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Communication
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Objective

1. Wawdsliineu (inform)

2. Wwadeuviraliinnsdne (teach or education)

3. Wedseaunalazalitnonuiiuie (please of
entertain)
4. Walaunitadnasla (Propose or persuade)

5. waizaus (learn)

6. \Wanssvinvisannaula (dispose or decide)




* 60 % of medication errors are
caused by mistakes in
interpersonal communication?

* Poor coordination of care is the
most common cause of
adverse events triggering root
cause analyses!?

1Joint Commission Data




Magnitude of the Problem

* 1 person dies every 5-10 minutes due to
harmful events in hospitals

e 70% of these events is the result of
breakdown in communication

—Where breakdowns occur:

* Between patients and health-care
providers

* Between health-care providers —
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Elements of Communication

Sender Receiver

Feedback

*Between patients and health-care providers

*Between health-care providers
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Between patients and health-care

providers




e Remember thatina
healthcare setting,
nonverbal cues are
important elements of
the communication
model.

* Hiuazlslunnil




Healthcare Information can be

Subjective or Objective

* Subjective
— Cannot be seen or felt
— Often called symptoms
— Usually statements or complaints from the patient
— Use the patient’s exact words

* Objective
— Can be seen or measured
— Often called signs
— Information collected by the senses =3




| think I’'m
gonna throw

It’s really

sore on my | don’t feel
very good.




* Pulse rapid, irregular and thready

e Skin cold and clammy
* No respirations
* Lips cyanotic




* Learn how to learn / listen
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We use communication to:

e Establish the HCW-patient relationship
* Exchange information with the patient/family

* Ensure accuracy in delivering the correct treatment
regime

e Exchange information with other health-care
providers

* Transfer responsibility of care
* Ensure accuracy in interpreting information
— These are areas for potential breakdown in
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< ulle ANUUIUS IDIAMAHANTUNYIUIA

Connection Between Communication

and Patient Safety

* |Information is communicated between
health-care team members for purposes of:

— Making clinical decisions
— Planning treatments
— Performing interventions

— Note: The patient and family are the most
important members of the health-care team!
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Connection Between Communication

and Patient Safety

* Every aspect of patient care requires high-
level communication competency to gather
and interpret information about the patient

* When communication failures result in
information that is incomplete or
misinterpreted, patient harm will occur due to
inappropriate or inadequate treatment
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Rules for Effective Communication

Message must be clear

Sender must deliver message clearly and concisely

Receiver must be able to hear and receive the
message

I Receiver must be able to understand the message -

Interruption or distractions must be avoided
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Steps to Excellent
Healthcare Communication

5 N

3 Actively listen to response

2 Concisely describe the problem
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Feedback Methods

* Paraphrasing —reword the sender’s message
and ask for confirmation.

* Dr. Smith: “I think Mrs. Jones needs more aggressive
treatment for her anxiety.”

e Dr. Shevlin: “So you think we should order an
antidepressant?” :
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Feedback Methods

* Reflecting — prompts the sender to add more
detail to the original message.

* Dr. Smith: “I think Mrs. Jones needs more aggressive
treatment for her anxiety.”

* Dr. Shevlin: “So you think we should order her
medication, such as...?”
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Feedback Methods

* Asking Questions — request clarification or
more additional information.

* Dr. Smith: “I think Mrs. Jones needs more aggressive
treatment for her anxiety.”

e Dr. Shevlin: “Why? Is her current treatment not
controlling her anxiety?” '




Feedback Methods

* Requesting examples — examples can help
explain or clarify meaning.

* Dr. Smith: “I think Mrs. Jones needs more aggressive
treatment for her anxiety.”

* Dr. Shevlin: “What kind of treatment are you thinking
about?” .




Effective Communication

e Essential for real teamwork

* Essential for long term career
satisfaction

e Essential for patient safety and quality
care




Elements of Communication

Sender Receiver

= ©
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Feedback




Patient Safety Goals / Guides : SIMPLE —

Safe Surgery

Infection Control ——

Medication & Blood Safety

Patient Care Process

Line, Tubing, Cathether

Emergency Response




New Patient Safety Goals 2015

P : Patient Care Processes
P 2: Communication
P 2.1: Effective Communication —SBAR

P 2.2: Communication during patient care handovers
(High 5s / WHO PSS#3)

P 2.3: Communicating Critical Test Results (WHO PSS)
P 2.4: Verbal or Telephone Order / Communication (JC)

P 2.5: Abbreviations, acronyms, symbols, & dose
designation
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communication

A number of techniques have been developed to promote
communication in health care including:

" |SBAR

" Call-out

% Check-back

" Hand-over or hand-off
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SBAR — What s it?

Situation

Background

Assessment SBAR wa:-s’introduced by the US Navy
Simple
&
Effective

Recommendation

1
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https://www.youtube.com/watch?v=h0Ol6CiJAZw
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Check-back

NNIA3IVFBUNAY (Check-back)
Hwnafiafiig g ﬁﬁ]:ﬁﬂlﬁﬁﬂﬂﬁ’h@'%'wﬁ'ﬂa*ﬁ'aaaﬁmvlﬂﬁa
pj‘aiamla [23]
Fudi 1 AL Susstanny
Fuii 2: A3U saniudannuuaclidayanaL
Fuii 3 AEE ynIaTasauTanas: Lﬁaﬁa:ﬁﬂﬁrjﬁagaﬁ
a9l laldgndad

wwng: [ien iwuwaia (83 (Benadryl IV) 31%3% 25 Gadniu

WOLNR: 1987 LUBuIa5a 107 971147% 25 JaAnsw gﬂﬁ“"a\m?ﬂy’
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Hand over-Hand off

| Introduction LUSHIAILEI UNUINLASIWUaIA T Lm:%amaﬂﬁj’ﬂ’m

P Patient ‘%:acjﬂ'w Fofuduwananwsol 01 LWE LLazﬁﬂ’m‘ﬁ'ag

A Assessment andayludadu FYPIUTNW 81n1T Lazn1IInIRY

S Situation SANNZ/ANNWNNTEE SIUTS SHFLIFNZA (lsd) wvinan N1l as
Wioi39 9 i LaTNIIROUaWEIADNITINE

S Safety concerns Wa/mudnunIkasdfianisfisdy dedonisdudiauuaziassgia
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The
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Actions Tevinezlsluuan wIadeanslvvinezls ’lﬁm@lwaguﬂ WA 2E
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WpIFITiA BIG L TRWNT
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Resolving disagreement and conflict

A number of techniques have been developed to help all
members of a team speak out including:

" The two-challenge rule
" CUSs
" DESC script
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Ccus

CUS il 1e 8 0ua9InI=UIBNNTINUTHA DI 'ﬁﬁ]z"fi’mﬁq@m’lﬁ
nszvinfiiduilawn

| am Concerned ﬁuﬁﬁﬂﬁaﬁ

| am Uncomfortable ﬁuﬁﬂﬁ@ﬁ@

This is a Safety issue Hfluiszidwsasarnuilanans
¢2ea DESC

DESC a%u’lmﬂﬁzu’auﬂ’lm'ﬁamqﬁﬂ’a’mﬂif@LLm”aaﬂﬁaﬁ%'ﬁﬂﬁﬁﬁﬁ
L'i'il’mm’lEJﬁaﬁaaﬂ’lﬂﬁuﬁ@“ﬁ'ﬁjmﬂa-ﬂ‘hmﬁu

Describe a%‘]_l’]EJﬁﬂﬁ%ﬂﬁﬁﬂiﬁ%ﬂ?ﬂﬂﬁﬂ‘ﬁ‘ﬁ&lﬁlLﬂW’]ELﬁ]’IEﬁ]G“Haﬂ
Seil Lmﬂﬁﬂaﬁﬂgﬂu%%a*ﬁmﬁlaﬁL"ﬂugﬂﬁ‘ﬁm

Express LLaadaaninam3Ian doanunsainasngls AT ATUIRN
waglwseasla

Suggest LEBALLENNILABNDY LAZUDIRTaIITazanasnwle

Consequences 'ﬁtﬁ:‘lmaﬁ@ﬂmmﬂluLLdﬂna{imaﬂﬁtwu@iayﬂ"lwm"lﬂ
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Verbal Order
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What’s wrong with verbal orders?

* Verbal orders present more room for error than
written or electronic orders

e Communication difficulties:
— Different accents, dialects, pronunciations
— Background noise, interruptions
— Unfamiliar drug names and terminology

 Adds more steps to prescribing and transcription
processes

36 QT{]_



What’s wrong with verbal orders?

Only record is in the minds of the people involved.

Only the prescriber can verify that an order was
heard correctly.

37
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9% EILANMNLALTRAINT wazaNutrwalasuAIFIInENe
111 short massage t5an 1t a3aN101RA AMNLTWNBLBIAINNLAE

BWUATAMNFEUIE 9910 short massage Y lLsaAwIMbLAL B8N

Patient b3 Safety/Healthcare provider Tl safety

[~ Y LW 1 o
nanygtilun“second victims” LW?’]gﬂfJ']&lﬁ'ﬂﬂ?']&lEﬂW%ﬁLﬁﬂﬁﬂUﬂ%vlﬁ
LW?’]gﬂ'J']N\i'lﬁlﬂ'J']&Iﬁ‘U']ﬂ ﬂ')']&llﬂﬁl%% Lﬁﬂ?ﬂﬂﬁ]'\ﬂ&ﬁ&&ﬂﬁﬂ%lﬁlt@i

salaiv  “Ap appropriate culture and support
GLIEH structure are key”
L5 INSIanAaIN15NUSnEN AINI1INIUNY e lwa1atidnadg

i laifiszuy Nezaua AaIanvasan %
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Types of problems reported

 Wrong drug: verbal order for clonidine
misheard as Klonopin

* Wrong dose: Toradol 15 mg misheard as
50 mg

* Wrong lab results: Blood sugar misheard
as 257 when it was 157, and patient

received 6 units regular insulin instead of 2
units.

39 Q?,@”—
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What can you do to prevent

errors?

* JCAHO National
Patient Safety Goal

* Read-back
procedure

e Cincinnati Children’s
Hospital reduced
their errors with
verbal orders from
9% to zero by using

t h e re a d - b a C k e Source: Vossmeyer MT.
Improving pati iatri
Academic Societies

in order read back process. Pe
Annual Meeting; 2006 Apr 29; San Francisco (CA).

WRITE it down
READ it back
get CONFIRM:tion

40



What can you do to prevent

errors?

Discuss the indication for medication orders
Discuss allergies, lab values, diagnoses
Express drug doses by unit of weight

Record verbal orders directly onto an order
sheet

If you receive verbal orders via voice mail,

contact the provider for read-back and
confirmation

71
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What can you do to prevent

errors?

Prescriber review and verification

Use only approved abbreviations
Verbal orders for chemotherapy are unsafe

vy}

O
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PATIENT SAFETV GOALs




Patient Safety Goals / Guides : SIMPLE —

Safe Surgery

Infection Control ——

Medication & Blood Safety

Patient Care Process

Line, Tubing, Cathether

Emergency Response




New Patient Safety Goals 2015

P : Patient Care Processes
P 2: Communication
P 2.1: Effective Communication —SBAR

P 2.2: Communication during patient care handovers
(High 5s / WHO PSS#3)

P 2.3: Communicating Critical Test Results (WHO PSS)
P 2.4: Verbal or Telephone Order / Communication (JC)

P 2.5: Abbreviations, acronyms, symbols, & dose
designation
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Thank you
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