospital
Chaplain to sit with the family and provide spiritual support. ® The family hands
the Chaplain the father’s advance directives and asks if these papers are impor-
tant. Under their emotional distress, the sons do not realize the importance of that
paperwork to their father’s treatment.

The patient is now nonresponsive, has no pulse, and is not breathing. The ED staff
quickly respond and @ begin resuscitation procedures without confirming with
the sons or the medical records department that there are no advance directives.
After successful resuscitation, the patient is intubated and stabilized, awaiting trans-
fer to the Medical Intensive Care Unit (MICU).
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As the nursing staff is preparing the patient for transfer to the MICU, ® the Chap-
lain hands the nurse the patient’s advance directive papers, which include the
instruction not to resuscitate in the event of a cardiopulmonary arrest.

The nurse presents the ED physician the patient’s advance directive papers. The
physician offers no response and the patient is transferred to MICU intubated and on
a mechanical ventilator. The patient has to endure substantial pain at the end of his
life including a fractured sternum and ribs incurred as a result of chest compressions
that could have been prevented if his advance directive had been noted and followed.
The patient dies four days later.

Communication science principles

1. Communication is contextual

The ED triage nursing staff committed a @ communication decoding error of con-
textualization (error of underuse) by failing to decode the three sons’ distress and
concern in the context of their relational closeness to their dad (relational context).
Detached from this context, they decoded the sons’ nonverbal appearance and ex-
pressed concerns as an indication of needing to rush, help, and use all measures to
save their dad.

The ED triage nurse committed a ® communication decoding error of contex-
tualization (error of omission) by failing to take the time (chronological context) to
ask the sons and check the patient’s health records for advance directives (functional
context) prior to rushing the patient to the treatment area.

The son who handed the advance directives with the DNR order to the Chaplain
committed a ® communication encoding error of contextualization (error of mis-
use) by handing the paperwork to the wrong person (functional context). The son
should also have handed the form to one of the clinicians.

The Chaplain committed a ® communication encoding error of contextualiza-
tion (error of underuse) by handing the advance directives with DNR documents to the
nursing staff too late (chronological context).

2. Redundancy in content and directness in channel enhance accuracy

The ED staff committed a @ transactional communication error of accuracy (error
of omission) by failing to validate with the sons and the medical records department
prior to initiating vigorous CPR and rescue procedures that the patient had no advance
directives on file.
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Discussion

This case demonstrates how powerful nonverbal communication is in influencing care
participants’ perceptions in the context of a highly emotional care setting. Here, the ED
triage nursing staff member naturally perceived the three sons’ nonverbal appearance
(distress and concern) as an indication that the clinicians need to do everything they
can to save their dad’s life. The team disregarded the necessity to inquire about the
patient’s advance directives.

This case also demonstrates the importance of contextualizing communication.
The ED triage nursing staff member and physician communicated out-of-context (i.e.
in disregard of advance directives) when deciding to initiate resuscitation and intu-
bation in response to the sons’ rather than the patient’s desires (relational context);
the son handed the DNR form to the wrong person (functional context), not realiz-
ing (under emotional distress) the importance of the paperwork for his dad (relational
context); and the Chaplain handed that DNR paperwork to the nursing staff too late
(chronological context). These contextualization errors led to inaccurate treatment (vi-
olation of the patient’s DNR wishes) and directly caused an adverse event that harmed
the patient (preventable fractures and pain at the end of his life).

This case also shows that a shared understanding may never be assumed, but
must always be jointly established through sufficient transactional communication.
The ED triage nursing staff member and physician did not engage in such important
communication with the three sons and the medical records department. They merely
relied on the sons’ nonverbal expressions and assumed a shared understanding based
on their perception of their distressed appearance. They never engaged in any trans-
actional communication to validate the accuracy of their perceived understanding of
their nonverbal behavior, and assumed that resuscitation and intubation were the cor-
rect procedures for this particular patient.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— Thesons could have handed the DNR form to the clinical staff, not to the Chaplain.

— The Chaplain could have immediately informed the nursing and medical staff of
the patient’s advance directives.

— The ED staff could have contextualized the sons’ distress and concern as being
natural reactions, given that the patient was their dad. Cognizant of this context,
they should have detached their decision to resuscitate and intubate the patient
from the sons’ nonverbally expressed despair.

— The ED nursing staff or ED physician could have accessed and decoded sufficient
information from the three sons and from the medical records department to es-
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tablish a shared understanding of the patient’s advance directives prior to resus-
citating and intubating the patient.

Communication lessons for safer, higher quality care

10 20 30 O 50O 6O 10O 80O 90O 1000
10 120 B30 10O 1O 160 170 180 190 200
210 20 230 20 250 260 220 280 200 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1.  What communication errors were made in this case?

2. What could the nurses have done differently to prevent the adverse event?

3. What environmental factors might have increased the risk for communication
errors in this case?

4. How can you use this case to teach other nurses how to prevent communication
errors that may cause preventable harm to patients?
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Case 30: “Spread the bacteria”

Inter-institutional interaction
Nosocomial infection, Adverse event

Clinical context: Acute inpatient admission with prolonged hospitalization for VRE
and transfer to a skilled nursing facility (SNF)

Communication context: Interaction between a physician and a nurse at a regional
healthcare center, and nursing staff at a skilled nursing facility (SNF)

Incident: Inadequate handoff communication leading to a nosocomial infection
(spread of VRE because of insufficient precautions)

Patient safety outcome: Adverse event

Case written by Barbara Wojnowski, B.S., R.N., Anne Wendt, Ph.D., M.S.N., R.N., and David Hines, M.D.

An 85-year-old female patient is being transferred back to her skilled nursing facility
(SNF) after a prolonged stay at the hospital, where she was diagnosed and treated
for a vancomycin-resistant bacterial infection (VRE) related to a sacral pressure ulcer.
The patient was also treated for a urinary track infection (UTI) and due to her age,
illnesses and prolonged hospitalization, she also experienced severe deconditioning,
which further prolonged her hospitalization.

© The transferring nurse fails to report to the receiving SNF nurse that the
patient’s wound is colonized with vancomycin-resistant bacteria and will require
contact isolation precautions. This information is buried in the patient’s extensive
electronic health record.® The transferring physician also does not report this
information. ® The receiving nurse does not review the patient’s health record
completely. Therefore, the receiving nursing staff do not recognize that the patient
needs contact isolation precautions.

As a result, @ the patient is readmitted to a semi-private room at the SNF
without notice of the wound bacteria, and without any alert to nursing staff regarding
the need for additional infection control precautions. As a result, the treatment nurse
does not wear a protective gown when cleaning and dressing the patient’s wound and
carries the resistant bacteria on her clothing to multiple other residents of the SNF.
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Communication science principles

1. Preconceptions and perceptions vary among communicators

The transferring nurse committed a @ communication encoding error of suffi-
ciency (error of underuse) by not reporting to the SNF nurse that the patient had a
previous VRE infection and thus required special infection control precautions.

The transferring physician committed a ® communication encoding error of
sufficiency (error of underuse) by not reporting to the SNF that the patient had a VRE
infection and thus required additional infection control precautions.

The receiving nurse at the SNF committed a ® communication decoding error
of sufficiency (error of underuse) by not reviewing the complete health record of the
patient sufficiently to decode the patient’s VRE infection and understand the need for
additional infection control precautions.

2. Redundancy in content and directness in channel enhance accuracy

The transferring nurse, the transferring physician, and the receiving nurse at the SNF
committed a @ transactional communication error of contextualization (error of
underuse) by not utilizing their communication with each other enough to establish a
shared understanding of the patient’s complete health condition, given the extensive
length of the patient’s health record (environmental context).

Discussion

This case exemplifies how care participants’ inability to use their communication with
one another to overcome the common ground fallacy can severely compromise peo-
ple’s health and well-being — here, not only the safety of the treated patient, but also
the safety of many other patients and care providers.

The care participants in this case predominantly relied on their own perceptions.
They did not realize that “Preconceptions and perceptions vary among communica-
tors,” and that sufficient and adequate communication is the vehicle to bridging their
interpersonal perceptual gaps. The care participants failed to engage in sufficient com-
munication with one another to extend their perceptual boundaries and establish a
common ground between each other, based on which they could have advanced a
shared understanding of the patient’s complete health condition.

This is not surprising. The nurse and the physician at the transferring healthcare
center were very familiar with the patient’s history and condition. The patient had
spent a long time at their hospital and established an extensive internal health record
at their institution — the patient’s condition was very familiar to them. Given this con-
text, their transfer communication with the receiving SNF nurse was a perfect example
of the common ground fallacy: humans naturally assume in their daily interactions
that their conversational counterparts are more similar to them than they actually
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are, and that others will naturally understand the intentions, thoughts, feelings, and
meanings they want to convey. The same thing happened in this case: because the
providers had seen the patient as part of their daily routines over such a long time
period, the VRE infection had become a “normality” for them. They did not utilize
sufficient and adequate communication with the SNF nurse to establish a shared un-
derstanding of the patient’s complete health condition, including her history of VRE.

Assuming no common ground in their interactions with the SNF nurse could
have enabled the transferring nurse and physician to engage in more sufficient com-
munication with one another that, in the context of the patient’s lengthy health
record, could have facilitated a more complete and accurate shared understanding
of the patient’s health condition and the required safety precautions. Instead of ap-
proaching their transfer communication with the SNF nurse as a mere “informational
docking point” where current information was “handed over” from one point of care
to the next, the transferring nurse and physician could have thought the patient’s
care episode through to the end and asked themselves what the SNF needs to under-
stand (i.e. not only what information she needs to “know™) to provide optimal care to
this patient at the SNF, while prioritizing the safety for all involved care participants,
given that this patient had a VRE infection that required special precautions. Direct
and redundant communication between the transferring and receiving clinical staff
could have facilitated this objective and prevented the adverse event.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— The transferring nurse and physician could have assumed no common ground
in their transfer communication with the receiving nurse and clinical staff at the
SNF.

— The transferring nurse and physician could have engaged in direct communica-
tion with the nurse and clinical staff at the SNF to co-establish a shared under-
standing of the patient’s complete health condition (including the VRE infection
and the need for additional infection control precautions).

— The receiving nurse at the SNF could have taken the time to decode and under-
stand the patient’s extensive health records, and to follow up with the sending
nurse in direct communication for eventual clarification.

— The transferring nurse, the transferring physician, and the receiving nurse at
the SNF could have utilized direct communication with each other to establish
a shared understanding of the patient’s complete health condition, given the
extensive length of the patient’s records.
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Communication lessons for safer, higher quality care

10 20 30 4O sO 6O 10O 80O 90O 1000
10 120 B30 10O 150 160 1O 180 190 200)
210 200 230 240 250 260 220 280) 290 300)

Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What environmental factors in this case might have contributed to the adverse
event?

2. What knowledge would have been needed for the nurses to prevent this adverse
event?

3. Write a policy that could be implemented to prevent errors like this in the future.

4, Perform a root cause analysis of this adverse event.
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Stage 6: Evaluation

Evaluation involves processes such as follow-up and monitoring of a patient after the
implementation of a care plan. It encompasses clinical, administrative, and interper-
sonal components. For instance, evaluation may include in-person follow-up visits, or
it may be performed with repeated laboratory tests or by measuring certain parame-
ters (e.g. blood glucose). It also involves transitions of patients in and across different
healthcare settings (e.g. between different locations within one facility, between hos-
pitals, between ambulatory healthcare settings, between hospitals and skilled nurs-
ing facilities, between hospitals and residential care for the elderly, to the patient’s
residence (i.e. home)).

https://doi.org/10.1515/9783110454857-012
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Case 31: “Discharged blindly”

Provider-patient interaction
Unsuccessful discharge, Near miss

Clinical context: Acute inpatient admission (thrombosis)

Communication context: Interactions between nurses, a pharmacist, and a patient
Incident: Communication error leading to unsuccessful discharge and preventable
patient readmission

Patient safety outcome: Near miss

Case reprinted with permission of AHRQ WebM&M. Iezzoni LI. Discharged blindly. AHRQ WebM&M [se-
rial online]. December 2005. Available at: https://psnet.ahrq.gov/webmm/case/111.

An elderly blind man developed a deep vein thrombosis during his hospital stay. At
discharge, he was to receive enoxaparin (Lovenox) for self-administration at home in
addition to other medications. Before leaving the hospital, he was given @ written
information sheets regarding his medications and received counseling from a nurse
and a pharmacist. ® They did not notice that the patient was blind.

® Several days after discharge, the patient called the primary care triage nurse
and stated that he had been discharged with a bag of medications and some injections,
but that he could not administer them because @ he could not read the instructions.

After retrieving his chart, the triage nurse noted that the patient was blind and,
upon questioning, also learned that he lived alone. The patient was subsequently
readmitted to the hospital for continuation of anticoagulation therapy.

Communication science principles

1. Communication is more than words

Both the nurse and the pharmacist committed a ® communication decoding error
of sufficiency (error of underuse) by not noticing during their interaction with the
patient that the patient was blind.

2. Communication is a nonsummative process

The nurse and pharmacist committed a ® communication decoding error of suf-
ficiency (error of underuse) by not retrieving the fact that the patient was blind and
lived alone from the medical chart.
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The nurse and the pharmacist committed a @ transactional communication
error of interpersonal adaptation (error of underuse) by not flexibly adapting the
content and delivery of their medication instructions to the patient’s displayed ad-
hoc needs during the conversation, to make sure that the patient fully understands
the instructions and knows how to apply them in the context of his daily life routine.

As an active partner of safe and high-quality care, the patient committed a
@ transactional communication error of sufficiency (error of omission) by not
reinforcing the fact that he was unable to read the discharge instructions during his
conversation with the pharmacist and nurse.

3. Communication is contextual

As an active partner of safe and high-quality care, the patient committed a ® commu-
nication encoding error of contextualization (error of underuse) by waiting several
days until he called the primary care triage nurse for clarification (chronological con-
text).

4. Communication entails factual and relational information

Both the nurse and the pharmacist committed a @ communication encoding error
of interpersonal adaptation (error of misuse) by not adapting their communication
with the patient to the fact that the patient was blind and lived alone.

Discussion

This case illustrates three key insights that can be derived from communication sci-
ence to facilitate safer and higher quality care:

First, the case demonstrates the importance of nonverbal communication in
healthcare settings. More often than not, nonverbal behaviors carry more reliable
and accurate information than verbal communication. Despite that fact, clinicians
often focus on computer screens or verbal information, neglecting this crucial source
of information. In this particular case, their lack of decoding effort caused two care
providers (i.e. both the pharmacist and the nurse) to independently miss the crucial
nonverbal cue of the patient being blind during two separate face-to-face encounters
with the patient.

Second, this case shows how interpersonal communication is a complex, adaptive
process that entails multiple components and requires interpersonal skills that reach
far beyond mere information sufficiency. It demonstrates that communication is an
interactive meaning-making process that occurs between people. Through this com-
plex process, humans pursue the objective of establishing a common ground based
on which they can co-create a shared understanding. This case illustrates several dif-
ferent layers that contribute to the complexity of this process: communication needs
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to be not only sufficient in quantity, but also optimal in quality - in this case, inter-
personally adaptive and clear in the decoding and encoding of both messages and
behaviors.

Third, this case shows how any given interaction is nested within a larger con-
text (e.g. functional, relational, chronological, environmental, and/or cultural con-
text) that needs to be taken into account when encoding and decoding information. In
other words, communication needs to be adapted to be most effective and appropriate
in the given context within which it is taking place. In this case, the care participants’
insufficient adaptation of their communication to the chronological context (i.e. the
timing and timeliness) and to the functional context (i.e. the alignment of objectives
pursued by their communication) compromised both the safety and the quality of the
care episode.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this near miss:

— The nurse and the pharmacist could have read the patient’s medical chart prior to
consulting him on the medication use. This way, they could have contextualized
and adapted their communication to the patient’s needs.

— The nurse and the pharmacist could have paid closer attention to and accurately
decoded the nonverbal behaviors of the patient during their discharge conversa-
tions.

- Thenurse could have demonstrated how the medication is administered and then
asked the patient for demonstration of that skill. The fact that the patient was
“blind” would have become apparent during this activity.

— The patient could have actively contributed to the establishment of a shared un-
derstanding during his discharge conversations with the nurse and the pharma-
cist.

— The patient could have immediately clarified his lack of understanding of the med-
ication use with the care providers, rather than waiting several days.

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

Case 31: “Discharged blindly” =—— 207

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1.  What are three examples of nonverbal communication that the primary care nurse
and the pharmacist may have missed in this case?

2. Write a script for an initial interaction between the nurse and the patient where
the nurse uses critical listening and critical speaking to ensure the patient receives
safe and high-quality care.

3. Think of a creative solution that would allow this patient to receive appropriate
medication teaching in the future.

4, What can nurses say or do to ensure patients feel free to speak up during their

care?
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Case 32: “Discharge ready?”

Provider-family interaction
Unsuccessful discharge, Adverse event

Clinical context: Surgical inpatient admission with subsequent discharge to home
(gastrointestinal surgery)

Communication context: Insufficient discharge instructions for home care
Incident: Ineffective discharge leading to preventable patient harm and readmission
to the hospital

Patient safety outcome: Adverse event

Case written by Rhonda Malone Wyskiel, M.S.N., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 48-year-old female patient recently underwent gastrointestinal (GI) surgery. She has
an unremarkable course of recovery on the surgical floor, and is being discharged by
her primary care physician to home. @ The discharge orders include durable med-
ical equipment (tube feeding pump and supplies) for home use. The patient had a
jejunostomy tube (j-tube) placed during her hospital stay that requires tube feedings
followed by flushes at home.

® The discharge nurse reviews the written discharge instructions with the
patient’s husband, who is visibly overwhelmed with taking care of his wife at home,
® but does not say anything to the nurse. @ The discharge nurse assumes that the
husband is familiar with caring for his wife’s j-tube, because he has been at her bed-
side for most of her hospitalization and presumably observed her care. ® The
discharge nurse does not ask the husband to demonstrate the j-tube feeding and
flush. ® The husband also does not ask the nurse for a demonstration.

At home, the patient’s husband does not fully recall the instructions, but
® he proceeds with what he remembers. Forty-eight hours later, his wife becomes
lethargic and experiences nausea and vomiting, requiring the husband to phone
the on-call physician at the hospital. The physician asks the husband to bring the
patient back to the hospital’s Emergency Department (ED), where the clinical team
determines that the patient is dehydrated.

While reviewing the discharge orders, the husband and the clinical team realize
that @ the patient’s j-tube instructions did not include flushing the j-tube with
200 mL of water every 12 hours to prevent dehydration. The patient is readmitted for
observation.
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Communication science principles

1. Preconceptions and perceptions vary among communicators

The discharge nurse committed a @ communication encoding error of sufficiency
(error of underuse) by not specifying in the discharge instructions that the j-tube
needed to be flushed with a bolus of 200 mL of water every 12 hours.

The patient’s husband committed a ® communication encoding error of suffi-
ciency (error of omission) by not speaking up to raise his concern about his lack of
understanding and his inability to care for his wife at home to the nurse.

The discharge nurse and the patient’s husband committed a ® transactional
communication error of sufficiency (error of underuse) by not engaging in enough
communication with each other to establish a sufficient shared understanding of the
discharge instructions to an extent that the husband would be able to implement them
properly at home.

2. Communication is more than words

The discharge nurse committed a ® communication decoding error of sufficiency
(error of underuse) by paying insufficient attention to the husband’s nonverbal behav-
ior to decode that he was feeling overwhelmed.

The discharge nurse committed a ® transactional communication error of in-
terpersonal adaptation (error of omission) by not adapting her discharge commu-
nication to the husband’s needs, in response to the husband’s nonverbal expression
that he did not feel able to implement the discharge instructions on his own and take
care of his wife at home.

3. Communication is contextual

The discharge nurse committed a ® communication decoding error of contextual-
ization (error of underuse) by not decoding the husband’s nonverbal expression as
“feeling overwhelmed” in the context of the husband (1) being emotionally distressed
about not being able to provide proper support for his beloved wife (relational con-
text) at home (environmental context), and, (2) given that he does not have any clinical
background, not understanding the discharge instructions to an extent that he would
be able to implement the procedures properly by himself (functional context).

The discharge nurse committed a @ communication encoding error of contex-
tualization (error of overuse) by overly framing her instructions on how to use the
j-tube in the context of her assumption that the husband had been at the patient’s
bedside most of the time and thus already knew how to use it (functional context).
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4. Redundancy in content and directness in channel enhance accurately

The discharge nurse and the patient’s husband committed a ® transactional com-
munication error of accuracy (error of underuse) by not utilizing their communica-
tion with each other as a co-constructed pathway to jointly validate the accuracy of the
husband’s understanding of the discharge instructions and their proper implementa-
tion at home.

The discharge nurse and the patient’s hushand committed a ® transactional
communication error of accuracy (error of omission) by not utilizing their non-
verbal communication as a pathway to demonstrate the j-tube feeding and flush, to
ensure that the husband had properly understood the instructions and knew how to
conduct the procedure by himself at home.

The patient’s husband committed a ® transactional communication error of
accuracy (error of omission) by proceeding with the procedure at home without con-
tacting the clinical team first to validate the accuracy of his recall.

The clinical team committed a ® transactional communication error of accu-
racy (error of omission) by not following up with the patient’s husband after discharge
to make sure that the husband remembered what to do and how to perform the dis-
charge instructions accurately at home.

Discussion

This case demonstrates that interpersonal communication is a crucial “patient safety
pathway” for care participants to jointly generate an accurate, shared understand-
ing of indicated care procedures. In this case, such “safe communication” was insuf-
ficiently established by the nurse and the patient’s husband during discharge. Their
care interaction remained at a level of mere presumption. The space between them
was never substantiated with communication to establish a shared understanding.
As a direct result, the patient’s husband did not understand, recall, and implement
the j-tube procedures accurately at home, and the patient had to be readmitted to the
hospital. Neither the patient’s husband nor the clinical staff used their communication
with each other as a process to validate a shared understanding of the procedure, and
to ensure that the patient’s husband implemented them accurately at home. More re-
dundant communication that utilizes repetition of content, and direct communication
that engages both verbal and nonverbal cues, could have been used as rich resources
to facilitate an accurate understanding, and prevented the adverse event.

One of the reasons why such “safe communication” was engaged insufficiently
is the discharge nurse’s and the patient’s husband’s failures to contextualize their
communication with each other, both in their encoding and decoding of messages.
For example, the nurse mistakenly assumed (based on insufficient decoding) that the
husband had been a careful observant at the patient’s bedside most of the time and
thus already knew how to administer the feedings and flushing. The nurse did not de-
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code the husband’s nonverbal communication, which conveyed his emotional distress
about the fact that the patient was his beloved wife, that he needed to take her home on
his own soon, and that he did not feel able to implement the discharge instructions by
himself. More contextualized decoding of the patient’s nonverbal expressions could
have facilitated more and better communication both during and after the discharge
encounter to prevent the adverse event.

The patient’s husband also did not engage himself sufficiently as an active part-
ner in safe and high-quality care for his wife. In addition to his nonverbal expressions
of concern, he could have voiced his lack of understanding of the discharge instruc-
tions and his fear of not being able to care for his wife on his own to the nurse. Finally,
prior to implementing the procedures at home, he could have engaged “safe commu-
nication” with the clinical staff to reduce his uncertainty about the accuracy of his
recall, and about the proper implementation of the discharge instructions at home.
This illustrates that safe and high-quality care requires active communication skills
on behalf of all involved care participants — not only from the providers. Also patients
and their care companions must be activated and involved consistently as partners
for safer patient care. Communication is the glue that holds them together, enabling
them to act as a resilient team that delivers optimal patient care.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this adverse event:

— Thedischarge nurse could have been more sufficient in her discharge instructions.
She could have asserted (both in writing and in direct conversation with the pa-
tient’s husband) that the j-tube needed to be flushed with a bolus of 200 mL of
water every 12 hours.

— The discharge nurse could have decoded the patient’s nonverbal expressions as
an indication that the patient was feeling overwhelmed.

— The discharge nurse could have decoded the patient’s nonverbal expressions
within the context of (1) him being emotionally distressed about not being able
to provide proper care for his beloved wife at home, and (2) his lack of clinical
background to understand the discharge instructions to an extent that he could
implement them on his own.

- The patient’s husband could have expressed to the nurse that he felt overwhelmed
by the discharge information, and that he was concerned that he may not be able
to take care of his wife on his own at home.

— The discharge nurse and the patient’s husband could have engaged in sufficient
communication with each other to establish a shared understanding of the dis-
charge instructions to an extent that the husband would be able to implement
them properly at home.

printed on 2/11/2023 12:43 AMvia . All use subject to https://ww.ebsco.confterns-of -use



EBSCChost -

212 — Stage 6: Evaluation

— The discharge nurse could have adapted her discharge communication to the pa-
tient’s needs, in response to the patient’s nonverbal expression that he did not
seem to feel able to implement the discharge instructions on his own to take care
of his wife at home.

— The discharge nurse could have verified with the patient’s husband, rather than
assumed, that he already knew how to administer the tube feedings, given that
he had observed the procedure several times at the patient’s bedside.

— The discharge nurse and the patient’s husband could have utilized their commu-
nication with one another as a co-constructed pathway to jointly validate the ac-
curacy of their shared understanding of the discharge instructions and how to
implement them at home.

— The discharge nurse and the husband could have encouraged each other to
demonstrate the j-tube feeding and flushing ad-hoc, to ensure that the husband
was actually able to conduct this procedure properly at home.

—  Prior to conducting the procedure at home, the patient’s husband could have con-
tacted the clinical team to reduce his uncertainty about how to conduct the pro-
cedure properly.

— The clinical team could have followed up with the patient’s husband after dis-
charge to make sure that the husband still remembered what to do at home and
how to implement the discharge instructions properly.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What would you have done differently as the nurse in this case to prevent the
adverse event?
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2. How could the nurse in this case have involved the patient and family as active
members of the healthcare team?

3. What type of patient and family teaching could the discharge nurse have per-
formed before discharging the patient?

4, Write a policy/procedure that could be implemented to ensure that this kind of
event does not happen again in the future.

5.  What have you learned from this case?
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Case 33: “Communication failure — Who’s in charge?”

Team interaction
Insufficient postoperative monitoring, Sentinel event

Clinical context: Acute inpatient admission to cardiac surgery (hypoplastic heart syn-
drome)

Communication context: Interactions between patient’s postoperative clinical team
members (i.e. resident physician, nurse, on-call ICU attending, surgeon, and cardiol-
ogy fellow)

Incident: Communication error leading to insufficient monitoring of a postoperative
patient

Patient safety outcome: Sentinel event

Case reprinted with permission of AHRQ WebM&M. Fackler ], Schwartz JM. Communication failure —
who’s in charge? AHRQ WebM&M [serial online]. October 2011. Available at: https://psnet.ahrq.gov/
webmmy/case/253.

A 20-month-old boy was admitted to the ICU following a Fontan surgical procedure
for hypoplastic left heart syndrome. The child initially made good progress. He was
weaned from inotropic support and tolerated enteral liquids on the first postoperative
day.

That evening, the child developed respiratory distress with acidosis and fever. The
resident physician @ notified the on-call ICU attending, who came in from home to
manage the child’s respiratory status. The surgeon called from home to check on the
child at midnight and spoke with the resident, who indicated that the ® child had
suffered respiratory deterioration and that the ICU attending was at the bedside
managing the patient.

The surgeon requested an echocardiogram, but ® did not speak directly to the
ICU attending, and the cardiology fellow who performed the echocardiogram com-
municated results to the surgeon, the child’s attending of record for this admission.

@ After stabilizing and monitoring the child’s respiratory status, the ICU
attending returned home. The resident communicated with the ICU attending by
phone and pager through the rest of the night, as the child’s status was not improv-
ing as expected. The resident assumed that the ICU attending was communicating
with the surgeon, and thus © did not contact the surgeon or cardiologist. The child
suffered a cardiac arrest at 7:00 AM from low cardiac output. Despite aggressive resus-
citation efforts, the child suffered massive brain injury and subsequently died.
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In postevent debriefings, staff identified several issues in the care of this patient.
The attending surgeon and cardiologist @@ were only briefed on the initial respi-
ratory distress and did not have a complete picture of the child’s condition; simi-
larly, the ICU attending focused on stabilizing the child’s respiratory status and missed
his low cardiac output. There was ® confusion among the resident physicians and
nursing staff about who was coordinating the child’s care, and a lack of awareness
of how to ensure effective team communication when multiple attending physicians
are involved in caring for a child.

® The nurse observed the resident on the phone frequently discussing the
case, and did not realize that no one was communicating with the other physicians
involved. @ The resident and nurses noted that having the ICU attending physician
at the bedside left them with the impression that the surgeon and cardiologist were
being updated about the child’s continuing deterioration.

Communication science principles

1. Communication is contextual

The resident physician committed a @ communication encoding error of contextu-
alization (error of underuse) by insufficiently framing his communication with the on-
call ICU attending within the context of the child just having undergone heart surgery
(functional context).

The ICU attending committed a @ communication decoding error of contextu-
alization (error of overuse) by assessing the patient only in the context of his respira-
tory distress (functional context).

The resident physician and the surgeon committed a ® transactional commu-
nication error of contextualization (error of underuse) by insufficiently discussing
the patient’s respiratory distress within the context of the child’s recent heart surgery
(chronological context), and the fact that the ICU attending was only managing the res-
piratory distress (no potential cardiac issues) at the bedside of the patient (functional
context).

2. Communication is more than words

The nurse committed a ® communication decoding error of accuracy (error of mis-
use) by misinterpreting the resident being on the phone as an indication of the surgeon
and the cardiologist being informed.

3. Redundancy in content and directness in channel enhance accuracy

The resident physician and the ICU attending committed a @ transactional com-
munication error of sufficiency (error of underuse) by establishing an insufficient
shared understanding of the patient’s complete health condition.
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The ICU attending committed a @ communication decoding error of suffi-
ciency (error of underuse) by not retrieving sufficient information about the patient’s
health condition (e.g. by reading the patient’s records).

The resident physician committed a ® communication encoding error of suf-
ficiency (error of omission) by not contacting the surgeon or cardiologist, under the
incorrect assumption that the ICU attending was communicating with the surgeon.

The nurse committed a ® communication encoding error of sufficiency (error
of omission) by not contacting the surgeon or cardiologist under the incorrect assump-
tion that the ICU attending was communicating with the surgeon.

The surgeon and the ICU attending committed a ® transactional communica-
tion error of sufficiency (error of omission) by not speaking with each other directly
and sufficiently to establish a shared understanding of the patient’s deteriorating
health condition.

The resident physician, the surgeon, and the nursing staff committed a
® transactional communication error of sufficiency (error of underuse) by es-
tablishing an insufficient shared understanding of who would communicate with
whom in attending to the patient’s acute postoperative condition.

4. Preconceptions and perceptions vary among communicators

The nurses and the resident committed a @ communication decoding error of
accuracy (error of misuse) by misinterpreting the ICU physician being at the bedside
as indicative of the ICU physician remaining with the patient all night and the surgeon
and cardiologist being updated about the patient’s deteriorating health condition.

Discussion

This case illustrates the importance of the context within which a care episode is em-
bedded, and the constraining and facilitating functions such context can have for the
safety and quality of care. In this case, the context constrained rather than facilitated
the clinicians’ communication. The resident physician’s initial communication with
the ICU on-call physician narrowed the patient’s health issue to “respiratory dete-
rioration.” The omitted content of the patient just having undergone heart surgery
from thereon contextually constrained the clinicians’ perceptions of the child’s con-
dition. In other words, the resident physician overused his communicative contextu-
alization of the care episode, which turned the context into a constraint that narrowed
the clinicians’ perspectives onto a “respiratory issue.” This constraining contextual-
ization left the patient’s cardiac problems undiagnosed and ended up contributing to
the patient’s death.

This case also demonstrates how communication contains more than words. The
nurse’s interpretation of the resident physician being on the phone as indicative of
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the surgeon and the cardiologist “being informed” demonstrates that communication,
both in encoding and decoding, entails more than words — with nonverbal behavior
typically being perceived as more accurate than verbal information (see Seiler and
Beall 2000).

The events in this case also draw attention to the communication principle “Re-
dundancy in content and directness in channel enhance accuracy.” The care episode
demonstrates that care participants should never assume that communication has
taken place. Follow-ups are generally the safer way to establish a shared understand-
ing, because even if information has been exchanged, it does not mean that the infor-
mation was understood accurately, and that this understanding was being shared by
all participants. In fact, the odds predict the contrary.

Finally, this case demonstrates that successful interpersonal communication is
the only process through which care coordination and consistency can be attained.
The clinicians in this case did not achieve this outcome, as a direct result of the preva-
lent lack of clarity, accuracy, and sufficiency in their communication.

Communication strategies per Hannawa SACCIA

In this case, several behaviors may have prevented the sentinel event:

— The resident physician could have framed his notification of the on-call ICU at-
tending within the context of the child just having undergone heart surgery.

— The resident physician and the nurse could have ensured that the on-call ICU at-
tending knew and understood the patient’s relevant medical history (i.e. recent
cardiac surgery and current respiratory distress).

— The on-call ICU attending could have retrieved all available information about
the patient’s condition from colleagues and from the patient’s health records, to
ensure a complete and accurate understanding of the patient’s health condition.

— The resident physician and the surgeon could have discussed the patient’s respi-
ratory distress within the context of the child’s recent heart surgery and clarified
the fact that the ICU attending was focusing on the patient’s respiratory distress
at the bedside.

— The nurse could have addressed her assumption that the resident talking on the
phone indicated that the surgeon and the cardiologist had been informed by ask-
ing the resident directly.

—  The resident physician could have remained in direct contact with the surgeon,
and the surgeon and the ICU attending could have communicated with each other
directly. Ideally, all of them could have had a direct conversation (e.g. conference
call) to establish a common ground and coordinate the patient’s postoperative
care.
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— The resident physician and the surgeon could have established a shared under-
standing of who will communicate with whom in attending to the patient’s post-
operative care.

— The surgeon and the cardiologist could have decoded the resident physician’s
communication of the ICU physician being “at the bedside of the patient” accu-
rately, using transactional communication to verify whether the ICU physician
would indeed remain with the patient all night.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. Reflect on this case and identify the errors that led to the sentinel event.

2. Inwhat way was nonverbal communication given greater weight than verbal com-
munication in this case?

3. Using the Hannawa SACCIA “safe communication” competencies (see Chapter 5),

write a script of how the nurse could have communicated with the other members
of the healthcare team to ensure safe and high-quality care.
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Case 34: “Something is not right”

Inter-professional interaction
Delayed surgery, Sentinel event

Clinical context: Acute inpatient admission (surgery for chronic bowel disease)
Communication context: Interaction between two nurses across units, family, and
physician

Incident: Communication errors leading to delayed surgery

Patient safety outcome: Sentinel event

Case written by Rachel Ridgeway M.S.N., R.N., C.N.L., C.P.N. and Anne Wendt, Ph.D., M.S.N., R.N.

A 14-year-old female with a history of Crohn’s disease experiences increased bloody
stools and abdominal pain. She is on total parenteral nutrition (TPN) and lipids at
home. She is admitted to the Pediatric Intensive Care Unit for a two-phase bowel
surgery: (1) resect the diseased part of the bowel and create an ostomy for bowel rest,
and (2) re-anastomosis of the bowel after 3-4 months.

The first phase of the surgery is performed and the patient recovers in the
postanesthesia care unit (PACU), where a patient-controlled analgesia pump (PCA) is
started with continuous and on-demand doses. The PACU nurse is harried because her
shift is ending and she wants to leave. Therefore, she does not accompany the patient
herself, but sends a transport aide to bring the patient to the surgical floor, where the
patient is placed on a cardiac telemetry monitor. @ The PACU nurse hurriedly calls
the floor nurse on the phone and reports very briefly: “Patient’s vital signs are
stable, on room air, still sleepy, stoma looks pink with no output and no urine output
from the Foley catheter.”

When receiving the patient, the floor nurse realizes that the PACU nurse’s report
is not correct. The patient’s condition is unstable. Her heart rate is in the 60s, res-
pirations are 6—8 per minute, SpO2 is 92% on room air, blood pressure is 79/36 with
repeat blood pressure being 75/41. The patient is not arousable to voice and localizes
to sternal rub only.

The patient’s mother is at the bedside and states: “Something is not right.
My daughter should be more alert.” ® The floor nurse does not respond to the
mother’s expressed concern because she is busy completing her exam of the pa-
tient. The floor nurse’s exam reveals: delayed capillary refill, weak pulses, decreased
level of consciousness, abdomen with 5 laparoscopic incisions that are clean, dry and
intact, ostomy is pale pink with an output of 400 mL of bright red blood.
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The mother repeats “Something is not right” and is quite anxious now. ® The
floor nurse still does not respond to the mother’s communication as she is fo-
cused on the patient’s worsening condition.

The floor nurse pages the physician to report concerns about hypotension, de-
creased level of consciousness, and bloody output from the stoma. The physician calls
back and gives a telephone order to “give her a bolus of 1 liter of normal saline.” The
nurse administers a bolus of 1 liter of normal saline. After the bolus the patient’s heart
rate is 61, blood pressure is 72/32. @ The nurse calls the physician again, who is at-
tending to another patient and distractedly orders a 2nd bolus of normal saline. @ The
nurse pages the physician again while the second bolus is being administered, re-
questing the physician come to the bedside.

Because of a lack of response by the physician and the deteriorating condition of
the patient, the nurse calls the Rapid Response Team (RRT). The RRT examines the
patient and calls the surgeons with their findings. The patient is rushed back to the
operating room (OR). In the OR, the surgeons perform an open exploratory abdomi-
nal surgery. The surgeons discover that there is a volvulus in the colon, requiring the
removal of all but 20 cm of the colon. The patient remains intubated and is sedated
with an “open” abdomen for a week.

Her recovery includes a prolonged ICU stay, anxiety and fear with hospitalization,
and distrust of the clinical team. She misses several months of school. She requires
multiple revisions of her ostomy with removal of more and more of her colon, dis-
turbed body image (many scars and ostomy), and TPN/lipid dependency for the rest
of her life.

Communication science principles

1. Communication is contextual

The PACU nurse committed a @ communication decoding error of contextualiza-
tion (error of underuse) by not taking the needed time to fully reassess (i.e. properly
decode) the patient’s condition immediately prior to transferring the patient to the
floor, in the context of her ending shift and wanting to go home (chronological con-
text).

The PACU nurse committed a @ communication encoding error of contextual-
ization (error of underuse) by failing to contextualize her transfer communication to
the floor nurse to convey that her report was based on an earlier assessment that may
no longer be current or valid (functional context), because she did not have time to
reassess the patient immediately prior to transfer given that her shift was ending and
she needed to leave (chronological context).

The floor nurse committed two ®® communication decoding errors of contex-
tualization (error of underuse) by failing to interpret the mother’s expressed concern
in the context of the mother being close to and knowing the patient as a resource for
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safer, more accurate care (relational context). The floor nurse did not take time to suf-
ficiently decode the mother’s expressed concern in the context of the significant time
loss that was caused by another required head-to-toe assessment because the PACU
nurse had already left and was no longer available for follow-up questions (chronolog-
ical context).

The nurse and the physician committed a @ transactional communication error
of contextualization (error of underuse) by failing to establish a shared understand-
ing of the patient’s critical condition requiring immediate visitation at the bedside of
the patient (chronological context).

2. Communication is a nonsummative process

The PACU nurse committed a @ transactional communication error of sufficiency
(error of underuse) by not engaging in enough communication with the floor nurse to
establish a shared understanding of the patient’s condition.

3. Communication entails factual and relational information

The floor nurse committed a ®® communication encoding error of interpersonal
adaptation (error of omission) by failing to react to the mother’s expressed concern
and anxiety about her observation that “something is not right” about her daughter’s
behavior.

Discussion

This case demonstrates the importance of contextualizing communication for safer
patient care. Particularly the context of “time” stands out in this case. Because her
shift was ending and she had to leave, the PACU nurse did not take the needed time
to reassess the patient immediately prior to transferring her to the floor. She also did
not take the time to mention this fact to the floor nurse in her transfer communication.
Had the PACU nurse taken the time to properly assess (i.e. decode) the patient’s con-
dition (through both nonverbal and verbal information-gathering), the patient would
have never left the PACU — she would have immediately been returned to the surgi-
cal team for treatment of her surgical side effect. In other words, a more skilled use of
chronological contextualization — both in terms of taking time and timeliness — could
have prevented the chain of subsequent communication errors that were triggered by
the PACU nurse’s initial communication insufficiency (in both decoding information
from the patient and encoding inaccurate information to the floor nurse) that ulti-
mately caused the sentinel event.

The second communication deficiency that contributed to this sentinel event was
the floor nurse’s and physician’s failure to effectively establish a shared understand-
ing of the urgency for the patient to be seen in person. Their transactional communi-
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cation was insufficient for attaining this goal. This case evidences that a shared sense
of priority must be jointly established through appropriate and effective communica-
tion, and that a shared understanding of such prioritization is crucial for the safety
of patient care. In other words, patient safety is often a direct outcome of appropri-
ate and effective communication that bridges a variety of interpersonal and structural
barriers.

Another interesting feature of this case was the mother’s role in promoting the
safety of her child. The floor nurse was not aware that her lack of interpersonal adap-
tation to the mother’s repeatedly expressed concerns conveyed a clear and strong mes-
sage to the mother, whether or not it was intended. That message was not informa-
tional but relational in nature, discouraging the mother from trusting her daughter’s
care team and possibly even preventing her from ever speaking up again for the safety
of her daughter in the future. Thus, the floor nurse’s nonverbal response (i.e. “nonbe-
havior” as a form of communication) to the mother’s concern that “something is not
right” with her daughter disengaged rather than engaged the mother as an active part-
ner for patient safety, which is considered a core safety measure.

As aresult of these communication errors, the surgical side effect remained undis-
covered for too long — the PACU nurse did not reassess the infant prior to transferring
her to the floor and thus did not detect the volvulus in the colon; the floor nurse did
not decode the mother’s alert sufficiently; and the floor nurse and the physician did
not successfully engage their communication to establish a shared sense of urgency
for the patient to be seen at the bedside. These communication deficiencies caused se-
vere emotional, social, psychological, and physiological consequences for the patient.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this sentinel event:

— The PACU nurse could have taken the time to properly reassess (i.e. decode and
understand) the patient’s condition prior to transferring the patient to the floor.

— The PACU nurse could have contextualized her transfer report to the floor nurse
to make sure that the floor nurse understood that her assessment report was not
current.

— The PACU nurse could have engaged in sufficient communication with the floor
nurse to ensure a shared understanding of the patient’s health condition.

— The floor nurse could have embraced the patient’s mother as an active partner for
patient safety. She could have decoded the mother’s expressed concern properly
in the context of the mother knowing the patient, and she could have utilized the
mother’s presence as a resource rather than a constraint in the context of the time
loss that had been incurred by the PACU nurse’s limited report and unavailability
for follow-up questions.
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— The nurse and the physician could have utilized their communication more suc-
cessfully to co-establish a shared understanding of the urgency of the patient’s
condition and the need for the physician to see the patient immediately.

—  The floor nurse could have responded to the mother’s expressed concern and anx-
iety about something being unusual about her daughter.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. What environmental factors might have facilitated the communication errors in
this case?

2. Describe the scope of practice and roles for each of the healthcare team members
and how they might impact communication errors and patient safety.

3.  What could the nurses have done differently in this case to prevent the sentinel
event?

4.  How could the nurses have communicated better with the patient’s mother?
5. What positive action(s) did the nurse take on behalf of the patient?

6. Perform a root cause analysis of this sentinel event.
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Case 35: “July syndrome”

Cross-professional interaction
Delayed postoperative treatment, Near miss

Clinical context: Acute outpatient and then inpatient visit for thoracic surgery (lung
cancer)

Communication context: Interactions between an attending surgeon, two surgery
fellows, a surgical intern, a nurse, an attending ICU physician, and a pharmacist on
the ICU team

Incident: Communication error leading to delayed postoperative treatment (prophy-
laxis)

Patient safety outcome: Near miss

Case reprinted with permission of AHRQ WebM&M. Young JQ. July syndrome. AHRQ WebM&M [serial
online]. June 2016. Available at: https://psnet.ahrq.gov/webmm/case/378

A 64-year-old man was seen in the thoracic surgery clinic in June after being diagnosed
with a right lower lobe lung cancer. The attending surgeon saw the patient along with
his fellow, who was completing his 1-year surgery fellowship. By that point in the year,
the attending had supervised the fellow’s operative and postoperative care of nearly
100 patients, and he trusted him completely.

The patient was a good candidate for surgery, so the surgeon @ discussed the
operative plan (a right lower lobe lobectomy) briefly with the fellow and had the pro-
cedure scheduled for a few weeks later. The procedure was scheduled for the first week
of July. However, by this time, the fellow who had seen the patient in clinic had grad-
uated and ® left the institution.

The procedure itself was uneventful, and the patient was transferred to the ICU
postoperatively. The initial postoperative orders were written by the new thoracic
surgery fellow, who had just started his fellowship and was new to the organization.
He ® wrote brief orders for postoperative care, ® assuming, as had been the
case at the hospital where he did his residency, that the ICU team would write more
comprehensive orders.

The patient was received in the ICU ® by a surgical intern, who was in her ® first
rotation and had also graduated from medical school elsewhere. The patient’s nurse
noticed that there were no orders for venous thromboembolism (VTE) prophylaxis,
despite the patient being at high risk for VTE. @ She brought this to the intern’s
attention. The intern ® assumed that VTE prophylaxis was contraindicated,
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because the fellow had not ordered VTE prophylaxis; she also recalled an incident
during medical school where a surgery intern had been chastised for starting VTE
prophylaxis inappropriately.

Although the standard postoperative order set in the electronic health record in-
cluded a prompt for a VTE prophylaxis order, © the intern found that she could
easily skip this order and complete the rest of the order set without difficulty. There-
fore, @ the patient was not prescribed VTE prophylaxis.

Two days later, the pharmacist on the ICU team was reviewing orders for the pa-
tient and realized that the patient was not receiving VTE prophylaxis. She brought this
to the attention of the intern, who replied that she thought it was contraindicated, so
she had not ordered it.

The pharmacist conferred with the ICU attending, who agreed that VTE prophy-
laxis could have been started postoperatively and made sure it was started that day.
Fortunately, the patient experienced no adverse consequences as a result, but the
pharmacist and ICU attending wondered what could have been done to limit the risk
of such an event in the future.

Communication science principles

1. Communication is contextual

The surgeon committed a @ communication encoding error of contextualization
(error of misuse) by discussing the operative plan with the wrong person (functional
context). The surgeon neglected the fact that the fellow would have left the institution
by the time of the surgery which was booked after July 1 (chronological context).

The initial surgery fellow committed a @ transactional communication error
of contextualization (error of underuse) by communicating insufficiently with the
surgeon within the context that he would no longer be at the institution at the time of
the planned surgery (chronological context).

The nurse committed a @ communication encoding error of contextualization
(error of underuse) by not being assertive enough with the intern to raise the impor-
tance of the patient being at high risk for VTE (functional context), with the standard
protocol at this hospital being VTE prophylaxis (cultural context).

2. Communication is a nonsummative process

The initial surgery fellow committed a ® transactional communication error of
sufficiency (error of omission) by not communicating with the incoming fellow (e.g.
via appropriate notation in the health record) to make sure that he had a shared un-
derstanding of the operative plan for this patient’s upcoming surgery.
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The new thoracic surgery fellow committed a ® communication encoding error
of sufficiency (error of underuse) by merely writing brief orders for postoperative
care.

The surgical intern and the surgery fellow committed a ® transactional commu-
nication error of sufficiency (error of omission) by not establishing a shared under-
standing of the complete postoperative order contents.

3. Preconceptions and perceptions vary among communicators

The new thoracic surgery fellow committed a @ communication encoding error of
contextualization (error of underuse) by insufficiently framing his postoperative care
orders within the context of being new to the institution and needing to adjust his
communication to the institution’s protocols and standards (cultural context).

The surgical intern committed a ® communication decoding error of contex-
tualization (error of underuse) by insufficiently decoding the surgery fellow’s order
in light of her coming from a different institution with different communication stan-
dards and protocols (cultural context).

4. Redundancy in content and directness in channel enhance accuracy

The intern committed a @ communication decoding error of sufficiency (error of
underuse) by insufficiently decoding and attending to the nurse’s asserted concerns
regarding the patient being at high risk for VTE and requiring prophylactic treatment.

The surgical intern committed a © transactional communication error of
accuracy (error of omission) by failing to confirm with the surgical fellow that no
VTE prophylaxis was indicated for the patient.

The intern committed a ® communication decoding error of clarity (error of
misuse) by ignoring her uncertainty about the patient needing a VTE prophylaxis and
simply skipping over the prompt in the electronic health record.

The intern committed a @ communication encoding error of sufficiency (error
of omission) by not prescribing the patient the VTE prophylaxis.

Discussion

This case demonstrates the relevance of four principles of human communication to
safe and high-quality patient care:

First, the near miss resulted from the care participants’ insufficient chronological
and functional contextualization of their communication. The surgeon and the initial
surgery fellow failed to talk about the patient’s operative plan in anticipation of the
fellow departing the institution at the end of the academic year, and the new fellow
was never debriefed on the operative plan.
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Second, the clinicians (i.e. fellows and nurse) did not recognize communication
as an interactive meaning-making process. Several omitted conversations led to the in-
sufficient establishment of a common ground and, as a direct result, inhibited a shared
understanding. In fact, the participants did not even conduct the bare minimum of
communication (e.g. evident in a brief rather than detailed information exchange on
postoperative orders) that would have been required for safe patient care. Instead, the
providers acted based on a common ground fallacy that could have severely harmed
the patient.

Third, the clinicians did not utilize communication as a process to overcome dif-
ferential perceptions that they had formed based on previous experiences during med-
ical school and at other institutions. The initial fellow underused this cultural context
by resorting to a bare minimum of communication instead of actively adapting his
postoperative ordering to the new organization’s standards. The new fellow also un-
derused this cultural context by drawing inferences from her recollection of a similar
medical school incident, and over-generalized that approach to her communication
at this new institution. In other words, both fellows’ preconceptions caused them to
think and act within their own experiential frames. As a direct result, they did not
establish a common ground that could have bridged their perspectives.

Fourth, this case shows the importance of appropriate redundancy in facilitating
accuracy and, as a result, safer patient care. The physicians failed to engage in direct
communication with one another (e.g. by phone or face-to-face) to engage in accuracy-
promoting follow-up (i.e. redundancy). Instead, they remained vague and ambiguous
in their encoding and decoding, which led to a degree of inaccuracy that nearly caused
severe patient harm.

Interestingly, a core issue in this case was the intern’s lack of response to the EHR
prompt, which evidences that EHRs can work well as tools to facilitate a certain cov-
erage of information (i.e. quantity). However, such technology does not function well
to facilitate a shared understanding as a foundation for safe and high-quality patient
care. In other words, health information technology. can structure information
exchange, but it does not facilitate the communication process (i.e. an interper-
sonal meaning-making process that pursues a shared understanding of that informa-
tion).

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this near miss:

— The initial surgery fellow could have contextualized that he will no longer be at
the institution at the time of the planned surgery.

- The surgeon could have discussed the operative plan with the new fellow (either
in person or, if the new fellow was unknown at that point in time, via appropriate
notation in the health record).
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— The initial surgery fellow could have made sure that the new fellow had a shared
understanding of the operative plan he had discussed with the surgeon before
leaving the institution.

— Thenew fellow could have received more sufficient orientation information on her
first shift at the new hospital, so that the fellow would know and understand the
hospital’s institutional standards.

— The new thoracic surgery fellow and the surgical intern could have made an effort
to adjust their communication to the new institution’s standards.

— The nurse could have been more assertive in her communication with the physi-
cian regarding the need for her patient to receive VTE prophylaxis, or escalated
her concern via the medical chain of command.

—  The new thoracic surgery fellow could have written more detailed orders for the
patient’s postoperative care.

— The surgical intern and the surgery fellow could have followed up with one an-
other to make sure that they had a shared understanding of the written postoper-
ative order contents.

— The surgical intern should not have skipped over the prompt in the EHR, but in-
stead verified in direct conversation with the surgical fellow that no VTE prophy-
laxis was indicated for the patient.

Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.
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Discussion questions and exercises
1.  What role did the “common ground fallacy” play in this near miss event?

2.  What are two principles of human communication that illuminate the communi-
cation errors in this case?

3. Describe a policy or procedure that could be implemented to prevent these com-
munication errors in the future.

4. Many hospitals and healthcare facilities have to deal with a major turnover of clin-
icians in various stages of training during this critical period in July. What role
might nursing staff have during this critical time period to ensure “safe commu-
nication”?

5. What have you learned from this case that could help reduce communication
errors and increase the safety and quality of care in the future?
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Case 36: “Medication mix-up
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Inter-institutional interaction
Medication overuse, Harmless hit

Clinical context: Acute inpatient admission (stroke) with subsequent discharge to a
residential care facility for the elderly

Communication context: Inadequate handoff between transferring hospital, patient
and residential care facility (assisted living) and licensed practical nurse

Incident: Insufficient communication between institutions (acute care and residen-
tial care) regarding patient medications, leading to medication overuse and a pre-
ventable patient fall

Patient safety outcome: Harmless hit

Case written by Eileen Elenz, M.S.N., R.N. and Anne Wendt, Ph.D., M.S.N., R.N.

An 82-year-old female presents to the nurse’s office in a residential care facility for
the elderly, complaining of a severe headache and dizziness. The licensed practical
nurse staffing the facility notices other signs and symptoms of a stroke and calls the
emergency medical system to transport the resident to the hospital. @ The nurse does
not provide any health records, so the patient arrives at the hospital without any
documentation.

The patient is seen in the emergency department (ED) and diagnosed as having an
ischemic stroke. The ED physician requests a neurology consult. The neurologist im-
mediately administers IV tissue plasminogen activator (TPA) to prevent further dam-
age from the clot. The patient is admitted to a medical unit.

After several days, the patient recovers with no residual deficits and the neurol-
ogist writes discharge orders that include new medications. ® The discharge nurse
provides the patient with paper copies of her medication instructions but does
not provide verbal instructions and ® does not notify the staff at the residen-
tial care facility of the change in medications. The family takes the patient to her
residence in the residential care facility for the elderly. @ Neither the family nor the
patient inform the staff at the residential care facility about the patient’s new pre-
scriptions.

The patient self-administers her new medications as well as her prior medications.
One week after discharge from the hospital, the patient presents to the nurse’s office
again and states that she feels disoriented, tired and “does not feel good.” She also
tells the licensed practical nurse that ® she felt “dizzy” and had fallen yesterday,
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but “did not hurt myself.” The patient’s vital signs are: blood pressure of 80/60, pulse
of 90, and respirations of 16, and she has several bruises on her right arm. ® The
patient again does not tell the nurse about the new prescriptions. During her as-
sessment, @ the nurse asks about medications and learns that the patient is un-
clear about her medication regimen. The nurse asks to see all of the medications that
the patient is taking, and tells the patient to “bring me all of your medication bottles.”
The patient returns with many bottles of medication from her recent hospitalizations
and many bottles of medications prior to her recent hospitalization, several of which
have similar actions and could lead to dangerous hypotension and bleeding.

After reviewing all of the medications, ® the nurse calls the patient’s primary
physician to confirm which medications the patient should be taking. After clarify-
ing the prescriptions, the nurse is able to help the patient keep track of her complex
medication regimen.

Communication science principles

1. Preconceptions and perceptions vary among communicators

The licensed practical nurse at a residential care facility for the elderly committed a
©® communication encoding error of sufficiency (error of omission) by not sending
any health records along with the patient to the hospital.

The discharge nurse at the hospital committed a ® transactional communica-
tion error of sufficiency (error of underuse) by failing to establish a shared under-
standing with the patient on how to self-administer her medication.

The discharge nurse at the hospital committed a ® communication encoding
error of sufficiency (error of omission) by failing to inform the residential care facility
staff at the long-term care facility about the patient’s changed medications.

The family, the patient, and the nurse at the residential facility committed a
@ transactional communication error of sufficiency (error of omission) by fail-
ing to establish a shared understanding of the patient’s postdischarge medication
regimen.

The patient committed a ® communication encoding error of sufficiency (error
of omission) by not telling the nurse about her new prescriptions.

2. Communication is contextual
The patient committed a ® communication encoding error of contextualization
(error of underuse) by waiting to inform the nurse that she has been feeling dizzy and
had fallen the day before (chronological context).

The nurse at the residential facility committed a @ transactional communica-
tion error of contextualization (error of underuse) by waiting too long to establish a
shared understanding with the patient about her medications, and thus finds out too
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late that the patient is unclear about her postdischarge medication regimen (chrono-
logical context).

The nurse at the residential facility committed a ® communication encoding
error of contextualization (error of underuse) by calling the patient’s primary care
physician too late to confirm which medications the patient should be taking (chrono-
logical context).

Discussion

This case demonstrates how care participants’ failures to overcome the common
ground fallacy through sufficient transactional communication can severely com-
promise the safety of patient care. In this case, all care participants assumed (rather
than established or verified) a shared understanding, failing to realize that “Precon-
ceptions and perceptions vary among communicators” and that, therefore, commu-
nication must be engaged as the pathway to establishing a shared understanding. For
example, the nurse at the residential care facility assumed that the clinicians at the ED
would figure out that the patient had a stroke, and thus did not send sufficient (what
she considered evident) information along with the patient. The discharge nurse at
the hospital assumed that the patient knew (or else would figure out) how to use the
medication properly, and if not, that the patient would ask for assistance at the resi-
dential facility. The discharge nurse also assumed that the patient and/or her family
would communicate the new medication regimen to the residential care facility staff.
The residential facility staff (licensed practical nurse) assumed that the patient had
been instructed on how to use her new medications, and that her primary care physi-
cian would be in charge of the patient. All these communication deficiencies were
based on mere assumptions rather than on jointly established communication. Crit-
ical information fell through the cracks because the care participants had assumed
that communication had taken place and that a shared understanding had been ac-
complished, but that was not the case. Throughout the entire care episode, the care
participants never engaged any transactional communication to advance their indi-
vidual communicative contributions to a larger shared understanding, which could
have prevented the dangerous overmedication that caused the patient to fall.
Another core problem in this case was that all care participants failed to contex-
tualize their communication with each other, which would have been critical for the
safety of the patient. For example, the patient waited too long to inform the nurse
about her dizziness and that she had fallen the day before; the nurse waited too long
to establish a shared understanding with the patient on her medication regimen to
realize that the patient was taking too many medications, several of which could have
led to dangerous hypotension and bleeding; and the nurse waited too long to inform
the patient’s primary care physician of the patient’s hospitalization, and to establish
a shared understanding with the physician of what medications the patient should be
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taking. If these communication episodes had taken place sooner, the physician could
have prevented the medication overuse and patient fall. This demonstrates how com-
munication is the pathway to safer patient care.

Communication strategies per Hannawa SACCIA

Several behaviors could have prevented this harmless hit:

The staff (licensed practical nurse) at the residential care facility could have as-
sumed no common ground with the ED staff and sent information along with the
patient to the hospital to facilitate a shared understanding of the patient’s health
condition. Ideally, she could have followed up with a phone call to verify a shared
understanding of the patient’s history and condition.

The discharge nurse at the hospital could have utilized more sufficient communi-
cation to establish a shared understanding with the patient on how to self-admin-
ister her medication.

The discharge nurse at the hospital could have informed the staff at the residential
care facility about the patient’s changed medications.

The family, the patient, and the nurse at the residential care facility could have
engaged sufficient communication as a pathway to establishing a shared under-
standing of the patient’s postdischarge medication regimen.

The patient could have assumed no common ground with the nurse at the resi-
dential care facility and informed her about the new prescriptions.

The patient could have informed the nurse immediately, rather than a day later,
that she had been feeling dizzy and fallen.

The nurse at the residential care facility could have engaged in direct communi-
cation with the patient to establish a shared understanding of the patient’s post-
discharge medications immediately upon the patient’s return to the facility.

The nurse at the residential care facility could have called the patient’s primary
care physician immediately after the patient’s return to the long-term care facility
to confirm which medications the patient should be taking.

The nurse at the residential care facility could have immediately informed the pa-
tient’s primary care physician of the patient’s hospitalization, so that the physi-
cian could have contacted the hospital staff to coordinate the patient’s medica-
tions.
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Communication lessons for safer, higher quality care
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Select the communication lessons from Chapter 6 that best apply to this case and mark
the respective circle(s) in this graph. Explain your choices and discuss how the lessons
you selected inform this particular case. Compare your choices with the responses
others may have chosen. Are there any discrepancies? Discuss how any alternative
lessons that you may have chosen or disregarded apply to this case.

Discussion questions and exercises

1. As anurse working in the residential care facility, what would you have done dif-
ferently to prevent this harmless hit?

2. Describe a strategy that could help residents understand the importance of med-
ication reconciliation after medications are changed.

3. What positive actions did the nurse take to protect the safety of the patient in this
case?

4.  What have you learned from this case?
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Contextualizing communication in healthcare environments

Healthcare professionals do not go to work intending to engage in poor communi-
cation that puts patients at risk. Yet, as is evident in the case studies in Part II of
this book, a variety of communication errors occur in clinical practice environments.
The communication activities of members of the care team — encoding, decoding, and
transactional sense-making — are often disrupted, and the path to establishing a com-
mon ground and a shared understanding is filled with potential misunderstandings.

Nurses are all too aware of the complexity of the environments in which they
work. Successful communication is essential to safe practice in clinical encounters,
but the contexts for these encounters offer many impediments to successful commu-
nication and it is important to consider this context when analyzing the cases in Part II
of this book. Some of the more common impediments that are illustrated in these
cases include the hierarchical nature and uneven power distribution that exists be-
tween healthcare providers and between providers, patients, and families; and the
time-pressured environments in which nurses are asked to prioritize efficiency and
expediency in unpredictable, rapidly changing situations while also managing multi-
ple tasks and multiple interruptions concurrently. This concluding chapter highlights
the impediments to safe communication introduced by these two important contex-
tual features of the healthcare environment — hierarchy and the changing clinical sit-
uation — and offers suggestions as to how nurses and nurse educators can use the
Hannawa SACCIA “safe communication” model described in Chapter 5 of this book
to develop their own and their students* communication skills, and to diagnose and
reduce common communication errors.

The clinical context: Two important features that impact communication

1. Status and hierarchy

As was discussed in Chapter 2, communication is contextual and entails both factual
and relational information; it is also more than words. Factual messages are always
accompanied by verbal and nonverbal relational messages. In healthcare, as in many
other settings, these messages exist in a social context of status and hierarchy. Histor-
ically, higher status has been afforded to physicians over nurses and, within any given
profession, to those with more experience over those with less. In addition, those iden-
tified as professionals (i.e. physicians and nurses) typically have higher status than
nonprofessionals (i.e. patients and family members) in clinical encounters. In addi-
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tion, many intersectionalities of power and oppression exist, including race, gender,
and socio-economic status (Acker, 2006; Ceci, 2004; Meleis, 2016; Van Herk, Smith, &
Andrew, 2011).

Asis seen in the case studies in Part II of this book, status can be conveyed and en-
forced through nonverbal gestures and tone rather than the content of speech. For ex-
ample, a physician conveys impatience and dismissiveness through her tone of voice
when a nurse questions an order; a nurse ignores a patient’s mother’s question by
turning her back; a more experienced nurse dismisses the concerns expressed by a
newer nurse by rolling his eyes and heaving a sigh. The actions of those with higher
status in these situations go unchallenged due to a real or perceived power differential
between the participants (Ceci, 2004; Meleis, 2016).

The status hierarchies that exist in healthcare have great potential to impede safe
communication and thus increase the risk to patients. When status hierarchies are
present in the social structure of a clinical setting, it is often the case that participants
with lower status remain silent in the face of what they perceive as the higher authority
of those with higher status. Even when those with lower status have more expertise in
a particular situation, they may defer to the authority that comes with higher status.
This deference of expertise to status and authority, or hierarchical silencing, has been
identified as a risk to patient safety and healthcare performance (Weick & Sutcliffe,
2015) and is evident in many of the cases in Part II of this book.

In the hierarchical silencing that is evident in these cases, status was often con-
veyed in nonverbal language and resulted in clinicians making decisions based on
incomplete or inaccurate information. In case 3, for example, the patient perceives
the nurse’s behavior as rushed and does not correct her when the nurse addresses her
by the wrong name. In case 9, the nurse does not agree with the physician’s order,
but does not question the physician because of what the nurse perceives as his unap-
proachable demeanor. In case 10, a newer nurse remains silent because she does not
want to question a more experienced nurse’s assessment, and the more experienced
nurse ignores statements made by the patient’s mother. In each of these cases, one or
more participants on the care team were silenced by the unspoken hierarchical social
structure that existed, whether or not participants consciously supported it.

2. Changing situations, time pressure, and multitasking

Communication relies on participants’ accurate encoding which is based on an inter-
pretation of the situation and the encoder’s goals for the communication. The basis for
the message encoding that is required for successful communication is the encoder’s
interpretation of the information to be communicated — that is, the participant’s as-
sessment of the situation and formulation of goals for communication based on the
data at hand. Healthcare settings such as outpatient clinics and inpatient hospital
units are known to be fast-paced, constantly changing environments where clinicians
often must make quick interpretations based on limited data. In addition to this time
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pressure, clinicians are often required to attend to multiple sources of data and multi-
ple unrelated events at the same time. In the context of limited time, constant change,
multiple sources of data and many competing demands, the margin for clinician error
in the trade-off between speed and accuracy is narrow. In the interest of speed, nurses
often take shortcuts that include limiting patient and family involvement, following
generic rules or responding in the same way they have in similar situations without
taking time to fully examine the current situation. In the quest for expedience, nurses
are led to trust decision support and data technologies without considering that these
technologies at times fail. All of these tactics run the risk of compromising accuracy
and conveying unintended goals when the nurse encodes the communication mes-
sage.

In several of the cases described in Part II of this book, communication is dis-
rupted in part because a clinician relied on prior knowledge of a particular patient
when that patient’s situation had changed, or a clinician relied on a set of rules in
the absence of complete information. In case 2, for example, the nurse on a psychi-
atric unit relied on her knowledge of past situations when she made the incorrect as-
sumption that a newly admitted patient was taking the antidepressant medication
Paxil based on the daughter’s report that her mother was taking a medication called
“Plaxil.” In case 24, the nurse admitting a new patient followed standard admission
orders instead of taking into account information provided by the patient and suggest-
ing additional lab tests to the care team. In case 29, an emergency department nurse
responded to the patient’s critical condition by implementing familiar resuscitation
protocols without discussing the patient’s treatment goals with the family.

Other cases demonstrate the risk incurred when nurses ignore patient and family
input. Given the amount of data nurses must process, and the distracting work envi-
ronment filled with multiple competing tasks and interruptions, it is not surprising
that nurses at times choose to limit the amount of information they take in. In case
20, a child’s mother requested water or juice for her son who was being evaluated for
an injury, but emergency department staff, who had prioritized other patients during
a particularly busy time, ignored her until the boy fainted. In case 25, during a busy
time in the operating room, a float nurse took over care of a pre-op patient without
receiving adequate information and did not to ask the patient which hip she was hav-
ing replaced. In case 32, the nurse who was preparing a patient for discharge seemed
not to notice that the patient’s husband was overwhelmed by the information on how
to care for his wife’s jejunal feeding tube and did not make any effort to ensure his
understanding.

In each of these examples, a nurse limited the amount of information that went
into a decision and that ultimately went into what she or he encoded in a communi-
cation encounter. In each case, the nurse was under pressure to attend to what were
seen as more important tasks; this led the nurse to make assumptions. Making assump-
tions based on limited data can seem like a necessary part of a nurse’s work, given the
underdetermined nature of the clinical environment. In this environment, it is often
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the case that there are not enough data available to narrow the appropriate action to
only one possibility. But in the cases discussed in this book, nurses failed to attend to
all the available data by ignoring patients’ and family members’ voices or by assum-
ing things about the situation without fully exploring alternative possibilities. These
short-cut actions resulted in errors in communication encoding and decoding.

Diagnosing and reducing communication errors

1. Tools for clinical practice

It is important to take into account the particulars of the situation as well as the larger
context when analyzing communication errors. Because it is thought to be impossible
for nurses and other clinicians to practice safely within an unsafe system, the health-
care safety literature emphasizes the importance of the systems-based approaches
taken by Highly Reliable Organizations (HROs; Institute of Medicine, 2001, 2003, 2013)
to reduce medical errors. Healthcare institutions have taken important steps to im-
plement system changes in healthcare delivery to eliminate hierarchies, promote in-
ter-professional collaboration, and include the active participation of individuals and
families seeking care. Efforts have also been made to reduce distractions and inter-
ruptions in nurses’ work environments, and to better prepare nurses through educa-
tion in quality and safety through projects like Quality and Safety Education in Nursing
(QSEN, 2017). As part of these efforts, some institutions have implemented policies and
procedures to standardize communication through checklists and scripts intended to
promote teamwork and respect for the contributions of all members of the care team.
Many institutions also have implemented team member training in communication
skills using evidence-based models like the Agency for Healthcare Research and Qual-
ity’s (AHRQ) TeamSTEPPS curriculum (Agency for Healthcare Research and Quality,
2014) and schools of nursing have integrated the QSEN competencies and teaching
strategies into their curricula (QSEN, 2017).

Even with the many tools available to improve communication, it is evident in
the discussion of the cases presented in Part II of this book that establishing a shared
understanding takes time, effort, and skill on the part of all participants. Using Team-
STEPPS tools such as the SBAR communication strategy (“Situation, Background, As-
sessment, Recommendation”) or CUS words (“I’'m concerned, I’'m uncomfortable, this
is a safety issue”) may be good ways to convey information in complex settings, but
following the rules, or using checklists, algorithms, and scripts to reduce communica-
tion errors will never be sufficient (Agency for Healthcare Research and Quality, 2014;
Benner, 1984; Benner et al., 2010; Benner et al., 1996; Dreyfus, 1992). As described in
the introductory chapters of this book, communication skills are relational and are
one aspect of clinical reasoning, judgment, and action. Like all other aspects of clin-
ical practice, safe and effective communication in healthcare settings cannot be sup-
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ported fully by rule-following; it requires human expertise gained through experien-
tial learning (Benner et al., 1996; Dreyfus, 1992).

Expert practice is intuitive but, unlike the examples of nurses making assump-
tions without considering all the available data, expert practice in nursing is not a
short-cut activity and requires the nurse to stay curious and open to all possibilities in
asituation. Experts are always questioning, always asking, “What am I missing?” This
thoughtful reflection in action from inside the situation is essential to sound clinical
judgment and develops through engagement with clinical puzzles over time, thinking
outloud, and sharing ideas with others in a community of practice (Benner et al., 1996;
Tanner, 2006). Expert clinical practice includes expert communication skills that al-
low the nurse to encode and decode messages clearly and succinctly, and negotiate
clear and accurate common understandings of clinical situations. Expert communica-
tion also allows the clinician to encode messages of ambiguity and uncertainty. Devel-
oping these skills requires engagement with experiential learning in practice and also
reflection on practice. The Hannawa SACCIA typology described and demonstrated in
Chapter 5 of this book gives nurses and other clinicians a method for reflecting on all
aspects of communication encounters. As a common language, the Hannawa SACCIA
typology offers a way to level hierarchies; as a method for reflecting in and on prac-
tice, the five SACCIA core competencies offer a way for the nurse to slow down and
ensure she or he has gathered sufficient, accurate, clear data; that the data are con-
textualized; and that common understandings with other clinicians, the patient, and
the family are accomplished through interpersonal adaptation.

2. Tools for educating nurses

It is clear that safe practice in complex healthcare settings requires clinicians to de-
velop skills for successful communication. The method for analyzing and diagnosing
communication errors presented in this book adds important elements to the health-
care safety discussion and supports the development of the communication expertise
of nurses. The Hannawa SACCIA typology and the analyses and discussions of the
cases in Part II of this book provide a sound method for diagnosing communication
errors and give inter-professional teams a common language and strategies for mak-
ing improvements that will reduce errors. The cases also provide an excellent starting
point for nursing students to enter clinical practice imaginatively in classroom and
lab settings and develop safe communication skills that will allow them to voice their
concerns confidently.

For nurses to develop the communication skills necessary for safe practice re-
quires more than providing them with tools like SBAR and CUS words. Safe com-
munication requires the nurse to articulate nursing concerns effectively in a complex,
hierarchically structured environment that places medicine at the top. In order to
accomplish this and to overcome the hierarchical silencing evident is several of the
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cases, nurses must develop a strong professional identity and confidence in the value
they add to the healthcare team.

Using the cases and study questions provided in Part II of this book, nurse educa-
tors can structure learning opportunities for nursing students and nurses at all levels
as well as for inter-professional teams of learners. In addition, nurse educators can use
the cases as a way to encourage students to imagine themselves in the situation and
to think like nurses by using reflective discussion questions (Day, 2011; Tanner, 2006):
What do you notice? What are your main concerns? How will you respond to the client,
patient, family, or professional colleague? How are your concerns and responses in-
fluenced by your identity as a nurse? By role modeling and coaching the students to
think like nurses, the nurse educator can assist students in developing their voice and
articulating nursing-specific concerns in different situations. This reflection on profes-
sional identity, combined with background readings from the introductory chapters
of this book and an analysis of the communication errors that compromise safety can
create powerful learning experiences for all levels of nursing education and staff de-
velopment. By incorporating the case studies and the Hannawa SACCIA method into
inter-professional learning activities with expert coaching and role modeling, nurse
educators can assist students to further strengthen their safe communication skills
and practices to overcome the hierarchical silencing present in many clinical settings.

The Hannawa SACCIA typology accounts for all aspects of communication. Its
evidence-based categories of sufficiency, accuracy, clarity, contextualization, and in-
terpersonal adaptation are not intended to replace relational or other clinical skills
with another algorithm or set of rules. Instead, by developing an awareness of these
categories and using this method to debrief errors, nurses will develop not only rela-
tional communication skills but also skills that allow them to reflect in and on prac-
tice, stay curious and questioning, stay present in the contextualized situation, and
avoid shortcuts even in complex, time-pressured environments.
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