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After completing this course, the learner will be able to do the following:

+'‘Examine the historical and theoreticél basis of communication
concepls. '

+  Demonstrate understanding of the fundamentals of human

" communication and their application to communication in healthcare.

escribe barriers to healthcare professional-patient communication -
that impede therapeutic communication and positive patient
outcomes. Compare ways to improve the effectiveness of
communication with patients. .

INTRODUCTION.

 Few things bind us as humans as tightly as communication. We all
do it — communicate, that is — in a variety of forms and with varying
degrees of efficacy. On its most fundamental level, communication
among humans amounts to the transfer of information or ideas from one
person to'another. This point-A-to-point-B transmission process seems a
simple enough concept, and it is so universally understood and accepted
that it tends to be taken for granted. Yef communication between people
i not necessarily a straightforward endeavor, nor even an easy one.
Rather, cominunication represents a complex, dynamic social activity
that pervades every aspect of our interaction with others. It is the “on”
switch that powers all of human connection, It is the means by which
we form and manage relationships, however simple or complicated
those relationships may be. ; :

i In healthcare settings, few things promiote the development of
successful patiefit-provider relationships — and the positive impact
of those r@latibn_sﬁips on patient outcomes and satisfaction - as
indispensably as effective communication. Put simply, good
telationships, built with good communication skills, make for good
outcomes. Evidence supports this formula: The quality of patient-
provider relationships has been shown to improve patient satisfaction
and health outcomes (2016; Haverfield et al;; 2020; Kornhaber et
al.). The effective communication between healthcare clinicians and
their pati¢nts demonstrates such wide-ranging benefits as improved
adherence to treatment regimens, better utilization of healthcare
resources, and lower costs (Drossman & Ruddy, 2020; Okunrintemi et
al., 2017). On the other hand, lack of effective communication amonhg

. healthcare providers can jeopardize patient safety. Miscommunication
among clinicians, particularly during patient handoffs, has been found to
be a leading cause of preventgble adverse clinical events (Mardis et al.,
2017; Muller et al.;2018). Inadequate or ineffective communication also

FUNDAMENTALS OF COMMUNICATION

can impact clinicians’ job satisfaction, a key marker of patient safety - '
and quality care. For example, nurses who perceive communication - '
positively in their work settings are less likely to experience burnout or
leave the profession (Sullivan Havens et al, _2918§ Vermeir et al., 2017).

Healthcare professional consideration: Successful ‘communication |
in clinical practice requires skill, sensitivity, and intdition.To 21+
optimize health outcomes, the practitioner-patient relationship relics "
as much on the development of trust and respect; the understanding '/
of, and sensitivity to, patients’ values, perspectives; perceptions, g8
culture; and the display of empathy as it doeson qlix_ﬁéal observ{’
and assessmefit. . T R N S S e

e

. Despite advances in communication theory ar,_u.i_r'nethqu,\ h_istoricél

barriers to effective communication in healthcare — constraintson
time and staffing, environmental distractions, and shifting patient
perceptions among them — steadfastly remain. Clinician éducation has
traditionally favored clinical skills relative to a focus on so-called soft
skills, such as communication, leaving manyhealthcare professionals
feeling ill; Jeq\?:ppgdtg,sucoefssﬁﬂl,y -address the wide array of patient:
and collegial fnteractions they encounter, often for the first time, /"
on the job. In addition, research is exploring the ways that rapid ©
evolution of the healthcare iydustﬂ/ and emerging technologies affect
healthcare professionals’ current and futute ability to,fespofi{i to their
patients’ and colleagues communication needs, particularly among
professionals who lag behind adoption of new technologies (De Léew
et al., 2020). In the short t¢tm, as healthcare organizations erideavor:ts

fulfill The Joint Commi%sion (TIC, 2010) §‘ta_ﬁd§r_ds_r'gga'rding pé;i‘en_t-
centered care, healthcaré professionals are called upon to successfully
incorporate patient-oriented communication techniquies into practice.

E

Sk

- Commonalitylies at the root of cqmnmnicatidn. The very ferm derives
*ffom the Latin noun communis, which‘means “common,” and is related
fo the Latin verb communicare, meaning #to make commion” or “to
share " Humans héve participated in that sharing since long before
‘ancient Réme attached a wotd to it, however; The phenomenon of
_communication has been fundamental to human life - and human
- suryival —sirice the beginning of humanness itself. ;

Along the continuum of human existenc from prehistoric people’s
use of pictographs to the 21t century’s manipulations of complicated
: ~ compter code; we humans gained an evolutionary edge through -
7. our capacity to attach common meaning, both proximate and

" ¢onceptualized, fo our reality in ways that other species cannot.
Researchers have long theorized that; from the stait, our ability to
“mutually understand and exchange information = not only about our . -

. portion of what makes us human.

immediate surroundings butalso, importantly, about abstraction§ -
beyond our diréct experience ~ set us apart (Dance & Larson, 1976).
Our vahies, beliefs, and emotions, alqngsidéfqi_'-_ﬁer'c;p{ion ‘of such
wide-ranging concepts as freedom, faimess, ari, or healthcare, rely o
our human aptitude for ascribing common meaning to bp’?t; the tangi
and the abstract, Our cognitive powers, along with our collective ./
capacity to think symbolically and to share that thinking with others
of our species, are a uniquely hunian characteristic (Miyagawa etal.
2018). Evidence suggests that it is enabled by a distinctiye area
brains, namely, the human yentrolateral frontal cortex, assoc
language and other cognitive processes (Snow,;2016). %

In other wotds, communication is part of our a
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of example, a smile or grimace, a nod of the head a dlrect 0 mufed
gaze of the eyes, and a subdued or high pltched tone of voice all seud
a message from one person for interpretation by anotller, as do the . Gt
manner that one sits and the way in which one clresses Bven srlence can -

onras _____transmit meaning (Bonvillain, 2020)

Commumeatron, ¢ example, is anme\;xtable behavror among people.
" Influential work-in communication theory asserts thaf *no matter how
- one may try, one cannot not communicate’ (Watzlawrck etal., 1967, p.
30) We mmmumeate even when we do not;eahze we are domg s0.

' Language ‘of course, ‘often comes to mind when one considers the what
of commumcatron‘, but language is not umque o humans. Animals and
certain plant species have their own means of communication. Human
~language distinguishes itself by ifs use of symbols. Our capacity to
cbnceptuahze, to think beyond our temporal being, allows us to assign
meanmg, not only to objects but also {o actions and emotions, about all
of whrch we conventionally share uniderstanding (Onjefu & Olalekan,
2016). Across geography and culture, we use language to signify
our collective knowledge of physical thmgs (form) ok, chair, or
stethoseupe, for instance. We-also use symbolic language to commonly
recognize the manner in which we interact with those things (such as

- read, sit, or listen) and how we feel about them (for example, bored,
comfortable, or gmteful) No matter how you feel about it (emotion),
“‘you are able to réad and understand (action) this course (object)
~ “because you share with your fellow humans a long-established, mutyal
understandmg of the symbols - in this case, the words ~ it contains.

i Language, ihen, conveys meaning, but words, spoken or written do

’G’G}ot make up the whole of human langudge. Images and nonverbal
actions. carry meaning as well. Facial expressions; posture; affect;

yntact (or Jack of it); tone, inflection, and pitch of yoice; 1 touch;

B ‘socral distance; and  personal J’ppearance all have

1 smit a syrubol or set of. symbo s — in other words,

ys" someﬂrmg wuhoul need of speech By way

Language does not always connect us. We may speak dlﬁ'erent dralects -

for example, or our perceptions of body language can'differ by cul!ure. :
Human communication universally allows us to form and sustain -

relationships. Communication prompts interaction: betweeu people or

groups of people by transmitting meaning in context; mcludmg dialect

and culture. The words language and communicatioh are often uséd _ e
interchangeably, but the terms differ in the same way the concepts of B
what and how diverge. Language is the means behind the meaning; in '
other words, verbal and nonverbal language are modes of capturing

meamng (the what). Communication is the process by whrch that %

meaning is shared among people (the how).

Moreover, the communication process is neither stagnant nor one-wﬁy
For transmission of meaning to occur between humans, whether that
meaning is expressed dynamically as information, thoughts, ideas, or
feelings, it takes (at least) two — that is, fwo or more people. Human
communication exists when messages are sent and sﬁhsequently
received by people.

Of course, communication is not always an effective transmission of
meaning. It may be misinterpreted or misunderstood, and its quality
varies as much as the volume of messages sent and received in the
course of human life. Multiple factors influence communication, from
the channel or medium used to transmit information or other messages
to the context — environmental, social, and cultural, to name a few —in
which communication occurs. Scholars have extensively explored the
impact of channel and context on communication, including within the
dynamics of the healthcare climate and settings, but for purposes of this
writing, a working definition of communication harnesses its pnncrpal
characteristics.

On the basis of its component parts, human commumcatron, as
summarized in Table 1, is a dynamic, bidirectional process in whlch
people form relatlonshrps by rnteractmg through symbols to create, ©
interpret, and exchange the meaning of thoughts -ideas mformatron,

and emotions (Srllars & Vangelrstr 2018 Wood 201§)

rcatron isan endurmg human behavior wath no fixed begmmng orend.

; iCommumcatron occurs when messages are sent and received.

| Communication allows people to create and sustain relationships.

P :and nonverbal language

.| Communication relies on the unrquely human capacity to generate meaning from symbols, mcludmg verbal

r;gxcrpal types of
crpate n the prope

munication 1sself ~tal
thuughts 1(lea

: respond with inner, mstantaueuus d '

- and what we willdo in response, .
We converse wr(h oursel\res abou: th
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- 'severalﬁfndame
e Om .ne.rert Interpersonal commumcatlon is ever present. Where

.- established trust or authority between the, M

moriths or even years. Your commumcatmn,
your relatmnsh:p, with this colleague didn
they have just sought. Rather, your.p
communication moment, ljkely bécause earl

i 1 -about ha'vu-;g to wake
allows us to proces s thoughts and sentiments that
ess, niot only in response to immediate

156 fo think through and plan futiire actionsor reflect on

yast ints 5. It helps us rehearse, for example, what We will say to
others’ and the manner in whrchg.ve will say it/ o

“As wrth ahy other.fonn of conmmunication, mtrapersonal

communication can be expressed verbilly or nonverbally. ‘We might
talk to ‘ourselves “out loud” with vocal expressions of happiness or
frustrétrgn We mlght use a gesture, such as a thumbs-up motion,

to teinforce our satisfaction with ourselves, or we might admonish
ourselves with a slap on the forehead. We mrght also distill what is on
our mmds in wntmg by way of keepmg a Journal or diary.

Atits’ core, our mtrapersonal commumcatlon enables us to define our
idea of ourselves. Our self-concept, and consequently our self-esteem,
draws ‘on our abrhty to tell ourselves we ate good or bad, satisfied or
dissatisfied, competent or mept Oles and colleagues (2020) suggest that
mtrepersonal communicatioti in the form of self-talk regulates self-.

i control and direction (*You didn’t do that well. Try again.”), but it also

offers opportumtles to gﬁ’gage in inner monologues (“Why didn’t1 do
that well the first time?”) as well as mner’glalogues that may involve

' _another person (“If my supervisor saw that I dldu’t do that well the first

tlme, she’d saf' Twa§ lazy.”).

: gurdance (they may leave your plaee of employm it;
" Yetit is equally possiblé you will mteract with them |

Healthcare professrohal consideration. Intemal dlalogue involves
ié'é’r’rtem’\platrd'n, or reﬂeetlve thought. Reﬂectwe thmkmg is an
rﬁtenttonal thought process widely lauded in n'education and practice as
| a’standard for irproving, not only self-awareness, but also cntrcal-
thinking skills (Barbagallo, 2021; Mikes-Lui et al., 2016). Reﬂectmg
on an interaction allows the person’ to improye therr communications
%%‘gﬁluatmg how the interaction may. have been more effective and

what gole they pféyed in the outcome.,

'Interpersonal communlcaﬂon
: Interpersonal communication is the exchange’of thoughts ideas,

j mformatlon, and feelings between two or more people It is the behavior

we use to create, maintain, and end relatronshlps It is how we connect
-with one anéther, and the more we interact with another person or

people, ihe more mtercoqnected and mterpersonal our relationships
become :

We commumcate interpersonally using ail modes of verbal and
nonverggl interaction. A spoken conversation between two people
‘is mterpersonal communication, but S0 is wntmg an email ora
birthday card.'A smile, wink, or scowl a pat on the back; and a

squeeze of another s hand count as interpersonal communication, too.
< £

Researchers' have devoted coprous amounts of study to the complexity

of mtezp’ersonal communication — and with good redson: Interpersonal

communication makes up the majority of human interaction (Trenholm,
2017) Noted theonst Julie T. Wood (2016), for example, describes

tal, widely’ acceptetf characteristics of the phenomena:

i relatr%ns

exist; commumcatron also exists. Consciously or
sly, uerbally or nonverbally, we carmot escape the

mployer or the pemon at the grocery store checkout -
ceives messagcs we transmrt, whether in a conversation,
; srnrl or myriad other ways. "\

] _.terpersonal commuhication also is ever changmg Asa
it tran sforms over hme Our mterpersonal conimunication

et another and 50,00. Slmllarly,
_leud L other eveiits in the near

in this scenario that the whole of your commiunic
your relatr nship) could end once'yop have offere

a few moments, the next day, or at sonie oth
communication with your colleague maght c‘h‘ang C € d
influenced by a variety of envrronmental social, or other factors, =2
but its start and finish cannot be deﬁmtwely determ ed ,
Selective. Of course, not all of interpersonal comm
as familiar as, say, yéut interaction Wwith'a colleagu
to the pomt a close friend or family’ member. Inter MRty
communication rs”selectrve inthat it spans a confmuum from et
1mpersonal to intimate contact. Sometimes we' ep.co nter strangers ;

as in the case of a grocery store clerk; ‘with whom \fe‘li' le o
communication, let alone communication of a persenafo?‘ private

nature. Other times when we engage in small talk with others, our.
relationships are casual, involving equally casual. but hot personal SR
communication. Most interpersonal communica Hon iny lX‘es these ™ -
two modes. We acknowledge people i npperson y 'though the"' :

were objects (such as a homeless person), or we ‘comm
superficially with them, acknowledging them wrth’m th _
of social roles (as with a classmate, co-worker, or pa
refraining from engagement on a perscmal level. W
relatively few people whom we consider unique indivi uals and |

with whom we choose to commumcate in deep and compléx A
ways. Sty
Transactional. People partrcrpatmg in mterpersonal commumcatlon FAE
each gain meamng from the interaction. Int'erpef’sorial '
communication is by nature transactional and recrprocal Bach !
person in an interaction srmultaneously and recurrently sends and
receives messages. Recall that those messages can be transmitted .-
verbally or nonverbally. When you instruct a patient and the patlent
fnods to srgmfy their understanding, each of § you has given and taken

in messages in a circular manner; You present mfoﬁrahon, your /s
patient acknowledges recervmg the information; and the exchange
comes back to you as you take in thé meaning of your pa ient’s
understanding. A variety of environmental, psychosocial, culfﬁral

or other factors might inflyence thaLloup, hoWever ‘which makes
interpersonal con{mumcatron fertile ground for mist "dé?‘rstandmg
Some patients may nod acceptance of mformatron ‘when in actuahty
they.do not understand what is bémg said, and some patients are
frequently anxious or in pain add therefore distracted from an g4
effective information exchange. Internal or external distractions,

for example, can interfere with interpretation of the content of
communication. The patient’s comprehension of instructions ‘might

be sidelined by their self-talk revolving around health-related

worries, or the arrival of another healthcare professronal might |
interrupt, even momentarily, the patient’s abili ocus on the
information being provided. Culture hkewrse can contribute fo
misunderstanding. The up-and-down motion of a nod ¢

mlght suggest affirmation in one ‘culture bi
in another culture or be a signal fo simply pro
Yet the duality of i mterpersonal communication; ac
Wood (2019) extends beyond the fact of twol
to the shanng of responsibility by '
mterpersonal commumcatu'm each ]

to ensure the patlent’s or caregl
instructions 6 consent. s
Irrevefsible and unrepeatable  After you hay.
something, or perhaps used a form of body |
communicate (rolling your eyes, for exmgpl
thought to yourself that you wished yon

Interpersonal commumcatron doés
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ot communicate, as previously noted, -
) "'ns'ee"?me'sﬁﬁgcsand? consequently,

s, apologies, or denials are .,
\ right; but they do not purge the existence
in'the first place. Also, interpersonal

nt by moment, we -

Evidence-based practice! Use of Balint groups involvi
facilitated groups of clinicians who regularl C
clinical cases to improve their understandil
relationships (Americar Balint Society, n.d,)-
to enhance both clinician-patient communical

ough interpersonal communication and become

The act of communicating changes us in some

. n no more capture at any 'mq_r'ﬁgn_f" in'time the

ffect on our thoughtS and emptions of somethin g we have

icated than we cari time travel. Each act of communication
e participate’is unique. S S B

d practice! Empathy and authenticity ate key -

f effective communication. The content of - & ;

; acknowledge individual experiences,
xperiences that signify why effective

icatio ounts m@luding-‘g’oodi_cli'_r__nica gntc?mq§,_'_
1pr ved patien satisfaction, better clinicat weli-béing, decreased
: Yifigation, and time savings (Lim & Dunn, 2017). =

Group communicatio

Iy

n Bhing ]

'Group communication involves interaction among thiee or.more
“individuals, but nof just any people. The five indiy.idﬁ,_als_ vith whom
you stand in a cafeteria line, for example, indeed represent 4 grup, but
in _tfiis case, the group is little more than a collection of people standing
‘ina c%fete;ia line. You and the other memb,er§ of such a groupishare

some common characteristics and goals: We might infef each of you

'is h\'m\g'ry or thirsty, for instance. You ail stand in line for the purpose

of paying for your food or beverage. While waiting, you might send

messages on af interpersonal leve], knowingly or otherwise, to others in”’

eroup = by tapping your foot, perhaps, or in some other nonverbal
“femonstrating impatience, ot by engaging in inconsequential small
with'the person immediately alongside you. If someoné with whom
ire weil acquainted waits in line with you, such as a colleague,
mber, your lével of interpersonal communication
your wait will be more intimate than that with
jgét in the group. However, in this scenario, you would pot
ici sate in grotip communication because (absent concerted effort
& group to work-agone to, say, hurry the process) you have not

tion occuirs when three or more people
,ideas, information, or emofions with the express
g an identified objective or outcome, As a goal-
members who participate in group mgmﬁication

P} .’Z‘ .. & 1.2 R P | :ﬁ- *{? 3 THitorsy 3
- exchange ids d information‘abolit a common problem or
; _.intgrq’éper';';leﬂt aim. Group communication differs from intra- and

>

interpersoral communication in that it tends to be moré formal and
-fotused, andt is 1

tiofand/or roles yithin group settings. | -

Jhasis on the achievement of goals, scholdrs have

nunication in light of fhe manner in which
et grouip menbers (Jgnsen & Chilberg,

_L;:‘méi_i Tearning, n.d.).

emb gil’pamclp&ntﬁﬁeft mutual

pet

ot necessarily voluntary; often ofie 1s assigned to

pl Ph«yslciéns display

confidence in-their ability-to undezstand {
among triage practitioners during the SARS
(Yang etal., 2021). 'Pa};ticipation in Balient-gn
has been shown to improve clinicians’ self-efh
burnout (Otten, 2017). Z

A third component of group communication involves group size.The
number of participants in a group can affect the cohesiveness and “
quality of communtcation within the group. Too few members might
result in gaps in perspectives or expertise, for example. Too many
members, on the other hand, might disrupt the equal p_gl_'_ticipation :
of group thembers. A group’s size also determines how many - = '
social ties — links, relationships, connections, edges —are néededto 7
join members to each other and to the group (Forsyth, 2018). The
‘mode of communication among group members — face-to-face or
through assisted means, such as telephone or two-dimensional video
conferencing — likewise can shape the effectiveness of exchange .
between participants. Communication via conference call, for example,
lacks access by participants to body language and other nonverbal . ..
cues that might color the discussion, whereas p'articipants_’ acceplance
of video conferencing technology may influence their satisfaction
with the modality (Dobosh et al., 2019). The precise number of group.
members that constitutes an optimal collection of people for effective .
communication remains a matter of debate. Research focus groups,
for instance, are typically limited to 8 to 10 members, whereas group
meetings may still allow for each person to participate if the group size
is 12 to 15 members. Techniques such as “round robin” or weighted .1 |
voting can be ysed to elicit interaction. : ' ;

However, a consensus view among communication Scientists uses

size to categorize group communication as either small-group or
organizationally based. Small-group communication is fypically -
associated with interpersonal commuhication behaviors; members of *

small groups tend to interact with one another as unigue individuals. -~
Organizational communication, on the other hand, relies moréon
the structure, hierarchy, and culture of an‘énterprise, which govern -
relationships and the exchange of information within groups (Krcmar
et al., 2016). That is not to say that organizations are devoid of - e
interpersonal communication. To the.confrary, d'rgahi_z_:_iti;c'ml's; are S
made up of individuals who, for the most part, participate in groups - |
of varying sizes, and those individuals influence group dynamics, = -
positively or negatively, through interpersonal comm ication. Inan - -
institutional context, small-group communication operates a5 a subset of
organizational communication (Kremdr et al., 2016).

Regardless of group size, function, or aspiration, cominu.i_)i_c_at'iqn within
groups shares common characteristics, as Qutlined in _Appenjdix AL 5
Public and mass communication | - T i il
The terms public communication and mass communication re often -~
used interchangeably. The concepts do share similarities, but their -
differences are sufficiently significant to warrant unique definitions. - -
Public communication is identified as sender-focused, meaning that -
the bulk of the messages involved in this form of communication - - ;
originate with one person or group. Receivers consume these-messages,
but their side of thé sender-receiver equation 15 somewhat ]
restrained, Public speaking, a familiar form of pul
illustrates these limits to two-way interaction. By
speaker (sender) conveys thoughts, ideas,’i )
“a collectipn of people in an audience
interest is shared. The speaker is typic
audience. Because the receivers tend fo
speaker may be equally detached from ¢
culture, expertise, o viewpoint. Even so,
with their audiences. They characteristically eval
“makeup of participants (i.c., age, gerider, ¢t
audience’s attitudes, values, and beliefs
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il terial understandable and relatable to a diverse group
and attempt to bond with participants by establishing their credibility
“and gaining the audience’s trust. For. their part; audiences interact with

 speakers pritivipally through nonyerbal fecdback; such as applause and .

ion reflected in body language.”

!

 infee

).CO! fication in which senders and receivers participate
ck Toops, the focus of the ideas and infofmation imparted
in public speaking remains ori the speaker. Muclr of public speaking
includes facé-to-face contact, which aliows speakers to “read” their
“audiences for clues to the manner in which their messages are recéived.
" Other forms of public communication stay faceless. Virtually any
message freely. conveyed in public spaces, from published opinions
o govemmenc;t! positions and safety announcements, counts as public
communication: Such messages are shared with, and become part of,
the comrnu“’ﬁltf/ at large. As such, public communjcation fulfills an
indispensable tole in civil societies. It promotes discourse and debate
on issueé;gtg general interest or import to citizens within the so-called
public sphere, connecting the public at large to civil and other societal
institutions (Fuchs, 2020). It can also inform the public about health,
safety, or emergency issues. '

Where public communication takes the form of one-to-many exchange,
mass communication relies on many-to-many (versus one-to-one
or one-?_’to—_majny) properties. Mass communication also is sender-
focused, but it lacks the measure of personal connection that public
communication (or interpersonal or group communication, for that
matter) affords. Mass communicatjon differs from other forms of
communication not only in the width of its reach, with audiences
poténtiallyﬁdmbering" millior’s of people around the globe, but also in
its reliance on'print, audio, or digital technology to distribute messages.
Radio; broadcast, cable, and streaming television; books, newspapers,
and magazines; and websites, email, webinars, podcasts, blogs, and

* social media all fall under the category of mass communication.
Each serves as a media channel, or as the means of information
transmission; each would not exist without technology-drivert
distribution. (Incidentally, public communication transforms into mass
communication when it is transmitted via media channels.)

‘A goal of any one of these channels might be to personalize an
audience’s experience with it —a television advertisement intended

to “speak’ to one’s ‘values or beliefs, for example, or a bulk email
individualized with one’s name — but such tactics amount to artifice.
Mass communication has _h_ié’torically extluded a means for personal
interaction among the people who use it. One might react to mass
communicatién by calling a television station or book publisher to
express a viewpoint, writing a lettér or email to a nevspaper, or posting
a comment on a website, but direct, immediate, person-to-person
contact has not been part of the mass communication matrix.

Digital, or online, modes of communication, notably social media
channels, afe changing communication dynamics, however. Interaction-

Communication models

oriented social media chaﬁnéi _ __$ublij-"és_f'—" acebo!
TikTok; and others; allow more immediate

2L dissernination' of messages has nted

| be increasingly called upon'to g

ideas, and technologies such as
face interaction: The extent to which these 8
technologies affect interpersonal relations, |
oration (Cappella.”
Mass commurication can hel
and acceptance of best-practi

puiblic generally trust healthcare prov

a
related information from a variety of sources beyon
provider relationship. Mass communication chafinel
social media, serve as fertile sources of healthcar >
and Misinformation that may carry crucial health ¢on '
patients (Love et al.; 2020). Rumors, myth, and fals¢ informat
emerged during the SARS- CoV-2 pandemic offer an exa:
power of social media and othér mass communicati
disseminate information that impedes positive
2020). Potentially less dire but nevertheless low-quality or harmful
misinformation, such as false claims about the efficacy'of “natural® o1
other remedies, that lack the aécuracy and reliability of peer-reviewec
evidence-based treatments, are also readily foun cross the Internet.

inforthation that
example of the
hannels 1075«

Healthcare professional consideration: A ing |
research will continue to explore the impact of healthc
misinformation. In the meantime, health
of healthcare misinformation on their patient
awareness of digital and other mass commiica

where misinformation foments, and steer paticnts
sources (Southwell et al., 2020). 5[+

7 .

Self-Assessment Quiz Questic

Communication’ is best déﬁi\_ed as: .

a. A one-way method,of transmitting inforrhation from one pf
to another. N A e R R
b. An encounter between people that has a distinct beginning. and
end. s e e T
c. An ongoing process that allows people.to form and sustain
relationships. R T e e e R
d. A process unique to humans.

L $alii ey A#‘-‘;-.'. E
Self Assesoment Qaiz Qg
The majority of interaction between and amior
a. Interpersonal communication. 7 e
b. / Intrapersonal communication. L T
c. Group communication. S ;
d. Mass communication.;

Different forms of communication affect our lives in different ways.
Communication scientists developed models that organize our varied
experiences with the phenomenon and explain howthe communication
process essentially works, helping us better understand and control

., — and perhps improve —otr communication behaviors (Trenholm,

7 *2017). A fundamental understanding of the complex process of human
cohimuhicatidn_b‘e‘gins with'd look at three main communication models:
lineat, inferactive, and transactional. Each of these models employs the
following key terms; - . &

o ' Sender —The sender, also referred to as the encoder, is the person
- who conceptualizes a message and initiates delivery of the message.
- Channel = A channel is the medjum used fo transmit a message from
- asender to a receiver. Channels can be ‘physical in nature, including
" speech and nonverbal communication, or mechanical, such as print

andetectro ic media;’ S PR

. Receive Iso known as the decoder,the .i_'géeiver is the person who

. extracts meaning from a transmitted message. S
' "Encoding and decoding ~ Encoding 15 the process by which the /-’

i

1;1)'51 commuﬂlca
those symbb_lg a

symbols that form the basis of verbal and non
are produced. Decoding is the process
translated into meaning, £ i

e Feedback - In two-way communic
or reaction to a message, It occurs
receivers. . . L

e Context—Context in communicatio
atmosphere, or circumstances surroun
includes elements such as time and p
values, attitudes, beliefs, and cultures

e Noise — Anything that interferes With
interpretation of a meSsage or feed
considered noise. The source of n
of intrapersonal commuinication)
physical barriers that interrupt the
such as the blare of anal

is the respons
sepders arnic

physiological obstacles, §ubh_£é
barriers, as in words that méan.

EiieL satning CoRMNUBIIE S S Ay
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communication encounters have a beginning and an end in other %
in this model, no two messages can be sent or receiyed sim
As a sender-focused representation of communication,
for feedback nor addresses how receivers extrapolate
messages. i i '

Adth ¢ linear model does not suitably explain the back and forth
associated with face-to-face communication in inférpersonal and group .
forms of communication, it does describe mechanical nication, >/

T i T T : A such as computers that “talk” to one another. It likt;w_x
transmission of i senderto  nechanisms of mass communication in the human real

way, sender-driven meSsaging does not expect to élicit:aijx_‘@é,tj-:‘n':spbﬁsb_ ST
for that matter, the means to immediately know how "

| n Figure 1, dét:r_lqpéitrgfég‘_thé'pt_jint—A-to- by receivers or, mec )
sion process that we tend to think of when we casually sent messagés are interpreted by audiences. Technology-enabled = &
tion encounters in our everyday lives, It factors in communication among people, however, can exhibit properties of the
ons to the process by way 0f so-called noise. As we finear model, such as voicemails, texts, emails, or social media posts :
evet communication is a go?trglplgx'pr‘qgé_ss that takes that senders cannot be certain are received or understood.- . {
ritics of the linear model poinit to its assumption that ST 24 y
_q‘} 3’ e TR : T == "-'.-.' 3 a
A '~‘-_.f.:..;r'_- s
ok
Potential barriers,
including “doise” -
' Receiver
B ' -decodes
ing, 'Q16, “Communication in the Real World: Ap_lntroduction to Commu‘n'iCaﬁon St

ss/). Reprinted with permission. _ o : e i
TRALSOR ~‘exchange of messages; that is, receivers respond to the messages of
> mddel ,&I,)m_m Inicatic n, which takes  senders and senders, in tum, react to those responses. In other words, .
ay,process of creating messages and generating communication involves senders and receivers by way of feedback, - -
d):irg and receivers. Developed in'1955, the ' and this feedback, both verbal and nonverbal, need not be intentional
izes that people actively participate in the (Wood, 2018). ' 3 R = oS
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3 a us could nice or interfere with

d/or decodirig process, as well as psychological factors

G (ol esteem, stress, happiness, fear, or anxiety), which similarly

4 infiuence the quality of encoded and decoded n essages (Wood, 2018).

- The interactive model expands the linear model by émphasizing not

“F " justhow messages are received but rather how, through context and

he ‘feedback, they are understood. The cause-aid-effect nature of the
interactive model, however — rec'eiw_,jrergf' respond to sénders, who respond
to receivers, and so on — does not account for simultaneous feedback,

nor does it acknowledge that communication in refationships changes

“over time. It does not reflect the concept of feedback that is based on
what is decoded by the receiver. For example, the receiver is responding
to the message as they perceived or decoded it, and this may not have
been the intended message.~~ I

In the interactive model, communication betweeh people alternates
from one to the other. Consider, for example, an encounter in which
you ask a colleague for instructions on completing a task. You, as the
sender in this unique encounter, ask for information, Your desire for

 information is decoded by your colleague, who then becﬁmes a sender,

_encoding a response and passing the instructions back to you. You
‘might'offer feedback by Wway of thanks or a follow-up question, but you
must wait for the instructions before you can react. Technology-aided

_communication provides another illustration of this alternating pattern
‘of sending and receiving inforthation and ideas. When you send an
email or text message, for instance, you necessarily wait for a response
before you are able to react. iz i

. As described by the interactive model; the commu

and your colleague also does not o
other than questions and answers, sui
that could be present at the same time
response 10 your request, indicating the
they might imply annoyance by rolli
o, the madel fai reigh the il
with your colleague. Through your
yott might have come to understand {
expression of playfulness rather than exaspe
Transactional model
The transactional model views con
process in which senders and recejvers asspme
vary over timé (Wood, 2018). The model demon:
in communication, meaning that people participz
instantaneously, in verbal and nonverbal exchanges.
seriders and receivers of messages at any point in a communicat
encounter, and they can accomplish each action at the same tir
you can furrow your brow to indicate confusion at the.
voice the feeling). Consequently, the model replaces th
senders and receivers with the all-éncompassing label co

1 _g!atz fo

describes tfie mechapism by W
through interpersonal communi
with patients to assess neurolo

simply casually invite the patient to eXpress conce

AT

e

cfional Model of Commuii

. . : physfcal, Social, Relational, Cultural, & Psychological Context 4 Physical, Social, Re’lahml, Cultnml & Psy'c'éh

PR s

 Potential barriers,”
including “‘noise”

Simultanous & Equal | | £ |,
) Communication |, %

Social, Relational}Cultural, & Psyc_lmlogigal:?%

Communicator

|| Simultaneous & Fquial

ﬂgj«d Comext. ¢ Physical,

~ Communication.
Polsd e

Lk,

2.2016, “Communication in the Real World: An Introduc
-process/). Reprinted with permission. | (" v

h'other models'of ¢
he fransactional paradigm. Context, t00, is taken into account in this
del, although to'a more detailed degree. In addition to the physical
and péychological fields of experience or context supported by the
cliye model, the transactional model involyes factors that naturally

7!

unication, nojse is an qver-presen??actor ;

occur beyond a unique commi

_ contextual dynamics influence 1
e  Social context — Social norms shape ¢

common rules that guide their exi

thank you, for example, 0 ning from 1

*_another person is talking = through observatio

-i:lfg'-ébmJNﬁrSi'ﬁg A L A R ;
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Self Assessment Quiz Question 3,
The three primary models of cammumcatlpii Ty ek il e
a. Sender, channel, and receiver. i e Sl

A

= type of relationships We : ;

time in which we have particip —Wiessage; mediumyand feedback,
ofaence how we sommunicate, People are ore ¢, Intrapersonal, nterpersonzl and SIOUP. e b i
""_hOrlflS_'\??hén_"@héy"hﬁé H@?&éiﬂ ol t_igﬁfbpn ds d. Linear, interactive, and transactloqél_.

with otter people, a5 n, say,a family relationship, as opposed to - AR
. the ménnef‘hxﬁ which Ehe&t;onduq’; themselves with strangers ot in AT Aseess o 0n TTE
| castial meetings with otheérs. .~ et ol o e fesl S R A S SO R BRI B
o - Cultural context liscommunication can occur as a result of, or be In communication science, anything that interferes with the delivery;
~ compounded by, cultural differences. Naionality and ethnicity, for receipt, o interpretation of a message is referred to as: I
- example, ‘contribute to our identity, tnold our values, attitudes, and a.  Peedback.® ; -
beliefs; t how we ifiterchange and understand messages. b. - Transmission error.
Norms g0 communication yary by and within cultures. c. Noise.
Individuals € code and decode the meaning of messages according d. Decoding error. e
"."t_'o_their:'pefs_'ét:m backgr_ou@s,_ values, beliefs, and self-perception. T 5

-~ implications for practice
+All manner of ‘communication is present inchi
healthcare professional, you ’participgte in intraperso

nical practice. As a Ruben, 2016). The nursing profession, for example, has recognized the
nal communication intricacy of message sending and receiving in nursing practice with
ded to'a patient its adoption of therapeutic communication, a subset of interp_ersonal

" when you refiect on the manfier in which you respon _

or colleague and in grow communication when you join a leamning communication specific to the promotion of patients’ healthand

~activity, engage a patient’s | t:a“mily’in discussion; or serveona - well-being, and the associated patient-centered care paradigm. Other -
' therapeutic communication.

-clinical standards committee. Lectures you attend involve public - clinicidns likewise apply principles of
Nurses are often seen in a patqmalistic role by patients when, for

* communication ahd mass communication offers you information
example, nurses dictate care, such as when a patient will ba_the,ﬂsleep,

about the Jatest c{lﬁigical study in your specialty. Your textto,a

colleague instructing him to perform a fask followed the linear model and participate in care regimens. In response, patients often co! ply

of communication; it became interactive when he responded he had and accept information provided by the burse without completel?'
already done 50 and you, in tum, expressed your thanks. Had you ¢ understanding the message.

- gl worked with your wl}ea'gu_e' for some time, }he interactioﬁ_ was likely Tenets of therapeutic communication :

H nformed by the relationship you had established. The smile his Therapeutic interactions between healthcare professionals and patients

response :"ﬁfi_t-:e.,d in you would have fallen under the transactional model  gre pyrpose driven (Nokuthula Sibiya, 2018). Amold and Underman
of co unicati R A Boggs (2016) define therapeutic communication as,an ongoing, ;
e bu q n in healthcare settings, however, - purposeful, cooperative process undertaken by heal thcaré professionals
;Among the; family of communication . and patients to identify and achieve patients’ health-related objectives.
t types, such as intrapersonal and graup Translated into daily practice, therapeutic communica ion involves not
: ion about health-related goals betwéen .

equently include, or progress to, their interpersonal only the exchange of informat _
tion sciepcehas 16ng understood that self- practitioner and patient, but also the practitioner’s puypﬁsef;ﬁ_eﬁoﬂ to
fluerices ihterpersonal behayior (Farley, 1992), encourage the patient’s expression of thoughts, ideas, and emotionsas a
potts'a link between intrapersonal adaptability means to advance the patient’s well-béing. Gomponents of therapeutic
1 relationship outcomes (Wilde & Dozois, 2019)- communication are summarized in Appendix B.. -5 ¢ i
nunication occurs within group interaction, and e TS Sl T e
_ﬁiﬁ_tﬁkes’ Slace within the backdrop of small-group Heglthcare'p‘_x__ofgssiongl consideratio; ¢ communication
E g.ommumcaho : _é’été"iﬂtqrpérsgnal ‘onnestion or the lack thereof. For forms the basis of practltionef-pat_l_egt ;.nig'ipe_rsgn__a_l _l_'gl_at_iggsbjps_- G
%xample, Moreland and colléagues (2015, as cited in Maginnis, 2018) (Kornhaber et al., 2016) and is ’99&3: in _t_‘,!ne"h'?@.l_'_ﬂ!ﬂ_ frameworks . *
X i for interpersonal relations in clinical practice. aslow’s (1943) basic

.. found that clinicians’ sense of self is predictive of their interpersonal 1S alp _ y
i tationships wi y needs model helps practifioners priorit interventions, butitis =

in nurse groups (such as unit or professional role), nes ; : oritize in'ery itis -
“hor powerlessness or the willingness to fundamentally an inferpersonal comm! ication theory. Put simply,

‘people need to communicate theiryanous eyels of necds. Healthcare |
professiopals often turn 1 Brikson's.ps, chosoc slopment | L
theory to agl in recognizing, fashioning; and co
developmentally and age-appropriate’ind ryentions i
Underiman Boggs, 3016; Orenstejn & Lewis, 2020)..7 -

The litérature most often cites Peplat ‘theory of inferpersonal relations .
(1997) in the context of therapeutic com;ﬁuni_gafiioﬁ'in_'gutsing. Peplau’s
seminal work; considered 2 precurspr.-'tb__'oohlémbotary;patien't-_cetiterpd e
care models (Ortiz, 2018), saw the clifiician-patient relationship as =~ ° |
the product of a professional, planned 'i_t_i_t@rf)qrsd_‘tiaf’l process in which
practitioners and patients share common goals and 'e_cjl'l_al__gesppnsi_bility_ i
for pelf-awareness Effective interventions, she maintained, culminate "

i yes W ve A

om the practitioner_’s'_recbgqition of their oy
behavior of patients throughout evolvin
* relationship. Accordingly, prac i

patient encounters, from stranger1o esource per _
0 %g Challenges 10, | surrogate, and counselor, each f whlch seryes o nof pnly cr
g, ication Xist in {111 human . relationships with patients, but to build, sfrengthen, and ¢ i
( s, by ital importance when Through these progressive therapentic exch anges,
m%'ﬁ{“i’:#i‘o ! sand patients can affect unde(stawx\}d,' and meet patients’ needs so at, ulfin
alient outcomes ences (Chan'et al., 2018, 7 with patients’ health concerns is no longer requi




Vi

As w:th any; furm of mterpersonal communication, therapeutrc

communication occurs in verbal and nonverbal forms and within

mtrapersonah psychosoctal cultural, and ‘environmental contexts.

Nursmg licensure requires pmﬁclency in therapeutrc communication

. (National Council of State Boards of Nursing [NCSBN], 2019),

_including: the need for healthcare professionals to recognize nonverbat
: ; mlon 10 t‘hefnanner in

empalhy, and touch influence panents’ comprehensron and acceptance

.- of their, health-related needs, Likewise; healthcare professionals

/

 particij atmg in effective ‘therapeutlc commumcatlon take into account
factors that influence or interfere with the communication process and
the accomplishment of patients’ health goals. Noise is prevalent in
encounters with patients who, for example, may be distracted by pain or
worry or who feel apprehension or loss of privacy in healthcare settings
(Arnold & Underman Boggs, 2016). Healthcare professionals also face
a range of distractions, from the diversion of their own intrapersonal
commuinication (a preoccupation with a personal concemn, for instance)
o alarms emitted by medical equipment or interruptions by cell phones,
other patients, and colleagues.

Nursing conslderatron* Therapeutic communication requires
self-reflection among healthcare professionals. Awareness of such
factors as, one’s values, behefs, biases, and cuitural differences helps
clinicians avoid madvedent speec’h or behayiors that negatively
influéhce patients’ ‘perception of the, therapeutrc relationship.
Professronalmmdfulness promotes the empa athy and ¢ objéctivity that
encOurages healthcareé professionals to value patients as individuals
yuth umque needs and preferences, a hallmark of patlent-centered
care (Amold &’UndexmanBoggs, 2016; Nokuthula Sibiya, 2018).

Therapeutlc communication in small groups is most often associated
with inpatient and outpatient counseling in psychotherapy, although
group communication is used for therapeutic purposes in other
healthcare environments, such as long-term care settings (Amold &
Underman Boggs, 2016). . . .

Communication as core competency

Effective communication is a requisite skill in clinical practice,
particularly in a contemporary healthcare climate that has made patient-
Géntered care the new patadigm for improvements in the healthcare
system as a whole. The New England Journal of Medicine (2017)
descr;ybes patient-'centered care as a healthcare delivery model in which
patients are treated as partners ‘with their healthcare providers and those
provrders interact with Eatlents in ways that take into account not just
the patients’ clmlcal pefspective, but their emotional, mental, spiritual,
social, and other unique viewpoints as well. Because communication
forms the basis of interpersonal relationships, this partnership exists
only when healthcare professionals and patients mutually engage in
therapeutlc interaction. Patlent-centergd care encourages the active
participation of patients in their own healthcare and it relies on the
creation of understood meaning between providers and patients to
optimally achieve patients’ unique health goals.

Research has identified an inextricable link between care quality
and commﬁmcatlon aptitude that substantiates communication as a
critical competency for healthcare professronals Associating poor
communication with 770% of errors in healthcare settings, the NAM
(2009§ formerly the I0OM), a driving force behind widespread changes
*to heéalthcare dehvery in the United States, declared effective exchanges
between clinicians and patients to be a prerequisite for patient-
centered care. In a subsequent report (NAM, 2001), the organization
included among its recommendations for redesigning a patient-centric
Jlealthcare system such rules as basing patient care on continuous
healmg relatronshrps, customizing care to patients’ needs and values,
' récognizing patients as the source of ¢ controlpm therapeutic relationships,
and freely and openly sharing ow!edge and information. Additional

2 _analys:s by.the organization (NAM 2003) specified requirements for
i commumcatlon competency in health professnons education.

I EhteLeaming com/Nursmg Tk )

: TJ C (2017), the accredltmg body for healthcare organizations,
likewise' has implicated poor communication or miscommunication in

“ senitinel healthcare ‘events, particularly during handoff communication:
Accordmgly, it mandates eﬁ'ectrve patient- and family-centered

proﬁclency in mterpersonal and mterprofessronal commumcaho 1

as essential elements of nursing curricula. In expandmﬁ thé NAM’s
recommendations,to better prepare nurses to participate in system—wlde
1mprovements to healthcare qualify and patrent safety, the Quahty and
Safety Edutation for Nurses (QSEN) Institute gmdes nursmg educatror
by establishing core competencies in patient-centered care and /|

interprofessional collaboration (QSEN, n.d D), bg;h of which rer on the
development of effective communication skill§: [Time pressures, heavy
workloads, and extensive technology demands have' ‘created work stres
that can constrain effective communication with patrents particularly

during pandemic crises. Exceptional eﬁ'ort is often needed t6 effectivel
communicate with patients. :

Ineffective commumcation‘ correlations and consequences :
Research grounds the premise that provrdmg opnmal care to patlents
requires healthcare professionals to sharpen their communication
competency. The consequences of rmscommuplcatlon and other farlun
in message transmission within interpersonal exchanges myolvmg
clinicians are well documented, Pervasive across healfheare settmgs
inadequate communication cdn léad to substandard care or missed'
opportunities and, ultimately, negative cllnlcal outcomes For example
e  Patient recall and adherence —'In any grven clinical encounter;”
patients decode an assortment of messages transmitted by’ -
their healthcare providers. Sometimes the messages they
receive contain an extensive, even overvghelmmg, amount of x
information; sometimes those messages bear unwelcome néys.
A variety of issues can influence the manner in Which patients
process information during and after exchanges with healthcare
professionals. Patients’ language, education level, llteracy, age,
and degree of anxiety offer ef(i’mples of fac(ors that can intérfere.

witll patients’ understanding and recall of therr health sfatus and
treatment optrons

Lrhs L E G

Furthermore patlents’ lmpressmn of the competence of their
healthcare providers forms the basis of their trust in the provider- - *
patient relationship and, consequently, their confidence in the

health information they receive (Howe et al.; 2019). Patrents bring -
expectations for both information ang empathy to cliniical encounters
(Howick et al.; 2017). As much as ariy reassurahce healthcare
practitioners express verbally, their dlsplays of empathy, srgnaled by
such nonverbal commumcahon as eye contact, leaning forward to -
address patients directly, or therapeutic touch, ¢ ah nn})act patlenfs’ :
trust, recall, and adherence to’irealmerﬁ plar1$. : (3 prnfessron.

settings (Hillen et al. 2016)

o Patient satisfaction - — A growing body of
experience to positive clinical outcomes (
Research and Quality [AHRQL, 2020a) Pati
generally gauged by patient satisfaction,’comm
patients’ impressions of the care they expé?r '
improvement standards and reimbursemént
organizations have employed patlent‘sa faction
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? :'ilhe: Hasp:tal Consumer As’éﬁssménﬁ_ of Healthcare Providers and

- people metacommaunicafio

A b i

y (Centers for Medicare and Medicaid Services
0) and the Consumer Assessment of Healthcare
Systems (AHRQ, 2020a), as leading measures of
-L.ikewise, many healthcare organizations rely on
llected by independent consulting firms

Although such tools have proveh successful in quantifying patient

 satisfaction, they do not entirely capture the complexity of patients’

experience in healthcare settings (Strect & Mazor, 2017). Patient
satisfactio js indivisibly linked to thé interpersonal relationships
created and maintained between patients and their healthcare
practitioners. Influenced as these Telationships are by environmental,
demographic, socioeconomic, cultural, and other factors, the degree
of satisfaction expressed by patiénts significantly varies (Berkowitz,
2013; Pelletier et al., 2019). Even so, patjents’ impressions of their *

- felationships with their healthcare providers have been shown to be
~ strong predictors of patient satisfaction (Bible et al.; 2018). Patient-

centered communication likewise correlates with patient satisfaction

~ (Bossou et al., 2021). Evaluation of patient satisfaction levels should

include a time-related analysis of workload and staffing issues.

£ ; ; ; 3 5 A
5ng§d_encg-b_ased practice! Quality of care is often regarded as
‘o high-ranking predictor of patients’ assessment of a healthcare
‘organization’s oyerall quality (Kardca, 2019) beeayse a clinician’s
‘skill in explaining, listening fo, and emipathizing with patients ;
directly affects patients’ experiences in the healthcare environment [
(Burgener, 2017). 10 SN

T AT ]

e Patient safety — In the years since the NAM’s (formerly IOM
landmark report revealed the extent of the connection between’
inadequate communication and medical errors, healthcare
organizations have sought to minimize communication failures.
Particular attention has been paid to gaps in practitioners’
knowledge of communication breakdowns and the implementation

of structured training programs and standardized tools. Yet .-
ineffective communication continues to impact patient safety across
healthcare settings. TIC has identified poor communication or S
miscommunication as a leading cause of sentinel events (Burgener,
2017); in particular, the organization has pointed to inadequate
communication during patient care handoff between clinicians

as a contributing factor to adverse events (TIC, 2017). Other
research suggests medical errors are underreporied, ‘owing in p
nonreporting of near misses (Scott & Henneman, 2017). -

“Self-Assessnient Quiz Question #5
Healthcare professionals and patients engage in therapeutic

communication to: -7
a. Identify and achieve patients’ health-related objectives.

b. Conclude clinician-patient interaction.

c. Allow the clinician to make all healthcare decisions.

d. Allow clinicians to exceed professional boundaries.

Self-Assessment Quiz Question #6 it 5
Patients’ impressions of their relationships with healthcare providers
have been shown to be a strong predictor of:

a. Miscommunication.
b. Patient satisfaction.
¢. Professional standards.
d. Contextual dynamics.

Self-Assessment Quiz Question #1.

Patienté’ feelings of lack of privacy and control in healthcare settings
are examples of which type of communication barrier?

a. Environmental.
b. Socioeconomic.
¢. Global.

d. | Administrative.

- _PRACTITIONER-PATIENT COMMUNICATION

. Unquestionably, the dynamics of Patient-clinician communication

 inffiience patient satisfaction, safety, and outcomes. That influence can

 be positive or negative, overt or subtle. Effective communication holds

 the power to secure patients’ health and well-being.

- Communication is a complex process: however, et_fective

- communitation is even more s0. The two-way makéup of
* communication dictates that a definition of quality exchanges

~between patients and healthcaljé'pr'ofe'ssio‘ﬁ’als cannot rest with
' “_Impédimer'\t_s to effective practitioner-patient communication

those professionals alone. Rather, deciphering the meaning of - -
effective communication relies equally on practitioriers’ and patients’ .
interpretation of what it is and is not. To arrive at a consensus meaning
of effective communication, it is helpful for healthcare professionals to
recognize and understand instances in which it does not exist —.in other’
words, to explore occurrences that impede quality communication from
both practitioners and patients’ perspectives. T A

- Barfiers to'quality ‘communication in clinical practice come in
= a variety.of forms — some are obvious, wheréa$ others are more
enigmatic. Either way, obstacles to ¢ffective communication exist at

- il levels of healthcare and in its varied seftings, and they influence

how information, ideas, and emotions are perceived by both parties

- “in communication encounters. ‘Communicatign scientists call the

“sum of all factors that affect the perception of meaning between
b: _ cation. A full assessment of obstacles to quality
practitioner-patient communication takes metacommunication into
account, including nonverbal cues that supplement or contradict verbal
THESSABES T Akl BT FEE S
Environmental distractions . = /o )
. Noise, in its literal sense, can inferfere with patienits’ abilitiés to__

AR AR Y NG TR o« 0¥ . FETPUE
decode the messages they receiVe ip clinical encounters.

successfully

t and intensive care units, and the sounds emited from -
custom rymedical ‘machinery —electrocardiograph (ECG) bleeps,
chirping alarms, or the swish of suctioning equipment, for example
n‘divert patients”attention or inhibit their ability to hear, Sounds

mitted, by other people can likewise interfere with patients’ ability
o receive-and comprehend information. A patient may be distracted
) sounds of pain or distress in fellow patients or by exchanges in

comton to certain healthcare settings, such as the emergency -

close proximity between practitioners and patients or family members,
practitioners and practitioners, or patients and their family members. -
Machine- and human-generated noise also can elicit fear and anxiety in
patients. For instance, a patient may be less likely to acknowledge or
accept the reassurances of a healthcare professional about their health
status while preoccupied with the flat-line tone of another patient’s
ECG. Although healthcare personnel are accustomed to tuning out -
sounds of floor cleaners, overhead pages, and food and supply carts, | v
patients are more aware of these distractions. Patients have often had -
interrupted sleep and may be irritated by environmerital noise. . .

Physical noise is less of an obstatle to communication from the i
viewpoint of linicians, who are well acclimated to the frequency =
and intensity of Sounds in healthcare seftings. In the contextof
communication theory, however, the concept of noise moves beyond /!
tangjble sounds to encompass any intemal or external barrier that = . =
impedes the encoding and decoding of miess ages and feedba ar and
anxiety in patients, for example, can be present in clinical encounters - ;
in the absence of physical noise. Patients’3 d %
status and concern about being embarrasse
professionals fall under the category of int ¢
hinder their ability to receive and comprehend the. intended message
of their healthcare providers. Feelings of powerlessness simitarly "
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stem ﬁom mlraperscmal communication and extend to mterpersonal
: exchanges Patrents‘ receptiveness tn messages can be _mﬂueneed by

" measures such as employing white boards/blac_kboards and étmky ofes

Worldwrde, healthcare professionals used a vanety of mez ;

PPE-induced barriers to communication with patients; includin mele

(Bagnasco et al., 2020). Patients hospitalized for treatment of SARS
CoV-2, as well as those confined in,long-term care facifitie
homes following isolation measures or community léck do

&3 pressmg Tieeds; Moreover, | atlents may perceive an imbalance in power
“i“in their relatronshrps' with clinicians when they lack understandmg of
their condrtron and feel practmoners speak in ways or of topfcs that

are béyond their comprehension (Ringdal et al., 2017). Patients may

be embarrasééd to question the meaning of medrcal terms used by
_healthcare professronals i

' Patients mcreasmgly desire to fully participate in their care and the
suppo?t of healthcare professionals contributes to the development of
meaningful patient-provideér partnershrps However, communication
barriers persist when patlents partlcularly among those who possess

low health literacy of who are members of vulnerable populations

— are uncertain or uncomfortable with their role in encounters with
providers. Patients’ self-efficacy affects the quahty of their relationships
with providess; but adophng an active role in the ;elatronshrp by, for
example, askmg questions, is challenging for some patients, Other
factors, ranging from patients’ feeling overloaded by information

or having insufficient time to process information during a clinical
encounter, to the disruption of conversation caused by clinician use of
ele¢tronic health reoord systems, to a hectic healthcare environment that
causes some patients to refrain from open and timely communication
out of concern that their needs will interrupt busy healthcare
professionals, can likewise present gbstacles to effective communication
and the formation of the partnership touted by patient-centered care
models (Gordon et al., 2020).

Healthcare professrdnal consideration: For their part, some nurses
cite organization-related factors — for example, the complexity and
fragmentatron of healthcare systems — as 1mpedrmerﬁs to effective
communication with patients (Amold & Underman Boggs, 2016). !
Turses report that environmental factors pecuhar to healthcare
settings, including heavy workloads that feduce time spent with
patients, cause fatigue and contribute to stress and impede nurse-
patient communication (Amold & Underman Boggs, 2016;
Norouzinia et al., 2016). The scheduling of 12-hour shifis and
overtrme‘ﬁemands Lcontribute to the work sfréss that can create lrmlted
communication tlme ‘with patients.

The SARS-CoV-2 pandemic highlighted another environmental

barrier to healthcare communication: the use of personal protective

equipment (PPE) and its impact on patrent-provrder interaction.

Masks, respirafors, face shields, goggles, and protective clothing —

* ‘mandated for all healthcare workers to prevent the spread of the highly
contagious virus — were found to adversely _aﬂ'ect some, though not all,
clinicians in their efforts to communicate with patients and colleagues.
Such communication breaks carried the potential to jeopardize the
eﬁ‘ectrvepess of interyentions and patient safety (Hines et al., 2020;
Marler & Ditton, 2020). At the timé€ of this writing, researchers
‘speculated that mask gvearmg by providers and patients during the
pandemic impeded not only verbal communication by reducing the
volume or changing the tone of voice ina mask-wearer, but alse
nonverbal communication cues by compromrsmg the ability to view
mouth and hp movement and facial expressions (White et al,, 2021).
Marler and Ditton (2020) theorized that patients with cognitive, hearing,
and other communication impairments, including elderly patients, may
have been partrcularly susceptible to physrologrc and psychological
stress resulting from therr mabrhty to rely on auditory stimuli or

~ inferences from facial expressions in mask- OF Tespirator-wearing

clinicians. Addrtronally, PPE use during the pandemrc made clinicians
- mdrstmgulshable from one another from the patrent perspectlve,
negatirig patients’ perception of consrsten%y in their healthcare providers
2d disrupting the 5evelopment of patlent-grovrder rappoi? central to

\ erapeutlc communication (Marler and Ditton, 295%3) Patients who

'~ have 1mpa1red hearmg are oﬂien reluctant to admit that they did not hear

" all of the conversatron or believe that they heard somethmg other than

i 'whatwas sard

“tisk for complicated feelings of fragility; Toneliness, and dlsempowennent

that was exacerbated by lack of family confact/In the acute care setting,
safety protocols depnved patients who were ill or dying of the sup :
of family members at their bedsides (Whit€ et al.,2021). Glinicians "7/ -
embraced communication technologies, such as smart phones and touch- -
screen tablets, to virtually connect patients with their families and friends’;
and to keep families and friends informed of their loved ones condrtrons
(Schwerdtle et al., 2020). Healthcare professronals—hkewrse wrdfgly
employed telehealth video conferencmg technologres to communicate -
with patients for a variety of i mterventlons rangmg from outpatrent care
during stay-at-home orders and isolation or quarantme (Elkbuli, etal.,
2020; Wosik et al, 2020) to screening to limit exposure to the vu'us m
emergency departments (Chou et al., 2020).

Health lrteracy and medical jargon

Health hteracy is an important driver of clinical outcomes. Research }
recognizes low levels of health literacy-as a conttibuting factor'in -
suboptimal or even poor outcomes. On the other hand, a higher level.
of health literacy, and the patient engagement it spurs, is thought:to
be indispensable to patients’ successful navigation of an ﬁcreumgly
complex healthcare environment (McKenna et al. 2017) Asking
patients if they would like a further explanation of instructions or

checking for comprehension may offer patients an oppormmty to clanfy
unknown terms.

In a fundamental sense, health llteracy isa by-product of the
communication process. Patients acquire and process the information S
they need to make healthcare decisions based on their ability to encode
and decode information that is often complicated and scattered. Of
course, health lxteracy involves speaking, reading, and writing about.
health-related topics, 4s in,discussing-one’s health with L practitioner,
reading care instructions or locating information on healthcare services,
and completing forms. At its most basic level, however, it also requires
numerical aptitude (to correctly measure medication, for example, -

or follow nutrition labels) and the grasp of such calculatlon-related
concepts as probability and risk. The sheer volume and complexrty of

healthcare mformahon can overwhelm even the most adept-appeanng
patient.

Wide-ranging factors, from socioeeonomic status and culture to
individual feelings of stlg%lta or confideénce, influence patients’ health
literacy and their communication with healthcare practitioners. ' -
Health literacy can act as a facilitator to effective patient-provider
communication when patients feel empowered to contribute to their ikl
own healthcare; it serves as a barrier when patients feel they arenotable 1]
to adequately describe their health status or feel insufficiently respected SR
or listened to by clinicians. Patients who feel armed with information - gl
that they comprehend and can place in the context of their life

circumstances gain the confidence to proactively engage in healthcare f"
decision making and action, potentially impeding or preyentmg 5'1.
negative health outcomes (McKenna et al., 2017). Patients }vhose health o

hteracy levels fail to inspire such feelings of control can succumb to "

wariness of healthcare settings and professionals to the extent that their
uncertainty impedes the development of effective patrent-partnershlp fia
relationships. Underlying mistrust of practitioners has beef found to be

more pronounced in patients with lower levels of health hteracy (Wlute
et al., 2016). :

Healthcare professional consnder’atlon. To 1mprove ‘healt]:r lite
best practrces recommend healthcare professronals use p
language Transmitted in both verbal an

is considered a messa‘ée(sﬁ that is readily
other words, information conveyed myﬁ lain:
people at th?moment they hear or read

and Human Servrces [HHS], n.d.).
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of plain language are straightforward: In -
atients and their practitioners, both parties
rmaieIYLaud_shﬁﬁi_mébh_ély share common meaning of the terms
{ 1 the other hand, use of medical terminology or jargon interferes
W. atients’ comprehension of facets of their care. Barring any
Cgeiotogicat impediments; pa i dérsiand hn instruction
spoken or written as ‘take this medication every morning,” as opposed
to “take this medication q.a.m,," the latter of which contains a‘term
eyond the knowledge of the typical layperson. While'healthcare
";'ﬁrbféssibnals";‘?an_ unwittingly lapSe into medical jargon for a variety of
 reasons, not the least of which s the fast pace and pressure associated
with their jobs, the use of jargon has been shown to reduce patient
patticipation intheir caré (DeCelie,2020). -=
To impr¢ve patients’ understanding of discharge instructions, many
hospitals have created discharge lounges. In this setting, patients are
brought frofiy their Fooms to a lounge area where family and patients
sit in a relaxéd environment and discuss discharge information on
. medications, hoine care, and follow-up plans. This system‘has been
shown to minimize environmental noise and distractions to improve
effective communication as well as free uppatienf rooms while follow-
up appointments are made and the family prepares to pick up the
patient. A
Linguistics, social ’idenfity, and culture fie? .
- Communication is impaired when practitioniers and patients do not
speak the same language, literally and figuratively. M_ult)'pl'); factors
influence the manner in which messages are gien and Tecéived in
healthcare setfings, fot the least among them being the dialect, age,
gender, race, sexual orientation, religious affiliation, and socideconomic
status of patients and their practitioners, and the cultural norms to which
they both adhere.

The literature is rife with evidence of the need for healthcare
professionals to develop therapeutic relationships with patients of
etmerse backgrounds. Safe, quality care relies on practitioners’ respect

The ben é'ﬁt_sﬁf'th'r_:

use

exchanges between p

’
. i

Jatients’ values, experiences, and custorfis. For instance, the ethical
dards of nursing '(AT\IA, 2015b) demand that nurses recognize and
valié the individuality of each patient in every professional interaction,
. regardless of the patient’s Health issues, personal characteristics,
- beliefs, o social’or economic status and,unobstructed by the nurse’s
- own characleristics, status, or bias. An encyclopedic accounting of
2 the diversity of patients” traits and the influence of those traits on
practitioner- patient cofnmunication cannot bé accomplished here, but
the following themes describe factors that commonly impinge on the
effectiveness of practitioner-patient communication; 7,
' o' Linguistics — Healthcare professionals assuine unaccepfable risk
o patient safety when the¥ try to communicate With patients
-whse first lang afe is not shared with their own, in other words,
when English (in the United States) is not a patient’s (or the

: -‘-}pracﬁtione:r’s, for ihat matter) first language. All practitioner-
- “patient communication can be vulnerable to miscommunication,
~“but éXch%:nggs'_bétWEen ¢linicians and patients using different
dialects aré far more susceptible to misinterpretation and error;
* and se of family members, children, or ofher ad hoc interpreters
_can lc_ﬁd;to miscommunication and ht_’aightenéd risk of adverse
“'/" events (Showsta
1 identified Jan

W

stack, 2019). In any country or sefting, research has
5 ( g6 bartiers as significant obstacles to the provision
Ao vof aﬂeﬁﬁ‘ﬁ?e’}'éﬁ:ﬂrb_ riate, effective, and timely care fo patients with
- limited proficiency in the language of their healthcare providers
. (Ali & Watson,2017). In the United States, patients With limited
- proficiency in English tend to have longer lengths of hospital
. sfays and higher readmission rates than their:English-speaking .

ardless of thejr _sqp{iqgcdnqm_iq status (Squires, 2018).
| Rights Act of-1964,and the Americans With
deral regulations and executive orders compel

ns and professionals tg‘overcome language
nglish-speaking and physiclogically challenged

T P g S
viding language servic
eijet al

: €S¥such as qualified ;
', 2016; Squires, 2018)TIC,(2020) standards
fication of patients’ preférred language and the
¢ services for patients with differefit dialects and

Nursing consideration: Practitioners report that their challenges '
with low health liferacy in patients are primarily because of language
differences and they recognize that patients who have limited = =4
proficiency in English may not receive the sare quality of careas =
English- speaking patients. While use of translators can be beneficial
barriers, further research is required to develop best prac cesfor =
working with translators to assess patients’ health Titeracy () ittenberg’
et al,, 2018). : : T A el D

Social identity — Adults encode and decode messages diffetently than
children do. Men and women interact with others in discrete ways; .
men and women of diverse racial, ethnic, religious, or socioeconomic
backgrounds communicate differently still. Gaps bétween generations
can contribute to gaps in shared understanding of messages. Any one

of a multitude of characteristics with which people socially identify

can become a barrier to quality communication, even when senders and
receivers share some of those characteristics. y

Recall that most patient-provider interactions follow the transactional
model of communication, by which we shape our perceptions of
ourselves and the ways in which we relate to other people — allin

the context of our personal experiences. We form attachments to
people based on our respective fields of experience, including the
social norms to which we have been exposed and the type and length
of our relationships. Social norms and the level of familiarity in
relationships can be powerful drivers of intrapersonal and interpersonal
communication. Generally speaking, for example, we understand that
conversing with a middle-aged adult as if they were a toddler would
defy a social convention or that an exaggeratedly friendly exchange
with a person whom we just met would be a social faux pas.

In addition to our deference to convention, communication
accommodation theory (CAT) suggests people consciously or
unconsciously adjust their mode of communication — the tone or pitch

of their voice, the speed of their speech, the yords they choose, or

the gestures they use, for instance — to either promote understanding

and build rapport with others or to highlight differences (Amold &
Underman Boggs, 2016). CAT explains our tendency to address children
differently than adults, adopt the rhythm of another person’s speech,

or, to the contrary, verbally or nonverbally tumn away from exchanges ', .
with others. Although additional research is warranted, convergence,

a subset of CAT that explains the ways in whic‘t‘n people adapt their
communication to reduce social and other differences, may demonstrate
efficacy in patient-provider encounters, particularly with communication
with patients of advanced age (Momand & Dubrowski, 2020).- - !

o Culture — As a body of knowledge, beliefs, values, and behaviors,
culture shapes our identity and the ways in which we communicate
intrapersonally, interpersonally, in groups, and through media.
Ubiquitous in clinical encounters, culture guides both patients’
and practitioners’ attitudes toward every aspect of health and
care, from concepts of wellness to viewpoints on death. An
increasingly diverse population in the United States means
healthcare professionals are progressively more likely to engage
in intercultural exchanges with patients. Complicated and at times
confounding, intercultural exchanges can be further muddled by
multiple cultural identities. A patient of practitioner, for example,
can be simultaneously guided by the norms of American culture;
an ethnic culture; a generational culture; and lesbian, ‘gay, bisexual,”
and transgender culture. The use of titles (Ms., Miss, Reverend,

Dr.; or rank) is generally culture-based and the use of first names is -
also a patient’s-preference in some cultures. Transgender patienfs ' .
should be asked how they would prefer to be addressed to promote
sensitive' communication. RGN SN

“The healtficare environment has its own culture. Clinicians are -~ =

comfortable within this culture; they know how the healthcare system: -

functions, the protocols it follows, and the tasks accomplished by its -
members. To lay patients, however, healthcare settings are foreign
environments. Navigating the strange land of healthcare settings adds
to the apprehension or stress patients so often feel ‘45 they try to unfavel
the mysteries of medical jargon, diagnoses, medications, tréatments, and
procedures — and all while iliness renders them at their most vulnerable
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= context It emphasrzes consclous effort on the patt of clinicians to

; _(Ruben, 2016) Lack of congruence between the cutturally steered
“viewpoints of patients and their practitioners, let alone differences in
/language, interferes with the encoding and decoding of messages in
-patlent—provsder encounters, which can hamper the development of
therapeuhc reiationshrps aad pmvrder decision makmg Lack of cultural

been 1mphcated in drspantaes found in patient care activities across
healthcare settings (Perez-Stable & El-Toukhy, 2018). TJC recognizes
that bias in clinical decision leads to patient safety concerns (TJC,

3 2016) Table 2 provrdes farther examples of culturally based factors that

influence patient care.

Healthcare professional consideratlo;u, Culture acts as a barrier to
eﬂ‘ectrve commumcatron and quahty outcomes when practitioners fail
fo ré’cogmze, accept, apprecrafe and examine differences in patients’
‘values; behefs, and preferences. The cultural competence required

of. healthcare profeseronals by such organizations as TJC (2010)

and HHS (n.d.) arises from the recognition that cultural differences

3 rongly influénce patient-provrder communication and decision
_makmg, which in turn affect patrent satisfaction and clinical outcomes.

Clinician-family communication

Communication among family members, patients, and practitioners
profoundly 1nﬂuences health-related decision making. Families can
facilitate positive outcomes for their loved ones by acting as patrents
counselors, advocates, and’ i'caretakers, but their involvement in
Healthicare events might also impede patients’ understanding of their

health concems and ability to make informed decisions about their care.

Sometimes families cause aggravation for patients and clinicians alike
(Amold & Underman Boggs, 2016).

of the barriers to effective communication that perfam 0
to families as well Commumcahon between famtites and _cl

the diversity of members? health ljter&cy, language social identity, ante 8
culture. The diversity of families is likewise degonstrated by thelr,varted
composition. Famrlres are made up of elu[dless dynds smg!e—_parent

preferences about health and healthcare Reactlons arnong farmly
members to the patient experience, pamcularly during emergeﬂt s
or other crises, can widely vary (Amold & Underman Boggs, 201

The same assorted values and vrewpomts that clmrcrans bnng to
interactions with patients also’occur — posrtufely or negatively - .
their exchanges with families, For example, critical care nurses reportf.
that their attitudes toward the mvolvement of family ifi patrent care. .
decisions and activities are formed by such factors as theit own values
and beliefs concemmg family participation, their concems ‘about phtrent
safety and trust in family members’ capabllmes as careglgers, their
interpretation of family dynamics in the context of a patient’s care, and
the culture of their workplace or unit (Hetland etal. 201§) Physrcal '
space allowed for performmg pgtrent care may rr,stnct the presence of
family or the care may require privacy that will limit famrly pr‘esence
Restriction should be explained to the patient and famrly and the -

most liberal visitation policies should be adopted to promote patlent
satisfaction and safety.

-Taﬁlea Examples of Cultural Influences on’ Paﬁent—Provider Interaction.
Influence Descriptlon W TS e gL
Health beliefs In some cultures, people beheve that talking about a possible poor health outcome will cause that outcome to
: occur.
| Health customs In some cultures, famrly members play a large role in healthcare decision making. .
Ethnic customs Drffenng roles of women and men in socjety may determine who makes decisions about acceptmg and followmg
- through with medical treatments. :
Religious beliefs Religious faithi and spiritual beliefs may affect healthcare-seeking behavior and peop!e s wrllmgness to accept
S specific treatments or behavior changes. X <
Dietary customs Disease-relafed dietary advice will be difficult to follow if it does not conform to the foods or cookmg methods '
: : used by the patient. LG Sk :
_ Intérpérsonal customs - Eye contact or physical touch will be expected in some cultures and mapproprlat‘e or offenswe in others. The i
presence of unaccompamed male nurses in female’s rooms may be prohibited in sofhe cultures/rehglons s
Note. From Agency for Healthcare ¢ Research and ngahty, 2020b, “Health Literacy UnrversaPPrecauImns Toolkzt Zm{ Edmon (https..f/www ahrq gov/health-hteracy
lmprovdprecautlonsftoollo html) Reprrnted wrth permission

Improving the effectiveness of practitloner-patrent communication

’" The healthcare mdustry s shift toward patlent-centered care

asa pathway to improved care quality has renewed interest in
communication theory and its particular application in healthcare
settings. Linear transmission of information between practitioners and
patients, in which patients receive information without opportunity for
feedback and clinicians assume a dominant role in patient-practitioner

““sinteraction, has gwen way to partrcrpatory, transactional modes of
- bulldrng and sustaining therapeutic relationships. Contemporary and

emerging care models seek not only to better provide and explain

“healthcare information, but also to tinderstand and incorporate how
: patrent’s make sense of and apply that information to healthcare decisions
~in 1 the context of thelr unique personal expenences (Ruben, 2016).
' Shared decision’ making '
-Shared decision makmg is an outgrowth of the construct of patient-
-focused care! Its premise centers on transactional communication that
. developsa partniership. between clinicians, patients, and families. In

shared declsron making, practitioners form collaborative relationships

~ with patlents in' which healthcare d}ecrsrons meld practitioner expertise

and. evrdence-based care w1th patiént values, preferences, and life

Mered g

understand and apprecrate the breadth of patregts’ cucumstanees and
involve patients in choosing care options based on their, unique, needs

and perspectives of the imporfance of those Optlons in théir hves
(Kunneman et al., 2016).

Research has demonstrated a posrtrve relationshij b_e €en shared
decision making and patients’ teports of “satisfaction with healthcare .
encounters, but the state of the science lacks empmcal evrdence of 4 a
direct link between jointly, achleved patlent-provlder deersrons and

2018). Additionally, uncertamty exlsts among clinician® about' the =
defining characteristics of shared decrsxon makmg and its appropnate
use (Kon et al 2016) Despnte this lack la

ol

in and adoption of shared decrst
20183 and professional organi
both adhere to ethical standar

decrsron mal-ung mvolvmg a_ treatm nt de ' suggested \uays
> 'makmg process are provrded in
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nships with patients form
ealthcare professionals
_ king trusting and
erships with patientsthat engender collaboration and
atients who feel the trust'and respect of clinicians are
ach their relationships with clinicians openly and

es‘in shared decision-

re professio Is can bé challenged to
needs, desires, and preferences

ice. When patients” values or beliefs conflict

lines, practitioners should consider principles of

£ hich iﬂ\%ﬁr; the concepts of patient autonomy and

ficence. r'isu:ch‘[si‘t,u'a'ﬁogs', however, healthcare professionals

| should also look fo their communication skills fo encourage

| deliberation, negotiation, and consensus with patients on healthcare
decisions (Truglio-Londrigan & Slyer, 2018)."

Communication tools and techniques '
Targeted communication tools have demonstrated efficacy in
~overcoming barriers to effective patient-practitioner communication,
promoting patient satisfaction, and improving clinical outcomes.
Professional healthcare organizations recommend the use of health
literacy universal precaution in clinical encounters and in the -
development of printed patient educgtio_n_ inafé,rialszhe precautions,
described by the AHRQ (2020c), aré intended to treat all patients,
regardless of their education or level of proficiency jn health-related
mafters, as if they are at risk of not understanding information about their
health. Health literacy skills can vary not only between individuals but
withih individuals, and‘ihey can change over time (McKenna ét al., 2017)
or be influenced by illness, fatigue, and fear (Liang & Brach, 201 7).

Guidelines for the precautions emphasize clear, concise, jargon-free
communicétion (see Appendix E) and emplqy the use of the teach-back
~ method of ensuring comprehension.

i The teach-back method as developed for use chiefly in primary care,

‘but its implementation is also supported jn other clinical specialties

(A]J_n_k_u_is't,ﬂ(g 7). The method inyolves an iterative, sender-receiver

. feedback loop'in which Bractitionets convey information in plain

. language and test patients” comprehension by asking them to repeat the

. information ig their own words. If patients do not adequately transmit
their understanding back to practitioners, the looped feedback process

~ - continues until ;h% Jpractitioner is assured the information is understood.

- /AHRQ(2020b). The Institute for Healthcare Improvement recommends

- .useofiteach-back activity to meet the standards of health literacy
~“!umiversal precautions (Yen & Leasure, 2019). Despite low levels of

health literacy in the American population and the efficacy of the
téach_—ba'gk method, however,'more than two-thirds of surveyed adults

\__:eporte'&_ they had not received teach-back instruction in healthcare
encounters in  one:year period, a gap that potentially risks patient
dissatisfaction’and adverse outcomés (Liang & Brach, 2017).

Mkjﬁ\i&il_i_éﬂdi interviewing is a technique that orjginated in primary care
- drug and alcohol addiction counseling as a means to guide behavior
~change.

use has migrated to other healthcare specialties with
(Gesinde & Harty, 2018; Réhman et al,, 2017). The
e approach of motivational inferyiewing acknowledges
red care does niot follow a one-size-fits-all pattern,

lmprove-patient————encoura

The technique has been successfully applied to a range of instances,” "
from improving medication adherence to'reducing yaccine hesitancy,
that call for facilitating changes in patient behavior in ways that lead .+
to improved outcomes (Oh & Lee, 2016; Gagneur, 2020; Gisebde &
Harry, 2018). It aims to support patients” decision making by fostering
a culture of partnership between healtheare professionals and patients,
ging-engagementin the relationship;and reinforcing patients*
motivation for change (Gagneur, 2020). The approach likewise seeks
to adapt to patient preferences and culture (Gisebde'& Harry, 2018; Oh-
& Lee, 2016). For example, defermining care options that suit patierits’
preferences and boost patient adherence can involve tradeoffs between
clinicians’ preferred course of action and other clinically sound choices
that yield or nearly yield the same result. A clinician miglit prefer _
that their patient, a single, working parent of young children who is '
overweight, reach a mutually established goal for body mass index
(BMI)'within 6 months. However, in consideration of limits on the
patient’s available time to prepare calorie-conscious meals, the ¢linician
and patient may determine 9 months to be a realistic and acceptable
goal — one that raises the prospect the patient will adhere to a'structured
weight-loss plan. : e ;

Motivational interviewing has been found beneficial in instances in
which patients express ambivalence about a necessary behavior change
(Oh & Lee, 2016) and it is frequently used in combination with shared
decision-making tactics. The four overlapping stages of motivational
interviewing are summarized in Table 3. ’ :

As healthcare organizations increasingly underscore the importance of
effective patient-provider communication, researchers are exploring the
effect of communication interventions in a variety of patient populations
and their potential application across healthcare specialties. The ' ?
BATHE (a mnemonic for Background, Affect, Trouble, Handling, and
Empathy) technique in primary care settings, for example, facilitates
rapport between patients and clinicians using a brief five-step question-
and-answer tool, summarized in Appendix F (Cayley, 2018). Typicall
employed as a mental health screening tool, the BATHE technique
has shown some efficacy in engendering feelings of empowermerit in
‘patients with chronic conditions, such as diabetes (Akturan et al., 2017),
and has shown positive effects on patient satisfaction with inpatient
experiences (Pace et al., 2017). o '

The CRASH Course in Cultural Competency Skills training program ..’
helps clinicians adjust their interpersonal communication skills to
accommodate the values, preferences, arld behaviors o{‘ an eyer-more-
diverse patient population. (The CRASH mnemonic stands for the -
following: consider Culture, show Respect, Assess/Affirm differences,
demonstrate Sensitivity/Self-awareness, and show Humility.) CRASH -
seeks to build practitioners’ confidence in providing ho_'lis{i_c careby - -
competently addressing the health concemns of racially and ethnically
diverse patients. It integrates patients’ culture into clinical decision
making (McGregor et al., 2019). Principal elements of ﬂp’ protocol are
outlined in Appendix G. : A

Communication interventions on a narrow scale also have demonstrated
improvements in patient-clinician therapeutic exchanges. When *~
employing nursing’s Commit to Sit initiative, for example, fiurses take
time to briefly sit, rather than stand, at the bedside while exchanging
information about care plans with patients, A's a demonstration of <
nurses’ empathy and skill in intérpersonal relations, the Commit to
Sit protocol has shown markedly improved patient satisfagﬁpg;scores
(George et al., 2018; Lidgett, 2016). © 7~ it e wiiin s e

=

! Btfildigﬁ and maintaining a trusting clinician-patient partnership.

| Supporti

3thepat1ent in establishing a direction for change,

* = ¢| Exploring and reinforcing the patient’s motivation(s) for change

D £

ealisﬂc and specific plan of action.

rinted with permission.
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cation strategy you use in interchanges with
fulfill your professional responsibilities relies
f therapeutic communication skills as it does

. Competency in therapeutic communication skills

| e

Which tool is used in health literacy universal precautic
patients’ understanding of health-related jnf‘d_ﬁn i
a.” Language services. P it SR

ment of a patient’s health-related goals (Amp}d &
- 1oy =+ : Tt e HEr *
,Therapeutic communication skills can be taken for granted or blurred
by environmental factors and other barriers) The hectic pace of your
-wotkplace, for example, might trigger lapses in your dembnstration
of ci;ipathygg;ji‘ ompt you to exhibit nonverbal cues (2 heavy sigh; a
deeply inhaied breath, or tightly crossed arms, for instance) that patients
interpret as disapproval. Self-talk might overpower your objectivity and
confidence to, for example, pfesent bad news to a patient, impelling you
to provide false reassurances instead. You may think a brisk demeanor
shows your professional efficiency; your patient might interpret the
meaning of your behavior as unsociable. Diligence in patient sensitivity
and effective communication techniques will help to ensure the best
patient outcomes: - - et

Skilled therapeutic communication, however, is distinct from social
communicatioh (Arnold & Underman Boggs, 2016). Although
practitioners might engage in social banter with patients as a means

to alleviate anxiety, perhaps, or to diffuse conflict, therapeutic
communication techniques are purposely directed toward advancing
patients? health outcomes. Appendix H provides a refresher on patient-
focused thérapeutic communication skills. -

Healthcare professionals assume unacceptable risk to patient safe
when they: '

|

Accommodate all patients’ preferences in decision making.
Communicate with patients when there is a language barrier.
Ask open-ended questions in clinical ericounters.

- Reduce internal and exterrial distractions. \

=

D

ment Qul
| A e A LR B s
i ich type of barrier to effective communication potentially occurs
5| when practitioners lack awareness of differences between their values
and preferences and those of their patients?
Linguistic..!: | - Lo
Relational. -
“Environmental. fidk '

leeos

Culfural::'

CASE STUDY

b.” BATHE interviewing 2
c. Shared decision making. =3
d. 'Teach-back method.

Technology-assisted communication s A Sl B
Existing and emerging information _aﬂd communication technologies
(ICT) intend to facilitate communication between healthcare. - .= '
professionals and patiepts, as well as bétween other practitioners, [CT.

is used to simplify and expedite communication for purposes ranging

from patient diagnoses and care management to patient education, /. -
counseling, and support. If takes Various forms, from email and mobile
texts to automated decision support, e-health portals, personal digital °
assistants, and telehealth systems. Next generation ICT applications -
aim to improve healthcare services and delivery through?5G network
upgrades that reliably connect anyone, anywhere, at any time through
any device or service; the so-called Internet of Things that seamlessly
integrates smart devices; and artificial intelligence and machine
leamning, among others (Maria et al., 2020; Tuli et al:, 2020), 5

ICT, including the use of electronic héalth systems for documentation,’
has dramatically transformed the work of healthcare professionals.
In daily practice, the ability of health information technofogies ' . -
to improve communication and, ultimately, patient outcomes, is |
dependent on healthcare professionals’ adoption of new technologies
and development of technical competence. Héalthcate\_'professionals’
attitudes toward technology can be influenced by such factors as age,
education level, years of service, and prior use of cnmpu:térs or other -
digitally based technology (Maria et al., 2020), Practitioners who lag
behind in the adoption of and demonstrated competence in ICT may’
not only be hindered in their ability to adhere to professional practice
standards, but they may also experience feelings of stress, frustration,
ahd incompetence that further impéde or delay their acceptance ..

of technological innovations (De Leeuw et al., 2020); Extensive -
technology can also result in nurses focusing more on the screens and
monitors than the patient. Research continues to explore the effects

of ICT on clinical practice and the efficacy of téchnology- assisted * °

practitioner-patient interpersonal communication. _
i ; e

e i

’ ; N

M. Miller is a physically active 67-year-old who, before his retirement
2 years ago, had achieved a master s degree and worked in an executive
. - capacity in his profession. He arrived &t his primary care practice with

't reports of mild chest discomfort, slight dyspnea, and fatigue. He has a
previous history of smoking for more than 20 years, a current history of

. hyperlipidemia controlled by atorvastitin 10 mg daily for 10 years, and
mild hypertension managed by diet and exercise. His BMI falls within
the normal range.- il T ;

‘| . A physical examination, chest x-ray, and baseline ECG were

.+ unremarkable, but his blood presSure’niﬁé_I}{ﬂ/_bO_ mmHG. His physician

'} . - ordered laboratory tests. During the blood dr"é% the nurse noted Mr.

t¥ . Miller seemed quiet and distracted. He directed his gaze toward the

'} floor and did not ask questions other than when he could expect the

L resulis of the laboratory findings. * = = a0

|\ Four days later;"In the midst of overbooked cases and as Mr. Miller is

attending his grandson’s soccer game, the nurse calls his cell phdne.

* Reading from Mr. Miller s health record, she relays that his physician

*noted an elevated hs-CRP (high-sensitivily C-reactive protein) value

: necessitaling an exercise stress ltest. The nurse also instructs Mr.

V.. Miller to increase his atorvastatin'to 20 mg daily. Responding to Mr.

- Miller question about the meaning of the laboratory results, the,
¥ nurse perfunctorily states, “It is a possible signal of heart disease,
- 's0 the doctor wants you 1o have a stress test, We will put in the order

.

and you will receive a call with the date and time of the test and other
instructions.” Mr. Miller responds with a simple, ""Okay.?To the nurse,
M. Miller sounds subdued, even downcast, At the conclusion of the call,
she thinks about ways, in which she could befter approach conyersation -
with Mr. Miller during his follow-up visit in a week's time, For his part,
Mr. Miller becomes preoccupied with Worry about his heart health and
self-restricts his usual physical activity. .. - g s
Questions S
1. “Which elements of metacommunication should th
in future interactions with Mr. Miller? "~ =
2. Which techniques should the nurse apply to'improve'the
effectiveness of communication with Mr. Miller?. .
Responses ftny By Sl
1. Upon reflection, the nurse senses Mr. Miller m;
intimidated or in some way defeated by the p
cardiovascular issue. In reviewing heriinter
she recognizes that several barriers may
feelings about his laboratory results and’
to express his concerns, and her own behay
challenges her assumption that, based on his e«
experience, and demeanor, Mr. Miller has'a hig
literacy. She contemplates enyironne bstay
- workday that left her feeling pressed for time

‘EliteLeaming com/Nursing
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. life, a yiewpoint |
~ by the possibility of poor heart health

L i AacTnursin;
‘s American A Assoclalron of Colleges. gf Nmsglg. (20") “The
: ReSoutes/AA

~ The nurse resolves to prepare. for her conversation with Mr, Miller -

. during his follow-up visit. She makes a mental note to relax and
tak&'fime to revxewhis medical tecord and the results of his stress
test before their meetmg Addmonall? to lessén any potential
»anxiety for Mr. \Mrller, she ynll ensure the practrce s portable ECG

is absent frcf'm the exammatron room to which he is assigned. She
 plans to be consciously pfesent during the exchange arid explore

e the“ﬁegree to which Mr. Miller-understands cardiovascular disease

‘> and his feehngs about his current health. She will probe whether .
anythmg in his field of experience ~ the premature death of a
“ family member, perhaps — might account for the fatalistic feelings
- she’ sgspects ile possesses. She'also reminds herself to avoid the
- usé of medical terminology and answer his questions in plain
- 7 language,'adjusting the length and tenor of her answers to match
his during the course of their conversation.

Drawing on her knowledge of therapeutic communication
principles, the nurse warmly greets Mr. Miller at the scheduled
appointment time with a smile, eye contact, and an upbeat
‘attitude. She sits across from him, tilting away the computer
screen dlsplaymg his healthrecord. She initiates a series of

; questlons waiting until Mr. Miller has completed his answers,
“issuing verbal and nonverbal pronu)ts when necessary, to elicit
further information, restating his responses to ensure mutual

Conclusion f

understanding, and displaying empathy for hss concems.*[*i
example, the nurse may use the followmg questrons to pro't
thoughts: !
o . “Isenseyou l have been concemed abouf rhe siress fes
the results. Can you tell me about that?” It sounds i
has caused you a great deal of worry How have you l
handling that?” - 4562
_“Lm#fnm‘erstmﬂ—}bnrwn TS
that heart disease contributed to your fatherfs d_
brother died prematurely, a and you are worried abour
wife becoming a y?”dgw7 Those are al valxa' concern:
can understand why this situation makes you feel Her
let’s take a minute to taIk abougfamu'y rxsk factors an

to reduce your anxiety.”
o  “What do you understand about heart dtsease, the ri
Jactors involved ‘ugth it, and the available treatments

Following the physician consult, the nurse retums to expl
next test Mr. Miller will undergo, a coronary angiogram. !
alongside Mr. Mxller and together they review a patrent ]
pamphlet about the procedure, including how’he should P
for the test and what he can expect during and after the pi
The nurse prompts Mr. Millér to demonstrate his ufiderst:
asking, “I want to be sure we both have thrs right, Can yc
what you should do before the anglogram

At the close of the session, the nurse inquires how Mr. M
about the procedure and the information he has been giv¢
She reiterates strategies Mr. Miller can use to reduce his

reinforcing the degree of control he holds over hlszown h
Miller responds that he feels much more confident and 0
about his overall health and treatment plan.

Communication forms the bedrock of healthcare practice. e. It underlies
the patient-centered, therapeutic relationships healthcare professionals
use to promote and support patrents’ health and well-being. When
mterpersonal communiication between healthcare professionals and

‘patients is effective, improved patlent satlsfactlon, adherence, saféty,
_and clinical outcomes result, ” 2

; Demonstrated competency in commumcatlon is not a nice-to-have
* skill for heéalthcare profess:onaIS' it is must-have know-how in
“clinical practice. Practitioners must be proficient in interpersonal
iz) cgmmumcatlon to meet standards ‘established by healthcare
. organizations, but also, crucna]jl‘y, to ensure every patient receives the
: quahty care to which they are cntrtled in every clinical encounter.

y As much as commumcahbn rs ever present in clinical encounters, it
1s exer changmg, which presents partrcular challenges in a heaithcare

envtronment in ﬂux as well It also is oﬁen fraught with obstacles to the
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