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Preface

The purpose of this book is to guide the development of comprehensive professional
communication strategies in nursing students to prevent communication errors that re-
sult in patient injuries and death. In 2000, the Institute of Medicine reported in “To Err
is Human” that harmful events result in 48,000 to 98,000 deaths per year, in minutes,
that amounts to 1 death every 5–10 minutes. Health-care leaders all over the world were
stunned. Few could believe what they were reading. Over the past 9 years continued
analysis of harmful events by the Joint Commission in the United States led to the con-
clusion that communication errors are the root cause of 70% of sentinel events in health-
care settings. In recent years, accrediting agencies in the United States and Canada and
the World Health Organization have developed goals and strategies to improve the effec-
tiveness of communication among caregivers.

In this book, we consider communication to be the key instrument used by nurses and
all health-care providers for ensuring patient safety. Health-care providers use communi-
cation in all aspects of patient care, 24 hours a day, 365 days a year. If communications
fail at any point, the failure can lead to patient harm.

Unfortunately, we cannot prevent all harmful events to patients in health-care settings;
but there are many ways to decrease the frequency of serious patient injuries and deaths
due to misinterpretations and gaps in communication. To use communication as a patient
safety instrument, you need expertise and knowledge of:

• The basic fundamentals of patient-safe communication in developing interpersonal rela-
tionships

• How to use patient-safe communication to establish effective nurse-patient relationships
to ensure active participation of the patient and family in planning, implementing, and
evaluating plans of care, and

• How to use patient-safe communication when collaborating with other members of the
health-care team.

To assist students with attaining this expertise and knowledge, we have developed this
book and Web-based ancillaries in three units.

The first unit of this book is about interpersonal communication and building the foun-
dations for patient-safe communication. The fundamentals of how individual communica-
tion patterns are shaped by interpersonal and external factors are explored. Communication
is described from various perspectives to promote self-awareness and understanding of
ways to improve communication effectiveness within interpersonal relationships. The
Transformational Model of Patient-Safe Communication is introduced, focused on the ef-
fects and outcomes of the communication process that are especially relevant in health-care
communications.  

The second unit of this book is about patient-safe communication in professional
nurse-patient relationships. The developing nurse must now transition from understand-
ing the basics of communication into using specific patient-safe communication strategies
within professional nurse-patient relationships. Effective patient-safe communication
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vi i i Preface

strategies basic and vital to establishing and maintaining collaborative nurse-patient rela-
tionships are explored. The Patient-Safe Communication Process, derived from the Trans-
formational Model of Communication, is introduced as a key patient-safe communication
strategy for appropriate and effective communication. The third unit of this book is about
health-care team communication and group processes used to promote patient-safe com-
munication between members of the health-care team. Nurses work in multidisciplinary
teams, and effective interdisciplinary communication is essential to promote patient-safe
communication between members of the health-care team and to promote a culture of 
patient safety. An understanding of group processes is essential to facilitate effective pro-
fessional communications in groups to promote optimal patient health transformational
outcomes. The nursing work system and conditions in the work environment that create
communication failures and harmful events are explored, and health-care team patient-
safe communication strategies designed to build safety into health care and prevent pa-
tient care errors are described.

The evidence is clear: there is an astounding lack of communication in health-care set-
tings, resulting in harmful events to patients. This book and its ancillaries will help you to
develop high-level competence in communication and use patient-safe communication
strategies to keep patients safe from harmful events and to build a safer health-care system.

We wish to acknowledge and thank our editors Tom Ciavarella, Meghan Ziegler, 
and Caryn Abramowitz for their support and encouragement throughout the writing and
production of this book.
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3

Communication 
and Patient Safety: 
Understanding 
the Connection

Sentinel event
Adverse event
Harmful event

Learning Outcomes

Upon completion of this chapter, you will be able to:

Describe the magnitude of communication problems affecting patient safety in
health care.
1. Compare sentinel, adverse, and harmful events. 
2. Explain the role responsibilities of nurses that involve patient-safe 

communication.
3. Describe the connection between communication and patient safety.
4. Describe where communication breakdowns occur and how they can lead to

harmful events.
5. Identify the key organizations that are addressing communication and 

patient safety at national and global levels.

Key Terms 

C H A P T E R

1  1

Unshared information
Shared information
Decision-relevant information
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4 Unit 1 In terpersonal  Communicat ion

Patient safety always comes first whenever health care is provided. The purpose of this
chapter is to describe the fundamental connection between patient safety and communica-
tion. Nursing students must develop knowledge and expertise in communication with the
same dedication they learn to use a stethoscope and other medical instruments. Patient-safe
communication is the key instrument used by nurses and all health-care providers to pre-
vent communication breakdowns and promote patient safety across health-care settings.
This chapter introduces the nurse’s role responsibilities that involve patient-safe commu-
nication. If communication breaks down at any point, patient safety may be compromised
and result in serious consequences. Nursing students need to be aware of the latest 
developments in patient-safe communication strategies. 

THE MAGNITUDE OF COMMUNICATION PROBLEMS
AND HARMFUL EVENTS

In 1999, the Institute of Medicine (IOM) released a landmark report called, “To Err is Human:
Building a Safer Health System.”1 The report estimated that 44,000 to 98,000 people die an-
nually from medical errors in U.S. hospitals. This means that one patient dies approximately
every 5 to 10 minutes in U.S. hospitals. An analysis of over 2000 sentinel events that occurred
in health-care organizations in the United States demonstrated that 70% resulted from break-
down in communication.2 To view the medical error/sentinel event problem from a different
perspective, more people die in a given year as a result of medical errors than from motor 
vehicle accidents (43,458), breast cancer (42,297), or AIDS (16,516).3 In Canada, results from
a 2004 landmark study revealed that approximately 9000 to 24,000 Canadians die from 
adverse events in hospitals every year and that more than half of the adverse events were 
considered preventable.4

United States sentinel events and Canadian adverse events are primarily the result of
breakdowns in communication. In the U.S. literature, a sentinel event is defined as an un-
expected occurrence that results in death or serious physical or psychological injury to a pa-
tient. Such an event is called sentinel because it signals the need for immediate investiga-
tion.5 In the Canadian literature, an adverse event is a more general term, defined as an
untoward, undesirable, and usually unanticipated patient event, even when there is no per-
manent effect on the patient.5 Therefore, sentinel events always involve errors leading to
death or permanent disability, whereas adverse events include permanent and potential
events leading to death and permanent disability. To avoid confusion over the terms sentinel
and adverse events,  this book uses the term “harmful event.” 

The question that needs to be answered at this point is: where does communication
break down and cause a harmful event? To answer this question, we introduce the
nurse’s role responsibilities that involve the crucial need for patient-safe communication
and then explain the connection between patient-safe communication and prevention of
patient harm. 

PATIENT-SAFE COMMUNICATION 

Patient-safe communication in nursing is a goal-oriented activity focused on helping pa-
tients attain optimal health outcomes. It is the means by which nurses gather and share 
information, clarify and verify accurate interpretations of information, and establish a

2080_Ch01_001-010.qxd  1/11/10  5:18 PM  Page 4



process of working collaboratively with patients, their families, and other health-care
providers to achieve common goals of safe, high-quality patient care. There are six pri-
mary areas of role responsibility of nurses where communication may break down: 

1. Establish the nurse-patient relationship: to build trust and rapport with the patient.
Through trust and rapport, patients are more open to sharing personal health informa-
tion and to describing how they are feeling and how they are coping with the stress of
illness. 

2. Exchange necessary information with the patient: to keep patients and their families in-
formed; to assess health status, plan interventions, and determine response to treatments
and effectiveness of patient teaching. 

3. Ensure accuracy in delivering the correct treatment regime to the correct patient: to
verify patient identification prior to administering any treatment and to actively involve
the patient in the process of care whenever possible. 

4. Exchange essential patient information with other health-care providers: to receive in-
formation from and to provide information to members of the health-care team to plan
care and to work collaboratively to deliver integrated interdisciplinary care services. 

5. Transfer responsibility of care of the patient and essential patient information to another:
to hand off care and responsibility of the patient to another nurse when leaving the unit
for scheduled breaks, to another nursing team during change of shift, or to another nurs-
ing unit or health-care agency during patient transfer/discharge.

6. Ensure accuracy in interpreting information: to ensure information exchanged between
nurses and patients and other members of the health-care team is interpreted as intended. 

The consequences of communication breakdowns during performance of these role
responsibilities jeopardizes patient safety. Next, we examine the direct connection between
communication and patient safety. 

CONNECTION BETWEEN COMMUNICATION 
AND PATIENT SAFETY 

The critical connection between communication and patient safety is that nurses and other
health-care providers make clinical decisions, plan treatments, and perform interventions
on patients based on available information that is communicated between health-care
team members and patients. It is important to understand that every aspect of patient care
hinges on how health-care team members, including patients, have interpreted available in-
formation. If clinical decisions are based on incomplete or misinterpreted information,
treatments may be planned and performed by health-care providers that are inappropriate
and may cause patient harm. 

Making Clinical Decisions Based on Patient Sharing of Personal
Health Information 
To promote patient safety, nurses and other health-care providers must communicate with pa-
tients in a way that encourages the patients to share personal health information. This is ac-
complished by building trust, which is the foundation of the provider-patient relationship.
Nurses and other health-care providers use specific patient-safe communication strategies to
develop, nurture, and maintain the trusting relationship. If patients do not feel a sense of trust
in and genuine sincerity from those involved in their care, they may not share information

Chapter 1 Communicat ion and Pat ient  Safety :  Understanding the Connect ion 5
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that is necessary for accurate decision making and treatment planning. As an example, if the
nurse appears rushed or distracted while she is conducting the patient’s health history, the pa-
tient may abbreviate his responses. He may not mention that he has allergies to certain med-
ications, for instance. Without this essential information, the patient may be prescribed a
medication that can cause a harmful allergic reaction, which becomes a sentinel event. 

Nurses and other health-care providers ensure that they have accurately identified the
patient when gathering health information and prior to administering treatments. Through
this critical communication behavior, nurses can avoid administering the wrong treatments
to patients.

Making Clinical Decisions Based on Sharing Patient Information
The most appropriate and safe patient care requires effective sharing of information
among members of the health-care team.7 Essential patient information known by an in-
dividual health-care provider must be communicated or shared with other professionals
involved in the patient’s care.8,9 The theory linking sharing of patient information and pa-
tient safety is supported by the information-pooling model of communication proposed
by Stasser and Titus.10,11 Their model suggests that group members who have diverse
stores of information as a result of differences in training, experience, and role may often
hold a certain amount of decision-relevant information that other members of the group
do not have. This uniquely held knowledge by one member of the group is called un-
shared information. Unshared information may be critical to the overall quality of the
group’s decision making. By pooling unshared information, groups have the potential for
making more informed decisions than if decisions were made on uniquely held informa-
tion of any individual. 

When applying this model to health care, it stands to reason that each team member
from different disciplines may hold unique information about the patient because of his spe-
cific role and area of expertise. When disciplines share their information, there is greater ac-
cess to information for decision making by the entire interdisciplinary health-care team.

If essential patient information is not shared, this leads to gaps in communication that
can create serious breakdowns in the continuity of care, lead to inappropriate treatment,
and ultimately harm patients.12 A gap is a breakdown in communication. For example, if
a patient tells the nurse that his breathing is becoming more difficult and the nurse does
not share this information, the amount of information accessible for decision making by
the physician and other members of the health-care team decreases, thereby increasing the
potential for patient harm. Likewise, if there are delays in receiving information from lab-
oratory results or x-ray reports, team members that make clinical decisions in the absence
of this information may do so in error. 

Ensuring Accuracy: Conveying and Interpreting Messages 
Accurately
As important as it is to share essential information to promote appropriate decision mak-
ing and patient safety, it is equally important to ensure that the information is conveyed
and interpreted accurately. Accuracy in shared patient information is always dependent on
the communication skill of the individual.13,14 For example, nurses must communicate ef-
fectively using clear and concise language to ensure that verbal messages containing es-
sential patient information are conveyed to members of the health-care team as accurately

6 Unit 1 In terpersonal  Communicat ion
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as possible. This increases the ability of others to interpret patient information as intended.
Statements from one nurse to another such as, “He is a bit nauseated” or “My patients are
all OK, I am going to take my break” are vague, ambiguous, open to misinterpretation, and
do not provide adequate information for others to make accurate clinical decisions.15,16

Misinterpretations are breakdowns in communication that can lead to errors in decision
making and inappropriate treatment planning that may result in a harmful event. 

Knowing that even the most clear and precise verbal message can be misinter-
preted, nurses must always seek feedback to determine how another team member has
interpreted their messages. Through this communication behavior, nurses can offer
clarification if needed and confirm accuracy of interpretation to ensure that patient in-
formation has been understood fully by others. Through this same process, nurses en-
sure that they have interpreted the information they receive from other health-care
providers as intended. 

When communicating with patients, nurses must understand that many factors can in-
terfere with the patient’s ability to convey and interpret messages accurately. As examples,
factors may include pain, anxiety, health literacy, and sensory impairments. Nurses must
use clear language that is appropriate to the age and stage of development of the patient to
overcome any factors that may interfere with the patient’s ability to interpret messages ac-
curately. When nurses convey information to patients, they seek feedback from them to en-
sure that patients have interpreted their messages accurately. Professionally educated in
patient-safe communication, nurses and other health-care providers bear the greater re-
sponsibility of ensuring accuracy in communication during their interactions and informa-
tion exchange with patients.

When patients share personal health information with nurses, nurses must proceed
with high-level communication competency to provide appropriate feedback to patients to
confirm that they have accurately interpreted patients’ messages as intended.

INITIATIVES TO IMPROVE COMMUNICATION 
AND PATIENT SAFETY 

Initiatives to reduce the risk of harmful events caused by problems with communication have
become a national and global focus, led by such organizations as the U.S. Joint Commission,
the Canadian Council on Health Services Accreditation, and the World Health Organization. 

The Joint Commission and the Canadian Council on Health 
Services Accreditation 
The role of the Joint Commission and the Canadian Council on Health Services Accred-
itation is to examine and improve the quality of care and services provided to patients
by health-care organizations.17,18 These organizations set the standards of quality care
and measure hospitals and other health-care organizations’ compliance with these stan-
dards. The Joint Commission and the Canadian Council have developed national pa-
tient safety goals for improving communication among health-care providers.19,20 To
support achievement of these goals is a series of standards in communication. Hospi-
tals and other health-care organizations, too, are designing patient-safe communication
strategies to meet these standards and improve patient safety and reduce the potential
for harmful events. 

Chapter 1 Communicat ion and Pat ient  Safety :  Understanding the Connect ion 7
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World Health Organization 
In 2004, the World Health Organization (WHO) launched the World Alliance for Patient
Safety.21 The Alliance coordinates, disseminates, and accelerates improvements in patient
safety worldwide, highlighting safety as a global issue for patients in countries rich and
poor, developed and developing. The WHO Collaborating Center for Patient Safety was
established in 2005 and focuses worldwide attention on patient safety solutions that can re-
duce patient harm and coordinates international efforts to spread these solutions as broadly
as possible.22 The WHO Collaborating Center has developed several patient safety solu-
tions specific to improving communication in health care. The WHO defines patient safety
solutions as “any system design or intervention that has demonstrated the ability to prevent
or mitigate patient harm stemming from the processes of health care.”12

Many patient safety communication concepts and specific communication strategies in-
troduced in this book stem from the recommendations of the Joint Commission, the Canadian
Patient Safety Institute and the Canadian Council on Health Services Accreditation, and from
the WHO. Collectively, the communication concepts and strategies used in patient care will
be referred to as patient-safe communication strategies within this book. 

Evidence-Based Research
Health-care professionals recognize the substantial improvements to quality in patient care
that result from implementing evidence-based research into clinical practice. Within the
nursing profession, clinical practice that is evidence-based provides a strong scientific foun-
dation for nursing practice.23 The use of patient-safe communication strategies to decrease
patient injury and death has not been researched with the rigorous testing required meeting
evidence-based research standards. Research studies are, however, currently under way.

One key concern, however, for health-care organizations and professionals is that it
takes approximately 10 to 17 years for research findings to be translated fully into prac-
tice.24 Patients, health-care providers, and the health-care system cannot wait that long.
There is great opportunity now to integrate patient-safe practices in communication devel-
oped by leading patient safety organizations, which have been endorsed worldwide by
safety experts, nursing and medical profession associations, and health-care organizations.
“No adverse event should ever occur anywhere in the world if the knowledge exists to 
prevent it from happening.”25

CHAPTER SUMMARY
Communication is the key instrument for patient safety used by nurses and all health-care
providers to ensure the ongoing accuracy and continuity of patient information to promote
safe, quality care. Gaps in communication and misinterpretations pose risks to patient
safety and can result in patient harm. It is critical that nurses develop high-level compe-
tence in communication and use patient-safe communication strategies provided by the
leading experts nationally and worldwide to keep patients safe from harm and to build a
safer health-care system.

8 Unit 1 In terpersonal  Communicat ion
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BUILDING HIGH LEVEL COMMUNICATION COMPETENCE

For additional exercises, visit DavisPlus at http://davisplus.fadavis.com

1. Reflection. Think about a time you misinterpreted communication. Think

about how easy and common it is to misinterpret messages. Think also of

times when you have said, “Well, had I known that, I would have....” This is a

classic example of gaps in communication.

2. Critical Thinking Exercise.  How can this nurse’s statement to the oncoming

nurse as she hands off care and responsibility lead to a harmful event: “My

patients are all OK—I am off for break.”
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The Patient-Safe 
Transformational Model
of Communication 

Communicators
Critical thought processing
Message
Channel
Assign meaning
Effects

Learning Outcomes

Upon completion of this chapter, you will be able to:

1. Define high-level communication competence. 
2. Describe the effects of interpersonal communication on relationships. 
3. Explain the evolution of communication models. 
4. Describe the elements of the transformational model of communication. 
5. Define communication using the transformational model of communication.
6. Identify the principles of communication.

Key Terms 

C H A P T E R

2  2

Feedback
Validation
Context
Communication risk factors
Patient-safe communication strategies
Transformation
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Now that you are aware of the connection between communication and patient safety, this
chapter will introduce you to the basic concepts of communication. You will begin by as-
sessing your current level of competency in communication. Because communication is
central to human existence and the means by which people form and manage relationships,
this chapter focuses on interpersonal communication and relationships as the foundation
upon which professional nurse-patient and interdisciplinary team communication and rela-
tionships are built. The chapter describes how understanding of communication has evolved
over time and led to the development of the transformational model of communication. The
transformational model is a framework for communicating with high-level competence.  It
has been used to organize the content of this book and to help you gain the foundational
knowledge needed to become a patient-safe communicator. 

HOW WELL DO YOU COMMUNICATE?

Communication is central to our lives. Nevertheless, we rarely give it any thought until we
have had either a bad experience, such as a disagreement that turned nasty, or an exhilarat-
ing experience like having a good interview and getting the job. Every day, we experience
communication more than any other human activity. 

Communication is a complex process. What we say and how we say it are influenced by
who we are and how we perceive the world. Sometimes we must work very hard to under-
stand the thoughts and feelings that are unique to the person with whom we communicate.
Establishing a common understanding between people is the challenge in communication
and is critical to patient safety. For an interactive version of this activity, visit DavisPlus at
http://davisplus.fadavis.com 

HIGH-LEVEL COMMUNICATION COMPETENCY

Learning to communicate with high-level competency is the main reason to study commu-
nication. Although the term competency holds a variety of meanings, it is generally defined
as a cluster of related knowledge, skills, and attitudes or motivation that individuals need
to possess to perform their role or a particular task.1,2 In terms of communication compe-
tence, knowledge means knowing what behavior is best suited for a given situation. Skill
is having the ability to apply the behavior in the given context. Attitude or motivation is
having the desire to communicate in a competent manner.1 High-level communication
competence can then be defined by the following knowledge, skills, and attitude:

1. The ability to choose communication behaviors that are effective and appropriate for a
given situation3

2. The ability to be sensitive to the perspectives of others, and
3. The ability to achieve communication goals in a manner that maintains or enhances the

relationship in which it occurs.4

Effective communication occurs when messages are understood by others as intended.3

Individuals with high-level competency accomplish this by choosing communication 
behaviors that convey messages clearly and precisely, leaving interpretation less open 
to chance. High-level communicators must also choose communication behaviors to help
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ensure they understand the messages of others as the others intend. High-level communica-
tors accomplish this by offering and seeking clarifications to ensure a high probability that
messages are interpreted as intended.

Appropriateness in communication occurs when people assess the context of a situation
and adapt communication accordingly.3 We speak differently when communicating with a
toddler, a police officer, and a good friend. Sensitivity in communication entails recognizing
the feelings and perspectives of others that differ from our own.4 It allows us to hear the per-
spectives of others without judgment and to accept the uniqueness of each person. 

Achieving communication goals in a manner that maintains the relationship is
called saving face. Saving face means making choices on how you respond to others,
maintaining respect for others and for yourself, and managing the impressions of your-
self you wish to project.4 Figure 2.1 illustrates the four components that define high-
level communication competency. 

People who have not developed high-level competence in communication are limited
in their efforts to achieve personal and professional goals. For both professional and inter-
personal relationships you need to know how to speak clearly, listen effectively, clarify in-
terpretations, be empathetic, deal with conflict, and understand communication styles that
differ from your own. In professional relationships with patients, these communication
competencies provide the foundation for developing trust, encouraging patient sharing of
health information, helping patients cope with illness, and providing health education en-
suring that patients interpret and understand the information correctly and as intended. In
professional relationships with other health-care providers, these competencies are the
foundation for sharing patient information accurately for appropriate clinical decision
making  and for working with other disciplines to provide safe, quality care. 

CONCEPTS OF INTERPERSONAL COMMUNICATION 
AND INTERPERSONAL RELATIONSHIPS 

Humans are social beings. We derive satisfaction from interacting with others, and we use
communication as a means to initiate these opportunities. Interpersonal communication is
a form of communication that is used when we view others as unique individuals and in-
teract with them for the purpose of maintaining an ongoing relationship.5 Interpersonal
communications are open, honest, nonjudgmental, and based on equality (Buber, 1958).6

Interpersonal communication allows us to gain knowledge about others so we can interact
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High-Level
Communication Competence

Effectiveness
Messages are

understood by others

Sensitivity
Being sensitive to the
perspective of others

Appropriateness
Adapt communications

to the context of
the situation

Saving Face
Achieve communication
goals in a manner that

maintains or enhances the
relationship within which

it occurs

Figure 2.1 Concepts of high-level communication competence.
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with them more easily. By knowing others better, we are more able to predict how they will
respond to us, and we can adapt our communications accordingly. 

An interpersonal relationship is the enduring connection that we make with others
through interpersonal communication.7 The interpersonal relationship is characterized by
trust and honesty in sharing thoughts and feelings within a context of genuine acceptance of
the differences between individuals. We develop our sense of belonging, worth, and accep-
tance through interpersonal relationships. 

EVOLUTION OF MODELS OF COMMUNICATION 

Communication has its theoretical roots in the fields of telecommunication and psychother-
apy.8,9 Although our understanding of the communication process has evolved over the past
60 years, basic definitions remain unchanged from the original models. They are the linear,
interactional, and transactional models of the communication process. 

Message Transmission: The Linear Model
In the late 1940s Claude Shannon, an applied mathematician and engineer who worked for
Bell Telephone Laboratories, was charged with ensuring the maximum efficiency of tele-
phone cables and radio waves. He developed a model that reduced the communication
process to a set of seven basic elements: sender, receiver, encode, decode, message, channel,
and noise.8 He, along with other scholars of that era, described the first notions of how com-
munication happened and why it sometimes failed.10

These early models depicted communication as a linear, one-way process where
messages were transmitted in a straightforward manner from one person to another. See
Figure 2.2, which illustrates a linear model of communication. 

In simple terms, a sender was the originator of a message who encoded or determined
what and how to say the message. The sender transmitted the message through a particu-
lar channel, such as a phone or in person, to a receiver who would interpret or decode the
message. Communication could fail because of noise, which included any distortion that
could interfere with the integrity or accuracy of the message, such as static on a phone line
or talking inaudibly. 

Message Exchange: The Interactional Model
As scholars continued to study communication, they realized that human conversation was
much more than a one-way process. In 1954 Wilbur Schramm developed the interactional
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Message
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Noise
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for interference

EncodesSender Receiver Decodes

Sender sends a message; receiver receives message passively

Figure 2.2 Linear model of communication.
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model of communication.11 The model introduced the element of feedback to reflect the
two-way flow of communication between people. See Figure 2.3, which illustrates the in-
teractional model of communication. In addition, this model also introduced the element
of fields of experience. As Foulger10 indicated, this acknowledged that people create and
interpret messages within their own unique perspectives, experiences, culture, and history.

Shared Message Creation: The Transactional Model 
Scholars such as Barnlund12 developed the transactional model of communication 
in 1970. The transactional model described the communication process as a recipro-
cal, simultaneous flow of messages and feedback between individuals as shown in 
Figure 2.4. The model illustrated that while people speak, they are busy interpreting
their partner’s nonverbal and verbal responses. Senders and receivers were redefined
as communicators to reflect the simultaneous flow of messages and feedback during
conversations. 

In the transactional model, communication was described as a process of negotiat-
ing and creating common meaning. Encoding and decoding were mutually interdepen-
dent actions of the communicators, each contributing to the shared meaning they were
building together.13 The element of context was introduced, which expanded the original
element of fields of experience in the interactional model. Through awareness of con-
text, communicators acknowledged factors, such as the physical and social setting, time
of communication, and the emotions and mood of the communicators, that could influ-
ence the communication situation. The transactional model acknowledged that creation
and interpretation of messages evolves from the past, is influenced by the present, and
is affected by visions of the future.7

Chapter 2 The Pat ient -Safe  Transformat iona l  Model  o f  Communicat ion 15

Encodes
Sender

Decodes

Feedback

Field of
Experience

Decodes
Sender

Encodes

Field of
Experience

NoiseNoise Noise

Channel

Feedback

Channel

More opportunities
for interference factors

Sender and Receivers each contribute to 
exchanging created and interpreted messages

Figure 2.3 Interactional model of communication.

2080_Ch02_011-028.qxd  1/9/10  12:23 PM  Page 15



In this same era, the element of noise evolved to include: 

• Psychological noise: the emotional state of the communicators, their personalities and
preconceived ideas and judgments. 

• Physical noise: external factors that distract communicators like loud music in the back-
ground or being unfamiliar with the physical setting. 

• Physiological noise: the biological factors that interfere with communications such as 
fatigue, illness, or altered cognitive function. 

• Semantic noise: the way people speak, their use of terms, and any dialect or literacy issues.

This book introduces the transformational model of communication to be used as a
practical guide for interpersonal communication and professional patient-safe commu-
nication. In the transformational model, the focus is on the effects of messages and
achieving desired outcomes. 

CREATING EFFECTS AND OUTCOMES: A 
TRANSFORMATIONAL MODEL OF COMMUNICATION

Whenever we communicate, we have an outcome in mind. The outcome might be as simple
as enjoying a relaxing conversation with a friend or as complex as calming down a highly anx-
ious patient to administer a prescribed treatment. Whether we achieve our desired outcome de-
pends on the effects our communications have on others. Effective messages are conveyed and
interpreted as intended. Effects are dependent on the appropriateness of our communications,
how sensitive we are to others, and our ability to save face for self and others. 

The transformational model is focused on high-level competency to create specific effects
to achieve desired communication outcomes. Communication breakdown is the major contrib-
utor to harmful events, including injury and death, in health-care settings. Harmful events are
undesired outcomes. Whether a patient had the wrong limb amputated or suffered renal dam-
age as a result of errors in clinical decision making that were caused by communication break-
downs, the nature, form, appearance, character, or condition of the individual was changed. 
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Communicators create and send messages simultaneously 
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Figure 2.4 Transactional model of communication.
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In contrast to the negative outcomes of communication, there are examples of positive
transformations that happen every day. Education is a classic example of the transforma-
tional process of communication. The outcome of education is, for example, transforming
a lay person into a professional nurse. The values, attitudes, and knowledge that are re-
quired have been communicated through written, verbal, and nonverbal communication
from faculty, peers, and preceptors. Figure 2.5 illustrates the transformational model of
communication. The model consists of 12 interacting elements of the communication
process within a central core and surrounding rings.

Within the central core are two unique individuals communicating. They are sharing in-
formation, providing each other with feedback to create a common understanding of each
other’s messages, and creating specific effects to achieve specific desired outcomes through
communication. Communicators are influenced by the context of the communication situa-
tion (first ring) and communication risk factors inherent within the communication situation
(second ring). Communicators can use patient-safe communication strategies to overcome
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18 Unit 1 In terpersonal  Communicat ion

risk factors (third ring). In the outer ring is the transformational outcome of the communica-
tion process. A summary of definitions of the elements of the communication process within
the transformational model appears in Table 2.1.

A description of each of the twelve elements begins at the core of the model.

Element Description

(1) Communicators

(2) Critical thought 
processing

(3) Message

(4) Channel

(5) Assign meaning

(6) Effects

Originators of facts, thoughts, or feelings 
Unique bio-psycho-social-cultural-spiritual beings
Each communicates to meet human needs; includes physical,

social, identity, and practical needs
Each is transformed by the communications 

Cognitive deliberations used during communication to:
•Determine the human need that must be met and the desired
communication outcome

•Assess the communication situation including the individual,
environment, and actual/potential risk factors

•Select communication strategies to overcome risk factors
•Create the message by means of effective, appropriate, 
sensitive, and face-saving verbal and nonverbal behaviors 

•Choose the best channel for conveying the message
•Evaluate the effects and responses of messages and adjust
communications accordingly

•Facilitate common meaning through feedback to ensure 
messages are interpreted as intended

Contains the facts, thoughts, or feelings of a communicator that
are conveyed to another through words and nonverbal clues
that enable individuals to assign meaning to the message

Includes content and relational dimensions
May be intentional or unintentional; are unrepeatable and 

irreversible 
Verbal behavior includes spoken, written, or 

electronic words
Nonverbal behavior includes gestures, eye contact, body 

language, and tone of voice 

Method or pathway by which the message is conveyed; for 
example, face to face, letters, e-mail, Internet, phone call, 
or mass media, such as newspaper, television, radio, movies

Communicators assign meaning to the message based on 
their individual uniqueness, life experiences, context, 
content, relational dimensions of messages, and how well
communicators know one another

All messages cause reactions in communicators, which may be
the desired effect or an unanticipated effect

Effects influence outcomes of the communication situation 
May be intentional or unintentional; are unrepeatable and 

irreversible

TABLE 2.1 Definitions of Elements of the Communication Process

2080_Ch02_011-028.qxd  1/9/10  12:23 PM  Page 18



Element No. 1: Communicators
Each communicator is a unique bio-psycho-social-cultural-spiritual being. At least two
people communicate to meet human needs; therefore, communication is goal-oriented.
Communicators are the originators of facts, thoughts, or feelings that are expressed to meet
physical, social, identity, and practical needs. 

Physical Needs
Humans communicate to meet physical needs. Communication is so important to our lives
that, without it, we can become physically ill. The research linking physical illness with
lack of meaningful human interaction has received international attention through the
World Health Organization (WHO). The WHO published a report14 summarizing the so-
cial determinants of health and concluded that social isolation increased rates of premature
death and lowered chances of survival after a heart attack. Additionally, the report sug-
gested that individuals lacking interaction are more likely to experience less well-being,
more depression, a greater risk of pregnancy complications, and higher levels of disability
from chronic disease.
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Element Description

(7) Feedback

(8) Validation

(9) Communicators 
in context

(10) Communication 
risk factors

(11) Patient-safe 
communication 
strategies

(12) Transformation

Verbal and nonverbal response to a message 

Validation is an attempt to create common meaning
Communicators clarify and verify through feedback that the 

intended meaning of the message has been correctly 
interpreted 

The tangible and intangible environment in which communica-
tion occurs and influences the communication situation 

Includes physical, temporal, social, biological, gender, 
psychological, cultural, spiritual, and professional
contexts 

Anything that potentially or actually interferes with clear 
communication

Includes physical, psychological, physiological, and semantic
risk factors

Structured, purposeful communication strategies used to 
overcome communication risk factors when interacting 
professionally with patients, interdisciplinary health profes-
sionals, and during specific error-prone moments within the
health-care continuum

An outcome of the communication process 
Includes affective, cognitive, psychomotor, and bio-psycho-

social-spiritual cultural changes in people as a result of the
communication experience

TABLE 2.1 (continued)
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Social Needs
In addition to promoting health and well being, communication provides a vital connection
to others. Researchers have identified many social needs that are satisfied by communicat-
ing with others, including the need to share a story, have fun, be consoled, express emotions,
gain another’s perspective, and feel connected to others.15 Through social interactions with
others, we also learn what is and is not acceptable behavior and how to adjust our behavior
to maintain social expectations at home, work, and with friends. We learn social interaction
skills through communicating with others who give us cues on how to relate within differ-
ent social situations. It is through these experiences that we learn about appropriateness of
communication. 

Identity Needs
Communication enables us to learn who we are.16 Our sense of identity comes mainly
from our interactions with others and our perception of their responses to us. Do their re-
sponses tell us we have a good sense of humor, or do they say we are too serious? Do they
let us know that we are warm and friendly, or do they give us the sense that we are con-
frontational and insincere? Deprived of communication with others, we would have little
way of knowing the person we are. 

Practical Needs
We would not be able to survive if we did not communicate our practical needs. We tell a
server what we want to order for lunch or describe to a clerk the type of coat we want to
buy. We may need to learn a new role, understand the tasks associated with a new job, or
how to coach and teach others. In health-care settings, patients have a practical need to let
their caregivers know their health concerns. They also have the practical need to ask ques-
tions about their health status, treatments, and medications and how to manage self-care
when they are discharged home. 

20 Unit 1 In terpersonal  Communicat ion

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Nurses must assess which human needs patients may express directly or indirectly. 
Patients will never say, “I have a need for social connectedness.” Nurses can, however,
be alert for vulnerable populations such as women and the elderly where research has
shown the effects of lack of social support on their health. 

Element No. 2: Critical Thought Processing 
Critical thought processing reflects the cognitive deliberations used by communicators in
their attempt to achieve common understanding, specific effects, and desired outcomes.
The purpose of critical thought processing is to:

• Determine the human need that must be met and the desired communication outcome 
• Assess the communication situation (communicators, context, risk factors)
• Select communication strategies to overcome risk factors
• Create the message by choosing effective, appropriate, sensitive, and face-saving verbal

and nonverbal behaviors 
• Choose the best channel for conveying the message
• Evaluate the effects and responses of messages and adjust communications accordingly
• Facilitate common meaning so that messages are interpreted as intended
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Element No. 3: Message 
Messages contain the facts, thoughts, or feelings of a communicator that are conveyed to
another through verbal and nonverbal behavior. Verbal behavior refers to spoken, written,
or electronic words. Words are open to interpretation, and it is likely that no two people
will interpret the same word in exactly the same way. This is because words themselves do
not have meaning; rather, meaning resides in the people who express and interpret them.17

Consider, for example, the word “exciting.” What mental image immediately came to
mind? What associations did you attach to this word? Undoubtedly, you would not find an-
other person with the exact image and associations you had. The reason for these differ-
ences is that the word exciting contains no meaning. Meaning comes from individuals and
is influenced by their unique perspectives. This explains why it is necessary for communi-
cators to try to convey, as accurately as possible, the intended meaning of a message and
highlights the importance of effectiveness in communication. Individuals, all of whom
have a life history different from yours, may have difficulty interpreting your message as
intended. If you are vague, messages may be misinterpreted. This can happen even with
people who know you well, such as people in your family. How communication is influ-
enced by our unique perspectives is discussed in Chapter 3, in which perceptions and sense
of self are discussed. Ways to create and interpret messages accurately are examined in
Chapter 4.

Nonverbal behavior refers to behaviors such as gestures, facial expressions, and tone
of voice. Nonverbal behavior illustrates how we cannot avoid communicating. For exam-
ple, if you attempt not to communicate by avoiding eye contact or deliberately remaining
silent, you are still communicating messages to others. All observed behavior has commu-
nicative value.

In contrast to conveying deliberate nonverbal behaviors, most often our nonverbal be-
havior happens unconsciously and escapes our ability to apply critical thought processing.
This makes it difficult to plan which types of nonverbal behaviors we will choose to use in
our message. Through verbal communications with others, we gain insight into our non-
verbal behaviors that escaped concious thought. 

Messages contain both a content and a relational dimension. Content refers to what is
said through verbal behavior such as facts, opinions, and thoughts. Relational refers to how
it was said, the tone of the voice and the nonverbal behavior of body language. The rela-
tional dimension offers clues on how communicators feel about each other, their status in
the relationship and the amount of power each feels toward the other, and helps others un-
derstand the meaning behind the words that are conveyed.18 The content combined with
relational dimensions of the message reveals the true meaning of the message. The rela-
tional dimension provides the necessary clues for interpreting the words conveyed in the
message.

Element No. 4: Channel
Channel refers to the method or pathway by which messages are communicated. The method
we are most familiar with is face-to-face. Face-to-face communication is synchronous,
meaning it happens in real life in real time. Verbal and nonverbal messages occur simultane-
ously, providing a rich flow of immediate feedback for each communicator. 

The telephone is a channel that is also in real time. The difference between it and
face-to-face is that it does not allow for communicators to see the nonverbal behaviors
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that accompany the message; they can only hear them through the speaker’s voice.
Changes in technology have increased our options for conveying messages. Computer-
mediated communication (CMC) provides opportunities to communicate messages elec-
tronically over the Internet, including e-mail and instant messaging. CMC has advantages
and disadvantages. For example, although instant messaging can be considered real-time
or synchronous communication, its disadvantage is that communicators are not able to
see or hear each other’s nonverbal behavior.

Communicators have to rely on emoticons, which are symbols that express emotions
and nonverbal gestures in CMC. Some symbols provide clues as to the communication
process itself, such as indicating you have just said the wrong thing, made a mistake, or re-
layed a message that is incoherent. Although the development of additional symbols con-
tinues, they cannot fully replace the richness of visual and audible clues we experience in
face-to-face conversations.

E-mail has similar limitations as instant messaging, with a variant feature of being asyn-
chronous, or not in real time. Communicators who send messages must wait until a response
is e-mailed back to receive feedback, much like the communication process described in the
interactional model of communication. Much of the spontaneity and immediate feedback
that comes from synchronous communication is diminished in e-mail communications. 

There are, however, some clear advantages to consider with e-mail. E-mail can make
communications easier in a very busy schedule. Communicators control the time they
choose to reply to messages, although as noted previously, this convenience for one com-
municator can cause frustrations for another. Another advantage of e-mail is that you can
rewrite the message until you have expressed exactly what you want, which is not always
possible in face-to-face or phone communication. Interpersonal relationships over multi-
ple time zones and long distances can be more easily maintained through CMC where
face-to-face conversation may be impossible. Additionally, many new relationships have
been initiated via e-mail through Internet dating services and may eventually develop into
interpersonal face-to-face relationships.

Other channels of communication include written forms, such as letters, greeting
cards, and memos. Like the telephone and CMC, written messages lack the nonverbal
component, and feedback response times vary. In health care, there are a variety of specific
written channels of communication. They include prescription pads, doctors’ order sheets,
nursing notes, and vital sign records. The entire patient’s health record is a channel for
sharing patient information across disciplines, care units, and nursing shifts. Health-care
professionals rely on the documentation in the record to provide continuity and safety in
patient care. Written communication in health care is discussed in greater detail in Unit 3.

The last channel of communication to address is mass media. Mass media include
newspapers, tabloids, journals, books, billboards, radio, movies, and television. Mass me-
dia provide one-way communication in that a message is conveyed to many people by a
communicator, reflecting the one-way communication process in the linear model of com-
munication. Feedback may only come indirectly by way of television ratings, trends in
sales, complaints to the customer service department, or a lawsuit. 

Element No. 5: Assign Meaning
Individuals interpret messages based on the meaning they have assigned to the verbal and
nonverbal behavior of the communicator. The meaning that is assigned depends on many
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interacting factors. These factors include the unique perspectives of the communicators, the
context of the communication situation, the content and relational dimensions of the mes-
sage, and any risk factors that may interfere with interpreting the intended meaning of the
message accurately. Risk factors can include each communicator’s physical and cognitive
ability to speak, listen, and interpret messages.

Element No. 6: Effects
Once interpreted, all messages create effects.17 Effects are a means to an end: the desired out-
come of the communication situation. The effect may be happiness, excitement, concern, or
fear; interest in the subject being discussed, or disinterest that may shut down communica-
tion. The effects of messages are conveyed through verbal and nonverbal feedback. 

We are motivated to create a specific effect in another person to achieve a desired com-
munication outcome. We gauge the effects of our messages carefully to determine if they
are as intended or if they are unintended. It is important to recognize that effects always hap-
pen. For example, even if a message appears to be ignored, the effect is that the communi-
cators felt the message was not important to even address. 

The messages and effects created may be intentional or unintentional. You carefully
consider your words when you are being interviewed for your first nursing position in or-
der to create a positive effect. Conversely, you might find yourself singing along to a song
in your car and notice that you are being observed by the driver in the next lane. You were
not intending to communicate a message to an onlooker, but it happened, and you created
an unintentional effect. 

Element No. 7: Feedback 
Feedback is the verbal and nonverbal response to messages that communicators convey to
each other. Feedback conveys responses such as the effect of a message, thoughts on the
content of the message, feelings associated with the message, interpretation of the mes-
sage, and the relational aspect of the people and relationships involved in the communica-
tion situation. Feedback provides a circular mechanism in communication processes where
clarification of interpretations and validation of the meaning of the message can occur.
Misinterpretations can be corrected through feedback. 

Element No. 8: Validation
Validation is the means by which feedback helps communicators create common meaning.
People involved in the communication situation mutually determine whether the messages
are understood, if there is need for clarification, or if the message must be completely re-
stated in order to be fully understood. Communicators clarify and verify that the interpre-
tation of the message by the receiver matches the intended meaning of the sender. Through
clarifying and verifying messages, common meaning may be negotiated and mutually
agreed upon by the communicators. 

It is important to understand that validation applies to both the verbal and nonverbal
aspects of a message. Think of times you have been preoccupied with another matter
while communicating with someone. The preoccupation can come across in your tone 
or facial expression as boredom with the current discussion. When the individual you
were speaking with calls attention to your behavior, you can clarify the situation 
and avoid misinterpretations and a communciation breakdown. Through validating both

Chapter 2 The Pat ient -Safe  Transformat iona l  Model  o f  Communicat ion 23

2080_Ch02_011-028.qxd  1/9/10  12:23 PM  Page 23



verbal and nonverbal aspects of messages, communicators are prevented from making in-
terpretation errors during communication. 

Element No. 9: Communicators in Context
All communication takes place within a contex.17 Context refers to the tangible and intan-
gible environment in which communication occurs and influences the communication sit-
uation. There are physical, temporal, gender, biological, cultural, psychological, social,
spiritual, and professional contexts in this ring. In any communication situation, several
contexts may be interacting at the same time. 

The physical context provides the tangible structure where messages are shared and 
influences the appropriateness of communication choices. As examples, the physical
context may be a home, classroom, office, church, or hospital. 

The temporal context refers to the timing of communication. This includes day, week,
season, or significant event in a person’s history. 

The gender context refers to differences in how men and women communicate and 
the influence of these differences during conversations. Gender differences in 
communication are the focus of Chapter 5. 

The biological context takes into consideration the appearance and level of functioning
of the communicators. For example, we adjust our communication when we interact
with individuals in a wheelchair to deliver a message effectively. We will sit or bend
to talk with them at the same eye level. 

The cultural context refers to the norms, traditions, and customs that affect interpersonal
communication. In some cultures, it is impolite to establish direct eye contact; there may
be rules that dictate who speaks first. Cultural competence is discussed in Chapter 5. 

The psychological context refers to the aspects of emotion, mood, and personality that
exist within the minds of the communicators. It is always present in communications.
The context can be serious, humorous, formal, or strained. A skilled communicator
will “check the mood” of other communicators to gauge appopropriateness of 
communications. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
You will need to learn to keep your own psychological context separate from that of the
patient and to focus on the patient’s needs. Even if you are in a bad mood or are feeling
frustrated, this cannot show during your nursing care or in conversations with patients
and their family. 

The social context includes the rules, standards, or norms that govern interpersonal
communications relative to the status and nature of the relationship that exists between
communicators. Whenever we communicate, we reveal something about the social rank of
the relationship and the people with whom we communicate, just as we offer clues that
help them define their relationship with us.17

The spiritual context refers to the meaning of life, hope, and purpose of existence for
the communicators. Spirituality includes, but is not limited to, religious beliefs. 

In a professional context, additional rules and norms will guide your behavior and com-
munication choices. Within the professional context in health care, nurses communicate and
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work collaboratively with patients and other health disciplines to promote optimal health
outcomes. 

Element No. 10 Communication Risk Factors
Communication risk factors have the potential to distort clear communication by interfer-
ing with the exactness of the message.17 This leads to misinterpretations that can create
frustrations, negative feelings, and inaccurate clinical decision making. 

Risk factors can occur at any point during communications. Table 2.2 provides some
examples of the physical, psychological, physiological, and semantic types of risk factors
in social and health-care settings. 

Element No. 11: Patient-Safe Strategies 
There are specific patient-safe communication strategies that can be used to overcome
communication risk factors. For example, when a patient is anxious (risk factor), he or she
cannot focus on communications. Through use of touch (patient-safe strategy), you can
communicate care and concern and reduce the individual’s anxiety level. The third ring of
the transformational model contains patient-safe communication strategies. 

Element No. 12: Transformation
Communication is transformational because individuals continue to grow and evolve bi-
ologically, psychologically, socially, culturally, and spiritually throughout their lives
based on the outcomes of communication. Communication changes individuals from the
people they were prior to the communication experience. Transformation is represented
by the outer ring as an encapsulating outcome of the communication process as shown in
Figure 2.5.
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Risk Factors Examples in Social Settings Examples in Health-Care Settings

Physical 

Psychological 

Physiological 

Semantic 

Crowded room, noisy gathering,
distasteful outfit, bizarre
makeup

Bad mood, distraction by inner
thoughts and stressors,
stereotyping, bias, prejudices

Pain, anxiety, nervousness,
twitch, having to go to the
bathroom

Intoxicated speech, monotone
voice, heavy accent, English
as second language

TABLE 2.2 Examples of Risk Factors in Social and Health-Care Settings

Alarms, overhead pages, lack of
privacy, noisy hallways

Stress of illness, fear of the 
unknown, maladaptive coping re-
sponses, preconceived 
judgments 

Anxiety, acute pain, heavy sedation,
cognitive or sensory impairment

Slurred speech, accent, literacy
level, illegible handwriting,
spelling mistakes, abbreviations
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Communication as Defined in the Transformational Model
Now that each of the elements of the transformational model has been defined, commu-
nication can be defined to include the critical components of effects and outcomes.
Communication is:

• A goal-oriented, transformational interaction between two or more people 
• Where verbal and nonverbal behavior is exchanged simultaneously to create common

meaning 
• And to create desired effects
• To achieve specific outcomes
• And attain transformation

CHAPTER SUMMARY 
High-level communication competence includes four key components: effectiveness, appro-
priateness, sensitivity, and communicating in a way that saves face and maintains respect for
self and others. The chapter introduced the transformational model as a practical and useful
guide to attain high-level communication competence. The transformational model is espe-
cially useful to health-care providers because it is focused on the effects of messages and
achieving desired transformational outcomes during communication. 
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BUILDING HIGH-LEVEL COMMUNICATION COMPETENCE

For additional exercises, visit DavisPlus at http://davisplus.fadavis.com

1. Reflection. Think about a conversation you had with someone recently that

did not go the way you had expected. Write the scenario out and comment 

on the following: (1) which human need motivated your need to communicate,

(2) the context of the situation and how your context may have differed from

that of the person with whom you were comunicating, (3) the intended effect

you were trying to create, (4) ability to create common meaning, (5) risk 

factors that interfered with the communication process, and (6) reasons why

the desired outcome was not achieved.

2. Practice. Try assessing the context of a situation accurately. Look around

you when you communicate—is the environment one that is conducive to

having a conversation? Think about what would make the setting better.

Consider situations in which you observed someone communicating out 

of context.
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29

Communicator Perceptions,
Self-Concept, and Self-
Esteem Within the Core of
the Transformational Model 

Learning Outcomes

Upon completion of this chapter, you will be able to:

1. Describe the relationship between self-concept, self-esteem, and perception
in the communicators within the core of the transformational model of 
communication. 

2. Explain the importance of understanding the unique perceptions of others.
3. Describe the purpose of the patient-safe strategy of perception checking. 
4. Describe factors that influence our ability to perceive ourselves and others

accurately.
5. Explain differences in the use of self-disclosure in social and professional

relationships.
6. Describe how self-concept and self-esteem evolve throughout life.
7. Describe how self-esteem develops and affects communication and 

interpersonal relationships.
8. Identify patient-safe strategies to improve self-esteem. 

C H A P T E R

3  3

Self-concept
Self-esteem
Perception
Closure 
Superimpose
Select
Organize
Interpret
Attend
Attribution theory
Fish-and-water effect
Self-verification
Self-serving bias

Key Terms 

Perception check
Belief
Value
Attitude
Reflected appraisal
Social comparison
Self-appraisal
Self-awareness
Disclosure
Johari window
Self-fulfilling prophecy
Fundamental attribution error
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This chapter focuses on the communicators within the core of the transformational model
and three unique characteristics of each communicator that affect every communication sit-
uation: self-concept, self-esteem, and perception. Self-concept is who the communicators
think they are; self-esteem is what they think of themselves; and perception is how they per-
ceive themselves, their world, and others within it. Self-concept, self-esteem, and perception
are highlighted within the core of the transformational model as shown in Figure 3.1.

Having a better understanding of how you see yourself in terms of self-concept and
self-esteem and how you see others in the world around you through your own perceptions
helps you to appreciate the uniqueness of others when you communicate with them. This
chapter covers the importance of self-awareness, perceiving others accurately, and devel-
oping sensitivity to the perspectives of others. For an interactive version of this activity,
visit DavisPlus at http://davisplus.fadavis.com

How you answer the questions in the quiz depends on your perception of self. You
communicate based on ideas of yourself and your perceptions. Self and perception are
closely related and often difficult to separate because how you see others and the world
around you depends on what you think of yourself.1 To gain appreciation of the interrelat-
edness of self and perception in the communication process, think about two people com-
municating. Are there only two people involved or are there more? In every interpersonal
communication you share with another person, at least six “people” are involved2:

1. The person you think you are
2. The person you think your partner is
3. The person your partner thinks s/he is
4. The person your partner thinks you are
5. The person you believe your partner thinks you are
6. The person your partner believes you think s/he is

In each statement, you can exchange the word “think” with the word “perceive” to be-
gin to understand the importance of communicators’ perceptions of themselves and others
during any communication situation. 

V
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id
at

io
n

V
alid

atio
n

Assign
Meaning

Assign
Meaning

Channels

Self-Concept Self-Esteem

Channels

Perceptions

Message/
Feeback

Effects

Critical
Thought
Process

Critical
Thought
Process

Figure 3.1 Transformational model core.

2080_Ch03_029-044.qxd  1/9/10  12:23 PM  Page 30



PERCEPTION AND HIGH-LEVEL COMMUNICATION
COMPETENCE

Your perception is your reality, so that the world exists according to how you perceive it. The
meanings we assign to words, objects, and events are based on our perceptions that come
from within us and are influenced by who we are and our accumulated life experiences. 

This same subjectivity and uniqueness of our perceptions applies in how we perceive
others. George Clooney is sexy. Julia Roberts is beautiful. Brad Pitt is handsome. You either
agree or disagree with each comment. You may have felt that different descriptions would be
more accurate for these people. You may have thought of Clooney as a bachelor, Roberts as
a redhead, and Pitt as a father. Your thoughts are unique, and you came to certain conclusions
about these people through your ability to form perceptions. 

Accepting that different realities exist simultaneously enhances our ability to be open,
appreciative, and sensitive to the perspectives of others, which differ from our own. Indi-
viduals gain a sense of others’ reality through the perspectives that are shared through
thoughts, ideas, and opinions during communications. 

Sensitivity to the perspectives of others is a high-level communication competency
you will need to use in both personal and professional situations. The nurse enters the pa-
tient’s world to see health-care experiences through the patient’s eyes. By taking the pa-
tient’s perspective into consideration, the nurse is able to plan interventions that are valued
and meaningful for the patient. If the nurse does not take into consideration the patient’s
perspective, therapeutic regimes may not be followed, leading to patient harm.

Perception is a complex process, and we rarely think about how we are engaged in it.
Most often we become attuned to our perceptions when we experience differences in percep-
tions with another person that have caused frustration or an argument. By understanding the
perception process, you can improve your ability to communicate and have greater opportu-
nity to create the intended effects and desired outcomes in interpersonal, nurse-patient, and
interdisciplinary relationships. 

The Perception Process 
Perception is the process of gathering information and giving it meaning. We gather in-
formation through our senses. There are three stages in the perception process: selection,
organization, and interpretation. 

Selection
Because our senses are continually bombarded with stimuli, we are selective about the
stimuli we choose to focus on in any given moment. We select according to various char-
acteristics of the stimuli. Stimuli that are intense to our senses, such as a loud burst of
laughter or a brightly colored outfit, will receive our attention immediately. Repetition or
annoyance also attracts our attention, such as someone tapping a pen on the desk. Our mo-
tives and desires can also heighten our attention to specific stimuli in the environment. As
an example, a nurse will be more aware of the signs and symptoms of hypoglycemia after
administering insulin.

Organization
After selecting, we begin to arrange the stimuli in meaningful ways to make sense of
them. We organize stimuli by determining generalities first and then fitting the stimuli
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into categories. Our classification of stimuli into categories is dependent upon our per-
sonality, acquired knowledge, and past experiences and tends to follow a common
framework3-5: 

• Physical (beautiful or ugly, short or tall, small or large)
• Similarity (are like my friends or not, dress like I do or not, are of my culture or not)
• Role or social position (teacher, police officer, colleague)
• Interaction (outgoing or shy, friendly or unfriendly, pleasant or obnoxious)
• Psychological (happy or sad, nervous or calm, insecure or confident)
• Expected behavior (how to dress, when to talk and when to listen, how to eat with proper

table manners) 

We also use closure to help us organize information. Look at Figure 3.2. Do you see
a triangle and a square rather than a series of unconnected lines? The process of filling in
gaps between pieces of information is called closure. From a minimum of cues we can put
together a fairly complete picture, making sense of the available information through clo-
sure. Nevertheless, when we use closure, we may not form accurate perceptions upon
which to base subsequent decisions.

32 Unit 1 In terpersonal  Communicat ion

C o m m u n i c a t i o n  S a f e t y  A l e r t  
The risk of harmful events increases when health-care providers use closure to “fill in the
blanks” for patients. Although it may take patients time to tell their health history, and they
may pause and stumble over words or not know the words to use, listen to the story in 
its entirety from their perspective, and do not fill in the blanks. Appropriate health-care 
decisions and clinical judgments are based on accurate communication with patients.

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Superimposing when a doctor’s order is not written legibly can lead to medication and
treatment errors that cause patient harm. Superimposing a particular stereotype on a 
patient, such as “men are more tolerant of pain than women,” can lead to inappropriate
treatment. 

In addition, we also organize by superimposing. Superimpose means to place a familiar
structure on the stimuli/information. Look at Figure 3.3 and determine if you can perceive the
words. If you perceived this to be Tylenol tablets, you have superimposed. You have created
meaningful words from an assemblage of letters of the alphabet. This same principle applies
to our perceptions of people. When we have an incomplete picture of someone, we impose a
pattern of behavior or structure to help us understand who they are.

Figure 3.2 This example represents the concept of closure.
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Interpretation 
The final stage of the perception process is interpretation. Once we have selected and or-
ganized stimuli into categories, we are ready to interpret what the information means.
When we interpret, we assign meaning to the stimuli from our senses that are based on our
own unique reality.

Our Motivation to Perceive Others 
It is a part of our human nature that we are motivated to perceive others. We are motivated
to anticipate the behavioral response of others to our communications because we have a
preference for a reality that is predictable and stable.6 As an example, think of your initial
week of class when you first started your nursing program. In all likelihood you were observ-
ing your new classmates and instructors. You were forming perceptions of who they were.
Until we get to know individuals better by observing them, interacting with them, and learn-
ing more about who they are, we experience feelings of uncertainty and ambiguity.7

Behavioral acts constitute the building blocks of perceiving others.8 The behaviors in-
dividuals express when they interact with others, consciously or unconsciously, verbally or
nonverbally, are a direct result of their perceptions and their sense of self. We interpret and
assign meaning to behavior we hear and observe and make inferences about the motives
of others, their personalities, and other traits based on our observations.9 If we can gain in-
formation about individuals and reduce uncertainty, we can predict their reactions and be-
haviors to our communications, adapt our behaviors and communication strategies accord-
ingly, and maximize the likelihood of fulfilling our desired outcomes.10 Our motivation to
perceive others is illustrated in Figure 3.4.

Every day, to achieve our desired outcomes, we adjust our communication behavior
based on our perceptions of others and our predictions of how they will respond to us.
Suppose it is your intention to provide discharge patient teaching. You walk into the room
and observe that the patient is in tears. The emotional issues must be acknowledged and
addressed first before the patient can focus on learning self-care. 

Factors That Influence the Ability to Perceive Others Accurately 
Attribution theory explains how we ascribe specific motives and causes to the behaviors of
others.7 It helps us interpret what people do and why they are doing it. Developing the
most logical explanation for the behavior of others is the goal of the attribution process.7
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Our ability to perceive others can be highly inaccurate, however. Examples of how we in-
accurately attribute motives and causes of behavior to others in our personal and profes-
sional life include the following:
1. We form perceptions according to stereotypes. We form broad generalizations about

groups of people and conclude that all who belong to the group are the same. When we
stereotype, we obscure the uniqueness of the individual. 

2. We cling to first impressions, even if they are wrong. We label people by what our senses
tell us the first time (for example, “He’s happy-go-lucky,” “She’s so serious.”) Once we
form an opinion of someone, we tend to hold fast to it and make any conflicting infor-
mation fit our opinion.3

3. We tend to assume that others think and behave as we do. If we like quiet while we are
studying, we believe others do as well. Not only do we assume that others believe as we
do, we have a tendency to conclude that there is something wrong with people who do
not think like we do. As a nurse, it is important that you understand that others do not
think, do not feel, and are not motivated to act in the same way as you. 

4. We tend to favor negative impressions over positive ones. When we are aware of the pos-
itive and negative qualities of an individual, the negative qualities have a greater influence
on how we perceive and assign meaning to the characteristics of the individual. 

5. We are influenced by our expectations. We expect people to behave in a certain way.
When they behave outside our set of expectations, we may form negative impressions
of them. Understanding the influence of culture and other factors on how people behave
will make it easier for you to accept variations in expected behaviors and to interpret
the motives and behaviors of others more accurately. 

6. We judge others more harshly than ourselves, given the same situation. This tendency
is called the self-serving bias. It is our human nature to enhance ourself. For example,
we tend to believe we are more trustworthy and moral than others.11 The self-serving
bias is a mechanism through which we maintain our positive beliefs in ourself.12 When
others have misfortunes, we blame the problem on their personal qualities; when we
have misfortunes, we find explanations outside ourselves.13

7. We take credit for success while denying responsibility for failure. This is another expres-
sion of the self-serving bias.12 We tend to say we attained something when a task out-
come is successful but blame circumstances or others for failed task outcomes.11

8. We are more likely to believe that people are to blame when they make mistakes than to
believe that mistakes made were beyond their control. This perception error is called the
fundamental attribution error.13 We believe that the cause of a problem or a mistake is
something personally controllable; therefore, we attribute the mistake to an individual’s
personal qualities or weakness of character.7 As you will read in Unit 3, however, there
are many factors that cause mistakes that have little to do with individual character. 

PATIENT-SAFE COMMUNICATION STRATEGY TO IMPROVE
PERCEIVING OTHERS ACCURATELY: PERCEPTION CHECKING

Perception checking is a patient-safe communication strategy that helps us interpret the
verbal and nonverbal behavior of others with greater accuracy and is a mechanism by
which we create common meaning. It is a means to determine if your perceptions are cor-
rect, rather than relying on assumptions and the assigned meaning associated with your
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perception process that is influenced by who you are and involves just you. Adler3 suggests
that the perception check includes three components:

1. A description of the behavior you noticed
2. Two possible interpretations of the behavior 
3. A request for clarification about how to interpret the behavior.

Consider the following nursing example. You are assigned to care for a first-day postop-
erative patient. The patient denies pain when you ask her to rate her pain on a 10-point scale.
You see, however, that she is on the verge of tears. You check perception with her: “I know
you denied pain when I asked, but I can see that you have tears in your eyes [behavior]. Are
you having pain [first interpretation], or has something happened to upset you [second inter-
pretation]? I need to know what is happening here so that I can help you [request for clarifi-
cation].” In nursing, perception checking is used to ensure we are interpreting our 
patients’ behavior accurately. 

The goal of perception checking is mutual understanding and a cooperative approach
to communication. It signals an attitude of respect and concern for the other person.3

Weaver13 describes that perception checking improves communication and relationships
because interactions between individuals: 

1. Become grounded on perceptions that are more accurate because perceptions  are tested
through actual interaction

2. Become better adapted to each individual because each has a better understanding of the
needs of the other

3. Become less open to chance because there is less guessing about the person and the
message

4. Are at less risk for breakdown from misinterpretation and misperceptions 

The remainder of the chapter addresses the importance of self-perception in commu-
nication with others. Specifically, it discusses how self-concept and self-esteem develop
and the effect of both on communication in interpersonal relationships. 

PERCEIVING OURSELVES: THE SELF IN COMMUNICATIONS 

Our sense of self is derived from our self-concept and our self-esteem. Through self-
concept you describe who you are; through self-esteem you evaluate who you are. Both
influence how you approach, respond to, and perceive others and the messages they
share with you during communications. 

How Self-Concept Develops
Throughout a person’s life, the concept of self evolves. Self-concept refers to our defini-
tions of self, filtered through our perception of who we think we are. We use subjective la-
bels to define who we are from many perspectives. For example, you may define your
sense of self through personal descriptors such as tall, outgoing, or reliable. You may de-
fine yourself through the social roles you play, such as parent, spouse, friend, and student
nurse. You may define yourself through groups to which you belong, such as singer in a
choir or fitness club member. Culturally, you may define yourself as Muslim or Jewish.
You may describe yourself as a citizen of a country. You may define yourself through the
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possessions you have, such as a luxury car or expensive jewelry. Collectively, the sum of
all of our perceptions of self allows us to know who we are by experiencing ourselves in
relation to others and our significant life events. 

Who you are is reflected in your personal values, attitudes, and beliefs. These are all
learned responses from your life experiences that shape self-concept and behavior.7

• A value is an enduring concept of good or bad, right and wrong. Values are formed by
your interpersonal relationships beginning with the messages you received as children
from your parents. For example, you may have learned to value education as something
good, cheating as something bad. Values are more resistant to change than either atti-
tudes or beliefs. 

• An attitude represents your likes and dislikes. Attitude is your learned response, either
favorable or unfavorable, to a person, object, event, or idea. 

• Beliefs are the ways in which you create reality through determining if something is true
or false. Beliefs are built from what you have learned through previous experiences. 

The development of self-concept is a complex process. We are not born with a con-
cept of self; it is accumulated through our interactions with the world.15 This evolution is
influenced by four key factors: reflected appraisal, social comparisons, cultural and socie-
tal influence, and self-appraisal. 

Reflected Appraisals 
In the early 1900s, sociologist George Cooley introduced the theory that self-concept is
developed by seeing ourselves through a looking glass.16 The looking glass, or reflected
appraisal, is the mechanism for learning who we are by the way others respond to us and
treat us. In other words, the way we believe others perceive us is the way we perceive
ourselves.17

To the extent that you receive supportive messages, you perceive yourself as confident
and capable, and you appreciate and value yourself. To the extent that you receive mes-
sages of criticism, you perceive yourself as less valuable and capable.18

Bergner and Holmes19 describe four requirements that must be met before a reflected
appraisal will be regarded important enough to affect self-concept: 

1. The person offering the appraisal must be someone perceived as competent to do so.
2. The appraisal must be reasonable in terms of an individual’s self-belief.
3. The appraisal must come from someone who has earned the individual’s confidence.
4. Appraisals that are consistent and numerous are more persuasive than appraisals that are

single events.

Social Comparisons 
We also develop self-concept by evaluating ourselves in terms of how we compare with
others. Social comparison refers to the process through which people come to know
themselves by evaluating their knowledge, values, attitudes, and skills in comparison
with others. In most cases, we try to compare ourselves with those in our peer group or
with those with whom we are similar. In the nursing profession, for example, you will
compare yourself to other nurses on the patient care unit to see if you are as skilled,
knowledgeable, or compassionate. You gain additional perspective and self-definitions
when you draw comparisons. 
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Societal and Cultural Influence 
Through your upbringing, you were influenced by the traditions of your culture, the norms
of your community, and expectations of society. These influences became part of who you
are. For example, a societal norm for zero tolerance for impaired drivers may shape your
beliefs, values, and attitudes about designated drivers. 

Self-Appraisal 
Your self-concept is influenced through self-appraisal. You react to and evaluate your own
behavior, quirks, and beliefs. For example, people may tell you that you are confident and
outgoing, yet you know that you are actually quite shy and nervous around people you do
not know. Collectively, reflected appraisals, social comparisons, societal and cultural influ-
ence, and self-appraisal help to develop our identity and self-concept. 

Characteristics of the Self-Concept 
Now that you have a better idea of how your self-concept has developed, we can take a
closer look at some of its particular characteristics. These include resistance to change and
the self-fulfilling prophecy.

Resistance to Change
Self-concept is highly resistant to change.6 This holds true even when a new concept of self
would be more favorable. Once we fasten onto a concept of self, whether positive or negative,
we have a tendency to cling to it and will seek out people who confirm our perceptions of self-
concept. This human behavior is called self-verification and is based on a social psychology
theory developed by William Swann,6 which suggests that people want to be known and un-
derstood by others according to their firmly held beliefs and feelings about themselves. Ac-
cording to Swann, there is an uncomfortable disorientation in the sense of self that occurs
when we are redefined by others in a new way. We work to ensure the stability of our self-
concept and to be defined by others consistent with our own views and perception of self.
When faced with information that contradicts our self-concept, we are faced with a decision.
We can ponder the new information, accept it, and grow and evolve through a transformational
experience or remain steadfast in our self-view and discard the new information. 

Self-Fulfilling Prophecy
The self-concept is such a powerful force that it not only determines how you see yourself
in the present but also influences your future behavior and that of others.3 This character-
istic has been termed the self-fulfilling prophecy. Conceptualized by Robert Merton,20 the
self-fulfilling prophecy is like a prediction or a possibility of an outcome that comes true
as a result of a person’s conscious or unconscious actions. There are two types of prophe-
cies. The first is the self-imposed prophecy. This occurs when an individual creates a pre-
diction or an expectation of an outcome, and the individual changes behavior to make the
prophecy come true. 

The second is the Pygmalion effect, whereby your beliefs and expectations of another
cause the behavior of that individual to occur.21 You consciously or subconsciously treat
people according to your expectations, and how you treat them causes them to act accord-
ing to your expectations. The Pygmalion effect involves four key principles:

1. We form expectations of people or events
2. We communicate the expectations through various cues
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3. People tend to respond to the cues by adjusting their behavior to match them 
4. The result is that the expectation comes true

In health care, we see the negative effects of the self-fulfilling prophecy when a pa-
tient with a poor self-concept says, “I’ll never be able to remember anything you are telling
me about my discharge instructions.” The nurse responds, “We will go over the instruc-
tions together, and I can review with you any areas you feel are still unclear.” The patient
states, “Don’t bother, I just know I’ll never get it right.” In this example, the patient has
created the prophecy that he will not understand the instructions, and by his conscious and
subconscious behaviors he will make the prophecy come true, unless the nurse communi-
cates effectively to boost his confidence. 

Factors That Affect Our Ability to Perceive Our Self Accurately 
It is common to have inaccurate perceptions of ourselves. This tends to occur because in-
dividuals have difficulty in perceiving their own behavior objectively.6,8,22 Research shows
that in comparisons between self-ratings and judgments about behavior provided by peers
and acquaintances, individuals’ self-perceptions are less accurate in comparison with the
perceptions of others.8,22 These studies concluded that individuals become so accustomed
to their own behavioral patterns that they become relatively unaware of them. Kolar and
colleagues22 have described this behavior as the “fish-and-water effect” in that “it is diffi-
cult for humans to detect their own stable behavioral tendencies, for essentially the same
reason that fish are said to find it difficult to detect water.” 

Strategies to Improve Perceiving Ourselves More Accurately 
The ability to perceive ourselves with accuracy means that we have self-awareness. Self-
awareness is the extent to which you know yourself accurately and is the total sum of your
perceptions of yourself.14 The main reason to develop a high level of self-awareness is be-
cause you must understand your own uniqueness before you can fully appreciate the
uniqueness of others. From knowing your own frame of reference, you can gauge and pre-
dict others better by how similar or different they are from you. This knowledge will help
you plan how to communicate with others more effectively, appropriately, and sensitively.
In nursing, it is extremely important to have a high level of self-awareness to recognize the
differences between your personal health beliefs and those of your patients. You need to
appreciate differences in perspectives and to develop effective patient-valued interven-
tions. Developing a high level of self-awareness is not easy, nor is it something you can do
completely on your own. You need feedback from others to increase self-awareness. 

Increasing Self-Awareness—Looking Through the Johari Window 
A theoretical framework that describes how you can increase self-awareness through feed-
back is the Johari Window created by Joseph Luft and Harry Ingham.23 It describes self-
awareness through the four selves: the open self, blind self, hidden self, and unknown self.
The four selves are represented as four connected windowpanes, as shown in Figure 3.5.

1. Open self: The open self represents behaviors, thoughts, feelings, attitudes, motivations,
and aspirations that are known by you and others. The extent to which you let others
know about you dictates the size of this quadrant. Within interpersonal relationships that
you have had for years, this quadrant is large. When you meet someone for the first
time, this quadrant is very small.
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2. Blind self: This quadrant represents the things people know about you but that you do
not know about yourself. You may feel you are a good conversationalist, but other peo-
ple consistently find you ramble from topic to topic. People who have a large blind self
quadrant can be frustrating to be around because they have little idea about how they
come across to others. 

3. Hidden self: In this quadrant the hidden self represents all that you know of yourself but
purposely keep hidden from others. This may be embarrassments you do not want to
share with others, or it may be information that you hold back until you know the per-
son better. 

4. Unknown self: The unknown self represents the truths about yourself that neither you
nor others know. In the most complex sense, this refers to repressed memories. In a
practical sense, it refers to your life as it evolves throughout your lifetime. 

The main theme of the Johari Window is that self-awareness can be increased by get-
ting to know your blind self through eliciting feedback from others. Your family, close
friends, other students, and nursing faculty will each see you differently and may give dif-
ferent feedback. You are all of these selves. 

The following are methods you can use to increase your self-awareness:

• Listen, really listen, to others.
• Seek out information about yourself to increase self-awareness because others will per-

ceive you with greater accuracy than you perceive yourself. 

Self-Disclosure 
Self-disclosure is sharing information that others would not normally know or discover.24 In
order for communication to be considered self-disclosing, it must contain personal informa-
tion about the sender; the sender must communicate this information; and another person must
be an intended target.25 You can learn more about yourself and develop increased self-aware-
ness through self-disclosure. When you self-disclose, others learn about who you are at a
deeper, more personal, level. They are able to provide you with accurate feedback on who you
are because they know your uniqueness and how you see the world around you. They share
their observations, insights, and perspectives of you, and self-awareness increases.

Within social relationships, when you self-disclose to someone, the other will also dis-
close. This is known as the norm of reciprocity.26 Knowing more about each other reduces
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uncertainty and ambiguity in how you each will respond during communications; as a re-
sult, communication and relationships improve. Rosenfeld27 suggests people disclose for
a variety of reasons:

• Unload—vent, get something off their chest
• Self-clarification—clarify beliefs, opinions, thoughts, attitudes
• Self-validation—elicit confirmation about a self-belief 

Other reasons individuals disclose personal information include: 

• Impression formation—means to market oneself to others during a job interview or to
develop a romantic relationship28

• Relationship maintenance—relationships must be nourished by self-disclosure29

• Societal influence—a means of helping others, such as self-help groups30

• Health needs—express one’s health beliefs and behaviors that may have contributed to
the current health state 

Guidelines for Disclosure in Nurse-Patient Relationships: A Patient-Safe Communi-
cation Strategy 
Nurses encourage patients to disclose personal information. Access to patient informa-
tion helps the health-care team determine health status, behavior, beliefs, resources, and
coping mechanisms to guide accurate clinical decision making and to implement appro-
priate patient-specific interventions. Nurses do not disclose in the nurse-patient rela-
tionship in the same way they do in private interpersonal relationships. Disclosure in
relationships with patients must be purposeful. Purposeful disclosure is a patient-safe
therapeutic response that can increase the patient’s comfort during a procedure or dur-
ing the health assessment. For example, the nurse may disclose the following during a
health assessment when it appears the patient is stressed trying to balance work and
home life: “Sometimes I am so busy that I forget to take the time to just relax and have
some quiet time alone. Does this sometimes happen to you as well?” The patient would
then feel encouraged to agree or disagree and know it is safe to add specific details
from his own perspective. Purposeful self-disclosure by the nurse may promote honesty
and openness for the patient but never burdens the patient with the nurses’ problems.31

Figure 3.6 provides a comparison of disclosure and outcomes in interpersonal and
nurse-patient relationships.

Self-Esteem: How Much Do You Like and Accept Yourself? 
Self-esteem is defined as the value or worth you place on yourself.7 It is derived from how
well you like and accept yourself. Self-esteem is based on self-respect and the respect you
receive from significant others.32 Self-respect means you have a sense of competence, con-
fidence, mastery, achievement, independence, and freedom. Social comparisons can influ-
ence your sense of self-esteem because you draw conclusions of your value by how you
stand in relation to others. Reflected appraisals also influence your self-esteem based on
the feedback you receive from others. Your self-esteem affects your ability to be sensitive
to others, manifests in how you typically communicate, and affects how you will perceive
messages.7 In other words, it can affect your ability to communicate with high-level com-
petency. High or low levels of self-esteem lead to differences in how individuals develop
and maintain interpersonal relationships with significant others. 
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How Levels of Esteem Affect Communication and Interpersonal Relationships
The communication styles of people based on self-esteem are rooted in family develop-
ment theory.33 Low self-esteem exacts a high price on individual and interpersonal rela-
tionships. With low self-esteem, communication is indirect, vague, and dishonest. The per-
son responds to others fearfully and feels tension and stress. The result of low self-esteem
is loneliness and isolation. 

The person with high self-esteem responds to others receptively, really listens to what
others are saying, and treats others with respect. The person can ask for advice and help
from others but also can make decisions. A person with high self-esteem is not afraid 
to fail and can learn from mistakes. Increasing self-esteem in ourselves and others is a 
prerequisite for high-level communication competency. 

Chapter 3 Communicator Percept ions,  Se l f -Concept ,  and Se l f -Esteem 41

You
Reveal

information
about

yourself

Others
Gain

information
about who

you are

Others
Reveal

information
about

themselves

You
Gain

information
about who
they are

Outcomes

Increases self-awareness

Each is better able to
understand and perceive
the other more accurately

Improves interpersonal
communication

Individuals feel good about 
themselves when others 

accept the thoughts,
feelings, and opinions

they have revealed

Mutual trust and deepening of 
the interpersonal relationship

Nurse
Encourages patient

to share health
information

Patient
Reveals health
information to

the nurse

Nurse
Purposeful
therapeutic

self-disclosure

Patient
Feels comfort

and knows he/she
has been understood

Outcomes

The nurse learns about the patient’s 
health, health behavior, health beliefs, 
coping mechanisms, support networks

The nurse is able to accurately 
determine nursing diagnoses and 

appropriate interventions

Patients feel encouraged and confident 
about themselves when the nurse 
accepts the thoughts, feelings, and 
opinions they have revealed without 

passing any judgment

The patient feels understood through
the similar experience of the nurse

Trust within the nurse-patient
relationship

Promotion of health,
prevention of patient harm

Disclosure in Nurse-Patient Relationships

Disclosure in Interpersonal Relationships

Figure 3.6 Comparison of disclosure and outcomes in social interpersonal and nurse-patient 
relationships.

2080_Ch03_029-044.qxd  1/9/10  12:23 PM  Page 41



Strategies to Improve Self-Esteem 
How can we overcome our innate resistance to change to allow ourselves to grow and
develop positive self-esteem? Try the following techniques outlined in Table 3.1.
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To Increase Your Self-Esteem:

Use affirmations and 
positive statements

Visualization exercises

Tune out your negative 
critic

To Increase the Self-Esteem of Others:

Define clear and realistic 
goals

Give positive feedback

These statements help reinforce positive aspects of
your personality and experience. Every day, you
can boost your sense of self-esteem by saying
positive things to yourself, such as “I am a caring
person.”

List the things you would like to experience.
Construct the statements as if you were already
enjoying the situations you list, beginning each
statement with “I am....” Visualize each situation,
and get into the habit of repeating this process
several times a day.

Instead, think of a situation you handled well or
something of which you are really proud.

People with low self-esteem often tend to over-
generalize and think in nonspecific ways. They
may say, “I just want to be happy.” Respond by
asking for more specifics, “What does happiness
mean to you?” Turning a general, nonspecific 
feeling into a goal toward which to work promotes
the path to improved self-esteem.

Giving honest praise to people for what they 
have achieved bolsters their self-esteem.
However, the praise must be honest and true to
the person’s accomplishment.

TABLE 3.1 Developing Positive Self-Esteem

CHAPTER SUMMARY
The focus of this chapter was on the communicators within the core of the transforma-
tional model and the unique components of perception and self that they bring to each
communication situation. The chapter began with the perception process and described
how individuals form perceptions and assign meaning to what they hear and observe
from their own unique perspective. Although we all go through the same perception
process, no two individuals will perceive words, events, or people the same way. The
chapter also focused on the self in communications, which includes self-concept and
self-esteem. Development of self-concept is a complex process that is influenced by 
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BUILDING HIGH-LEVEL COMMUNICATION COMPETENCE

For additional exercises, visit DavisPlus at http://davisplus.fadavis.com

1. Reflection. “Who Are You” exercise.7 The responses will help you begin to

explore your perceptions and sense of self.

Who Are You?

Ask yourself the question,“Who are you?”Ask yourself 10 times. Write each

of your responses on a piece of paper.

Did you find this a hard exercise? Did you have to stop and really think

about who you are? This exercise provides an opportunity for you to self-

perceive and to develop greater self-awareness.

2. Critical Thinking. Read the following scenario and answer the questions:

The nurse is taking a health history and asks the patient to describe his symp-

toms.He is vague in describing how long he has had the symptoms by saying,

“The pain started recently,but it’s actually been going on for a long time.”

A. Using the three components of perception checking, how would you clarify

the patient’s description of the duration of his symptoms?

The nurse then asks if the patient has any allergies. He replies that he has

no allergies but had some redness from the tape used during his last hos-

pitalization.The nurse informs the patient that he has described an allergy

to tape.The patient remarks,“OK, now I know.”

B. Where did creating common meaning of the term “allergy” occur in this 

situation?

Later, the patient tells his wife,“My nurse thinks I am an idiot because I did-

n’t know that I had an allergy to tape. Maybe I am an idiot. Maybe I just

won’t say anything at all when she asks me questions.”

C. How might the nurse have informed the patient that redness from tape 

is an allergy that was interpreted by the patient as “the nurse thinks I am an

idiot”? How could the nurse respond in a more sensitive way?

D. What type of self-fulfilling prophecy has occurred: the self-imposing

prophecy or the Pygmalion effect? 

Answers are located at the back of the book.

reflected appraisals, social comparisons, societal and cultural influences, and self-ap-
praisals. Finally, the chapter focused on self-esteem. Having a high level of self-esteem
and self-awareness, and understanding the perceptual variances that interplay during
communications, will help you to communicate with high-level competency in your per-
sonal and professional life.
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Creating Common 
Meaning to Attain 
Transformational 
Outcomes

Active listening
Blocking responses
Connotative
Denotative
Empathy
Paraphrasing

Learning Outcomes

Upon completion of this chapter, you will be able to:

1. Explain how to create common meaning to attain positive transformational
outcomes. 

2. Describe how to use verbal language and nonverbal behavior to convey 
messages effectively. 

3. Identify appropriate channels to send messages to another. 
4. Describe the listening process and risk factors that interfere with listening. 
5. Describe patient-safe communication strategies that improve the ability to

listen effectively. 

Key Terms 

C H A P T E R

44

Paralanguage
Proxemics
Gestures
Eye contact
Facial expressions
Touch
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This chapter focuses on how we create common meaning with others so as to create positive
transformations and positive outcomes in health-care situations. By establishing mutually
shared understanding between communicators, we can avoid miscommunications through
misinterpretations and misunderstandings and, ultimately, avoid patient harm. Transforma-
tional outcomes are attained through high-level communication involving purposeful con-
veyance, channeling and reception of messages to create common meaning between commu-
nicators. The chapter describes factors that pose risk to listening effectively and examines
patient-safe communication strategies that can improve the effectiveness of listening. For an
interactive version of this activity, visit DavisPlus at http://davisplus.fadavis.com

This chapter specifically focuses on how high-level communicators use verbal lan-
guage and nonverbal behavior to convey messages effectively, select channels to send 
messages, and receive and respond to messages through the listening process and effective
listening responses. 

CONVEYING MESSAGES THROUGH VERBAL LANGUAGE 

Language is the primary vehicle through which we convey verbal messages to share our
sense of the world with others.1 Words are symbols of reality and arbitrarily represent
something. They are not complete until they acquire meaning that is assigned by commu-
nicators. Consider the word “cat.” The word does not look like a cat or sound like a cat;
rather it is a collection of letters of the alphabet that translates into a word that symboli-
cally indicates a cat. The dictionary definition of a word provides the denotative meaning.
In this instance, the denotative meaning is a feline with four legs, whiskers, and a tail. 

When we see or hear the word cat, however, we call on our personal images, past
experiences, and feelings that help us assign meaning to this word. The inclusion of this
information in our definition constitutes the connotative meaning of a word. Therefore,
the word cat may mean a favored pet that is fluffy and purrs or a barnyard cat that is
mangy and hisses. The connotative meaning of words represents our personal and sub-
jective meaning as influenced by our unique perceptions.

In conversations throughout an average day, we use approximately 2000 words. Of these
words, the 500 we use most often have over 14,000 dictionary definitions, which makes creat-
ing common meaning difficult in and of itself.2 Imagine the increased complexity of creating
common meaning when you add in the different connotations of words that exist as a result of
individual perceptions and life experiences. Because meanings are in people and not in the
words themselves, words are often misunderstood in conversation. As described by Weaver3: 

1. What you hear is not necessarily the message conveyed. Even though words may be
carefully selected through critical thought processing, this does not guarantee they will
be interpreted as intended.

2. Meanings are negotiated. High-level communicators provide feedback regarding their
understanding of a message. There may be a large gap between the intended meaning
of the sender and the initial interpretation of the message by the receiver. Communica-
tors clarify and verify the meaning of a message by providing feedback to narrow the
gap and negotiate common meaning.

3. Meanings are personal and may not ever be totally revealed or shared during 
communications.
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4. Confusion, misunderstanding, and conflict in relationships most often result from dif-
ferences in meanings.

5. Awareness and sensitivity in interpersonal, nurse-patient, and interdisciplinary commu-
nications are important. Do not assume that words mean the same thing to different in-
dividuals; clarify meanings by asking questions; actively seek feedback to help others
interpret messages within your intended meaning. 

It is important to understand that words can evoke unpredictable effects or responses, re-
actions, and results in people. Individuals react to words according to the meanings they have
assigned. Therefore, high-level communicators will purposefully select the words to convey
their messages depending on their perception of how others will respond to and interpret the
message. Consider the following examples of a simple request to “shut the door”4:

1. Close the door.
2. Can you close the door?
3. Would you please close the door?
4. It might help if you would close the door.
5. Would you mind terribly if I asked that you close the door?
6. Did you forget the door?
7. How about a bit less breeze?
8. It’s getting pretty drafty in here.
9. I don’t want the cat to get out.

We use critical thought processing to make careful adaptations to ensure our communi-
cations are appropriate for the context of the given situation and for the individuals to whom
we direct the message. High-level communicators avoid sending ambiguous verbal messages. 

Conveying Messages Using Words Clearly and Precisely
Words follow a continuum from concrete to abstract. The more concrete words are, the greater
their clarity and ability to be understood easily by others as intended. Concrete words tend to
be denotative, therefore less open to misinterpretation. Abstract words tend to be more conno-
tative and more open to misinterpretation. Words such as “intramuscular” and “Demerol” are
more concrete than abstract words such as “route” and “pain medication.” In the latter exam-
ples, the word route is vague and can be interpreted to mean orally, subcutaneously, intramus-
cularly, or intravenously. Pain medication can mean anything from Tylenol to Demerol. Com-
municators use critical thought processing to select words and send messages that are precise.
This increases the probability that the message can be interpreted by others as intended. 

Avoid Ambiguous Verbal Messages
Every day, we send and receive ambiguous verbal messages. Think of the statement, “Run
the patient down to X-ray.” Does this mean the patient is unstable and needs to go quickly
to X-ray, or is it slang for “take the patient to X-ray”? Can the patient walk, or should the
patient be transported by wheelchair? Misinterpretations are possible due to the use of am-
biguous slang words in the English language. 

Other times we choose ambiguous verbal messages deliberately. For example, we
have all had uncomfortable moments when someone asks us if we could help them in some
particular way and we are not interested in doing so. Rather than communicating with a
clear statement of non-interest, we may reply by being noncommittal: “I am not sure,” “I’ll
have to check,” or “I think I already have something planned.” 
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Sometimes we use generalizations or stereotypes, which also contribute to ambiguous
verbal messages. “Every physician should take a course in handwriting” or “All nurses
need to work on patient confidentiality.” In reality, not every doctor in the world has un-
readable handwriting, and not every nurse worldwide breeches confidentiality. 

The use of tag questions also sends ambiguous messages. Tag questions make declar-
ative statements less forceful: “It would mean a few hours of my time, wouldn’t it?” Tag
questions send a message of ambivalence and may imply that you are indecisive about
what you intend to do. 

Introductory disclaimers also make a statement less forceful and can contradict the in-
tended meaning of the message. “Don’t get me wrong here, but I think you should really
take a good look at your relationship.” 

Other ambiguous types of messages include those that are posed as questions but are
really statements of opinion, thought, or fact. “Don’t you think the guest speaker was aw-
ful?” The question posed here is really a signal for a specific response and is a communi-
cation trap. Your opinion is not truly being solicited; what is sought is agreement with the
opinion of another. Communicators can also give statements of their opinions posed as
questions this way: “Are you really going to the dance dressed like that?” 

Ambiguous messages may also carry a hidden agenda. For example, “Are you busy this
weekend?” or “What are you doing tomorrow?” are questions with an agenda. Your friend
may have plans for you. A clear way of stating this message would be, “I am moving this
weekend/tomorrow. Are you available to help?” 

CONVEYING MESSAGES THROUGH NONVERBAL 
BEHAVIOR 

Actions speak louder than words. Nonverbal behavior conveys the intended meaning of a mes-
sage without using words and helps communicators know how to interpret the message. You
communicate nonverbally when you gesture, frown, smile, widen your eyes, move your chair
closer to someone, raise your vocal volume, touch someone, or wear particular clothing.5 It is
not so much what we say but how we say it that helps others understand the meaning in mes-
sages. Verbal language conveys the content aspect of the message, such as statements of in-
formation, facts, thoughts, or feelings. Nonverbal behaviors communicate the relational aspect
of the message, enabling communicators to convey how they feel about the subject they are
discussing and how they feel about each other. 

Albert Mehrabian’s classic research findings indicate that as much as 93% of the to-
tal impact of a message is due to nonverbal behavior6: 

• 38% of a message is conveyed through vocal tone and expression in voice
• 55% of a message is conveyed through facial expression and gestures
• Only 7% of a message is conveyed through verbal language
• The main reason that nonverbal behavior can convey greater impact to a message than

words is that spoken words typically stimulate only the auditory sense of hearing, while
nonverbal behaviors trigger several senses: visual, tactile, olfactory, and auditory. “People
can understand nonverbal communication almost as a universal standard; it is an elaborate,
secret code that is written nowhere yet understood by all.”7 Nonverbal communication 
behaviors serve many functions as shown in Table 4.1.3,8
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Conveys emotions 
and feelings

Relatively free 
of deception

Equivalent to a 
picture 

Shorthand 
for words

Regulates 
conversation

Offers a safe way 
to express emotions

Reinforces verbal 
message 

Replaces words

Provides emphasis

Solves incongruence 
between verbal 
and nonverbal 
behavior

Nonverbal communication is the richest source of information
of your emotions and feelings.

Nonverbal communication conveys intended meanings that
are relatively free of deception. Words can conceal, 
deceive, and distort facts, thoughts, and feelings, whereas
nonverbal communication is natural, automatic, and most
often an unconscious act free of deception. However, 
people can convey false messages nonverbally, such as
feigned interest in a subject or a fake smile.

Nonverbal communication is the equivalent of a “picture is
worth a thousand words” during interpersonal, nurse-pa-
tient, and interdisciplinary communications.

Gestures such as “thumbs up,” rolling your eyes, pointing to
your watch, and a friendly wink are efficient ways of con-
veying a message.

Nonverbal communication can help regulate conversations
with others. We often use hand signals to indicate “I am
turning the table over to you” or lowering or raising the
pitch in our voice to signal we are at the end of our 
conversation and that it is now someone else’s turn.

Nonverbal communication represents the most favorable
means for expressing emotions indirectly. When you 
like someone, you may test the water first by flirting as 
opposed to verbally stating you like them. It is a means to
save face and protect self-esteem.

Nonverbal behavior can reinforce a verbal message. You may
say to someone to go north about two blocks and point in
the appropriate direction.

Nonverbal behavior can replace words. Your classmate can
turn to you and ask if you understood the instructions, and
you may respond by shaking your head or shrugging your
shoulders.

Nonverbal behavior can accentuate the verbal message by
placing emphasis on certain words within a sentence
through the tone in your voice.

Nonverbal behavior prevails. When someone is visibly upset
yet denies being upset when asked, assign more meaning
to the nonverbal behavior than to the spoken words.

TABLE 4.1 Functions of Nonverbal Communication Behaviors
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Nonverbal behaviors that are particularly important to be aware of in yourself and oth-
ers include facial expressions, eye contact, paralanguage, gestures, clothing, proxemics,
and touch. Nurses must effectively use nonverbal behaviors to establish and maintain
nurse-patient and interdisciplinary relationships. 

Facial expressions. The human face is the most expressive part of the human body. Research
reveals that the human face is capable of producing over 250,000 types of expressions.9,10

Facial expressions communicate emotional meaning more accurately than any other 
nonverbal behavior.10 Through facial expressions, individuals provide nonverbal signals
or clues that reveal their reactions to the verbal and nonverbal behaviors of others. 

Eye contact. Eye contact can convey a great deal of information. We establish eye contact
with another communicator because it is a classic signal (in Western culture) that we are
interested in opening communications. We convey interest and that we are paying atten-
tion to the conversation by maintaining eye contact. We maintain eye contact to deter-
mine others’ nonverbal reactions to our messages and to gauge if others are responding
the way we had anticipated. When we look at the other communicators, we can gauge if
they are having difficulty in understanding the intended meaning of our messages. 

Tone of voice, also known as paralanguage. The human voice has many characteristics
that can alter the way words are spoken. This is called paralanguage. Paralanguage is
defined as the non-linguistic means of vocal expression; for example, tone, pitch, and
volume.8 Paralanguage conveys attitudes on a particular subject, mood, and feelings
about others. By changing vocal rate, tone, pitch, and volume, we can give the same
words different meanings.

Gestures. Body gestures convey attitudes and reinforce facial and paralanguage commu-
nication. Body gestures are also called body language. The way people nod their
head, wave their hands, and position themselves reveals acceptance or bias about a
certain topic or how much they like or dislike the communicator.11

Clothing. Clothing reveals emotions. When we are feeling depressed, we may feel most
comfortable in loose clothing or pajamas. When feeling highly confident, we may feel
like wearing our best outfit. The style of dress gives others cues on how to respond.
Clothing can change our behavior and the behavior of others toward us. You behave
differently when you are in your nursing uniform as opposed to when you are wear-
ing jeans and a T-shirt. People will respond to you differently when you are wearing
your nursing uniform than when you are wearing street clothing. Clothing conveys
the following nonverbal messages to others:12

• Economic level
• Educational level
• Trustworthiness
• Social position

50 Unit 1 In terpersonal  Communicat ion

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Nurses must carefully assess both the words and nonverbal behavior of patients. As a
high-level communicator, always pay attention for any incongruence between the verbal
and nonverbal message. If there is incongruence, believe the nonverbal behavior rather
than the spoken words. 
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• Level of sophistication
• Social background
• Level of success
• Moral character 

Proxemics: Proxemics refers to how people use space around them. Each of us main-
tains an invisible bubble, or personal space, that gives us psychological comfort when
we interact with others. Hall13 describes four comfort zones: 

• Intimate comfort zone: In this zone, individuals are allowed into our most personal
space. This typically reflects emotional closeness that involves skin contact, such as a
hug from a parent, friend, spouse, or child, and represents a surrounding distance of 0 to
1.5 feet (0 to 0.5 meters). 

• Personal comfort zone: This zone ranges from 1.5 to 4 feet (0.5 to 1.5 meters). This zone
represents the space where most of our conversations with family, friends, and colleagues
occur. When people we do not know well enter this zone, or when anyone comes into
closer proximity to us than our personal preference, we may feel uncomfortable because
our personal space has been invaded. Personal comfort zone is dependent on the culture of
the individual. Women tend to stand in closer proximity to others than men.14,15

• Social comfort zone: Our comfort zone in social contexts is approximately 4 to 12 feet
(1.5 to 3.5 meters). Group interactions typically occur within this space. 

• Public comfort zone: This zone exceeds 12 feet (3.5 meters) Many public speakers and
instructors position themselves within this zone. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
Think of proxemics when you interact with patients. You enter their intimate and personal
comfort zones each time you approach them to provide nursing care. Let patients know
you plan to enter their personal comfort zone prior to touching them. You have to let 
patients know you plan to touch them by indirectly asking permission. For example, if
you say “I need to check your blood pressure now,” this is preparing patients prior to
touching them. Before you enter a personal comfort zone, you need to warn the patient.
In contrast, you would not just walk into a room and lift up the patient’s gown to do 
an abdominal assessment without letting the patient know what you plan to do. This
professional behavior promotes development of a trusting nurse-patient relationship.

Touch: Whether through a welcoming handshake with a friend or holding the patient’s
hand during an invasive procedure, the use of touch is a nonverbal expression of 
appreciation, acceptance, emotional support, encouragement, and praise when done
appropriately. Because touch is also a behavior of sexual intimacy, there are legalities
and social norms for interpersonal and professional touch behavior. 

SENDING THE MESSAGE: CHOOSING THE APPROPRIATE
CHANNEL OF COMMUNICATION

A key feature of high-level communication competency is choosing the channel that is the
most appropriate to convey the intended meaning of the message. If you have had a heated
conversation with someone and want to apologize, sending an e-mail is not appropriate.
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Rather, meeting the individidual in person for a face-to-face discussion may be a better
choice. When giving directions to someone who has never been to your house, it may be
best to write them down or send them as a text message. 

Once messages are conveyed through a channel, we need to understand the process of
listening and then know how to respond effectively to what others say. Through purpose-
ful listening and patient-safe listening responses, we can increase our ability to negotiate
common meaning with others and interpret the meaning in messages as intended. 

RECEIVING AND RESPONDING TO MESSAGES: 
LISTENING 

Approximately 70% of communication activity is spent on listening.16 Despite the impor-
tance of listening, most people are not effective listeners. 

The Listening Process
Listening, as opposed to simply hearing, is the way we make sense out of what we hear. It
is a complex process that involves five components:1

• Hearing: The first electrophysiological trigger for the listening event.
• Attending: Selecting the stimuli through our perceptual filter. 
• Understanding: Interpreting the stimuli by assigning meaning.
• Remembering: Transferring the meaning into memory for later recall. 
• Responding: Confirm that listening has occurred by providing verbal and nonverbal

feedback by using listening responses.

Hearing is only the first stage of the listening process. The listening process is interac-
tive because it includes providing feedback to the speaker through listening responses that
convey our understanding of the message. The listening responses are verbal and nonverbal
messages sent to the other communicator. Through listening responses, interpretations of
messages can be clarified and verified to achieve the highest probability that messages are
understood as intended.

High-level communicators understand that listening responses are vital to creating
common meaning and shared understanding between communicators. The way individu-
als respond to messages with feedback reveals if they are really listening and processing
what is said and how they are interpreting messages. Effective listening responses provide
the necessary feedback to the speaker that indicate if the message is understood as in-
tended or if the message needs to be corrected and clarified to ensure the creation of com-
mon meaning. 

The most accurately stated message delivered through a carefully selected channel
will not be effective if the receiver does not respond with feedback using effective lis-
tening responses. Because the listening process involves interpretation and feedback 
to confirm the meaning of the message, listening responsively is often referred to as 
“active” listening. 

There are several risk factors that create interference and block the ability to listen and
respond effectively to messages, thereby hindering creation of common meaning between
communicators. These factors must be recognized and overcome, as they can lead to com-
munication breakdowns, miscommunications, and frustration in personal and professional
relationships. 
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Listening Risk Factors 
Factors that pose risk to listening effectively are those that interfere with our ability to hear
and to interpret, and those that distract the focus of our attention from the message that we
are receiving. These include internal physiological factors, information overload, brain
processing, and external physical factors. 1,8

• Internal Physiological factors: Internal factors, such as hearing impairment, cognitive
impairment, anxiety, nervousness, fatigue, pain, sedation, and feeling stressed or ecstatic,
interfere with listening to others with accuracy. 

• Overload: If a person is  in information overload, they simply cannot process other infor-
mation. Individuals tune out communication stimuli. The health-care setting is complex
with patient details to remember, protocols to implement, medications to administer and
record, and patients that leave and return to the unit. Given all these events, people some-
times cannot absorb yet more data.

• Brain processing: The mind can process messages of up to 600 words per minute,17

whereas the average person speaks approximately 100 to 140 words per minute. As a
consequence, people may plan what to say next while the other person is still talking or
let their attention wander. Communication breakdown occurs when communicators are
not fully focused on creating common meaning of the intended message. 

• Physical noise: External factors, such as physical distractions, unfamiliar sounds, and
sounds that call attention away from the conversation, interfere with accurate listening.
The setting of the communication situation can interfere with listening, such as com-
municating on the phone while others are in conversation close by. The health-care set-
ting is noisy with many distractions and interruptions that can lead to communication
breakdown.

In addition, there are blocking verbal responses to messages that lead to communica-
tion breakdowns. Communicators need to know what not to say when providing feedback
to a message. 

Blocking the Expression of Thoughts and Feelings 
We may be tempted to come to the emotional rescue of others because of our own discom-
fort in certain communication situations.18 We try to prevent the other person from react-
ing emotionally to the situation. Although this may seem well-intended, this is a detrimen-
tal and misguided approach to communicating because we are not allowing the other
person to express thoughts and feelings. These are blocking responses that are to be
avoided because they shut down communication. When patients are blocked from expres-
sion of emotions and feelings by health-care providers, they lose trust in them and do not
share information. This can lead to unsafe situations. 

Claiming another’s feelings as your own: Statements such as “I know how you must be
feeling” claim another’s feelings. This makes people angry because it belittles feel-
ings that are unique to them. They typically respond, “You have no idea how I am
feeling. How could you know? You are not me.” 

Denying others the right to their feelings: Comments such as, “Don’t worry about it,” “It
could happen to anyone,” or “You’ll get over it,” deny and invalidate the feelings of
others. Doing so cuts off continued communication by making communicators feel
anxious because they perceive there is something wrong with how they uniquely feel. 
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Showing disapproval: Statements such as “Why are you getting so angry? There’s no
reason for it” express disapproval. These statements belittle people’s feelings and may
yield shame. You do not have to agree with others; rather, convey a willingness to 
listen to another’s viewpoint, then agree to disagree on the topic. 

Challenging statements: When you ask an individual a question that begins with “why,”
you are attacking the person and putting him or her on the defensive. Consider this
question, “Why are you not taking your medications?” This sounds accusatory and
laden with your judgment that the patient has done something wrong. Rather, ask the
question this way, “I see that you are not taking your medications. Could you tell me
more about this?” Try to ask questions that begin with “who,” “what,” “where,”
“when,” and “how” instead of “why.”

Giving false reassurance: This includes comments such as, “It is probably nothing” or “I
am sure the tests will show nothing abnormal.” These clichés are attempts to pretend
everything is fine and to cover up emotions. False reassurance denies individuals the
ability to express their emotions and concerns and can violate the trust between nurse
and patient.

Minimizing the situation: Similar to false reassurance, minimizing includes responses
such as, “It’s just some blood tests” or “It’s not so bad.” These responses deny the in-
dividual the right to express concerns and fears and invalidate the extent of the emo-
tions the individual may be feeling.

Imposing guilt: Do not make people feel guilty about their emotions, concerns, and
fears. Imagine a nurse responding to a crying patient by saying, “You need to com-
pose yourself. You know how important it is to be strong. Think of your family.” The
patient was feeling vulnerable; now the patient is also feeling guilt. 

Giving advice: Giving advice proclaims your lack of faith in the ability of others to 
think for themselves and make their own decisions. You imply you are the only one
who knows what is best. Giving advice denies individuals the ability to become self-
directing agents in managing issues, problem solving, and coping. 

Reacting with defensiveness: Responding defensively means you are taking something
personally. Your response may sound like an attack on another. For example, the pa-
tient states, “One of the staff members stole my purse.” You respond, “I highly doubt
anyone in this hospital would steal your purse.” You are being both defensive and
confrontational. 

In both your personal and professional life, it is important to avoid feedback that blocks
communication. The next section of the chapter focuses on patient-safe communication strate-
gies that are active and effective listening responses that facilitate high-level communication. 

Patient-Safe Communication Strategies
Patient-safe communication strategies that represent effective listening responses are
termed “active” or “facilitative” because patients are encouraged to express thoughts and
feelings. These responses promote the development of trust in professional relationships.
Active listening responses ensure the creation of common meaning and understanding be-
tween communicators. Specific patient-safe verbal responses are used to clarify and verify
messages. By clarifying and validating our interpretation of a message, we have the high-
est probability of creating common meaning between ourselves and others. Nurses pay
careful attention to patients who are speaking and use deliberate critical thought processing
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to make sense of a message. Nurses then validate the intended meaning of the message
through active listening responses that provide feedback to patients that they understand the
intended message.

Paraphrasing
Paraphrasing is feedback that restates, in your own words, the message you thought a com-
municator sent. The following narrative shows the effects of paraphrasing in the commu-
nication situation:
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PATIENT: “I am really tired of all the blood they are taking from me. They are
poking me every 4 hours. 

PARAPHRASING RESPONSE: “It sounds like you are frustrated with all of these
blood tests and this is hurting you.”

Paraphrasing draws out more information from the individual and can add a
deeper understanding of what the underlying issues really are: 

PATIENT: “Well, you are sort of right, I guess. I want to go home so I can be
with my family, not be here and constantly pinched and prodded. It’s
making me angry.”

Listening With Silence
Through purposeful active listening with silence, we can show our concern and support by
giving people uninterrupted time to collect their thoughts and consider how they want to ex-
press their thoughts. Even through silence, we are communicating a response to a message. 

Questioning
Listeners respond by questioning when they need additional information to understand the
message. This includes closed-ended and open-ended questions. Closed-ended questions re-
quire a factual response that is answered with a yes, no, or maybe. For example, “Would you
say that your breathing has improved following your ventolin treatment?” In contrast, open-
ended questions facilitate verbal and nonverbal explanation of facts, thoughts, and feelings.
Such questions cannot be answered with a yes or no. For example, “How was your ventolin
treatment?” is open-ended, requiring the expression of thoughts about the treatment. 

Empathy
Empathy is defined as the ability to experience the feelings of another individual from that
individual’s own unique perspective.8 It provides an understanding that is more than verbal
acknowledgement of the feelings of another. It is an opportunity to “step into someone
else’s shoes” for a time to experience the emotions of another. There are significant positive
outcomes of using empathy during interpersonal communications. For the person receiving
empathy, there is an increase in self-esteem by knowing that the other communicator is ac-
tively listening and is willing to accept personal thoughts and feelings without any evalua-
tions or judgments. The person feels not only heard but understood, and a deeper sense of
trust develops. 

Patients express clues subtly about their desire to discuss their emotions during 
interactions with health-care providers. A study by Levinson, Gorawara-Bhat, and
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Lamb19 demonstrated that when physicians missed opportunities to offer an empathetic
response, patients offered clues repeatedly. When their needs for having their feelings
acknowledged empathetically were not met, patients searched for a new physician.
Studies reveal that empathetic communication improves patient health outcomes,20

increases compliance with treatment,21 and increases provider and patient satisfac-
tion.22,23 To offer empathy effectively: 

1. Recognize the presence of a patient’s strong feelings in the clinical setting (i.e., fear,
anger, grief, disappointment)

2. Imagine how the patient might be feeling
3. State your perception of the patient’s feeling (i.e., “I can imagine that must be....” or “It

sounds like you’re upset about....”)
4. Legitimize the feeling: “It’s alright to feel angry right now....” 
5. Respect the patient’s effort to cope with the predicament
6. Offer support and partnership (i.e., “I’m committed to work with you to....” or “Let’s

see what we can do together to....”)

Summarizing
Summarizing provides the opportunity to review and validate the major points within the
communication situation. For example, it can be used as a patient-safe strategy when provid-
ing patient education. “Today, we reviewed what you can expect before, during, and after sur-
gery. Is there anything we missed or anything else you would like to talk about?”

Supportive Statements
Supportive statements include an agreement with the communicator’s perspective: “I think
you are on the right track here.” In addition, supportive statements include offering to help,
such as, “I am here if you need to talk.”

Analytical Statements
Responding with an analytical statement means you offer an interpretation of the individ-
ual’s message. The goal of using analytical statements is to help individuals see a situation
within a broader perspective and with greater objectivity. An analytical statement may be
transformational and help individuals consider meanings in situations they may not have
thought of from their own perspective. “I think what you are really saying is....” or “Maybe
what is really going on is....”

Evaluative Statements
Evaluative statements are used to offer encouragement as well as constructive feedback,
such as “Look how well you are walking today—good for you!” Evaluative statements that
provide constructive feedback can promote patient safety. “Everything looked good when
you were drawing up your own insulin. I just got the sense that we may need to work on
your understanding of why you draw up short-acting insulin first. Let’s try it again and
have you talk through it as if you were teaching me.” Always start constructive feedback
with a positive statement, and then introduce an objective observation of behavior that 
reveals an opportunity for improvement. 

Which Patient-Safe Active Listening Response Should You Use? 
Research shows that each of the listening responses has the potential to contribute to ne-
gotiating common meaning and enhancing the relationship within which the meaning
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exists.24 There are several factors to take into consideration when selecting an appropri-
ate response:

• Think about the context of the situation. At times it is best to be encouraging and sup-
portive; at other times you may need to offer an analysis of the situation.

• Think about individual people. Can they come to their own solutions through paraphras-
ing and open questioning, or do they need more analytical responses? Can they accept
constructive feedback?

• Think about your own comfort and skill when making selections. 
• In nursing, you will need to develop skill in each of the patient-safe active listening re-

sponses to negotiate meaning effectively, appropriately, and sensitively within a wide
range of patient situations. 

CHAPTER SUMMARY 
This chapter focused on sending, receiving, and responding to messages to attain the high-
est level of probability in achieving common meaning and shared understanding between
communicators. Specifically, the chapter described how communicators use verbal lan-
guage and nonverbal behaviors to convey messages and choose a specific channel and how
they use the listening process to interpret and validate the intended meaning of messages
through patient-safe active listening responses. Nurses must overcome factors that pose
risk to listening, such as physiological factors, information overload, brain processing, and
physical noise, through patient-safe facilitative active listening responses. 

Chapter 4 Creat ing Common Meaning to  Atta in  Transformat iona l  Outcomes 57

2080_Ch04_045-060.qxd  1/9/10  12:24 PM  Page 57



58 Unit 1 In terpersonal  Communicat ion

BUILDING HIGH-LEVEL COMMUNICATION COMPETENCE

For additional exercises, visit DavisPlus at http://davisplus.fadavis.com

1. Reflective Practice. Reflective practice is a self-regulating, active process

of stepping back and witnessing one’s own experience, then examining the

experience in greater depth. Think about and write a one-page summary 

of a recent communication situation that did not go as you had planned.

Explain the verbal language used in the message, the means to convey the

message, and listening responses. Specify what you will do differently the

next time a similar situation occurs.

2. Communication Practice. Work with a classmate to complete the following

activities:

a.Sit with your backs to each other. Tell your partner how to get from your 

education institution to your home using the communication process and 

listening responses to negotiate mutual understanding. As you provide the 

directions, your partner will draw a map. At the end of the exercise, look at

the map, and determine its accuracy.

b. Are you aware of your personal comfort zone? Work with your partner to 

determine your personal space. How close do you usually stand to some-

one when you converse with him or her?

c. Communicate a story to your partner using nonverbal behavior only.

3. Critical Thinking

a.Paraphrase the following statement, “You make me so mad when you

leave the bathroom a mess.”

b. A patient states the following during the health history, “My asthma is getting

the best of me and my enjoyment of life. I really feel that I am missing so

much in life.” You recognize the strong feelings of the patient. What type of

response would be prudent in this situation?

4. Critical Thinking. What are the words and nonverbal behaviors a nurse

may use to obtain personal health information from patients? Why is it 

important that nurses negotiate common meaning with patients? 
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Culture and Gender 
Issues in Patient-Safe
Communication 

Culture
Gender
Ethnicity

Learning Outcomes

Upon completion of this chapter, you will be able to:

1. Describe the importance of the contexts of culture and gender within the
transformational model of communication. 

2. Explain how personal cultural values and beliefs can interfere with negotia-
tion and creation of common meaning.

3. Identify the importance of understanding gender and cultural differences in
patient-safe communication.

4. Give examples of gender differences in communication that can interfere
with negotiation and creation of common meaning. 

5. Identify patient-safe communication strategies to build cross-cultural and
gender-specific high-level communication competency. 

Key Words 

C H A P T E R

55

Cultural value
Cultural belief
Spirituality
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62 Unit 1 In terpersonal  Communicat ion

In this chapter, you will learn the importance of assessing the patient’s cultural beliefs and
practices and gender differences in communication. Both will affect the patient-safe strate-
gies needed to devise, implement, and evaluate plans of care for patients in health-care set-
tings. This chapter expands upon the context ring of the Transformational Model of Commu-
nication and the importance of recognizing and working within appropriate contexts to have
the best chance of successful transformational outcomes in health care. Review the context
ring of the Transformational Model of Communication in Chapter 2. 

Health-care providers must be resourceful and creative to tailor interventions to suit the
patient’s culture.1 They must respect differences and appreciate the inherent worth of diverse
cultures.2 Patient-safe, culturally competent communication is required in order to have the
best chance of negotiating common meaning for all aspects of patient care management. 

The first step in becoming a patient-safe, culturally competent nurse is to become
aware of, and reflect upon, your own values, attitudes, and beliefs. The second step is to
assess the patient’s cultural values, attitudes, and beliefs. You analyze how they are alike
or different from your own in order to develop your awareness and increase your cultural
sensitivity. The more culturally sensitive you become, the better able you will be to ne-
gotiate common meaning with your patients and prevent miscommunications that may
lead to harmful events. For an interactive version of this activity, see DavisPlus at
http://davisplus.fadavis.com

You may be surprised to learn that the 20 value statements listed online have been de-
rived from the culture of North Americans. L. Robert Kohls,3 past Executive Director of
The Washington International Center and current Director of International Programs at San
Francisco State University, has developed a guide intended to explain to a foreigner the
verbal and nonverbal behaviors of Americans, “actions which might otherwise appear to
be strange, confusing, or unbelievable, when evaluated from the perspective of the for-
eigner’s own society and its values.”3 We need to take a look at ourselves from the perspec-
tive of “foreigners,” so that we can get to know who we are and how our own values have
a direct impact on our communications and the safe and effective delivery of patient care.

PERSONAL CONTROL OVER THE ENVIRONMENT 

North Americans typically believe that people should control nature and everything in
their environments that affects them. North Americans feel compelled to do (one way or
another) what the majority of the world is certain cannot be done.3 For example, stem cell
research and genetic engineering are being conducted to control every disease and grow
back amputated limbs. 

If patients hold more traditional values, they may believe that bad luck and fate are re-
sponsible for their problems in life and that many things are out of their control. Nurses
spend time teaching patients how to control their illnesses and need to take into consider-
ation the patients’ views on what they believe they can and cannot control. 

Change 
In North America, change is seen as good and is linked to progress and growth.3 In con-
trast, patients with traditional values who want to hold onto traditions consider change to
be disruptive and destructive and will avoid change in favor of stability, continuity, and
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heritage. With many illnesses, behavioral change is needed, and this creates conflict for
many individuals who do not want to change their lifestyles.

Time and Its Control 
In North America, time is of critical importance, and things must be accomplished accord-
ing to predetermined schedules. It is considered rude to be late for an appointment, and an
individual should always phone if unavoidably detained. To patients from traditional cul-
tures, North Americans may be viewed as being more interested in getting things done on
time than in developing and maintaining interpersonal relationships.3 In nursing, it is im-
portant to get patient care activities done on time and to maintain interpersonal relation-
ships with your patients. 

Equality
For North Americans, there is a belief that all people are “created equal,” which reflects a
religious basis, that God views all humans alike without regard to intelligence, physical
characteristics, or economic status. In those from traditional cultures, rank, status, and au-
thority are more desirable to promote a sense of order, security, and certainty. They find it
reassuring to know who they are and where they fit into society.3 Patients from traditional
backgrounds may treat physicians and nurses with deferential manners and high respect,
because they view them as authority figures. Traditional views may inhibit patients from
viewing themselves as integral parts of the health-care team. 

Individualism and Privacy 
Individuals in North America believe themselves to be unique, totally different from every-
one else, and resist thinking of themselves as part of any homogeneous group. There is em-
phasis on individuality, not on belonging to groups as in traditional cultures. Traditional
cultures focus on the needs of the group, not on the needs of individuals.3

Stemming from the value of individualism is a belief in privacy, seen in such statements
as, “If I don’t have at least half an hour to myself a day, I will go stark raving mad.” The word
“privacy” does not even exist in many cultures, or it has a negative connotation of loneliness.3

North American health care emphasizes the uniqueness of individuals and protects the
privacy of patients through the confidentiality of health-related information. In patients from
traditional cultures with an emphasis on the group, there may be many family members in
the waiting room, and they may all be asking for confidential information about their family
members. Nurses, who are focused on the needs of the patient and the family group, must
protect the privacy of the patient and maintain positive family relationships. Family group
members may want to be actively involved in the care of one of their group members and
want to feed or bathe the patient or perform other care-related activities. Nurses may enlist
the help of family members in the care of patients when family members want to participate
in the care of one of their “group.” Nurses also need to explain privacy laws and regulations
to family members so that they understand the principles of confidentiality. 

Self-Help 
Closely related to individualism is the idea of self-help. In the English language, there
are more than 100 words about doing things for one’s self,3 These words include self-
confidence, self-conscious, self-contented, self-control, self-discipline, self-expression,

Chapter 5 Culture and Gender Issues in  Pat ient -Safe  Communicat ion 63

2080_Ch05_061-076.qxd  1/9/10  12:24 PM  Page 63



and so on. Most other languages do not contain the equivalent words containing “self.”3

In nursing, there is emphasis placed on “self-care.” Nurses may assume that all patients
want to perform their own care so that they can regain their independence. Those with
traditional values may be perfectly content to have others make decisions and manage
their care. 

Competition and Free Enterprise
The belief that competition “brings out the best in everyone” is a North American ideal.3

The economic system of free enterprise is also based on the idea that because competi-
tion brings out the best in people, society will progress rapidly. In North America, health-
care systems compete for patients and government funding; health-care workers compete
for promotions; and patients compete for services provided by health-care organizations.
Patients from traditional cultures may find competition disagreeable when they value 
cooperation and cohesiveness to avoid conflict and jealousy among group members.3

Future Orientation
North Americans value the future and the improvements the future will bring.3 They de-
value the past and do not dwell on past events.3 Even a happy present time may go largely
unnoticed because North Americans are hopeful the future will bring even greater happi-
ness. In some patients from traditional cultures, talking about or planning the future is felt
to be futile if they believe fate controls their destiny and there is nothing that can be done.
Traditional cultures live for the present and value the past.3

Viewed through the values of North American health-care providers, past orientation
and belief in fate can make traditional patients appear to be superstitious, lazy, and unwill-
ing to take the initiative to bring about improvements. Instead, if nurses recognize the past
orientation, they need to focus on planning with patients by “taking one day at a time.”

Action and Work Orientation
North Americans routinely plan an extremely active day and believe in the “dignity” of hu-
man labor.3 It is believed to be “sinful” to waste one’s time. North Americans believe
leisure activities should occupy a small portion of time during one’s life and should be
used to refresh one’s energy so that one has the ability to work harder and more produc-
tively upon return to work.3

In contrast, there is a “being” orientation in some cultures and a focus on living in the
present.3 When a patient says, “I want to be left alone to talk on the phone and sleep to-
day,” and the health-care system operates on the North American cultural value of “Don’t
just lie there; you need to do something to make yourself better,” conflicts are going to
arise. Nurses realize patients have the right to refuse treatments and medications, yet have
often wondered, “Why is he refusing to cooperate?” or “What is he thinking?” The answer
to these questions may lie in different cultural orientations to action. 

Informality
North Americans are very informal and casual.3 For example, bosses urge their employ-
ees to call them by their first names and feel uncomfortable being called “Mr.” or “Mrs.”
To those of other cultures, this informality may be unsettling and considered disrespect-
ful and insulting.3 Nurses need to find out how their patients prefer to be addressed, and
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let patients decide how they want to address nurses. Patients may feel more comfortable
calling their nurse Mr. or Mrs. instead of by a first name. In addition, it is very important
that nurses present a professional image through professional dress and manners, further
described in Unit 2. 

Directness, Openness, and Honesty
North Americans are likely to deliver negative evaluations or unpleasant information hon-
estly and directly and may be very blunt. North Americans value assertiveness and a direct
and open approach.3 In contrast, patients from other cultures may have developed subtle
ways of informing people of unpleasant news or negative evaluations.3 Directness, open-
ness, and especially bluntness can be very shocking and disturbing to patients who do not
value a direct approach to receiving unpleasant information. 

Health-care providers sometimes relay bad news and must learn high-level communi-
cation strategies to deliver bad news in a gentle manner. Not all people appreciate the blunt
“give me the news straight” approach and need to be eased into the bad news. Nurses need
to use active listening and offer emotionally supportive responses when patients and fam-
ilies receive bad news. 

Practicality and Efficiency 
North Americans value practicality and efficiency and devalue emotions and sentimental-
ity.3 Practical considerations are given the highest priority before making a decision. Ex-
amples of this value include: “Will it pay its own way?,” “What can be gained from the ac-
tivity?,” “Will it make any money?” Problem solving involves listing several solutions and
then trying them out, one by one, to see which works best. 

Other cultures do not place such emphasis on pragmatism and may focus on idealism.3

For example, the emphasis is on aesthetics and beauty instead of practicality and effi-
ciency. In North American health-care situations, sentimentality and emotions do not take
precedence over the practical aspects of patient care. Many patients are very emotional, es-
pecially about health-care problems and the stress associated with illness. Nurses must
learn to give emotionally supportive responses to patients. Although health-care providers
may be able to be quite objective and rational about the patients’ situation, they need to be
able to see beyond the practical and be sensitive to emotions of patients and families who
feel overwhelmed with the situation. 

Materialism and Acquisitiveness 
North Americans consider material objects a natural benefit of hard work that all people could
enjoy if they were as industrious and hard-working.3 North Americans place a higher priority
on obtaining, maintaining, and protecting their material objects than in developing and enjoy-
ing interpersonal relationships.3 These views are very different from cultural values that em-
phasize spiritualism. Spirituality is about religious beliefs and includes behaviors that provide
meaning in life. The emphasis is placed on developing relationships with a higher power and
meaningful interpersonal relationships on earth. Spirituality is reflected, for example, in the
belief that we are put here on earth to help one another, not to see who can accumulate the
most material possessions.3 During times of sickness, many patients question their spiritual-
ity, and nurses need to explore what gives meaning to the life of their patients and identify the
sources of inner strength to help patients cope with their problems. 
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CULTURAL ASSESSMENT

The only way to deliver culturally competent care is by using high-level communication
competency to assess culture and determine the impact of the recommended plan of treat-
ment on the values and beliefs of the patient and family. Box 5.1 is a cultural assessment
used in health-care settings based on the work of Purnell and Paulanka.4,5

66 Unit 1 In terpersonal  Communicat ion

• Heritage: What is the patient’s country of origin? Is the patient familiar with the health-care
system and health-care providers in this country? 

• Communication: Are there language barriers? Will the patient feel comfortable sharing his
thoughts and feelings? 

• Family Roles and Organization: Who is the dominant member of the household, the 
person in the family who is the spokesperson and decision maker? 

• Biocultural Ecology: What are the specific genetic or environmentally transmitted diseases
that cause health problems in the different cultural groups?

• High-Risk Behaviors: Does the cultural group use tobacco, alcohol, or recreational drugs? 
Is participation in high-risk physical activities common? Is there a lack of adherence to 
important health safety practices?

• Nutrition: What are the basic ingredients of native food dishes and preparation practices? 
• Pregnancy and Childbearing Practices: What are the preferences for birth control 

methods, the roles of men in childbirth, the positions for delivering a baby, and the 
preferred types of health practitioners (male or female, midwife or obstetrician)? 

• Death Rituals: What is the patient’s view of death, dying, and the afterlife? 
• Spirituality: What is the patient’s dominant religion and views regarding the meaning and

purpose of life? 
• Health-Seeking Beliefs and Behaviors: What are the patient’s beliefs about pain, mental

and physical handicaps, chronic illness, and folklore practices? 

BOX 5.1 Cultural Assessment

C o m m u n i c a t i o n  S a f e t y  A l e r t  
It is impossible to know the beliefs and practices of every culture, but health-care
providers who are intent on providing patient-safe, culturally competent care continue to
learn by assessing their patient’s culture, traveling, reading, and attending events held by
local ethnic and cultural organizations. 

GENDER

It is necessary to understand the impact of gender in interpersonal relationships and health
care.6 Gender differences in communication are partially derived from cultural back-
grounds. The purpose of recognizing gender differences in styles of communication is to
understand ourselves and members of the opposite sex, and to apply this knowledge to fa-
cilitate communication between men and women and to increase the probability of nego-
tiating and creating common meaning. You must be able to assess each person’s gender-
specific verbal and nonverbal communications and then adjust your communication to
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have the highest probability of negotiating and creating common meaning with patients
and other health-care providers. 

Cultural Influences on Gender Communications
Communication between genders has been called cross-cultural communication; it reflects
the different beliefs and practices of men and women affecting interpersonal relationships.
Verbal and nonverbal behavior of men and women involve cultural gender-specific ideas
and practices that have been learned through socialization with family and other signifi-
cant groups.

Gender Roles
Gender roles consist of the different activities that men and women engage in with dif-
ferent frequencies.7 The roles of women and men are culturally encouraged patterns 
of behavior. Thus, verbal and nonverbal behaviors for communication are part of 
gender role. 

Gender roles have changed over time because of the changing needs of society. Ideas
about acceptable gender-specific behaviors in others and ourselves are constantly under
revision. For example, women are expected to be gentle and emotional; men are expected
to be powerful and in control of their feelings. In recognizing these gender role differ-
ences, you are not stereotyping. Instead, you are classifying and identifying typical be-
havior patterns pertinent to communication based on gender.
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
Once you recognize typical gender differences in communication, you can modify your
verbal and nonverbal behaviors to communicate messages with precision and clarity to
members of the opposite sex.  

In addition to cultural differences in gender communications, there are also biological
influences. 

Biological Influences
Although brain research is still in its infancy, neurologists suggest that there are structural
and chemical differences in the brains of men and women.7-9 Biological theories suggest
these differences influence human verbal and nonverbal behavior. 

Research indicates that female brains are less lateralized during speech. Women use
both sides of the brain, whereas men use primarily the left side of the brain, regardless of
whether they are right-handed or left-handed.9 In addition, men’s brains are influenced by
the hormone testosterone, whereas women’s brains are primarily influenced by the hor-
mones oxytocin, estrogen, and progesterone.7,8,10,11 These hormones influence sexual de-
velopment and verbal and nonverbal behavior.

For example, male bodies produce 10 to 40 times more testosterone than do female
bodies.10 Research suggests that aggressive behaviors may be linked to hormonal abnor-
malities and that men with higher-than-average testosterone levels exhibit a wide variety
of antisocial behaviors.7
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It will take many more years to sort out the biological and cultural differences in
communication. In the meantime, researchers agree that men and women have different
verbal and nonverbal styles of speech.7,12-17 Your personal experiences communicating
with members of the opposite sex may have already led you to the conclusion that differ-
ences do exist in communication patterns, although you may not have recognized and
classified them.

Differences in Styles of Speech 
Tannen’s research identified several differences in the verbal and nonverbal styles of
speech between men and women (primarily North American).12,13 She compares and con-
trasts gender differences that may become communication barriers that are risk factors for
clear communication between the sexes.

Tannen’s research suggests that the communication style of women typically focuses
on closeness and support to preserve intimacy in relationships and that men are focused on
status and maintaining their independence. These are polar opposite views of the world
and often result in conflict. For example, a man gets a call at work from an old friend who
says he is in town for the weekend, and the man invites the friend to stay at his home. His
wife is upset because he did not ask her first. He is angry because his status has been low-
ered, and his independence has been threatened if he has to tell his friend he cannot stay
for the weekend. She is angry because he has not sought her consent whether the friend
could stay for the weekend. Both husband and wife may end up in a battle thinking each
other selfish. 

Rapport Talk Versus Report Talk
Tannen suggests that communication tends to be unbalanced because men and women talk
to accomplish different purposes.12,13For most women, the preferred language of everyday
conversation is that of rapport. Women are interested in establishing and negotiating inti-
mate, sympathetic, harmonious relationships. The essence of female friendship is to get to-
gether to talk about what they think and feel about a situation, with careful attention to de-
tails of what happened and who was there. As a result, many women can express what they
are feeling better than many men can.

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Rapport talk needs to be distinguished from destructive gossip, however. The difference
between rapport talk, often characteristic of women, and gossip, is that gossip is de-
structive and involves rumors, slander, and defamation of character. Gossip does not
create rapport between individuals.

If you realize, in health-care situations, that many women make small talk to establish
rapport, even if you personally prefer a more direct or technical approach to a conversa-
tion, you become better able to understand the purpose of the other person’s conversational
style. In addition, it is interesting to note that in terms of total talking time observed in con-
versations, men spend more time talking than women.14,15

Report talk is characteristic of male language.12,13 Men generally prefer a style of
language that involves freely announcing and stating facts to give an account, with a
“skip-the-details” approach.12,13 In contrast to the speech style of many women, the
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purpose of the report style of speech for many men is to assert independence and to
maintain or increase status in social groups.12,13

RAPPORT AND REPORTING SKILLS FOR NURSES

Regardless of the health-care setting in which you work, you will spend much of your time
talking to patients and family members, other nurses, and other members of the health-care
team. Rapport talk with patients is essential to patient-safe communication because it leads
to the development of trusting nurse-patient relationships. Nurses typically take a patient-
centered approach focused on interpersonal relationships with patients and their significant
others.18 Nurses also tend to focus on developing sympathetic and harmonious relation-
ships. To care for patients successfully, you will need to assess carefully their physical and
emotional responses and their adjustment to the hospital, clinic, or home care setting. You
will learn the most intimate details of patients’ health status and family situation, and then
apply your knowledge as a health professional to provide physical and emotional support,
guidance, and teaching. 

You also need to know how to report information with a “skip-the-details” approach.
For example, when you give an end-of-shift report to other nurses, you will want to pro-
vide only critical information. In talking with physicians about patients, report talk is def-
initely indicated. Physicians focus on the pathophysiology and are interested in a brief
summary of the patient’s physiological status. Tell the physician about vital signs and
head-to-toe assessment data specific to the patient’s malfunctioning physiological systems. 

Less Adversative Versus More Adversative
The word adversative is defined as pitting one’s own needs, wants, and skills against
those of others.12,13 In this context, it involves conflict, and it is an essential part of hu-
man nature. The way you learn to manage conflict may be related to the types of
games you played as a child. Janet Lever studied fifth graders at play.19 Boys’ games
involved complex rules and roles and relied on skills. In contrast, girls’ games in-
volved complexity in verbally managing interpersonal relations. Girls’ games were
contests but not of skill. Rather, games became a popularity contest. Lever suggested
that the social games children play as they grow up contribute to the formation of adult
responses to conflict.

To many women, conflict is a threat to connection and should be avoided.12,13 The
goal of conversation for many women is to strive for peace and harmony.12,13 When it
comes to a career and the workplace, women often place higher value on affiliation and
collective goals than on personal achievement.12,13 Women are inclined to sacrifice per-
sonal needs for the needs of the group. When it comes to making decisions, women tend
to take into account more factors, with a higher sensitivity to personal and moral aspects
of a problem.12,13

Many men are much more comfortable with competition and conflict. If the con-
flict is friendly, it becomes a means of bonding, for example in football or other sports.
The perspective of many men is that some people are higher and some are lower in sta-
tus in a social group. Everyone has a function, but not everyone is equal. If it comes 
to a choice between being liked or respected, many men would probably prefer to be
respected.12,13
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NURSES AND ADVERSITY

As a nurse, whether you are male or female, you must learn to manage conflict. You may
encounter conflicts over scheduling or patient assignments, appropriate treatment measures,
ethical issues, and other differences, regardless of the setting in which you work. If you have
trouble dealing with adversity and conflict, you will need to come to terms with that prob-
lem. Although diplomacy and tact are essential skills, too much politeness may dilute the
message.

You also must develop sensitivity to the moral and social aspects of patient care situ-
ations by learning to become a patient advocate. Advocacy in nursing means that you must
speak up to defend human rights—the right of patients to make their own decisions, for
example. 

Cooperative Overlapping Versus Talking Alone
In a communication pattern known as overlapping, a listener may talk along with the
speaker, yet the speaker is not annoyed or disturbed by the intrusion. The purpose of the
overlap is to show support, interest, cooperation, and emotional ties. In contrast, an inter-
ruption is considered to be a violation of speaking rights and, thus, to be inconsiderate.12,13

Most North Americans believe that one person should speak at a time, although
North American women overlap more than men do in an attempt to build relation-
ships.12,13 In many cases, North American men may consider the overlap an interruption,
especially if they prefer to hold center stage as a means to demonstrate independence and
status.12,13

The key to whether overlap becomes an interruption depends on whether the conver-
sation is balanced. If both speakers cooperatively overlap each other, there is balance and
harmony.12,13 Whether the speaker considers another person talking to be overlapping or
interrupting depends partly on culture. For example, many Italians, Asians, and Filipinos
value talking together.12,13

NURSES AND INTERRUPTION

To communicate with patient safety in mind, you need to aim for a balanced conversation.
If the patient overlaps you in conversation, then you can overlap, too. If the patient does
not overlap, let the patient speak alone. You will need to develop the sensitivity to discern
a patient’s preferences for overlapping or speaking alone.

If you feel you are being interrupted, you must learn to speak up and say, in a calm
and quiet voice “I’m getting to that, please let me finish what I was saying.” 

Listener Versus Information Provider
Many women typically listen more, whereas many men typically seek opportunities to
give information. With one person talking and the other person listening, an unbalanced
relationship occurs, with the giver of information having a higher status than the lis-
tener.12,13 When men speak to each other, they may try to challenge the content of the
message, match information given with their own expertise in the area, or sidetrack the
speaker to a different topic. Men may view these behaviors as an exchange of informa-
tion between two equals. In contrast, women may view challenges and sidetracks as rude,
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nonlistening behaviors that will break down relationships. Thus, women and men may be
mutually dissatisfied with the arrangement of women typically listening and men typi-
cally providing information.12,13

Many women are more inclined to give listening responses, murmuring “yes” as encour-
agement for the speaker to continue and nodding the head to provide feedback and encour-
age a relationship. In contrast, men typically focus on the message and its literal meanings
and will say what they mean in return. Therefore, men say “yes” and nod only if they
agree.12,13 Women also tend to ask more questions than men to encourage further verbal ex-
pressions. Women may attempt to draw quieter members of a group into a conversation,
whereas men may assume that anyone who has something to say will volunteer it.20

NURSES AND LISTENING VERSUS PROVIDING 
INFORMATION

To have patient-safe communication, you must learn to listen actively and also to provide
information. Listening is a crucial skill. Listening responses—such as nodding your head
or saying “yes” or “go on” as a patient speaks—are an effective means of showing a pa-
tient that you are interested and that you want the patient to continue talking. 

In contrast, if you find yourself talking and the patient is doing all of the listening, the
conversation is out of balance. Stop talking, and ask the patient for his ideas or opinions
to draw him into the conversation

Storytelling
Most people, regardless of gender, like to tell stories. Storytelling involves exchanging
accounts of personal experiences. The stories that women tell tend to revolve around re-
lationships. Women prefer to tell stories of peculiar people and dramatize abnormal be-
havior.12,13 Men typically like to tell stories of human contests.12,13 They tell stories of
how they acted alone and report a happy outcome in an adventure in which they came out
on top. 

By listening to patients’ stories, you can help distract them from their problems. Other
patient-safe communication interventions involving storytelling include reminiscence and
life review, in which the patient recalls and talks about past life experiences. Through rem-
iniscence and life reviews, patients learn to deal with crises and losses, prevent and reduce
depression, and increase life satisfaction.21,22

GENDER DIFFERENCES IN LANGUAGE USE

In addition to the gender differences discussed so far, men and women may show varying
patterns when it comes to specific language usage, such as using tag questions and conver-
sational rituals.12,13

Tag Questions
Women tend to ask more questions than men, commonly in the form of tag
questions.12,13The speaker adds a phrase at the end of a statement that turns it into a ques-
tion: “I’d like to go out to eat—wouldn’t you?” Women may use this form to hear the
other’s thoughts on the subject and encourage the expression of opinions. If the woman

Chapter 5 Culture and Gender Issues in  Pat ient -Safe  Communicat ion 71

2080_Ch05_061-076.qxd  1/9/10  12:24 PM  Page 71



specifically wants to go out to dinner, however, she should make a statement such as, “I’d
like to go out to dinner tonight.” 

The danger of tag questions is that the other person, especially a man, not aware of the
purpose of the tag question, may answer with a personal opinion such as “I’d rather stay
in tonight.” If he had known that the speaker really wanted to go out, he might have gone
along happily. Men are sometimes prone to respond more literally to questions and, there-
fore, may misinterpret some forms of questions.12,13

Another phrase used as a tag is, “What do you think?” The purpose is to make others
feel involved and obtain opinions before making a decision. A problem occurs, however,
if the person to whom the tag question is directed interprets this to mean, “Make the deci-
sion for me.” The tag question may give the impression that the speaker lacks the confi-
dence to make the decision.

Many women also ask “why” questions more often than men. They seek an explana-
tion, perhaps in an attempt to understand the other’s thoughts on the subject. The net ef-
fect of tag questions during conversations is that women may appear less intelligent or
more uncertain.12,13

Nursing and Tag Questions
Your ability to ask questions is very important in allowing you to develop a better under-
standing of a situation and to devise solutions to problems. Tag questions typically are not
useful, however. Instead of a tag question, make a direct and polite statement about what
you would like to be done. For example, in a nursing home, a statement and tag question
can get you into trouble. “It’s time for your bath, don’t you think?” may result in the pa-
tient saying, “No, I think I want to skip it today.” If you really want something to get done
right away because of the schedule, do not ask a question, make a statement. Do not give
a person a choice if there really is none. 

Conversational Rituals
Many women aim to be liked by peers, so in addition to tag questions they use conver-
sational rituals. The rituals of women focus on establishing symmetrical connections in
relationships because of a need to be closely affiliated with peers. Many women attempt
to maintain equality, make other people feel comfortable, look closely at the effects of
conversations on a person’s verbal and nonverbal behaviors, and maintain attention to
details.12,13

For example, many women say “I’m sorry” as a way of showing empathy and restor-
ing balance to a conversation, not intending it to mean that they did something wrong. To
some men, the woman who uses this phrase often may appear powerless.12,13 Another rit-
ual for many women is use of the word “thanks,” tacked on to the end of a conversation,
although there may be nothing specific to be thankful about. It is seen as a way of show-
ing concern for others’ feelings or work and also as thanking others for their time. A man
may wonder, “Why is she thanking me?” 12,13

A third ritual used by women is giving praise through compliments.12,13 Women offer
more compliments than men, and they give far more compliments to other women than
they do to men. By so doing, they are attempting to promote group harmony. 

Men also use conversational rituals, many of which relate to status. Male rituals in-
volve joking, sarcasm, teasing, and playful put-downs.12,13 To men, joking and teasing are
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part of the contest for status and a way of getting attention from others. Joking and teas-
ing may also help avoid confronting an issue in an open manner. Women typically tell
fewer jokes than men and often do not find teasing, sarcasm, and put-downs funny.12,13

NURSES AND RITUALS

Examine your use of rituals. If you hear yourself saying, “I’m sorry,” “Thank you,” or of-
fering compliments frequently and without good reason, stop doing so. In addition, exam-
ine your use of joking. It can be useful in establishing rapport because everyone likes to
laugh, but sarcasm, teasing, and put-downs may not be taken as humorous. The use of hu-
mor within nurse-patient relationships is the focus of Chapter 9. 

Gender Differences in Nonverbal Behavior
Both male and female body language can be misinterpreted. Many women tend to have
less confident body language and posture than men. Many women have been noted to take
up less space, invade personal space less often, gesture more fluidly, and lower their eyes
more in a negative encounter. This gives the impression of insecurity. They may also open
their eyes wide to make a point, giving the impression of being naïve.20,23 Women also
smile and nod their heads more than men do. They tend to sit closer and look directly at
each other as they speak.12,13

Many men, on the other hand, typically do not make direct facial contact with their
eyes. They sit farther apart, at angles, and do not look at each other. To women, this gives
the impression that men are not paying attention or do not think the conversation is impor-
tant. Men also touch women more often than women touch men.23,24

Nurses and Body Language
Patients watch your body language closely, whether they know it or not. You must learn to
project confidence and interest through your body language. Sit or stand 2 to 4 feet from the
person, face the person directly as you speak, and look into the patient’s eyes as you ask,
“How are you doing today?” Listen carefully. Watch the nonverbal behaviors. Smile and nod
your head, as appropriate, in response to what the patient tells you. Touch is a special form
of patient-safe communication involving body language and is the subject of Chapter 8.

Gender Responses to Discomfort
Of special concern to nurses are gender differences in responding to discomfort and phys-
ical health problems.25,26 Women are typically more expressive of discomforts and ask
more questions than men. Men may not volunteer information; during interviews, you may
need to question them carefully to obtain the details of a problem. All patients, regardless
of setting, should be carefully instructed to report discomforts and encouraged to take pain
medications.

CHAPTER SUMMARY
As a nurse, you need to become aware of communication differences based on gender and cul-
tural contexts so that you can clearly deliver and decipher messages leading to positive trans-
formational outcomes. First, you must become aware of how your own cultural and gender
values, attitudes, and practices affect communication safety in patient and interdisciplinary 
relationships. Then, the patient’s cultural and gender beliefs must be assessed and taken into
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consideration to form trusting interpersonal relationships, plan and implement care, and pre-
vent patient harm. There will be differences in the selection of treatment modalities and the
management of treatment plans based on your accurate assessment and understanding of the
impact of cultural and gender values, attitudes, and practices of each patient. Health-care
providers need to learn to conduct a cultural and gender context assessment and then analyze
and solve health-care problems of patients and their family members from the patient’s cul-
tural and gender contextual perspective. 
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BUILDING HIGH-LEVEL COMMUNICATION COMPETENCE

For additional exercises, visit DavisPlus at http://davisplus.fadavis.com

1. Cultural Self-Assessment. Complete the brief cultural assessment below to

help yourself become aware of your own cultural values, attitudes, and prac-

tices and how these affect your communication with patients and families.

After you answer the questions, ask the questions of your parents and, if

possible, your grandparents. Compare and contrast your answers with those

of your classmates.

• To what culture and ethnic groups do you belong?

• In what country were you born?

• In what country were your ancestors born? (From what country or continent

does your family originate?)

• Do you follow any traditions passed down to your generation? Give examples.

What holidays do you celebrate, and what do you eat?

• Whom do you consider family members? 

• In your family, who takes care of infants and children?

• In your family, who stays home from work and takes care of family members

when they are sick? 

• How are decisions made in your family?

• Where are your most elderly family members living?

• What happens to family members when they die?

• Who does what tasks in your family, such as preparing meals, cleaning the

house, doing yard work?

• How important is it to be punctual?

• Is the gender of a baby important? Are girl and boy infants treated 

differently?

• What rules govern sexual activity for a man? a woman?

2. Critical Thinking. Give examples of communication strategies to use when 

a male nurse is assigned to give care to an 85-year-old female patient with 

severe arthritis, or when a female nurse is assigned to give care to an 85-year-

old male patient with severe arthritis. How would you engage the patient? 
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Introduction to Nurse-
Patient Relationships

Preorientation phase
Orientation phase
Working phase
Termination phase
Patient-safe communication process
Professional identity management

Learning Outcomes  

Upon completion of this chapter, you will be able to:

1. Identity the phases of the nurse-patient relationship.
2. Describe the relationship of the Transformational Model of Communication

to the Patient-Safe Communication Process.
3. Examine the patient-safe communication process as a patient-safe strategy

to prevent patient harm. 
4. Explain the importance of developing collaborative relations with patients,

their families, and legal guardians to establish mutual goals and objectives
in nurse-patient relationships. 

5. Describe the four universal communication styles that patients may use to
respond to stressful situations.

6. Describe the importance of patient-safe strategies of assertiveness and 
professional identity management to manage stress in nurse-patient 
relationships.

Key Terms

C H A P T E R

6  6

Stress
Blamer
Placator
Computer
Distractor
Assertivenss
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The developing nurse communicator must now transition from understanding the basics
of communication and interpersonal relationships into the high-level communication com-
petency needed to develop and maintain the nurse-patient relationship. For an interactive
version of this activity, see DavisPlus at http://davisplus.fadavis.com. You can complete an
assessment of your current style of communication in relationships. This chapter describes
the high-level communication competency needed in nurse-patient relationships. 

In nurse-patient relationships, nurses attempt to develop collaborative relationships
with patients, patient families, and legal guardians to establish mutual health-care goals
and objectives. The nurse-patient relationship always includes the patient and will also in-
clude the legal guardians if the patient is younger than 18 or is otherwise unable to make
decisions due to the nature of the health state. There are four phases of the nurse-patient
relationship, as detailed in Box 6.1. 
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The nurse-patient relationship is a helping relationship.1 The nurse must understand the
phases of helping relationships in order to communicate effectively with patients and family
members or guardians. Peplau described the phases as  preinteraction, orientation, working,
and termination. 

Preinteraction occurs prior to meeting a patient; the nurse reviews available data on the
patient to anticipate health needs and formulate a preliminary plan of care. 

During orientation, the nurse and patient meet and get to know each other. This phase be-
gins as an interpersonal relationship that lays the foundation for a nurse-patient relationship. 
Social greetings are followed by focusing on the reason for the need for patient care. The 
patient must be informed about what to expect and when the relationship will be terminated.
The patient’s problems and goals must be prioritized in collaboration with the nurse. 

Next is the working phase, where the patient and nurse work together to attain mutual
goals. 

Last is the termination phase, focused on a smooth transition as care is passed to other
caregivers. The nurse and patient evaluate goal achievement during the time they have
worked together. The nurse reminds the patient ahead of time that he or she is leaving soon
and then says goodbye. 

BOX 6.1 Phases of the Nurse-Patient Relationship

High-level communication competency behaviors include communication knowledge,
skill, and motivation.2 Communication knowledge means knowing what behavior is best
suited for a given situation. Communication skill is having the ability to apply the behav-
ior in the given context. Communication motivation is having the desire to communicate
in a highly competent manner.

HIGH-LEVEL COMMUNICATION COMPETENCY USING
THE PATIENT-SAFE COMMUNICATION PROCESS 

To help you achieve professional high-level communication competency in nurse-patient re-
lationships, we have developed a systematic, decision-making Patient-Safe Communication
Process. It is the key patient-safe communication strategy for appropriate and effective 
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communication. The Patient-Safe Communication Process is derived from the transforma-
tional model, which is a model of communicating competently, with practical application to
nurse-patient relationships as shown in Figure 6.1.

The Patient-Safe Communication Process takes into account the many variables that
are risk factors for effective  communication and the coordination of complex, interde-
pendent, and dynamic activities required for effective communication to take place. In
nurse-patient relationships, nurses and patients simultaneously send and receive messages
and perform numerous perceptual, cognitive, and behavioral activities requiring commu-
nication to prevent harm to patients. 
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Assess

Communicators

Context of the
communication situation

Communication risk factors

Communicators identify human need that 
must be met and determine desired effect 

and communication outcome goal

Critical Thinking
in Communication

Deliberate thought process
of collecting interpreting, 
analyzing, and drawing 
conclusions about how
to achieve the desired

communication outcomes

Includes decision making
and problem solving

Plan

Determine communication
strategies to overcome risk factors

Choose the words that will
convey the intended meaning

Select the best channel

Implement

Convey the message

Obtain validation feedback

Evaluate

Observe effects

Messages understood as intended

Common meaning created

Outcome 
Achieved

Outcome Not 
Achieved

Figure 6.1 The Patient-Safe Communication Process.

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Nurses must strive to produce accurate messages through deliberate choices, monitor
the emotions and reactions of patients, interpret the rapid stream of information, adjust
choices to meet the situation, respond to changes in context, and preserve intended
health goals and objectives as they collaborate with patients in an attempt to attain
positive transformations.3
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Attaining Positive Transformations in Patients
Patient-safe communication within the nurse-patient relationship is transformational
because the nurse and patient continue to grow and evolve based on the nature of com-
munications about the health state of the patient. Communication changes both the
nurse and patient from the person they were prior to the communication experience.
Both the nurse and patient have effects on each other and transform each other through
communication. If the nurse-patient relationship is successful, then the desired health
outcomes that are optimal for the context of the situation will be achieved. If outcomes
are not achieved, then the situation requires further assessment, planning, implementa-
tion, and evaluation, as depicted by the large circular arrow on the right of the diagram
of the patient-safe process. 

Nurse-patient communications differ from the communications that take place be-
tween you and other patient care providers, and it differs from your day-to-day interper-
sonal communications outside the patient care system. The difference is that patients have
unmet safety and security needs because of alterations in health state. Patients are in a vul-
nerable position because they are no longer capable of independent self-care, and they are
often dependent on patient care providers whom they do not know personally. Patients
seek the assistance of patient care providers to prevent health problems, to detect and treat
acute and chronic health problems, and when no more can be done, to find a way to die
peacefully. Health concerns are very personal and private matters to resolve. Managing
health concerns can become frustrating and upsetting to patients and families and can 
affect the way in which they communicate.

The patient-safe communication process enables you to engage the patient to the high-
est degree possible—given the patient’s ability—and collaboratively work with the patient
toward the attainment of health goals and objectives. The patient’s health outcomes depend
largely on your ability to communicate with the patient and other members of the health-
care team. Health-care team communications are described in Chapters 12 and 13.
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
The patient-safe communication process leads to the recognition of needs, the 
establishment of mutual goals, and formation of trusting and collaborative nurse-patient
relationships. 

The nurse-patient relationship flowchart in Figure 6.2 contrasts nurse-patient commu-
nications that result in collaboration compared to those that result in conflict between the
nurse and patient.  If communication is not effective, conflict develops over health goals
and objectives, and the amount of shared information will decrease, thereby increasing the
likelihood of harmful events. 

As shown in the flowchart, the nurse goes into a patient care situation with a pre-
conceived set of goals and objectives that the nurse believes need to be achieved for an
optimal health outcome. Likewise, the patient has a set of goals and objectives that she
believes must be achieved for an optimal health outcome. These goals and objectives
may not be the same.

During your first and subsequent encounters with a patient, you will communicate to
establish mutual goals and objectives regarding patient care needs. Differing ideas about
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the goals and objectives and disagreement regarding needs leads to conflict between the
nurse and patient. Consequently, you and the patient will feel stress.

For example, suppose your goal is to prevent the complications of immobility for an
elderly patient in a nursing home. You go into his room to get him out of bed for breakfast.
The patient acts very sleepy and says, “I do not want to get up. Let me sleep.” You know
that trays are coming in 20 minutes and that the patient is scheduled to be in physical ther-
apy in an hour.

You feel stress because you and the patient are not in agreement, and you need to es-
tablish a collaborative relationship with the patient. Use the patient-safe communication
process as follows: 

1. Assess the communicator to identify human needs: this person wants sleep, which is a
very basic physical need.

2. Identify conflicting goals: patient wants to sleep; you want him up for physical therapy.
3. Respond with the patient-safe strategy of empathy to verify and clarify your assigned

meaning to the situation: Empathically say, “You are tired today. How did you sleep last
night?” He responds with, “The patient across the hall was making noise all night.”

4. Respond with the patient-safe strategy of humor and use a joking tone of voice to say:
“I guess the staff should have passed out ear plugs last night.”

5. Evaluate creation of common meaning: the patient smiles a little and says, “You can say
that again!”
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Figure 6.2 Flowchart of nurse-patient relationship.
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At this point, you have recognized that the patient has an unmet need for sleep, and you
have communicated that you understand his need and attained common meaning. Now you
can negotiate a plan for activity and rest, saying: “Breakfast trays are coming in 20 minutes,
and you have an appointment in Physical Therapy in an hour. Would you like 5 minutes
more to sleep now, and then I’ll come to get you up? There’s also a period between therapy
and lunch when you can take a nap when you get back. I’ll hang a do-not-disturb sign on
your door if you’d like.” You must create common meaning that the need for sleep will be
met. If you can negotiate mutual understanding and create common meaning in developing
a workable plan of action with the patient’s cooperation, there is increased liklihood of at-
taining positive health outcomes and positive transformations. 

Once you negotiate an action plan with the patient, however, you must follow through.
You told him he could have a nap, so make sure he gets one. That way, the patient will
learn to trust you because you are reliable. This example of the patient-safe communica-
tion process: 

• Recognizes differences in patient and nurse expectations 
• Demonstrates the use of verifcation and clarification of messages between the nurse and

patient 
• Demonstrates patient-safe strategies to create common meaning and put the patient at

ease by establishing a trusting relationship
• Illustrates how to enlist the patient’s cooperation in negotiating mutual goals and objec-

tives that will lead to postive transformations 
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Understanding the Patient’s Viewpoint 
and the Situational Context 
The nurse must strive to understand a situation from the patient’s viewpoint. How does the
patient perceive the situation, and how is it similar to or different from the perceptions you
hold as the patient care provider? What is the impact of the patient’s self-esteem and self-
concept? What are the effects of gender differences in communication or culturally derived
feelings, beliefs, attitudes, and values? Nurses assess the impact of life experiences; social,
cultural, and environmental backgrounds; gender issues; self-esteem; and self-concept, all
of which affect the interaction with the patient.

In general, the better the match between the backgrounds of the patient and the nurse,
the easier it is to communicate. For example, as a student nurse your clinical group is pro-
viding care to patients and families in a hospice house. The patients and families are from
different religious backgrounds. You would probably feel most comfortable if your assign-
ment was a patient whose background is similar to your own because it would be easiest
to understand the customs, practices, and beliefs of the dying patient and the surrounding
family members. It would be much more difficult to anticipate the spiritual needs of a pa-
tient and family from a culture unfamiliar to you.

C o m m u n i c a t i o n  S a f e t y  A l e r t  
No matter what the activities the nurse hopes to accomplish with the patient, use the 
patient-safe communication process for the highest probablity of attaining common
meaning and positive health transformations.
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COMMUNICATING WITH PATIENTS WITH COGNITIVE,
VISUAL, OR AUDITORY IMPAIRMENTS

Understanding the patients’ viewpoint and the situational context can become very challeng-
ing and stressful when the patient has cognitive impairments, such as Alzeimer’s disease or
other forms of dementia and brain damage. The patient has difficulty understanding what is
said, expressing thoughts and feelings, and may be feeling lonely, isolated, and fearful. The
patient may have difficulty finding the right words, may easily lose a train of thought, or have
difficulty organizing words logically. The patient may use familiar words repeatedly or invent
new words to describe familiar things. Alternately, the patient may speak less often or rely on
gestures intead of speaking. As dementia progresses, communication can become more chal-
lenging. There are patient-safe communication strategies to communicate with patients who
have cognitive, hearing, or vision impairments. See DavisPlus at http://davisplus.fadavis.com
for the recommendations from the Alzheimer’s Association4 for communicating with patients
with cognitive impairments, memory loss, and auditory or visual impairments. 

STRESS IN THE NURSE-PATIENT RELATIONSHIP 

Nurses strive to understand the health-care situation from the patient’s perspective and
from within situational contexts. Additionally, nurses realize that health-care situations are
stressful for patients and families and that stress will have an impact on communication
processes. In this next section, we describe universal communication styles patients may
use when they are feeling stressed, and then we introduce two patient-safe nursing strate-
gies that include assertiveness and professional identity management that facilitate the
maintainance of professional relationships. 

When either person in a communication interaction is under stress, communication
becomes more difficult. In patient care environments, there are many reasons for everyone
to feel stressed—patients, families, and even the patient care providers themselves. The pa-
tients and families need to change their lives, at least temporarily, sometimes permanently,
to adapt to health problems and related needs. Patient care providers are typically rushed
because they are short-staffed. Patient care providers need to move on quickly to the next
patient or to the seemingly unending pile of paperwork.

Chapter 6 In troduct ion to  Nurse-Pat ient  Re lat ionships 85

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Two patients scheduled for the same test or procedure are likely to respond differently to
the health-care situation, based on previous life experiences and biological, psychological,
social, and cultural differences that were described in Unit 1. 

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Virtually all patients and family members feel some degree of anxiety, tension, or fear as
they face the stress of managing a patient care situation and interacting with patient care
providers. The emotions of anxiety, tension, and fear are key communication risk factors
that are present in many patient care situations. These emotions create stress in the
nurse-patient relationship. 

2080_Ch06_077-092.qxd  1/11/10  5:18 PM  Page 85



Stress, whether physical or emotional, causes the body to respond with a fight-or-flight
reaction to the stressor. The theory of stress and seminal research on the fight-or-flight reac-
tion have been credited to the psychologist Hans Selye.5 During the fight-or-flight reaction,
hormones are released that increase blood pressure, pulse, and breathing. The pupils dilate,
and the palms sweat. A person’s perception of environmental events creates stress, which
leads to physiological reactions, with emotional and behavioral consequences.

This response occurs whenever a person’s basic needs are not met. Basic needs that
could be threatened during stressful situations have been categorized by Maslow, who devel-
oped the classic basic human needs theory.6 He categorized basic human needs as safety and
security, love and belonging, self-esteem, and physiological. Some or all of these categories
of needs may be threatened as a result of a health problem.

In response to stress, people react emotionally and behaviorally. The feelings that ac-
company the situation are very uncomfortable. The person feels anxious, nervous, and
tense; may be irritable; may not sleep well, get headaches, or become nauseated. It is hu-
man nature to do something to relieve these feelings of stress and anxiety. For example,
the person could talk, laugh, or cry.
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
It is also important for you to understand your own typical response style  when you are
under stress. Patient care situations can be very stressful for you, the nurse, as well as
for patients and their families.

Understanding Physical and Emotional Responses to Stress
Nurses must understand the diagnosis and treatment of the patient’s physical responses in
patient care settings. For example, when a patient is in labor, you must know how to attach
and interpret the fetal monitor. If the baby shows signs of distress, you will need to posi-
tion the mother, start oxygen, start an intravenous line, and prepare for emergency deliv-
ery, if necessary. Obviously, when it comes to physical care for a patient, knowing what to
do and how to do it are essential to your success as a nurse. 

Just as important, however, is your ability to analyze, understand, and intervene in re-
sponse to the emotional conditions of patients and their families in patient care situations.
Analyzing and intervening with emotional responses is another primary goal of nursing
care, and it requires high-level communication competency. For example, every mother
wonders if she and her child are going to make it through the delivery. Even the most ra-
tional pregnant woman, a woman who remembers that thousands of babies are born daily
and that the odds favor everything coming out fine, may have some doubts that cause her
tension and anxiety.

Near the end of labor, the woman has painful contractions that may cause her to lose con-
trol and cry. She may become short-tempered and snap at her partner or you because of her
pain and anxiety. To communicate with this anxious, laboring woman, speak slowly, clearly,
and calmly as you provide pain control measures and help the woman breathe properly.

In this situation, you would communicate with this woman by coaching her through each
contraction, giving specific directions and demonstrating what should be done as needed. At
the same time, you would offer reassurance that everything is progressing normally, that fetal
heart rate patterns show the baby is doing well, and the baby will be born soon.
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Nurses strive to promote optimal physical and emotional positive transformational
outcomes. As a nurse, you must know what to say to patients as you administer physical
care so that you can also ease the emotional stress the patient feels. Patient care settings
are often both physically and emotionally threatening. By easing the patient’s emotional
stress, you enable the patient to cope effectively with the situation and can improve the
emotional comfort level.7 When you find yourself in a difficult communication situation 
in which emotions are tense, the patient-safe communication process can help facilitate 
optimal transformational outcomes.

Communication Safety Alert
Patients feel threatened when they believe they are not understood or when they do not un-
derstand what is happening to them, and they react physically and emotionally to the situ-
ation. If you fail to communicate effectively to establish a collaborative relationship early
in such a situation, patients and families can become very distressed. Any time a patient is
acting distressed, you should assume that needs are not being met and use the patient-safe
communication process to establish a collaborative relationship. 

Universal Responses to Stress
Virginia Satir has researched and developed a classic theory of four universal communica-
tion styles that many people use to respond to stressful situations when their self-esteem
is threatened.8,9 You must learn to recognize each of these communication styles in the
nurse-patient relationship: blamer, placater, computer, and distracter. 

Blamer. Imagine you are going into the room of a blamer to complete the morning assess-
ment. You wake the patient gently, but much to your surprise, the patient starts pointing
his finger and says loudly, “Nobody cares what I want!” or “You always come to check
my blood pressure when I’m sleeping. Can’t you see I’m sleeping? What’s wrong with
you?” All you did was to wake him to do the morning assessment that had to be done
because he had surgery less than 24 hours ago. You never even met him. The blamer
uses accusatory “you” statements, sarcasm, put-downs, expressions of superiority, and
loaded words intended to start fights. The blamer may interrupt, yell, call names, de-
mand, give orders, ignore people, hang up on phone conversations, and walk away
when someone is talking.

Placater. You go into the next room to ask the patient if she has decided on the rehabilita-
tion center where she would like to be transferred because she needs extensive physical
therapy. She had a bad fall and broke her hip. Her family cannot take care of her at
home until she can do more for herself. When you ask the question, the patient fidgets
and picks at her fingernails. With a pleading look in her eyes and a soft voice, she says
“I do not care . . . er, what do you think? My son wants me to go to Parkside, but my
daughter says I should go to Hillsville near her home. I’m sorry, but I do not know what
to do.” The placater has a hard time making decisions, may make numerous apologies,
and stumble in coming to the point. The placater is frightened of offending or angering
anyone, goes along with others when she or he really does not want to, apologizes for
things he or she did not do, decides that he or she cannot do something before trying it,
and says yes when he or she really means no.

Computer. Out in the hall, you run into the patient’s son, who when under stress responds
in the computer style. You say, “Your mother is upset about where she should go for 
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rehabilitation. She seems to be torn between the place you believe is best and the place
your sister feels is best.” He replies with a monotone, matter-of-fact voice, “There’s a
simple solution to the problem. No rational person would need to get upset about it.”
The computer does not want to reveal feelings and resists discussing them when 
asked, usually out of fear that doing so is a sign of weakness. This person is quiet,
aloof, reserved, and withdrawn and has difficulty responding when others express 
their feelings.

Distracter. Just then, the patient’s daughter, a distracter, approaches you in the hallway.
You explain that her mother is upset about where she should go for rehabilitation. She
turns to her brother, points a finger at him, and says, “You always want things your
way!” Then she turns to you with quiet, downcast eyes and says, “Whatever Mother
wants, I really do not care. There should be an easy answer to the problem.” A dis-
tracter jumps from one  style (blamer, placater, or computer) to another, following
random urges about what to say. The distracter talks nervously, making little sense,
expending energy but failing to focus on the problem or how to solve it. 

Some patients are bound in these styles of behavior because they have used them for
years to deal with stress and anxiety. When interacting with patients and their families in
stressful situations, it is up to you to remain in control to be able to respond effectively and
carry out your role. 

How you present yourself to others as you respond to stressful situations is extremely
important. Two very important patient-safe strategies you must use are: assertiveness and
management of professional identity. 

Assertiveness
As a professional nurse, you must learn to become assertive. The assertive nurse is confi-
dent and speaks up, asks for information or cooperation clearly, and can say no to requests
without feeling guilty. The assertive nurse makes honest statements that are direct; keeps
a relaxed and open posture; maintains direct eye contact, and hand gestures and body
movements are slow and relaxed. An assertive nurse can control her or his temper when
people get angry and start to yell and asks questions to understand and analyze a situa-
tion.10 Using assertiveness as a patient-safe strategy takes practice. 

We all need to please others, criticize others, defend ourselves, and use our intellect
to explain to others and change the subject when appropriate. An assertive person can ac-
complish all these things. You apologize for something you have done incorrectly or failed
to do. When you criticize, you evaluate an act rather than blame the person, and you make
suggestions for better future performances. You can show your feelings as you give an ex-
planation. You can also clearly say that you need to change the subject witout confusing
the other person as to what you are talking about. 

To manage the stressful situation described earlier, use a clear, firm, relaxed voice as you
summarize the situation as you see it. You could say, “Your mother needs to make a decision
about where to go for rehabilitation. Let’s go discuss with your mother the advantages and
disadvantages of each of the places that are suited to meet her needs. She needs support from
both of you on whatever she decides.” In so doing, this nurse has been assertive, direct, and
to the point. In addition, nurses use their appearance, mannerisms, and control of the setting
to manage stressful situations. This is known as management of professional identity in the
nurse-patient relationship.
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Management of Professional Identity 
Patients respond to the nurse’s professional identity, so it is very important to understand
that identity management is a communication strategy used by high-level communicators
to present themselves to others and influence how others form perceptions and impressions
about them.11 The presenting self is the way you present yourself to others and the impres-
sions others form as a result.12 It is the presenting self that individuals attempt to manage
carefully as highly competent communicators. 

Goffman13 described the identity we present to others using the term face to refer to
our socially approved identity. Consider the face or the image of yourself you present at
an interview or in a courtroom. You adjust your style of attire, tone of voice, gestures, and
the words that you use. Think about the way you would present yourself as a nurse in the
clinical setting. It is different from the way you would present yourself at a family celebra-
tion. “Putting on a face” is the classic expression that exemplifies the communication strat-
egy of managing identity. 

Individuals are motivated to manage their identities to achieve desired communication
outcomes to meet human needs, professional goals, and the needs of others. Each of us has
a repertoire of faces, depending on the desired outcome. We become skilled in selecting
the face, or image, we choose to project as appropriate for the setting and context. We put
on a face and manage our identity through three mechanisms: mannerisms, appearance,
and setting.14

Manners 
We manage identity through the use of manners. We are socialized early in our lives to
shape the opinions others will form of us. We may not have had to apply the same rules in
the privacy and comfort of our home, but we still know to adapt our behavior in public. In
nursing, the stakes are higher when it comes to manners and presenting ourselves to pa-
tients. We carefully choose how we conduct ourselves during professional relationships. 

Some people are more aware of the manners they present than others. Those with high
self-monitoring have greater ability to pay attention to their own behavior and the reactions
of others, adjusting their communications to create the necessary impressions, intended ef-
fects, and desired outcomes. These individuals can appear interested when they are really
feeling bored or listless and can handle social and professional situations well, often put-
ting others at ease. Think about your manners as you conduct a health history, physical as-
sessment, procedures, or patient teaching. Suppose you discover your patient is an alco-
holic and abuses drugs. As an individual, you have the right to your opinions about risky
health behaviors such as alcoholism and drug abuse; however, as a nurse, you do not have
the right to express these views, verbally or nonverbally, to patients. You must keep moral
judgments outside of the nurse-patient relationship. Patients are sensitive to  your manner-
isms  and will gauge their sense of trust in you accordingly. If trust is missing, patient 
information will not be shared, resulting in patient harm.

Appearance
We manage identity through the use of appearance. Appearance refers to the personal
items individuals use to shape an image.11 Appearance includes a particular hair style,
choice of makeup, and clothing. The professional dress of a nurse transmits powerful mes-
sages to patients, their families, colleagues, and the public at large. Managing appearance
in nursing conveys nonverbal purposeful  messages of a positive image of professionalism.
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Patients perceive that when a nurse projects a positive professional appearance, it “com-
municates that the nurse cares about herself or himself; therefore, the impression is that he
or she will ‘take good care of me.’”15

In recent years, body adornment, including tattoos and facial and body piercing, have
become increasingly popular. Tattoos and body piercing affect professional image nega-
tively and may ultimately affect patient safety because “patients may have negative atti-
tudes towards nurses with body adornment. To many, it demeans health care’s professional
image.”16

Research demonstrates that health-care administrators hold similar negative views
about people with tattoos.17 “Although nurse managers cannot prohibit employees from
getting tattoos or body piercings, they can establish dress codes that limit the amount of
adornment that employees may display. Courts will uphold dress codes based on valid 
and nondiscriminatory reasons such as safety concerns, professionalism and business 
interests.”16

A positive first impression is necessary to establish the nurse-patient relationship.
How comfortable will your 80-year-old patient be in telling you of his fear that his med-
ications are incorrect if you enter the room with your tongue and eyebrow pierced? If the
patient does not trust you because of his impressions of you, you have effectively blocked
communications and silenced the patient. You are no longer able to be patient-safe, and es-
sential patient information may become inaccessible, thereby increasing the patient’s risk
for a harmful event. Use professional appearance as a means to nurture the communication
situation and offer the best chance for patients to relate to you with trust and willingness
to express their human needs. You will need to follow the dress code of your educational
institution and the patient care workplaces. 

In addition, first impressions also transmit powerful messages to  a nursing manager.
For example, you would not wear jeans and a sweatshirt to an interview. This would not
be appropriate for the context of the situation and would not cast the professional image
of a nurse you want to portray. A well-dressed appearance tends to convey a higher level
of knowledge and a sincere interest in advancement. A disheveled worker, on the other
hand, gives the impression of being a disinterested, marginal performer.18

Setting
We also manage identity through our choice of setting, which refers to the physical realm
we use to influence others. In interpersonal relationships, setting includes, for example, the
way we decorate our apartment or home. In nursing, it refers to the privacy we create for
the patient when we are conducting a health history, obtaining informed consent, or per-
forming an invasive procedure. Our ability to manipulate the setting is needed to create a
safe, confidential environment. For example, nurses knock before entering a room and pull
privacy curtains around the patient prior to performing procedures. 

CHAPTER SUMMARY
Derived from the Transformational Model of Communication, the Patient-Safe Communi-
cation Process is described as an instrument for patient safety used to create trusting and
collaborative relationships with patients and families in successful nurse-patient relation-
ships. Failure to establish trust and collaboration will result in stress and conflict in the
nurse-patient relationship. High-level communication competency involves the use of the
Patient-Safe Communication Process, which includes assessing the patient, the context,
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and the risk factors; identifying the communication needs, goals, and desired outcomes;
planning the message; implementing patient-safe communications strategies, and evaluat-
ing communication outcomes. 
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BUILDING HIGH-LEVEL COMMUNICATION COMPETENCY

For an interactive version of this activity, see DavisPlus at http://davisplus.

fadavis.com

1. Recall a difficult communication you had recently with a patient. Think about

the setting, the circumstances surrounding the conflict, and the reactions

(verbal and nonverbal) of those involved. Now make a two-column table. In

the first column, record your verbal and nonverbal messages. What got you

upset? With which communication style did you react? What did you want

for yourself? What did you want from the other person? 

2. Use the Patient-Safe Communication Process to analyze the difficult com-

munication situation described in Exercise 1. What could you have done to

respond using patient-safe strategies? 
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Patient Safety Risk 
Factors Affecting 
Communication Climates

Communication climate
Confirming messages
Disconfirming messages
Save face 

Learning Outcomes  

Upon completion of this chapter, you will be able to:

1. Identify transformational model risk factors that impede creation of common
meaning and affect communication climates. 

2. Define communication climates and describe how communication climates
develop. 

3. Identify the impact of illness on self-esteem and self-worth of the patient,
family, and nurse and its effects on the communication climate. 

4. Describe the physical and psychosocial stages of illness, grief, and loss 
affecting the communication climate. 

5. Describe patient-safe strategies to create positive communication climates
and change negative communication climates into positive ones.

6. Identify strategies to manage personal emotions. 
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Communication climate is defined as the tone, emotions, and attitudes of individuals in
relationships.1 The communication climate is directly affected by the risk factors of the
transformational model because risk factors have a negative impact on climate: the more
risk factors, the more potential for a negative climate. Communication risk factors can dis-
tort clear communication by interfering with the exactness of the message, which results
in misinterpretations, which lead to negative tones, emotions, and attitudes within the
nurse-patient relationship. The negative tones, emotions, and attitudes create obstacles to
negotiating common meaning between the nurse and patient and increase the likelihood
that communicators will not achieve intended communication outcomes. 

Risk factors fall into two categories—emotional and physiological—and the factors
from both categories interact with each other.

• Emotional risk factors: Fear of the unknown, anxiety, grief and loss, dependency,
sadness, pain, resentment, anger, insecurity, disbelief, and denial.

• Physiological risk factors: Physical disabilities, sensory impairment, sedation, memory
loss, and fatigue. 

This chapter examines these emotional and physiological contents of the risk factor
ring of the Transformational Model of Communication shown in Chapter 2 and the impact
of these risk factors on the communication climate within the nurse-patient relationship.
To conclude this chapter, we will introduce what can be done to transform negative com-
munication climates. 

THE COMMUNICATION CLIMATE

Whenever walking into a room where there are two or more people communicating, it is very
important to assess the communication climate before interrupting or joining the conversation. 

How Communication Climates Develop
Communication climate reflects, in part, the level of self-esteem of all individuals in the
context of a particular situation and refers to the social tone of relationships.2 The social
tone of a relationship, and the communication climate that tone sets, is determined by the
feelings of worth individuals hold and the extent to which they see themselves as valued
by others in the relationships or social group. Communicators who perceive they are valu-
able and liked by others help create a positive tone in relationships and a positive commu-
nication climate, whereas those who perceive themselves as unimportant, devalued, and
not liked by others help create a negative tone and a negative communication climate.2

The tone of the message itself also plays a role in setting the communication cli-
mate. Individuals tend to respond in ways similar to the tone conveyed in messages.3 In
communications that convey warmth and sincerity, the communication climate will
likely be warm and sincere. In communication where there is hostility and aggression,
the communication climate will likely be hostile and aggressive.

Messages that convey that a person is important, worthy, or makes a difference are
termed confirming messages.2 Messages that convey that a person is unworthy, insignificant,
and easily discounted are termed disconfirming messages.2 The nurse needs to use a specific
patient-safe strategy of confirming messages to create positive communication climates 
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Responding With Confirming Messages Promotes a Positive
Communication Climate
Confirming messages are conveyed through five types of statements, including recogni-
tion, acknowledgment, endorsement, compliment, and empathy4:

• Recognition: The basic way to send confirming messages is to recognize another per-
son. You recognize the person as someone worthy and important to you. This is observed
when you smile or wave to someone and greet the person in a friendly and pleasant man-
ner; the greeting is very important in setting the tone of a relationship. 

• Acknowledgment: Acknowledging the strengths, talents, aspirations, and feelings of
others confirms their self-value. Examples of acknowledgement messages include: “You
make a really good point here.”

• Endorsement: Endorsement is a proclamation that you agree with the thoughts of an-
other. Endorsement can also be as subtle as nodding when another speaks or maintain-
ing eye contact and demonstrating “leaning in” behavior. 

• Compliment: When we make a special point to tell others that we like something they
have done or something about them personally, we confirm their sense of worth. 

• Empathy: When we perceive the life experiences and feelings of someone and talk
about our perceptions with that person, we are using empathy. “I’ll bet there are other
things you’d rather be doing than lying in this bed with a fractured hip.”

Responding With Disconfirming Messages Promotes a Negative
Communication Climate
We send and receive disconfirming messages every day with friends and family. Such in-
termittent disconfirming messages usually do not affect the communication climate.2

When disconfirming messages become a pattern of communication, however, a negative
communication climate may develop. In nursing, we need to select our responses to pa-
tients carefully to avoid sending disconfirming messages that may endanger the develop-
ment of trust in the nurse-patient relationship. 

There are six types of disconfirming responses, including5:

• Unreceptive responses: This response fails to acknowledge the communicative attempt
of another. Being unreceptive to the messages of others by avoiding eye contact or offer-
ing the silent treatment conveys a diminished value of another if done with the intent of
discounting an individual. The nurse looks at the form she is completing and asks his-
tory questions without looking at the patient. Always use active listening, make eye con-
tact, and pay careful attention to verbal and nonverbal behaviors. Provide feedback to
complete the communication process when interacting with patients. 

• Interruption responses: When we begin speaking before another has finished, our be-
havior sends a message of disconfirmation. Always use active listening, and allow pa-
tients to tell their story in their own words without interruption.

• Irrelevant responses: This is a response that has nothing to do with the subject being
discussed. It signals others that you are not listening and sends a message that they are
not important. Always use active listening, and carefully respond directly to the patient’s
request. 

• Tangential responses: In this situation, you at least partially acknowledge another per-
son, but are only minimally attending to the message. “Can you help me change my
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gown?” asks the patient. Your response, “I really need to give you your medications.”
Be very direct, and let the patient know you will be back or that you will send someone
to help.

• Impersonal responses: These responses are intellectualized or over-generalized state-
ments that convey ambiguity in the communication situation and can disconfirm the
value of another. For example, the patient tells the nurse he is having difficulty coping
with the behaviors of his teenage son. The nurse responds, “Yes, it is a huge issue in to-
day’s world, isn’t it? Every day, there is something in the news about problems with
bringing up teenagers.” Respond with encouraging statements. Use paraphrasing and
empathy to facilitate nurse-patient communications and promote positive climates. 

• Ambiguous responses: An ambiguous response contains more than one meaning and
leaves communications unclear. People receiving these responses feel uncertain as to
how they should assign meaning and can feel less valued. For example, a patient asks
if you can do his dressing change before his family comes to visit, and you reply, “I’ll
see. That might work.” Respond to patients with clear messages, and do not put them in
a position to feel uncertain about the intended meaning of your message.

In addition, Adler2 describes the following disconfirming response:

• “You Are Wrong, and I am Right”: For example, “Mrs. Jones, you are completely
wrong here in thinking your mother can return home. You have not considered any of her
needs. You need to check into nursing home placement.” There are times when we dis-
agree, but a blunt response is not appropriate. It is possible to turn a “you are wrong, and
I am right” message into a constructive one through learning to be tactful and saving face.
Stated positively, the message would begin with an acknowledgement of the other, not a
judgment against or attack on the individual, and deliver a sound argument in support of
an opposing view. “Mrs. Jones, I see where you are going with this, and I like the idea of
planning now for your mother’s discharge; however, there are many things to consider in
ensuring she is safe at home. We should examine all the requirements and take a look at
our options for when she leaves the hospital.” The key to maintaining positive climates is
to confirm the worth of others. This includes addressing issues of disagreement objec-
tively and ensuring that messages do not attack the individual personally.

Before we can begin to learn how to transform a negative climate, we need to have a
thorough understanding of the nature of illness and how it threatens self-esteem, which in-
fluences the communication climate within nurse-patient relationships. 

ILLNESS: A THREAT TO SELF-ESTEEM FOR PATIENT,
FAMILY, AND NURSE

Illness affects the communication climate because it threatens self-esteem and threatens
feelings of self-worth.6 More specifically, illness alters the tone, emotions, and attitudes of
the patient, family, and nurse, resulting in high risk for developing negative communica-
tion climates. Alterations in self-esteem and feelings of value occur during illness because
of numerous threats inherent to illness, such as threats to livelihood, role performance, and
even life itself. 

The type of illness and the person’s perception of its implications are two important
factors that bear on the severity of impact on self-esteem and self-value. For example,
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consider the 36-year-old woman who works as an elementary school teacher, has a hus-
band and two young children, and has undergone a mastectomy. Her self-esteem is 
affected—profoundly—by the change in her body image resulting from the mastectomy.
Her sense of value will be affected by her perceptions of her changed ability to perform
her roles of teacher, wife, and mother. 

You go into the room, and she and her husband are crying, and you immediately rec-
ognize the negative communication climate. As a nurse, the self-esteem and value you
place on yourself may be affected by the tone, emotions, and attitudes in a negative cli-
mate. Tone, emotions, and attitudes are contagious. In general, you will feel anxious when-
ever you believe you should be able to respond appropriately in a nursing situation to cre-
ate a positive communication climate, but you find that you cannot.

The way to reduce anxiety and build self-esteem in yourself in the face of negative
communication climates is to develop knowledge and competence in managing emotional
responses in patients, their families, and yourself. 

Impact of Illness on Communication Climate: Physical 
and Psychosocial Stages 
The types and the ramifications of illness that affect a patient’s self-esteem and value in-
volve two stages: physical and psychosocial.7 Although these stages occur simultaneously,
they are described separately here to facilitate your understanding of patient and family re-
actions to illness and the effect on the communication climate.

Physical Stages
The physical stages of illness are its onset, course, and prognosis. An illness may have
gradual onset, with symptoms getting progressively worse, as in diabetes, or it may have
a sudden onset, as in a head injury that results from a car accident. Course refers to the
length of time the person has to alter her lifestyle to manage the problem. Prognosis refers
to the expected outcome, such as complete recovery, chronic illness, or death. The physi-
cal states are clear and easily recognized.

Psychosocial Stages
Much more complicated than the physical stages are the psychosocial, emotion-laden
stages of illness. The emotional response arises from damage to self-esteem and feel-
ings of worthlessnes that are related to loss. The patient and family suffer losses when
they may never be the same again as a result of the illness. The patient may lose a body
part or a physiological function, such as the ability to have children after a hysterec-
tomy. Illness may cause the patient to lose external possessions as well, such as a job.
The patient and family may lose their home, for example, if illness requires that the pa-
tient be placed in a nursing home or extended-care facility. In addition, permanent neu-
rological changes or death can take the patient away from the family. For many of the
changes brought about by illness, patients and families gradually adjust to the losses
and damage to self-esteem with the help of nurses who help transform negative com-
munication climates and help patients and families attain and maintain positive com-
munication climates. 

Psychologically and socially, the patient and family assimilate the physical changes
by going through three phases: a transition to illness, acceptance of the illness, and conva-
lescence as the patient recovers.7
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Transition to illness: The transition to illness is the time between the appearance of an 
illness (the onset) and the patient’s admission to himself that he is indeed ill. The self-
image of a healthy and vital person is being disrupted by symptoms. Denial and ration-
alization characterize this period; both are defenses against the threat to self-esteem.
Both defenses come into play to avoid the emotions associated with becoming ill. 

Acceptance: Acceptance begins at the point when the person has decided something is
definitely wrong and needs to do something about it. 

Convalescence: Convalescence begins once the patient is stabilized and starts to recover.
Physically, the patient is getting better. Sadness and anger are prevalent in this stage.
The patient may become frustrated and upset, especially if the illness is extended or
severe. The limitations on functioning are the primary problem.

If the patient is dying, the family and patient will grieve and mourn the loss. Grief and
mourning also occur when recovery from illness is incomplete; the patient experiences sig-
nificant loss as a result of the health alteration. 

Grief associated with death and significant loss initially produces shock, disbelief, and
denial. As the loss begins to sink in, many people feel anger because they have no control
over the situation. As a result, they may direct that anger at you or other health-care per-
sonnel. Next, they may express guilt and fear that they are being punished. Depression and
sadness occur when the patient and family recognize that their lives will never again be the
same. Finally, the patient and family come to terms with the loss and begin making plans
for the future.8,9a

The Patient’s Personal and Unique Response
Not everyone goes through each physical and psychosocial stage. Also, while in a stage,
not everyone progresses at the same rate, and not everyone responds in the same way. Peo-
ple’s responses depend on their previous experience with illness and the health-care sys-
tem as well as on their biological, psychological, social, gender, and cultural differences
as described in Unit 1. In general, the more severe the illness, the more extensive the emo-
tional, behavioral, and physical response. Two patients who have the same diagnosis may
respond quite differently.

Dependency: The Sick Role: Resentment, Anger
Once a person has been diagnosed as “sick” with a specific set of symptoms, society ex-
cuses the person from role responsibilities. Traditional North American cultural sick role
beliefs assume that the sick person and family will seek out and collaborate fully with
health-care professionals, who are supposed to know more than the patient and family
about the health problem and how to correct it. It is assumed that the sick person wants to
get well and will do everything as instructed by health-care providers to get better as
quickly as possible.9b

For some people, the worst part of being sick is that they have to depend on others to
take care of them. They cannot tolerate the thought that they are no longer independent and
productive and, at least temporarily, that they have to give up social, professional, and
community roles that are important to their self-esteem. 

On the other end of the dependency continuum is the person who refuses to perform
self-care activities even after physically recovering to the point of being able to perform
them. This patient does not seem to want to give up the sick role; in fact, the patient may
enjoy the attention being received from health-care professionals, family, and friends.
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This attitude reflects low self-esteem. In addition, some patients may also feel insecure
and incapable of doing things on their own, even though they have recovered physically. 

TRANSFORMING NEGATIVE COMMUNICATION
CLIMATES TO POSITIVE ONES

Emotional Release
Nurses must do all they can to promote a postive communication climate and to transform
negative climates into positive ones. A very important patient-safe communication strategy is
to acknowledge and accept emotions through use of empathy and active listening responses. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
Emotions are real and must be recognized and acknowledged by the nurse. If the patient
seems upset to you, clarify and verify by making a verbal observation and asking what is
wrong through use of the patient-safe strategy of perception checking: “You seem a little
down today, is something bothering you?” Patient-safe communication in emotional situ-
ations is intended to facilitate the expression of the emotion and to talk with the patient
about concerns. 

C o m m u n i c a t i o n  S a f e t y  A l e r t  
To be effective as a nurse, you must understand and accept the emotions of patients
and families, no matter what, to create an atmosphere of safety and trust. Understanding
and acceptance do not mean that you have to agree with the patient. Patients do the
best they can, given their circumstances at the time.

Encourage patients to express their emotions. Patients or family members may talk
angrily or cry when they are discouraged, frustrated, or upset. Alternatively, they may
be sarcastic and make jokes about their problems. After ventilation, they may be able
to talk about their frustrations with their current situation.10 The nurse may be able to
assist directly with the problems or may need to direct patients and families to appro-
priate resources. The results of emotional expression include the healing of sadness, the
relief of fear, and the release of anger.

Everyone has built-in protective mechanisms that block painful emotions. These
mechanisms are defenses that are activated automatically and unconsciously by the
mind.11 They are gradually lowered as the patient and family release emotions and adapt
to their situation.12

Empathy Versus Sympathy in Nurse-Patient Relationships
An important patient-safe communication strategy to use in managing emotional responses
of patients, and in transforming negative communication climates to positive ones, is em-
pathy. When you demonstrate empathy, you participate in the life of another and perceive
that person’s thoughts or feelings. It means putting yourself in the patient’s place and see-
ing the human side of the patient. It also means being sensitive to the patient’s private
world. Once you have perceived the emotional response, you must respond to feelings and
values in the situation and arrive at what is really important to the person. You must show
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you have sensitivity to the situation by communicating carefully with verbal and nonver-
bal behaviors to demonstrate that sensitivity. The result of empathy is that the person feels
really understood. You have created common meaning and established a postive commu-
nication climate.10,13,14

Empathy also means that you remain emotionally separate from the other person,
even though you can understand the patient’s viewpoint. This is different from sympathy.
Sympathy implies taking on the other’s needs and problems as if they were your own and
becoming emotionally involved to the point of losing your objectivity.15
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
To empathize rather than sympathize, you must show feelings but not get caught up in
feelings or overly identify with the patient’s and family’s concerns. You will lose your ob-
jectivity if you share feelings so closely with a patient or family that your ability to think
clearly and analyze problems becomes blocked.

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Withholding your own emotional response leaves patients feeling out of control, unac-
ceptable, and maybe even wondering if they are mentally unbalanced or crazy to feel the
way they feel. You must carefully respond to patients, both verbally and nonverbally, 
using all of the listening responses and especially empathy.

Using the Patient-Safe Strategy of Empathy
The objective of using the patient-safe strategy of empathy is to convey interest in and under-
standing of the concerns behind painful emotions. You must listen long enough to allow the
other person to experience release. You function as a sounding board and personal confidant.

First, through empathy, you convey that the patient is not alone and that you will be there
to help the patient through the situation. You will then act as a patient advocate to help the pa-
tient and family in doing whatever it takes to make sure their health-care needs are met.14,16

Second, you should make it clear that there may be some things that the patient has
not thought about that can be used to help handle the problem in a meaningful way. At this
point, you become an educational resource, helping the patient and family to think criti-
cally and analyze the situation. If a patient or family member can identify some areas that
can be controlled, self-esteem will most likely increase, and the underlying emotional dis-
tress will probably decrease.

THE NURSE’S EMOTIONS

Emotions can be contagious, and you may feel the same emotions and tensions the patient
and family feel. You may feel in danger of losing emotional control, and you may not know
what to say or do. Acknowledge and accept emotions in yourself as well as your patient.
Do not try to pretend that your emotions or your patients’ emotions do not exist. They must
not be ignored. They are present, real, and human. You must be aware of your emotions
and how they are affecting the communication climate in nurse-patient relationships. Your
emotions may lead to creation of negative or positive communication climates between
you and the patient and influence communication outcomes. 
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Nursing students must learn to control their nervousness in patient care situations. Re-
member, emotions are transmitted back and forth between people and lead to positive or
negative communication climates. You will be transmitting your anxieties to the patient,
which will make the patient nervous. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
If you are very nervous, there is no way that you can focus on the patient’s emotions, 
because all you can concentrate on is the procedure and your own feelings about it. As
you become calm and confident in doing technical procedures, you will be better able to
focus on the patient’s emotional state and manage the communication climate. 

Managing Our Own Emotions
Individuals can learn to control their emotional response to situations. We can choose to re-
spond in a different manner than what we have previously learned. There are two key reasons
for developing skill in managing your emotions. First, managing emotions will improve your
health. Research reveals that individuals who suppress or deny their emotions may develop a
host of ailments such as cancer, asthma, heart disease, and increased blood pressure.17 Sec-
ond, managing emotions will improve your personal and professional relationships.18

Principles for Managing Emotions 
The following are some principles that will help you to manage your emotions.

Recognize your feelings: It is important not to deny your feelings. When asked the ques-
tion, “How do you feel?” we have a tendency to answer with a fact or a thought and
not actually how we feel. Many people have difficulty expressing how they feel.19

Expressing feelings may be associated with character weakness, may create an unde-
sired sense of vulnerability, or may create a fear of rejection. Become attuned to your
physiological responses that tell you how you are feeling. An increased heart rate,
sweaty palms, and losing concentration are all signs of adrenaline release that 
accompany a highly emotional state. Monitor your nonverbal behavior, and recognize
the feelings associated with raising your voice, waving your hands as you speak, and
moving closer to or further away from the person with whom you speak. These are
key signs for helping you connect with your emotional state. 

Cool off: When your emotions manifest physiologically, in particular emotions such as
shame and anger, it is best to allow for a cooling-off period. Otherwise, you may say
something that you will soon regret and damage the relationship. Remember that
communication is irreversible. You must learn to recognize your typical style of 
behavior when you become upset, and you must learn to control these behaviors 
when you are in a professional relationship.20

Take responsibility for your feelings: People do not make you feel emotions; you create
these emotional responses by how you perceive and assign meaning to messages and
life events. Albert Ellis describes how we own our feelings and have control over our
emotions.21 Consider a situation where you were called names. In one situation, the
name calling came from a friend, and in another it came from someone who was 
intoxicated. The name calling from a friend could lead you to believe and assign
meaning that you had done something wrong. The emotional feelings associated with
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this thought could be hurt, guilt, shame, or worry. The name calling from someone 
intoxicated would lead you to believe and assign meaning based on your interpreta-
tions that the individual is cognitively impaired. The feeling associated with this
thought may be pity or amusement. In both situations, the same event occurred: you
were called names. But your feelings arising from your interpretations and assigned
meaning differed. The point to be made is that you create your own emotional 
responses; no one does this for you. 

Owning Your Emotions: Use of “I” Statements
The communication strategy for owning your emotions is to use “I” language. An “I
statement” begins with the word “I.” The strategy was developed in the 1970s by
Thomas Gordon.22 Taking responsibility for your emotions says a great deal about you
and influences the trust established within interpersonal and professional relationships.
“I” language demonstrates assertiveness without putting the other communicator on the
defensive. The use of “I” statements shows a willingness to accept responsibility for
owning your thoughts and feelings. “I” statements typically involve three components22:
your feelings, the behavior, and the consequences the behavior has on you.

Handling Emotions and Responding to a Personal Attack
We have a tendency to become emotionally distraught and respond defensively when peo-
ple convey messages that personally attack us. Defensiveness is a means to protect our-
selves from any challenge that threatens our sense of self-esteem and our ability to save
face. There are two essential strategies to be used when under personal attack.2

The first strategy is to seek more information from the individual who is attacking you.
You need to determine what the person is really saying or really feeling. For example, if you
are accused with, “You are so rude,” ask an open-ended clarifying question, “What do I do
that is rude?” Focus on pulling the communication to a clarification of behavior and away
from a personal attack. Often, the communicator will adopt a different tone by the mere fact
that you are actively listening. Depending on the personal attack statement, you may be able
to determine specifics by paraphrasing and using open-ended questions. The person says to
you, “We are always late because of you. Have you no respect for being on time?” You reply,
“It sounds like you are upset that I took so long to get ready. Am I right?” Again, try to 
remove the personal attack and uncover the underlying issue that is causing the problem. 

The second strategy is to determine if there are some aspects of the criticism with which
you can agree.2 Often, we can find some truth in criticism. For example, “You are right; I do
take a long time to return messages.” Criticisms that describe a specific behavior and provide
an offensive evaluation of the behavior can be challenging to respond to non-defensively. It
is the offensive evaluation component that we have a hard time dealing with.2 The following
is an example of a criticism with accompanying offensive evaluation: “There is much to or-
ganize and plan when you are trying to build a deck. You are ridiculous to think you could
do it in one weekend.” The truth is there is much to organize when building a deck. The of-
fensive evaluation is that “you are ridiculous.” To respond non-defensively, agree with the
truth in the criticism only if it is correct, and do not accept the evaluation. Your response
could be, “You are right. There is a lot to organize and plan for building a deck. But I don’t
think that I’m ridiculous.” The focus should be on responding to the criticism of the behav-
ior, instead of reacting to the offensive evaluation that is a personal attack.
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CHAPTER SUMMARY
This chapter focused on the nature of communication climates created by individuals in re-
lationships and how negative and positive communications develop in health-care settings.
Specifically, nurses must be aware of the tone, emotions, and attitudes of all communicators,
including themselves. The nurse must identify a patient’s emotional response to the illness
and use basic patient-safe communication strategies to help the patient express emotions and
enhance the communication climate. The nurse must create an atmosphere in which the pa-
tient feels valued and an important part of the health-care team. 

The chapter also described the need for you to develop an awareness of your own
emotional responses in clinical situations and how they affect the communication cli-
mate. You must learn to manage your personal emotional responses to promote postive
communication climates. 
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BUILDING HIGH-LEVEL COMMUNICATION COMPETENCY

For additional exercises, see DavisPlus at http://davisplus.fadavis.com

1. In an exercise called visual imagery, picture yourself in the most beautiful,

relaxing location you can envision,23 sitting on a beach in the warm sun, for

example. Close your eyes and hear the waves splashing against the shore.

Feel the warm sun on your skin. Feel the warm ocean breeze on your face.

See the gulls gliding gracefully across the glistening water. Say to yourself,

“I am relaxed, I am relaxed, I am relaxed.” Just make sure the visual image

has meaning to you. This is another good technique that can be used to

help patients relax.

2. Practice using the basic patient-safe communication strategies described in

this chapter to demonstrate empathy toward a classmate. Use active listen-

ing and empathy to encourage a classmate to express his or her ideas and

feelings about an important life event. One student should tell the story of

the important life event, and the other one should use empathic patient-safe

communication strategies to listen fully and facilitate the expression of ideas

and emotions. After the storyteller finishes, the listener should summarize

his or her perception of the content and feelings expressed to validate the

storyteller’s message. The storyteller will then state whether the summary 

is accurate.
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105

The Patient-Safe 
Communication 
Strategy of Touch 

Caring touch
Task touch
Protective touch

Learning Outcomes  

Upon completion of this chapter, you will be able to:

1. Identify why touch is a basic form of human communication.
2. Describe the basic human need for touch throughout life.
3. Identify the three basic forms of touch used by nurses as patient-safe 

communication strategies.
4. Describe the cultural implications of touch.
5. Integrate proxemics in nurse-patient relationships.
6. Identify appropriate nursing behaviors in each zone of personal space.
7. Distinguish between situations when touch is and is not appropriate.
8. Describe the physiological and psychological benefits of touch.
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Learning OutcomesThe primary purpose of this chapter is to help you develop an understanding of touch and
its effective use in nursing practice as a patient-safe communication strategy. Examine the
transformational model in Chapter 2, and locate touch in the patient-safe communication
strategies ring. Touch is used as an instrument of patient safety because it can help to over-
come and reduce many risk factors that block creation of common meaning and positive
transformational outcomes. Appropriate use of touch requires high-level communication
competency and is a critical and indispensible patient-safe communication strategy when
administering nursing care.1,2 For an interactive version of this activity, see DavisPlus at
http://davisplus.com.3 In doing the self-assessment, you can determine your current moti-
vation to touch based on your past experiences. Do not worry if you score below average;
this chapter will help you understand how to practice touch in an appropriate manner and
how to use touch as a patient-safe communication strategy. 

TOUCH IN GENERAL

Nursing has always been a very “high-touch” profession. Nurses provide hands-on care
when patients are not able to care for themselves. These activities include: bathing, feed-
ing, moving from bed to chair, assisting with walking, and other personal care for patients
in addition to physical assessments and treatments. Nurses must learn how and when to
touch as well as when not to touch. Touch is the most basic form of human nonverbal com-
munication. Through touch, humans communicate such emotions as love, anger, and fear.
In childhood, we see the raw forms of emotional expression through touch such as hitting,
biting, pinching, hugging, and kissing. As adults, we learn through socialization to control
the way we touch to express our emotions. 

As with any communication strategy, some of us are better at using and interpreting
touches than others. The way you have learned to touch other humans is, in part, the result
of your life experiences and cultural influences.4 Research has shown, for instance, that chil-
dren of “high-touch” families are touchers as adults.5,6 People of Italian, Jewish, Spanish, and
South American ethnic backgrounds report touching more frequently than those of German
and British ancestry. To research public displays of touch between different cultures, Sidney
Jourard counted the number of touches per hour among couples sitting in cafes in various
countries. He found 180 touches per hour in Puerto Rico, 110 touches per hour in Paris, 2
touches per hour in Gainesville, Florida, and 0 touches per hour in London.7 These findings
illustrate the influence of culture on touch.

In general, North Americans are very careful about whom they touch. Reasons for this
reticence include the fear that a touch may be misinterpreted as having sexual overtones or
be perceived as controlling.8 People worry about accusations of sexual harassment and
abuse in schools and workplaces. A slogan of the National Education Association, whose
membership includes millions of teachers, sums up the perspective in North America to-
day: “Teach, don’t touch.” While the slogan is certainly too broad in scope to become the
rule for teachers, it is understandable why the organization believes it has to protect its
members by emphasizing not touching. Alternately, research has indicated that waitresses
who touched customers on the shoulder or hand as they returned change received bigger
tips than those who did not.9
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PATIENT-SAFE TOUCHING IN NURSING TAKES PRACTICE

Nurses use three basic forms of touch, sometimes touching patients in very intimate
ways.10-12 First, nurses use emotionally supportive, caring touches to help patients express
themselves, to comfort patients during emotional distress, to show patients that they are
valued and respected, and to gain their cooperation. Second, nurses use procedural task
touches to perform technical care. For example, you can significantly decrease the pain of
an injection by pressing the site with your thumb, hard enough to feel resistance, and main-
taining the pressure for 10 seconds.13 Third, nurses use protective touches to keep patients
from harming themselves or others. For example, a cognitively impaired patient will be re-
strained when on a ventilator to prevent him from pulling out the tubes. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
Whether using caring, procedural, or protective touches, nurses use touch as a patient-
safe communication strategy to promote positive health-care outcomes and positive
transformations.

Most beginning nursing students are anxious about touching patients.14 They are
awkward and embarrassed about viewing and touching typically unexposed “private
parts” of human anatomy and touching patients in intimate areas. For example, in fun-
damentals courses, students typically are hesitant and anxious about performing basic
procedures, such as a bed bath. When learning health assessment, a male student may
wonder in embarrassment what he is supposed to do with a woman’s breast while he
tries to find her apical pulse. 

Some students feel awkward even when performing touch in seemingly innocuous situ-
ations, such as picking up a patient’s arm to put on a blood pressure cuff. Many students lack
knowledge and self-confidence in how to touch patients who are emotionally distressed, in
pain, anxious, or agitated. Keep in mind that touch is like any other nursing skill. Anxiety
and awkwardness are typical, natural reactions whenever learning and performing something
new. As you gain practice in touching patients, you will become much more comfortable do-
ing so and you also will develop your own professional patient-safe touching style. 

TOUCH: A BASIC HUMAN NEED

Touch is a basic human need, as necessary for survival as food, clothing, and shelter.15 It
is the first sense to develop in humans and remains until death. In 1248, German emperor
Frederick II was curious to see what language children would speak if no one talked to
them or cuddled them. He conducted his “research” by taking newborns from their parents
and having “nurses” feed them without talking to them or cuddling them. The babies all
died before speaking because of the lack of touch.9

It is important to recognize your own cultural beliefs about the importance of touch.
For example, suppose that you have fed and changed a 6-month-old baby and you put her
in her crib for a nap. You have done everything you can think of to prepare the baby for
her nap, and she is not sick in any way. But the baby starts to cry when you lay her down.
Would your mother and family tell you to hold and rock the baby, to let the baby cry to 
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exercise her lungs, or to ignore the crying to avoid spoiling the baby? At present, child au-
thorities generally advise picking up a baby when it cries to meet the baby’s security needs
and ultimately affect the development of a baby’s self-concept. In other words, the baby
learns to trust others and that he or she is important, resulting in a positive self-concept.8

Touch provides infants with security necessary for normal psychological development.16,17

Touch has been found to be beneficial for humans in many ways. Studies of massage
in premature infants have shown that a 15-minute massage three times daily led to hospi-
tal discharge 6 days early, at a savings of $10,000 per infant.18,19 Other studies have shown
that handling increases visual alertness in babies and also has soothing effects.17,20

Touch also supplies the security needed for exploration as a toddler. Children explore
their environment and repeatedly run back to their mothers for reassurance. After conso-
lation, they feel secure to return to their exploration. 

Does it follow that, as people grow into adults, they still need touch? Hollender con-
ducted interviews of men and women to determine the adult desire to hold or be held.21,22

Most people indicated a moderate desire to be held, with men nearly as high as women in
their ratings of the desire to hold or to be held. He found that many adults reported an in-
creased need for touch when they were depressed or anxious. Touch has been described as
the ultimate intimacy in humans.23 Although the need for touch does not go away in adult-
hood, the need may be neglected or ignored, resulting in lonliness and depression. 

The Physiological Response of the Body to Touch
Nurses must have a thorough understanding of the physiological response of the body to
touch. Touch can be used to decrease a patient’s response to stress.24 Whenever a person
feels apprehension and pain, the body launches a stress response, a sequence of biochem-
ical events. The perception of stress by the cortex and hypothalamus of the brain activates
the interactive autonomic nervous system, the psychoneuroendocrine system, and the mus-
culoskeletal system.25 A well-known effect of stress is increased muscular tension and
rigidity. Motor pathways of the autonomic nervous system stimulate the musculoskeletal
system, along with stimulation by hormones from the psychoneuroendocrine system. 

Touch transmits messages to the brain to calm the stress response. The skin contains
millions of touch receptors—up to 3000 in just a fingertip—that send messages along the
spinal cord to the brain. Once these messages arrive, the brain regulates the autonomic and
psychoneuroendocrine systems. The body produces endorphins, which are the body’s nat-
ural way of suppressing pain. Also, production of cortisol and norepinephrine decreases.
Cortisol suppresses immune functioning, and norepinephrine prepares for the fight-or-
flight response by increasing heart rate, blood pressure, and breathing.

It is clear that touch has physiogical ramifications. A simple, caring touch to a shoul-
der or the feel of an arm around a waist can reduce the heart rate and lower blood pressure.
That is why a mother hugging a child with a skinned knee may actually make the child bet-
ter from a physiological standpoint. Touch, when administered effectively, can stimulate
positive physiological responses in the body.

NURSES USE TOUCH

Nurses have social permission to touch people. The social permission cuts across all
cultures. In other words, patients expect nurses to touch them. Social permission means
that people will allow and actually expect nurses to touch them during procedures. They

108 Unit 2 Nurse-Pat ient  Communicat ion

2080_Ch08_105-118.qxd  1/9/10  12:25 PM  Page 108



also allow and expect nurses to provide comforting touches. Touching is part of 
the nurse’s job description. Beginning nursing student typically wonder if patients will
allow them to  perform procedures or give comforting touches.  Research on touch and
male nursing students has shown men to be especially concerned that their comfort
touches may be misinterpreted as flirtatious or sexual.26 Male and female students need
reassurance that touch in the nurse-patient relationship is expected and welcome. Most
people like to be touched. Most patients willingly accept and welcome touches from
nurses and nursing students. 

Intent of Touch
The primary factor that determines how a patient will respond to touch is the intention of
the touch. Jones suggests that touch needs to be related to the context of the situation.8 The
meaning of the touch relates to the situation, the timing, and the manner in which the touch
is delivered. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
You will need to evaluate each situation carefully and then deliver appropriate touches.
Thus, a hand on a patient’s shoulder can convey, “I want to comfort you,” “I like you,” or
“I was just kidding.”

You need to become familiar with the three basic intents of touch that have been iden-
tified in nursing: caring touch, task touch, and protective touch. You also need to know
when it is appropriate to use and not to use touch.10-12

Caring Touch
Caring touch has an emotional intent and involves comforting touch and encouraging
touch. Comforting touch includes holding a patient’s hand, stroking the forehead, squeez-
ing the shoulder, stroking the arm, and placing a hand on the chest. These types of touch
are usually associated with dying, discomfort, or grief. Specifically, patients who are in
pain, anxious, frightened, confused, or agitated often respond very positively to touch.
They will openly express their appreciation and reciprocate the touch. For example, con-
sider the family member who reported that his wife’s favorite nurse spent a few minutes
each day holding her hand and stroking her forehead when she was very ill during
chemotherapy for breast cancer. He described her as the “best nurse” because of how much
she cared about his wife as a person.

Encouraging touches include placing an arm around the shoulders, giving a hug or a
pat on the back, and playful hitting and poking. Encouraging touch is more hopeful and
future-oriented and is often used to celebrate clinical progress. These touches are used for
supporting, reassuring, and raising the spirits of patients and families. For example, sev-
eral hours after nursing a patient through a difficult labor, a labor and delivery nurse visits
a patient and asks how she is doing and immediately gives her a hug. The hug conveys con-
gratulations and also emotional support at that special time. Research indicates that hand
holding before anesthesia usually makes the procedure less frightening.27 Also during sur-
gery, a nurse may stand at the foot of the bed and lay a hand on the foot or ankle of the pa-
tient or may stand at the head of the bed and lay a hand on the patient’s face to reduce the
patient’s anxiety.27
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Task Touch
Most touch in nursing is task touch, which involves physical assessment and procedural
treatments that must be done. Gender differences in touch have been the focus of studies.
Characteristically, men are less gentle when touching others than women are.28,29 The ob-
jective is to be as gentle, soft, and careful with task touches as you can be. Task touch
should overlap with caring touch. Through gentle, soft, and careful touch during assess-
ments and procedures, you will communicate warmly that you value and respect patients
and that you really do care about them. In contrast, hurried, rough, jarring touches com-
municate coldness and that you do not value and respect the patient. 

Protective Touch
Physically protective touches for patients involve exerting control over the patient in a sit-
uation in which patient safety is a primary concern. It is best to combine protective touch
with caring touch whenever possible. For example, patients sometimes need to be held
down to keep them from harming themselves. Confused patients may be restrained and se-
dated to ensure that they will not pull on vital tubes or fall out of a bed or chair. It is often
helpful to use caring touch with a patient who is being restrained. The patient’s hand can
be gently held down as someone else carefully applies the restraint.

Take care, though, to minimize the danger of being hurt by a combative patient who
may attempt to strike or harm you. Say, for example, that an elderly woman who had gall-
bladder surgery has a reaction to the anesthetic. She becomes disoriented, does not know
where she is, and attempts to pull out her intravenous line and get out of bed. She is very
strong, and it takes two male attendants to hold her down while you gently apply restraints.
The next morning, when the anesthetic has worn off and she is fully alert, you can safely
remove the restraints.

Inhibition of Nursing Touch
The lack of touch and the use of task touch without adding caring touches have been de-
scribed as emotionally protective to the nurse. Nursing research suggests that nurses who
are task-oriented may be distancing themselves from pain and suffering as a means of pro-
tecting themselves emotionally.10,11 The nurse may feel a loss of concern for the patient
and family.30 The burned-out nurse has little or no emotional energy to relate to patients.
In general, the better the nurse feels physically and emotionally, the greater the ability to
relate to patients by touch or any other patient-safe communication strategy. 

Harsh or severe touches have been related to tension being released by the nurse.
Nurses and other health-care providers who are unable to communicate effectively, either
verbally or nonverbally with confused and agitated patients, become frustrated. Frustration
leads to tension, and tension must be released. Nurses may have feelings of reaching the
“end of their rope” and quickly move to sedate and restrain patients, using harsh touches
that release their own emotional tension.11

In addition, research indicates that some patient characteristics decrease the amount of
caring touches administered to them.11 For example, patients with behavioral problems—
such as those who are demanding, verbally abusive, and uncooperative—receive less caring
touch and more protective touch. Those with contagious diseases, such as acquired immun-
odeficiency syndrome (AIDS) or tuberculosis, may receive fewer touches if the nurse fears
acquiring the disease. Also, patients perceived as responsible for their own conditions, such
as alcoholics or drug addicts who repeatedly overdose, typically receive less touch.11 It is
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unfortunate that these patients receive less touch because they are the ones most in need of
caring touch and other forms of emotional support. 

GETTING STARTED WITH PATIENT-SAFE TOUCH

The best way to find out if a patient is receptive to touch is to try it. Begin with a hand-
shake when you first meet your patient. Watch the patient’s reaction carefully. Look for gri-
macing or body tensing. Note whether the patient pulls away, lets a hand linger, or perhaps
clings to your hand.

If you care for that patient on a second day, again offer a handshake and to show
warmth and respect. One student reported that an elderly woman patient was so starved for
touch that the patient pulled her down into the bed to give her a hug. Providing comfort-
ing touches to elderly patients often improves feelings of well-being in both the elderly and
the health professional.31,32

Shaking Hands
Handshaking has become a means of communicating how people feel about each other. We
have all experienced the variations of handshakes, including differences in pressure, dura-
tion, and awkwardness. Chances are that you already understand the rules of the custom-
ary handshake in Western civilizations. A hearty, firm grip is supposed to indicate that you
are sincere and pleased to meet someone. Men usually have a stronger handshake grip than
women.28,29

Look the person directly in the eyes and smile during the handshake. Verbal expres-
sions that are used with the handshake include, “Glad to meet you” and “How are you to-
day?” Some people respond by grasping the elbow or forearm of the other person’s arm.
A few grasp the extended hand with both hands and shake. Both variations indicate extra
affection and friendliness.9

In general, handshakes are required as you meet someone for the first time, whether
you introduce yourself or are introduced by someone else. In the past, men alone shook
hands, not women. Today women are expected to shake hands when they are introduced
to each other or to men. As you introduce yourself to your patient and family for the first
time, you may greet them with a handshake.

Suppose you have just met your patient for the day, shaken hands, and noted that the
patient held on to your hand for a few seconds longer than you would have otherwise ex-
pected. She smiled at you as you shook her hand. Both the lingering hand and the smile
lets you know she responded to your touch positively.

Next, you plan to do a brief physical assessment to be sure she is progressing physi-
cally as expected, and then you want to discuss plans for how to proceed with the tasks
that need to be done that day. You begin by pulling back the sheets and lifting her gown.
The patient frowns, clings to her covers, and says, “What are you going to do to me?” What
went wrong?

Entering Personal Space
You violated rules for entering personal space by pulling back her covers without asking
permission and without letting her know what you were going to do before you did it. You
need to be very aware of personal space and the rules that apply when moving about within
the personal space of each individual. Proxemics involves the study of personal space and
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the meaning of proximity or closeness of one person to another as the distance between
the two people increases or decreases.33

The Intimate Zone
The intimate zone of personal space is from the skin surface to about 16 inches away from
the body. This is the zone violated when the covers were drawn back without warning.
People guard this zone the most. This zone is reserved for close friends and relatives, for
those with whom there is emotional closeness. Nurses and other health-care providers
must ask permission to enter this zone.

Tell a person what you are going to do before you attempt to do it. Explain sensations
that the patient can expect to feel as you touch so that the patient will not think anything
out of the ordinary is being experienced. Explaining the steps and sensations in a proce-
dure as you go along guides the patient and decreases anxiety. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
Warm your hands and your stethoscope before touching the patient. Few things make
someone tense and withdraw faster than cold hands. Use slow, deliberate, gentle, and
purposeful touches as you do your assessment or any procedure, watching the patient’s
nonverbal responses. Always ask permission, and let the patient know what you will be
doing before you touch, even for the simplest procedure, such as a blood pressure.

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Beginning students need to get accustomed to being in the personal zone with a person
who would otherwise be a stranger. Typically, you would not stand so close to a stranger.
There is a set of expectations about how you should act in the role of nurse. One of
these expectations is that you are within personal distance most of the time, especially if
you want to develop effective nurse-patient relationships and encourage patients to re-
spond to you as you would like them to. 

The Personal Zone
A bit further out, from 1.5 to 4 feet, is the personal zone. This is generally the zone that is
used most often, especially for socializing. People typically stand this far apart at parties
and friendly gatherings. In nursing, this is the zone in which to conduct a personal history
and to discuss plans for how to proceed with the activities that must be done on any given
day. Sit at the same height as the patient, and discuss the plan and options quietly. If the
patient sits and you stand, you create a position of dominance and give the impression of
not having much time to sit and discuss the plan of care. If you want to find out if the pa-
tient is having any problems or feeling any discomfort, you need to move to within 4 feet
and get on the same level as the patient.

The Social Zone
From 4 to 12 feet away from a person is the social zone. This is an impersonal zone, and it
is the space used for strangers and for people we do not know. This zone is often misused
in nursing. Most of what is done in nursing requires the use of the personal zone because
what is discussed is private.
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The Public Zone
Distances that exceed 12 feet from a person are in the public zone. A person giving a speech
would stand at least 12 feet from the audience. You might use the public zone during patient
educational activities that involve giving a lecture to a group of patients and their families.

Cultural Dictates
The preceding generalizations about personal space are based on research involving European
North Americans. The distances in the four zones are averages that have been computed based
on observations of North Americans. Keep in mind that different cultures draw different lines
around personal space. So, depending on your ethnic background, you or your patient may
need more or less personal space.

For example, descendants of Hispanics, Middle Easterners, and southern Europeans
(Italians, French, Spanish, and so on) stand much closer to each other and feel comfortable.
Descendants from Asia and Northern Europe (Germany, England, Ireland, and so on) may
not feel as comfortable in proximity because they are used to having more space.

As you keep these zones and the behaviors expected within them in mind, temper that
knowledge with the fact that you must allow the patient and family to select the distance
that is comfortable to them when they are talking to you.

Painful Touches
One rule that transcends all cultures is never inflict pain on another through touch, even
accidentally.8 Some nursing procedures are uncomfortable, and some hurt. Many students
feel bad about purposefully performing such procedures as dressing changes, suture re-
moval, injections, and catheterizations. You must learn the correct way to perform each
procedure so that it produces the least amount of pain, and you must use pain medication
appropriately before such procedures. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
When you stand in the social zone to discuss personal matters, you give the impression
of being impersonal and not caring. For example, imagine a nurse who stands in the
doorway of a semiprivate room and announces to Mrs. Jones in bed A that it is time for
her enema. Mrs. Jones would much rather have kept her bowel status personal and
would be embarrassed by the announcement and probably upset with the nurse for 
being insensitive. The nurse should have used the personal zone.

C o m m u n i c a t i o n  S a f e t y  A l e r t  
During painful procedures, talk gently, and coach the patient. Avoid giving patients the
impression that they are objects to be worked on. If a procedure requires your full atten-
tion, a second person should be available strictly for emotional support and coaching the
patient throughout the procedure. Apologize during and after the procedure, “I know this
hurts, but I will be done in a minute. Thank you for holding still.” Afterward, “I’m sorry I
hurt you. You were very patient and cooperative.”

Hugging
Nurses can learn to give compassionate and supportive hugs that are thoughtful and re-
spectful. Hugs can be therapeutic when the intention is to show that you care and want to

2080_Ch08_105-118.qxd  1/9/10  12:25 PM  Page 113



comfort a patient or family member of the patient.34 Hugging a child before the induction
of anesthesia may make it less frightening, for example. 

As you read this, you might be thinking, “What about the sexual overtones of a
hug?” Hugs that nurses dispense are compassionate, not passionate. Patients recognize
the difference. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
Be certain that you have permission before hugging. A hug is within the intimate zone
and, therefore, requires permission. Sometimes the permission may be nonverbal, and
you respond spontaneously. Or you could ask, “Can I give you a hug?”

There are many types of hugs for different purposes. You will develop your own hug-
ging style and a sense for when a hug is needed and acceptable. Keating, in her book on
hug therapy, described 10 types of hugs.35 Three hugs that are especially useful in nursing
situations are the A-frame hug, the side-to-side hug, and the bear hug,

A-Frame Hug
This involves wrapping two arms around the shoulders of the patient and leaning in toward
the patient until your shoulders and cheeks touch. This hug is brief, and nothing below the
shoulders makes contact. Patients may also wrap their arms around your shoulders. If you
have not had much experience hugging, this is a comfortable and nonthreatening hug to try
first. This hug is classic and formal, and it can be used with new acquaintances or profes-
sional colleagues. It is often used in some cultures as a hello or goodbye hug and may be
combined with a kiss on the cheek. 

Side-to-Side Hug
This is a one-armed squeeze around the shoulder or the waist of another. It is a more playful
hug. Suppose you are walking with a patient, supporting her around the shoulders or waist.
As you help her back into bed, you might give her a squeeze and tell her what a good job she
did walking and that she is making good progress. If the patient is crying or frightened, you
may gently put an arm around her shoulders or waist to offer emotional support.

Bear Hug
This involves bodies touching in a powerful, strong squeeze that can last for 5 to 10 seconds
and generate a warm, supportive, secure feeling. Take care to make the hug firm and not
breathless, remembering always to be considerate of your partner. Parents share these hugs
with children, giving a “You are terrific” message. Friends might give these hugs as a way
to share joy or sorrow. 

C o m m u n i c a t i o n  S a f e t y  A l e r t  
A patient with a history of abuse, either physical or sexual, may prefer little or no touch
beyond what is needed to carry out tasks. Psychiatric patients may require special care
with touch. Some patients will keep their distance and pull away to avoid a touch. 

Nurses must become very sensitive to patients who withdraw from touch. If a patient
withdraws as you touch, and you realize that you made a touch mistake, offer a brief
apology such as, “I’m sorry, I did not mean to startle you.” Your apology shows that you
care and that you are aware of what happened.
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Many students are concerned that patients may misinterpret their touches, even dur-
ing a procedure. For example, young female students just learning to do bed baths com-
monly express concern about male patients becoming sexually stimulated during cleaning
of the genitals. Likewise, male students express the same concerns as they learn to bathe
females.26 Avoid long, lingering touches anywhere, especially in private areas. In addition,
remember that the majority of patients unable to perform their own perineal care are too
sick to become aroused. As you clean, focus on the idea that perineal care is essential to
prevent urinary tract infections.

Massage: A Classic Touch Technique
Massage has been promoted as providing benefits to mind, body, and spirit.36 Massage
techniques date back to ancient times, when Roman and Greek physicians used mas-
sage to alleviate pain, promote healing, and to relax and tone muscles. At present,
massage is very popular as a means of reducing stress and helping with relaxation.
Millions of Americans visit massage therapists yearly, and parents are learning how 
to give massages to their babies. Massages are even being offered at airports and 
shopping malls. 

The medical research on massage is mounting, indicating that it has positive effects in
many conditions, such as lowering anxiety in depressed adolescents, reducing agitation in
Alzheimer’s patients, easing stiffness and pain in arthritis sufferers, helping people with
asthma breathe easier, and boosting immune functioning in AIDS patients.9,35

Nurses have traditionally given back massages as part of the morning bath procedure
to stimulate circulation and reduce backaches in patients confined to bed. Back massages
are also helpful in inducing relaxation when performed as part of the evening preparation
for sleep. As described in many fundamental nursing texts, nurses learn to use a combina-
tion of techniques, including stroking, friction, pressure, and kneading for back massages.
Many patients have opened up and talked about what is worrying them during or after a
back massage. Although back rubs are not for everyone, many patients appreciate them
and feel more secure following massages, believing that the nurse can be trusted and is in-
terested in them.

You may be interested in integrating many other forms of touch therapies into your
practice. Examples of touch therapies include acupuncture, acupressure, reflexology,
and therapeutic touch. These therapies are not usually included in basic nursing educa-
tion programs. Nurses require special certification courses before trying these therapies
on patients. 

CHAPTER SUMMARY
Nursing has a long history of employing touch to comfort and treat patients. Research in-
dicates that touch as a patient-safe communication strategy can create a warm and caring
atmosphere. Touch, a therapeutic patient-safe communication strategy that involves
knowledge of how and how not to touch, takes much practice. Touch involves personal
sensitivity to patients and health-care situations. As with any other patient-safe communi-
cation strategies, carefully monitor the patient’s response to your touches, and use these 
responses to guide further communications.

Chapter 8 The Pat ient -Safe  Communicat ion Strategy of  Touch 115

2080_Ch08_105-118.qxd  1/9/10  12:25 PM  Page 115



R e f e r e n c e s

1. Gatlon, G. (ed.). Touch Papers: Dialogues on Touch in the Psychoanalytic Space. Karnac, London: 2006.
2. Chang, S.O. The Conceptual Structure of Physical Touch in Caring. Journal of Advanced Nursing

33:820-827, 2008.
3. Anderson, P.A., Leibowitz, K. The Development and Nature of the Construct Touch Avoidance. Environmental

Psychology and Nonverbal Behavior 3:89, 1978.
4. Halley, J.O. Boundaries of Touch: Parenting and Adult-Child Intimacy. Urbana, Ill., University of Illinois

Press, 2007.
5. Jones, S.E., Yarbrough, A.E. A Naturalistic Study of the Meanings of Touch. Communication Monograph

52:19, 1985.
6. Gladney, K., Barker, L. The Effects of Tactile History on Attitudes Toward and Frequency of Touching 

Behavior. Sign Language Studies 24:231, 1979.
7. Jourard, S.M. An Exploratory Study of Body Accessibility. British Journal of Social and Clinical Psychology

5:221, 1966.
8. Jones, S.E. The Right Touch: Understanding and Using the Language of Physical Contact. Cresskill, N.J.,

Hampton Press: 1994.
9. Colt, G.H., Schatz, H., Hollister, A. The Magic of Touch. Life 8:54–61, 1997.

10. Talton, C.W. Touch—of All Kinds—Is Therapeutic. RN 2:61, 1995.
11. Estabrooks, C.A. Touch: A Nursing Strategy in the Intensive Care Unit. Heart and Lung 18:392, 1989.
12. Adomat, R., Killingworth, A. Care of the Critically Ill Patient: The Impact of Stress on the Use of Touch in

Intensive Therapy Units. Journal of Advanced Nursing 19:912, 1994.
13. Barnhill B.J., Holbert, M.D., Jackson, N.M., et al. Using Pressure to Decrease the Pain of Intramuscular

Injections. Journal of Pain and Symptom Management 12:52, 1996.
14. Rombalski, J.J. A Personal Journey in Understanding Physical Touch as a Nursing Intervention. Journal of

Holistic Nursing 21:73-80, 2003.
15. Caplan, M. To touch Is to Live: The Need for Genuine Affection in an Impersonal World. Prescott, Ariz.,

Hohm Press: 2002.
16. Reite, M.L. Touch, Attachment, and Health: Is There a Relationship? In Brown, C.C. (ed.). The Many

Facets of Touch. Johnson & Johnson Baby Products Co., 1984, p. 58.
17. White, B.L., Castle, P.W. Visual Exploratory Behavior Following Postnatal Handling of Human Infants.

Perceptual and Motor Skills 18:497, 1964.
18. Field, T. Tactile/Kinesthetic Stimulation Effects on Preterm Neonates. Pediatrics 77:654, 1986.
19. Field, T. Alleviating Stress in Newborn Infants in the Intensive Care Unit. Stimulation and the Preterm 

Infant 17:1, 1990.
20. Harrison, L. Effects of Gentle Human Touch on Preterm Infants: Pilot Study Results. Neonatal Network

15:35, 1996.
21. Hollender, M.H. The Need or Wish to Be Held. Archives of General Psychiatry 22:445, 1970.
22. Hollender, M.H. Wish to Be Held and Wish to Hold in Men and Women. Archives of General Psychiatry

33:49, 1976.
23. Grader, R. The Cuddle Sutra: An Unabashed Celebration of the Ultimate Intimacy. Naperville, Ill., 

Sourcebooks Casablanca: 2007.

116 Unit 2 Nurse-Pat ient  Communicat ion

HIGH-LEVEL COMPETENCY COMMUNICATION EXERCISES

For additional exercises, visit davisplus at http://davisplus.fadavis.com

1. Go up to someone you do not know in class, shake hands, and introduce

yourself. Follow this up with a group discussion of the various ways that 

students in class shook hands and what this means based on past 

experiences.

2. Give the partner you just met a hug. Experiment exchanging the A-frame,

side-to-side, and bear hugs with classmates. Follow the hugging with a

group discussion of the type of hugs that were given in class and what this

means based on your past experiences.
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The Patient-Safe 
Communication 
Strategy of Humor

Therapeutic humor
Nontherapeutic humor

Learning Outcomes  

Upon completion of this chapter, you will be able to:

1. Define humor and laughter.
2. Describe the general purposes of humor and laughter.
3. Describe the benefits of humor in facilitating communication.
4. Distinguish between humor that is therapeutic and nontherapeutic.
5. Describe the physiological and psychological effects of humor.
6. Describe how patients use humor.
7. Identify the appropriate uses of humor by nurses in health-care settings. 
8. Describe how humor can be used as a patient-safe communication strategy

to facilitate nurse-patient relationships.

Key Words

C H A P T E R

9  9

Arousal phase
Relaxation phase
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Humor and laughter are important patient-safe communication strategies that are linked
to healing and a sense of well-being. They are also effective therapeutic mechanisms for
releasing stress-related tensions. A sense of humor, including the ability to laugh with
others and to laugh at oneself, has been associated with good health for centuries. For 
example, during the 18th century, there was a saying that “the arrival of a single clown
has a more healthful impact on the health of a village than that of 20 asses laden with
medication.”1 This same idea is reflected in the modern version of the expression,
“Laughter is the best medicine.”2 For an interactive version of this activity, see DavisPlus
at http://davisplus.fadavis.com. In doing the self-assessment, you can determine your
current ability to laugh at life based on your past experiences. 

During the late 1970s, Norman Cousins stimulated a scientific interest in the health
professions regarding the benefits of humor and laughter during illness. His popular book,
Anatomy of an Illness, described how 10 minutes of laughter rendered him free of pain for
2 hours. He said that humor aided his recovery from ankylosing spondylitis, an immune
disorder that causes pain and inflammation of bones and joints.3,4 Since then, nurses and
other health-care researchers have been exploring the therapeutic effects of humor and are
finding ways to integrate humor into patient care situations and with each other.5-14

Therapeutic humor in health-care situations can be used as a patient-safe communica-
tion strategy. Therapeutic humor has been defined as: “Any intervention that promotes
health and wellness by stimulating a playful discovery, expression or appreciation of the ab-
surdity or incongruity of life’s situations. This intervention may enhance health or be used
as a complementary treatment of illness to facilitate healing or coping, whether physical,
emotional, cognitive, social or spiritual.”15

Nursing education programs and health-care institutions expect nurses to take their
jobs very seriously, and they do. Nevertheless, many nurses have realized how beneficial
humor can be when it is used appropriately. Humor is not appropriate in every situation. It
is a patient-safe strategy that needs to be used after careful assessment of the situation and
only with knowledge of the emotional state of the patient.14,16

Therapeutic humor as a patient-safe strategy in nursing involves the purposeful use of
humor to establish relationships by accelerating the development of trust; relieving anxi-
ety and fear; releasing and defusing anger, hostility, and aggression; and improving patient
education.5-13,17-21 Humor is an important patient-safe communication strategy used to re-
duce risk factors that block creation of common meaning and positive transformational
outcomes. 

Research suggests that patients expect and appreciate a sense of humor in their
nurses and that a sense of humor is regarded as an important characteristic of a good
nurse.5,9,11,13,14,16,21-25 Humor makes health-care providers more human to patients and
reduces the distance between the nurse and the patient. Patient safety is enhanced be-
cause the nurse-patient relationship is established and maintained through the use of
humor. 

Humor is located in the patient-safe communication strategies ring of the transforma-
tional model in Chapter 2. Appropriate use of humor requires high-level communication
competency. The primary purpose of this chapter is to explore the effects of humor and ap-
propriate and inappropriate uses of humor in nurse-patient relationships. 
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HUMOR IN NURSE-PATIENT RELATIONSHIPS

Humor used as a patient-safe strategy helps to build and maintain nurse-patient relation-
ships. Humor is therapeutic when it is used to help reduce stressful health-care situations
and put the patient at ease. Therapeutic humor is a form of verbal or nonverbal communi-
cation that is used as an adaptive and healthy coping mechanism for reducing stress levels
in numerous situations.15

Humor has been generally defined as something that is or has the ability to be funny
or amusing and results in smiling or laughter.12,13,17-20 Humor encompasses a number of
activities, such as joking, kidding, teasing, clowning, and mimicking. Much of the humor
in health settings is spontaneous and specific to a situation. Nurses or patients make witty
or humorous comments, which make others laugh, smile, or feel amused. It typically does
not entail formal joke telling.8,12,13,17-20

People express personality through humor. As a characteristic of one’s personality,
some people have more of a sense of humor and look regularly for the lighter side of a
problem, whereas others take things much more seriously.26 Having a healthy and mature
sense of humor means laughing at the imperfections in ourselves and laughing with others
about the imperfect nature of typical daily situations.26-28 In addition to laughing with oth-
ers, a sense of humor involves knowing how to make others laugh.9-11,23 Patients reveal
their sense of humor by joking about their troubles with illness, health insurance, medical
bills, diagnostic tests and surgeries, and the care they receive from nurses, doctors, and
other health-care providers. Likewise, nurses joke about these same things as well as 
high workloads, high staff turnover rates, ever-increasing technology, and never-ending 
paperwork. 

Nontherapeutic Humor
Humor is not appropriate when it takes place at the expense of individuals or groups and
alienates them. Jokes that tease maliciously and belittle someone or a group are termed
put-downs. Jokes can be contemptuous or sarcastic and thus aggressive and hostile expres-
sions of dislike and disdain. Ethnic humor or jokes about gender differences can be offen-
sive and indicate prejudice. These jokes are intended as insults to express superiority over
someone else.8,14,16

People who use this type of humor may have low self-esteem and feel insecure. In
cases of low self-esteem, people build themselves up by putting others down. Instead of
reducing tension, laughing at someone is insensitive and creates more stressful emotional
tension.1,14 Nurses need to be very careful never to be insulting with humor; they need to
laugh with, but not at, patients and their families.

Humor is not appropriate when a patient is very sick or emotionally distraught. If
someone is very fearful, very anxious, very sad, or in great pain, humor will not be appre-
ciated. All of the person’s energy is needed to ward off the danger, and the comic effect is
lost. The dangerous threat must be controlled before reference to the problem can be en-
joyed through humor.6,7,13,14,17-19 When a patient is in a crisis situation, humor results in
disgust or horror. For example, consider the patient who was in the recovery room and
breathing heavily. The nurse had just assessed his pulse, blood pressure, and ventilatory
status and believed that his heavy breathing resulted from anxiety. She said, “Hey buddy,
how about controlling that heavy breathing? I’ve got goose bumps!” The patient was so
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upset he later stated, “She was so uncaring. I couldn’t breathe because it hurt so bad, and
she was making jokes!”

What is hilarious to one person can be insulting and tasteless to another. This differ-
ence depends on biophysical, psychological, social, cultural, and spiritual states of being.
You must first “know your audience” to understand the effect of specific types of humor.
The criteria for determining the appropriateness of humor are in the Communication
Safety Alert. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
Criteria for Determining Appropriateness of Humor (Adapted from Pasquali, E.A. Learning
to Laugh: Humor as Therapy. Journal of Psychosocial Nursing 28:31, 1990.)

AAnnxxiieettyy  lleevveell:: Humor is appropriate when patient anxiety is in the mild-to-moderate
range and when humor can decrease patient anxiety. Humor is inappropriate when 
patient anxiety is in the severe-to-panic range and when it increases patient anxiety.

CCooppiinngg  ssttyyllee:: Humor is appropriate when it helps a patient cope more effectively, 
facilitates learning, puts the situation in perspective, or decreases social distance and
when patient cognitive and emotional status permit understanding of and response to
humor. Humor is inappropriate when it leads to avoiding dealing with problematic 
situations, when it masks feelings or increases social distance, and when psychopathol-
ogy interferes with understanding of or response to humor.

HHuummoorr  ssttyyllee:: Humor is appropriate when it conforms with the type of humor and 
humorist that the patient enjoys and when it laughs with people (i.e., laughs at what 
people do, not at who they are). Humor is inappropriate when it ignores patient humor
style and when it laughs at people (other-deprecating humor.)

PHYSIOLOGICAL EFFECTS OF LAUGHTER AND HUMOR

Humor often results in smiling and laughter. In addition to helping people feel good,
laughter can help individuals heal. Indeed, it can help to prevent them from getting sick in
the first place. Why do people feel so good after laughing? The answer to that question re-
quires an understanding of the physiological responses of the body during laughter.30

There are two basic phases of response to laughter: arousal and relaxation.

Arousal Phase
During arousal, catecholamines (such as adrenaline) increase, which speeds up breathing,
heart rate, and blood pressure. Depending on how intense the laughter, various groups of
muscles contract. When people laugh so hard that they cry, the tears produced contain
steroids and other toxins that accumulate under stress.2,31 Thus, through secretion of tears,
the body regains a healthier biochemical balance. In addition, the immune system is stim-
ulated into helping the body fight disease.16,32-36 A smile causes the zygomaticus major
face muscle to contract, which stimulates the “master” thymus gland to secrete thymosin
and produce T-cell lymphocytes.37 These lymphocytes are primary components of the im-
mune defense system, which helps people stay healthy and fight disease. Laughter also in-
creases an antibody in saliva that prevents upper respiratory infection and lowers blood
sugar levels.38-40
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Laughter also reduces the perception of pain.3,16,23,39,41 The exact mechanism of 
this effect remains unknown, although it is theorized that laughter stimulates the brain to
release endorphins.2,17-19 Endorphins are hormones that act as the body’s natural pain
killers. In addition, endorphins give people happy feelings and sometimes even feelings
of euphoria, feelings that are produced when they laugh.

Relaxation Phase
People feel terrific after a good laugh. Following arousal and the release of hormones,
the body responds automatically by relaxing muscular tensions.30 In addition, blood
pressure and heart rate drop below the pre-laughter rate. Laughter promotes breath-
ing patterns that use the diaphragm, the opposite of the thoracic breathing that occurs
under stress. Diaphragmatic breathing patterns produce respiratory relaxation.1 The
physical state of muscle relaxation cannot exist simultaneously with anxiety.20,42,43

PSYCHOLOGICAL EFFECTS OF LAUGHTER AND HUMOR

Humor and laughter can lead to beneficial psychological effects as well, especially emo-
tional release. Humor helps people manage stress by enabling the release of nervous ten-
sions. It offers an acceptable outlet for anxiety, fear, and anger. When people are anxious
and fearful, they might shake and perspire to release pent-up emotions, characteristics of
the flight component of the stress response. If, however, people can talk and laugh about
anxiety and fear, they can obtain emotional relief. Similarly, when people are angry, their
bodies seek to get rid of the emotional tension created by the anger. They feel hostile and
resentful and may rant and rave, or they may lash out at someone or something. This is the
fight component of the stress response, to attain release from anger. Or they can laugh and
talk about the anger to release emotional tensions.1,6,7,16

Without the release of painful emotions, physical, emotional, and mental signs of
stress develop. For example, people may feel nauseated (a physical sign), irritable (an
emotional sign), and unable to concentrate (a mental sign). Excessive tension and a lack of
therapeutic emotional release can bring on or aggravate many physical diseases, such as
heart disease, diabetes, and ulcers. This reflects the wisdom in the popular phrase “You’ll
worry yourself sick.” Most important to recognize is that communication becomes im-
paired, which may lead to misunderstandings and increase the risk for harmful events.

Laughter and humor, combined with meaningful verbal conversation, can produce the
same beneficial relaxation, without the side effects of drugs, such as sedation and drowsi-
ness. The advantage of humor and laughter with verbalization is that the patient maintains
the ability to communicate, can think clearly, and is better able to collaborate in care and
problem solving. 

HOW PATIENTS USE HUMOR

The humorous messages sent from patients to nurses typically involve situations too painful
to communicate directly. Strong negative emotions, such as fear, anger, and loss, may be de-
fused through humor. Thus, humor is often used as indirect communication between the pa-
tient and nurse and, many times, it is used by patients to deliver very serious messages. So
listen carefully, then think about and respond to the message behind the humor. If you fail
to pick up on the meaning behind a humorous message, you risk increasing the emotional
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distance between yourself and the patient, and you will find yourself less effective in help-
ing the patient deal with the situation and will increase the potential for a harmful event to
occur. This section also covers gender differences in using humor.

Emotional Situations
There are many emotional situations that patients are forced to encounter in health-care
settings. Sometimes, patients try to face (or avoid) such situations using humor. 
Patients often express their fears and concerns about body image through jokes. For ex-
ample, suppose you are taking vital signs on a patient who had cardiac surgery 3 days
ago and has been progressing very well. She is a tiny, thin lady who is 78 years old and
is covered with dark bruises around her chest and leg incisions, around the sites used
to obtain blood samples from both arms, and around the area where the central line had
been inserted. The patient is sitting up in bed and, with smiling bright blue eyes, she
looks at you and jokingly says, “Just look at me! It looks like someone beat me with a
hammer.”

You smile at her and say, “We sure do beat patients up around here, no doubt about
it!” Then seriously you say, “I’ll bet you’re wondering if you are ever going to heal from
all this. But you know, those black and blue marks are all normal, and they will all go
away. Your incisions are also healing nicely, and your blood pressure and heart are do-
ing fine.”

Why did the patient make the joking remark? She was asking indirectly, “How am I
doing? I look and feel a mess. Will I ever get better from all this?” This remark points to
body image disturbance and a need for reassurance. 

Embarrassing Situations
Embarrassing situations are numerous in health-care settings, including many that involve
intimate procedures. Patients commonly joke about bedpans, bathrooms, and enemas to re-
lease nervous tension. Sometimes self-ridicule is used by the patient. For example, “How
is a person with a big butt like mine supposed to fit on that bedpan?” Laughing with the
patient would be appropriate. What if you had made that comment, “How is someone with
a big butt like yours supposed to use this bedpan?” The patient almost certainly would have
taken it as an insult. When a patient engages in self-ridicule, then you can laugh—gently—
with the patient. 

Patients may be embarrassed to talk about certain subjects and may initiate a topic
through humor to determine whether it is acceptable to talk about. For example, suppose
you are teaching a 55-year-old male patient with a colostomy how to irrigate and change
the bag. In the middle of the irrigation, he laughs and says, “There goes my sex life! I guess
I can work on my golf game.” You smile at him and ask seriously, “Do you have some con-
cerns about sex?” He responds, “My wife has such a weak stomach, she won’t even look
at this thing on me!”

You continue to let him express his feelings; then you say, “Maybe we can sit down
with your wife and discuss this problem together.” If you have little experience or
knowledge in this area, then you can make a referral to other nurses on your unit or to
another health-care provider. Nurses are not expected to be marriage counselors unless
they have special certification, so it may be appropriate to assess the situation from the
wife’s perspective and then make a referral.
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Unpleasant Situations
Unpleasant situations for patients are common in health-care settings. Patients often make
jokes about their lack of control over what is being done to them and about the hospital
routines. They pretend to be in a motel, and they joke about the food and the service they
receive. You have seen many such jokes on the fronts of humorous get-well cards. These
jokes are expressions of patients’ feelings of powerlessness and lack of control. Listen to
the message that the patient is really delivering. Joke back, and then become serious about
the topic.

Some patients need to have blood drawn morning, noon, and night. They refer to the
blood drawers as the “vampires.” As you go to assess your patient, he says jokingly,
“Those vampires keep coming to get me. They’re sucking all my blood.” You sense that he
is angry and feels out of control, and you say, “The vampires do come in here a lot, but we
need to know the results of all those tests. Do you have some questions about the blood
tests?”

The patient says, “I just don’t understand why they can’t draw it once a day instead of
so many times each day.” Now you can explain the tests and what they indicate, and you
can get him involved in what is being done. That should help decrease his feelings of anger
and powerlessness.

Avoidance Tactic
Sometimes patients use humor to avoid facing problems. In this case, however, humor be-
comes maladaptive. Patients who constantly make jokes will not admit or express their true
feelings. In this case, humor is used to escape from reality and to avoid confronting and
dealing with fears. In other words, humor becomes a way of escaping from difficulties
rather than making it easier to deal with difficulties by putting them in a new perspective.
In this situation, you will probably need to confront the patient, help the patient take a 
serious look at the situation, and do some problem solving. 

Sexually Oriented Humor 
Men have a tendency to use sexually oriented humor in health-care situations more so than
women. For instance, men may use sexually oriented jokes and teasing with female staff
members. By doing so, they are asserting the masculinity that is threatened during hospi-
talization, especially if they perceive themselves to be dependent and powerless. They will
make flirting comments and try to relate as a man to a woman rather than as a patient to a
professional nurse.

Keep in mind that the basis for these comments is the threat to the male ego created
by the situation. Do not think that you have done anything to encourage him. Instead of
becoming embarrassed or defensive, respond with appropriate banter, and then assess the
threat the patient is probably feeling.13,17-19,44 Suppose you are giving the patient a back
rub, and he says to you, “How about rubbing down a little lower.” You could laugh and
playfully tap him on the back and say, “I guess you are feeling well enough to be getting
out of here. The sooner the better, I think!” Then say, seriously, “It’s very difficult to be
in the hospital when there are so many other things I’m sure you’d rather be doing.” Now
you have recognized the need behind the comment, the threat of dependency and feelings
of powerlessness. If you have concerns about sexually oriented comments from male or
female patients, it is appropriate to consult a nursing supervisor. 
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HOW NURSES USE HUMOR

Humor in nursing is bound to the context of the situation. In all circumstances, jokes and
funny stories must be fitting to the nursing situation and never insulting. It is important to
know something about the patient, even to know the patient well, before you can judge
whether the patient will appreciate the humor you see in a situation. 

Usually, if a patient initiates humor by making a humorous remark, you can be almost
certain that the patient will appreciate your similar response. Joking by nurses often in-
volves playful, light-hearted teasing done with a cheerful attitude.12,13,16 Nurses use humor
to make contact with patients, maintain patient relationships, give patients hopes, educate
patients, and maintain personal emotional stability.

Making Contact
As a nurse, you cannot be effective until you form a trusting relationship with the patient.
Humor is one way of developing that relationship through sharing and expressing thoughts
and feelings, including anxieties, fears, and anger. Demonstrating a sense of humor as you
meet a patient can also serve to break the ice. When you share laughter with someone, you
can quickly make supportive emotional contact.1,5,43

For example, consider the patient who comes in for a clinic visit, and you need to ask
her to remove all her clothes and put on a flimsy paper gown. She is walking and talking
and does not appear to be anxious, fearful, or in pain. Most people feel embarrassed and
uncomfortable without clothes, however. So you comment, “Today, just for you, we have
a stunning gown to wear during your examination! Isn’t it lovely?”

You have demonstrated your sense of humor in an attempt to put the patient at ease
and recognize verbally that you know most people are embarrassed by nakedness. You
have shown your empathy in a witty manner. The patient responds with a smile and says,
“I really hate these gowns, you know. And the whole thought of a physical worries me.”

You have made contact, and the patient told you how she felt. Do you know what to
say next? Remember to pick up on the emotion, using empathy. You become serious, and
look her in the eyes and say, “Oh? What are you worried about?”

Maintaining Relationships
As you continue a relationship with a patient, humor helps put the person at ease and may
increase cooperation with what you ask the person to do. When you need to give an injec-
tion, for example, you might say, “I have a soft and little needle for you because you’re
one of my favorite patients. I promise only a tiny pinch. Let’s get this done. I’ll be very
quick about it.” You are implying, “Relax, this isn’t so terrible. You can trust me.”

Or before sending a patient to surgery, you could jest, “Have a nice trip. We’ll keep
your bed warm for you, and we’ll see you in a little bit.” All patients going off to surgery
are nervous about it. Humor keeps that anxiety in check. You give a patient confidence by
these remarks. 

Giving Patients Hope
Sometimes patients get depressed and may say to themselves, “This whole situation is
hopeless. There’s nothing I can do anymore that I like to do. I’ll never get better.” The
inability to see options is characteristic of hopelessness and stress. Humor helps alter
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this narrow perspective and reframe a situation. It also helps to restore a sense of 
motivation. 

A nurse came to take the pulse of an elderly patient who had just had major surgery.
He loved to play bocce ball at the senior citizen club. The patient told the nurse, “I won’t
be able to play anymore.” The nurse tried to reassure him verbally without success. But
after taking his pulse, the nurse said, “I can tell you’re a bocce ball player from your
heartbeat.” He looked surprised and then smiled. “You really think I’ll be able to play
again?”

In this situation, the patient’s depression was not so severe that his affect was
frozen. He was able to respond to the warmth and caring the nurse’s humor conveyed.
The idea is that if a patient can take a detached view of a situation, the patient can think
more objectively and can begin to solve problems. 

Patient Education
Humor stimulates people physically and mentally, and its use may make patients more re-
ceptive to information and increase their willingness to explore and analyze new ideas.45

Humor can be used to strengthen major points or basic ideas that must be conveyed to the
patient during teaching. Humorous information can often be remembered longer and more
easily than information presented in a formal manner. Humorous analogies, anecdotes, and
parables can help teach family planning and health concepts.46

For example, you might write humorous expressions related to a class topic on name
tags, and then have the patients choose a name tag at the beginning of class. The patients can
introduce themselves and explain why they chose their particular humorous expression.47

These name tags can be used as ice breakers to help establish a warm and congenial environ-
ment, to set the tone for the class, and to put the patients at ease. 

Emotional Stability
You can also use humor with other nurses to distance yourself from pain and suffering. In
fact, nurses commonly use a macabre form of humor that people outside of nursing may
not find funny. Here is an example. The evening intensive care unit (ICU) nurses were sit-
ting at the conference table and had just finished hearing the day shift’s patient report. One
of the night nurses had called in sick, and there was no one to replace her. It was going to
be a long evening without enough staff and very busy. Eight of 11 patients in the medical
ICU were on ventilators, unconscious, and in critical condition. One remarked to the oth-
ers, “We’re working in a vegetable garden tonight.” The others laughed, and another nurse
said, “Well, everyone grab your shovels and buckets, and let’s get to work. We’re good.
We’ll get through it.” Everyone laughed again.

The joking relieved the frustration by detaching them from the situation. It was a
good thing that no family members were around to hear this grim humor. Freud described
this as gallows humor, where individuals laugh at death and tragedy to help cope with a
morbid situation.43,48-50

CHAPTER SUMMARY
Humor and laughter are cost-effective and time-effective patient-safe communication
strategies that can be used for health promotion. Nurses are finding ways to use humor and
laughter as a means to communicate effectively with patients and prevent patient harm.
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Like other patient-safe strategies, nures need to practice using humor if it is to become in-
tegrated into communications within nurse-patient relationships. You must expand your
sense of humor by developing an attitude that allows you to see the absurdities in situa-
tions, others, and especially in yourself. 

Still, what is considered funny and amusing to one person may be insulting, tasteless,
embarrassing, or emotionally painful to another. It is important never to be insulting with
humor and to assess each patient carefully for physical and emotional discomforts before
using humor to promote nurse-patient relationships. 
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BUILDING HIGH-LEVEL COMMUNICATION COMPETENCE

For additional exercises, visit DavisPlus at http://davisplus.fadavis.com

Critical Thinking: Analyze the following “jokes” to determine what the 

patient is really trying to tell you. What would be an appropriate response 

to each one?

As you clear his uneaten dinner, a 50-year-old male patient says with a smile,

“That was the most delicious food in the world. My compliments to the chef.”

A 30-year-old male patient recovering from an appendectomy says, “Hey,

honey, how about some hug therapy?”

An 88-year-old woman rocks in her chair and chants, “Oh dear, oh dear, if I

were dead, I wouldn’t be here.” She is smiling, alert, and oriented.

A surgeon removed the belly button of an 84-year-old woman as he repaired

her umbilical hernia. When he makes rounds the next day, she quips to him,

“You’re a shoemaker! Now, how is my husband supposed to recognize me

when I get to heaven?”

A 50-year-old woman who just had a mastectomy states, “All those things ever

did was get in the way!”

A 62-year-old woman tells the neurosurgeon after a craniotomy, “You’re a good

surgeon but a lousy barber!”
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Nurse-Patient 
Relationships During
Grief, Mourning, and
Loss 
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Learning Outcomes  

Upon completion of this chapter, you will be able to:

1. Explain the relationship among grief, mourning, loss, and tears.
2. Identify the losses that occur at each stage of growth and development.
3. Describe how tears promote emotional healing.
4. Describe the physiological processes that occur with the release of tears.
5. List reasons why people cry. 
6. Describe gender and cultural differences in crying.
7. Identify appropriate patient-safe strategies and inappropriate nursing 

responses during grief, mourning, loss, and tears. 
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The purpose of this chapter is to explore patient responses during times of grief, mourn-
ing, and loss and appropriate patient-safe strategies as responses to be used within the
nurse-patient relationship. A primary focus of this chapter is applying patient-safe commu-
nication strategies when a patient or family member cries and during grief, mourning, and
loss. These strategies include establishing trust and rapport, using perception checking,
and using empathy and other facilitative listening responses. Review the Transformational
Model of Communication in Chapter 2, and locate grief, mourning, and loss in the risk fac-
tor ring, along with trust and rapport, perception checking, empathy, and facilitative listen-
ing responses in the patient-safe strategies ring. For an interactive version of this activity,
see DavisPlus at http://davisplus.fadavis.com

The purpose of the exercise is to introduce you to one of the main human responses dur-
ing grief, mourning, and loss: crying. Many student nurses are uncomfortable when a patient
or family member cries, until they learn that crying and tears are nature’s way of allowing a
person to release tension from the body and to communicate a need to be comforted.1 This
chapter describes the loss that occurs during each phase of growth and development through-
out the life span, the purposes of crying and tears, and patient-safe strategies to promote pos-
itive transformational outcomes. In addition, this chapter discusses what not to say when pa-
tients and family members cry and concludes with a section on what to do as a nurse when
you become close to patients and experience grief along with them. 

GRIEF

Grief involves a process that all people experience, usually after the death of a loved one
or another significant loss. Grief is an intense and painful emotional state. Grief work in-
volves the process of working through the emotional reaction to loss and reorganizing
lifestyles to accommodate the loss. The emotional reaction may last for an extended pe-
riod. After the loss of a pet, a person may experience 20 hours of crying. The loss of a
spouse, parent, child, or close friend may result in 200 or 300 hours of crying. Tears are
common even years after the loss of someone who has been very close.2,3 Anticipatory
grief occurs before an actual loss, usually during a long terminal illness.
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Tears are beneficial. Tears release the sadness, anger, hate, and guilt commonly present
with anticipatory grief. In early grief, talking through tears about the final days with the
deceased and reviewing good and bad memories can be therapeutic.

A major loss means that the person must modify his or her belief system to fit a new
reality. The new reality is that the person must restructure his or her life without the loved
one who died. In a grief reaction to significant loss, a person might say, “I just don’t know
what to believe in anymore.” 

Loss requires a person to say good-bye to someone who has been very important to
them. It does not mean to forget or diminish the value of the loved one who died. It means
closing the door on what was lost and opening a new door to a new life without the loved
one. The grieving person must learn to cope with the loss. Triumph over the loss means the
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person still sees a purpose in living and again becomes actively involved in meaningful 
activities.1,4,5

Old relationships are modified, and new ones are formed. As time passes, sadness
turns into loneliness and eventually into hopefulness. The focus is less on the loss and
more on the changes needed to adjust. Successful resolution of the loss gives the survivor
a greater understanding of life with greater compassion for suffering and a higher sensitiv-
ity to the needs of others.

Grief Work
A grieving person should be allowed to choose whether he or she wants to be around oth-
ers and participate in activities. The person may need a period of denial and withdrawal.
Too long a period, however, may lead to hyperactivity, hostility, depression, changes in
relationships with others, and overall decreased ability to function. A grief counselor or
support group may be needed to help the patient grieve the loss. A patient who has suf-
fered a loss should be encouraged to grieve and continue to have the emotional support
of health-care professionals, family, and friends until the grieving is finished.1,4-6
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Grieving for the death of a loved one may extend over a year and up to 3 years.
Throughout grieving, certain people, objects, and occasions evoke memories of the de-
ceased, bringing on feelings of sadness and depression, often with resultant tears to re-
lieve the feelings.1,4-6

Chronic Stress and Depression Associated With Grief and Loss
Chronic stress occurs with unresolved grief and loss, and sadness turns into depression—
emotional depression and physiological depression of the immune system. Thus, affected
people are more susceptible to colds and flu, and they can have symptoms of emotional de-
pression and stress, such as fatigue, headaches, and backaches.1 Over time, chronic stress
leads to diseases such as hypertension, gastric reflux, and indigestion. Unexpressed grief
over loss negatively affects behavior and emotional well-being when people become unable
to function in their personal lives or their jobs. 

LOSSES EXPERIENCED THROUGHOUT STAGES OF LIFE

All people experience loss as they go through each stage of their lives. Every loss involves
emotional tensions and sadness with which individuals must learn to cope in order to main-
tain emotional and physical health. If people can learn to recognize and grieve appropriately
for small losses, they will be prepared better to deal with the big losses that occur.4,5 There-
fore, the next section covers the losses that occur in each stage of growth and development,
beginning with childhood at the stage when the child becomes cognitively aware of miss-
ing someone or something. 

Childhood
During early childhood, any separation from the parents is a loss. The child does not know
that the parents will return but eventually gains an understanding that parents will return
and that the child can love and trust people other than parents. As the child grows, he or

2080_Ch10_131-142.qxd  1/9/10  12:25 PM  Page 133



she becomes increasingly independent. Entering preschool and kindergarten is exciting
and frightening because the child loses the security of home, although new experiences,
friends, and teachers are gained. 

Throughout school, the child is promoted from grade to grade, losing familiar teach-
ers and gaining new ones. Friendships break up because interests change, classmates
move, or the child may move. Developmental tasks include becoming autonomous from
parents, taking the initiative to try new things, and becoming industrious and winning
recognition for achievements at school and in extracurricular activities. Children learn to
be industious workers at school and home, developing many self-care skills and gradually
becoming more self-sufficient.6-9

Adolescence
Promotions to middle school and high school mean giving up many childhood things. Ado-
lescent life events include establishing relationships with members of the opposite sex,
graduating, and getting a job. When a relationship ends, teens may feel intense loss, even
if the relationship was not sexual and they both agreed to end it. Graduation is a happy
event, but it results in the breaking up of many relationships and, in many cases, leaving
home. A job is a significant gain of a new role and an income. If a job is terminated, how-
ever, the role and income are lost. The relatively carefree life of childhood and adolescence
ends as the adolescent takes on adult responsibilities. The major developmental task of
adolescence is to develop a sense of identity and to decide on a career.6-9

Young Adulthood
The young adult struggles for financial independence, starts a career, forms close sexual
relationships, starts a family, and sets up a home. Each event has the potential for satisfac-
tion and happiness but also has the potential for loss. These losses can come from being
fired; from being divorced; from sustaining property damage through fire, theft, flood, or
other disaster; from moving and the consequent loss of friends and their support; and from
the death of friends or family members. The major developmental task of young adulthood
is to develop intimacy in relationships, develop a career, and start a family.6-9

Middle Age
During the middle adult years, many people find enjoyment in the fruits of their labors but
the gains and losses of life continue. Sometimes a promotion means increased salary and
prestige but a loss of free time. Expenses peak as children reach college age. A real sense of
loss occurs as children leave home to attend school, marry, or get their own apartments. Par-
ents welcome the growing independence of their children, but they experience a loss that the
children no longer need them in the same ways. The parent-child relationship changes to an
adult-adult relationship. As the last child leaves home, many parents—especially mothers—
experience a well-known depressive event called the “empty nest syndrome.” Although they
are joyful at a child’s independence, parents miss having the child around as much, and the
daily relationship with the child must change. Also, the role of a parent with children to raise
is over.

Sometimes in middle adulthood, people realize that they may not be able to achieve
all the goals they aspired to in their youth. They experience a sense of loss. At some
point, a person in middle age faces the realization of lost youth. There are changes in
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body proportions, wrinkles, vision changes, gray hair, sometimes baldness, and the loss
of physical stamina. Women must adapt to menopause and the loss of fertility. Although
a man’s sexual function can continue into his 80s, temporary dysfunction may become
more evident at middle age and may be traumatic.

Many middle-aged adults adapt to and accept the effects of time. Others experience a
midlife crisis and set out to prove that they are still young. Divorces occur as one partner
seeks out younger companions. Middle age is especially difficult for people who emphasize
youth and sex appeal as a way of life. A major task of middle adults is generativity, which
involves guiding the next generation through home, work, and community activities.6-9

Late Adulthood
In late adulthood, losses far outnumber gains. There is continued physical decline in all
organ systems, the most noticeable being visual and hearing losses, difficulties with mo-
bility, and loss of memory. Friends and family members are lost through moving and
death. Retirement can be viewed as a significant loss of productive activity, loss of in-
come, and loss of relationships.

When a person is deemed no longer able to drive or no longer able to live alone, there
is a loss of independence, which most elderly people fear keenly. Moving to a retirement
home or nursing home involves the loss of one’s home and all that was familiar in that en-
vironment. After major losses, many people experience a significant decline in health.

In preparation for death, even though life has been very productive and full, elderly
people fear losing their minds, losing control of their lives, becoming a burden, and hav-
ing more pain than they can bear. The primary task of the older adult is to develop a sense
of ego integrity in which the person can look back on life with a sense of satisfaction and
acceptance of impending death.6-9

Learning how to deal with loss is one of life’s most difficult and most important les-
sons. At each stage of growth and development, people must learn to recognize their feel-
ings and then work through the emotions as they react to the losses. 
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Depending on the loss and its meaning to the individual, a person may also experience a
loss of security, self-esteem, a belief system, or faith.

The Impact of Illness on Growth and Development
Now imagine what happens when someone at any stage of life becomes seriously ill (or
dies). The patient and family have been picked up out of the typical daily struggles and
thrown into a crisis. The meaning of and response to the crisis vary with the growth and
development of the person and family before the crisis. The usual growth and develop-
ment tasks are interrupted. Illness results in altered roles and relationships. The resulting
nursing care will be focused on how to help patients and families adjust to altered roles
and relationships and on how to help patients and families grieve their losses. Nurses
must recognize that it takes time to grieve and that everyone has the right to grieve for the
losses, big and small.

During an illness, a person may grieve for the loss of body image, such as with a mas-
tectomy. Nursing students must understand the typical struggles of psychological growth
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and development and assess the growth and development of patients prior to the present
health situation. Once you understand what was going on in their lives, you recognize that
patients may have experienced significant losses that affect the current situation. Thus, you
develop patient and family background data to form the basis for showing empathy and un-
derstanding the meaning of sickness or death to patients and family members in their cur-
rent situation. 

One of the most typical patient responses to grief, mourning, and loss is crying. Be-
fore describing patient-safe strategies used to promote postive transformational outcomes,
you must understand the nature and meaning of crying and tears. People shed tears for
many specific reasons, but there is usually some form of loss involved. 

WHY PEOPLE CRY

People cry when they grieve and mourn the loss of a loved one. But there are many other
times people cry. Many people cry at weddings, graduations, or when moving to a newer
and bigger home, even though these are happy events. The sadness is caused by the losses
that will result from the happy event. The father of the bride “gives his little girl away,” and
his relationship with his daughter under his care and protection is over. She is starting a
new family and new chapter of life in marriage. At the same time, the father and daughter
and other family members may be remembering a loved one who they wish could have
lived to see the event, thus resulting in sadness. 

Tears are also shed due to feelings of frustration and anger. A person may be angry about
a situation he cannot seem to resolve, or she is trying very hard to do something but without
success. Frustrations and anger occur in everday situations. Perhaps the person is feeling em-
barrassed and humiliated. In these situations, the person feels a sense of loss because the per-
son has not lived up to self-expectations. Crying may help to relieve the tension.

Sometimes people cry because they are frightened. They do not know if an outcome
will be good or if they will be able to cope with a situation. For example, a patient may be
afraid of the outcomes of diangostic testing. A patient who earlier had a computerized 
tomographic scan may cry and say, “I’m afraid the tests will show I have cancer.” The per-
son fears the changes that may occur in lifestyle if the diagnosis of cancer is confirmed.
The person also fears death.

People also cry when they are in pain, either because they hurt or because the pain
frightens them. Pain means that something is wrong, and something wrong means that
people can no longer do what they would rather be doing. Thus, in a sense, pain is also
a loss, the loss of ability to perform activites. People are afraid of pain, especially if they
do not know how to manage it, what is causing it, or how much damage has been done
to their body. 

Tears can be used as weapons, however. During conflict, tears can be manipulative
and have a controlling intent. As a result of manipulation, all involved can feel increased
frustration, tension, and alienation.2,3 For example, suppose you do not want to do some-
thing for someone, and as a result, the other person begins to cry. Then you feel guilty,
selfish, and sorry for the other person. You agree to do what the person wants, but you
feel resentful because you feel manipulated and controlled. You have assumed the role
of placator. You need to use assertive and active listening patient-safe communication
strategies to manage a situation when the intent of a person’s tears is to manipulate and
control. 
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In most circumstances, people shed tears to release tensions that are associated with
loss. Tensions associated with loss lead to such physiological symptoms as tightness in the
chest, choking, shortness of breath, sighing, empty feelings in the stomach, and feelings of
weakness.1,10 These feelings are very distressing. Tears must flow in order to release such
tensions and to resolve the physiological ramifications.

A “Good” Cry
Weeping helps a person feel better because tears can reduce perceived emotional pain levels
and can actually create pleasant sensations. Tears are therapeutic because they are a cathartic
coping mechanism that helps resolve feelings of loss, grief, fear, frustration, and anger. There
are chemicals in tears that help to reduce stress.1,11,12 If the tears are shut off and the emotional
pain is ignored, the tensions are not released, and the waste chemicals excreted in tears remain
trapped in the body. It is also healthy to release tensions through tears in close relationships.
Tears can break down barriers and build stronger bonds in relationships.11,12

By releasing stress-related tensions and hormones, crying produces a relaxation re-
sponse. Initially, tears stimulate the sympathetic nervous system, causing the release of
catecholamines that increase blood pressure and heart rate. This arousal is followed by a
parasympathetic response that generates a state of systemic relaxation. Sobbing leads to
respiratory relaxation by producing diaphragmatic breathing patterns instead of the tho-
racic tension-producing breathing pattern associated with the fight-or-flight response. We
feel “pleasantly drained” after a good long cry.2,3

GENDER DIFFERENCES IN SHEDDING TEARS

Gender differences in communication are the focus of Chapter 5. This section further ex-
pands on the specific concept of gender and crying. Women commonly vent their tensions,
anger, and frustrations by crying. Men commonly vent by yelling and shouting.1,11,12

It is interesting to note that women in all societies cry more than men, possibly because of
hormonal differences in the genders. Women secrete 30 times more of the hormone prolactin
than men. Prolactin is involved chemically with secretions of milk and tears. It is believed that
women cry more than men do, in part, because of their increased prolactin levels.2,3

There is also cultural pressure for men not to cry; crying is considered not “manly.”
This is clearly delineated in the expression “You’re a big boy. Big boys don’t cry.” In con-
trast, girls are permitted to cry and express themselves. Thus, male and female children
have been culturally conditioned to respond differently. Men experience just as much emo-
tional turmoil as women; however, men are taught not to cry as readily.

Men generally tend not to open up as much as women. They tend to hold their feel-
ings inside and reveal less personal information when they are emotionally overwhelmed
and will tend to stifle their tears. Men are, however, beginning to recognize the importance
of crying in releasing pent-up emotions and dealing with stress. Men and boys are being
encouraged to show their emotions and not to be afraid to let out tears of true emotion.11,12

Men are realizing that crying shows sensitivity and is acceptable. 

PATIENT-SAFE STRATEGIES IN RESPONSE TO CRYING

You can encourage patients and families to express themselves to help ease feelings of
sadness, loss, and grief. Your role as a compassionate health-care professional is to help
patients recognize that crying is not a sign of weakness or inadequacy but rather is a
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communication mechanism that enables the patient to mourn life losses actively. Patients
value the supportive presence of the nurse and feelings of outside acceptance related to
the flow of tears. 
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Use of empathy and facilitative listening are the main patient-safe communication strate-
gies as described in earlier chapters. Health-care providers need to allow the expression
of tears to relieve tension, and then listen to the patients’ feelings and concerns. 

For example, during rounds you find an elderly woman patient sitting in bed with tears
in her eyes and on her cheeks. You have no idea what could be the matter. Without any
other information to go on, you estimate at this point that she is mildly upset. The basic
empathic approach is always to deal with the emotion first. Let the emotion be recognized.
So you say, “I can see that you’re upset,” and offer her a tissue. Next, you sit down so you
are on the same level with the patient. Make eye contact, and prepare to use active listen-
ing skills. Also use touch, such as a hug or a hand on the patient’s hand or arm as you say,
“What’s going on?” or “What are these tears about?” Follow that with a smile and “I’m a
good listener.”

As the patient speaks, nod and use facilitators, such as restatement and clarification, to
get a clear picture of the patient’s view of her situation. Resist all temptation to interrupt,
give advice, change the subject, or give a pep talk. Listen as she tells you as she continues
to shed tears that she has a son who does not have time to come and see her as often as she
would like. She explains that he is working and has his own family and that she misses him
and his family. Her husband died a year ago as well, and she misses him, too. She adds,
“I’m just sitting here feeling blue.”

To respond with empathy, say something like, “I can see you miss them, and you’re
probably feeling a bit lonely.” Then encourage her to talk about her son or her husband.
For example, you could say, “When was the last time you saw your son or his family?” or
“How long were you married?” You are showing your interest in her situation by asking
these questions.

Although you can do nothing to change the patient’s situation, you have helped her to
feel better by allowing her to release emotions through tears and words. The patient rec-
ognizes that you care about her enough to take a few minutes to listen to her situation and
empathize with her.

What about a person who is angry and weeps at the same time? Consider, for exam-
ple, a 30-year-old woman who has been married for 5 years. She was in the gynecology
clinic when she was told she had gonorrhea by the physician. The nurse was going to teach
her about the disease, its transmission, its prevention, and the importance of obtaining in-
formation about her sexual partners. Just as the nurse began, the patient became angry and
shouted, “How could he do this to me?” She was crying and cursing at the same time, as
she paced back and forth. The nurse remained calm, without judging or arguing. The nurse
showed acceptance of the crying and cursing, as she waited for the patient to regain con-
trol. Explosive emotions involve underlying feelings of helplessness and hurt.1 The nurse’s
presence and silence were ways of showing acceptance while the patient was releasing
emotional tension by blowing off steam. Silence also helps a patient collect her thoughts. 
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Then the patient sat down and began to sob. The nurse sat next to her and took her
hand. “I know you’re hurting,” she said, recognizing verbally the pain the woman was
feeling over her husband’s betrayal. The patient was able to talk more calmly but was
still crying, “I’m sorry I’ve behaved so badly. I just don’t know what I’m supposed to
do now.” The nurse says, “I’m here for you, and we can figure out together what you
can do now.”

When someone is extremely upset and in great emotional pain, the emotions need to
be expressed. Listen to the person’s story with empathy. The nurse needs to be open and
accepting so that the patient can release emotional tension and begin to think about the
problem and what to do next.

Patient-Safe Communication Strategies to Help Families Grieve 
Encouraging family members to talk to and touch a dying patient will help them to grieve
their loss. It is very therapeutic for family members to share in the dying process, for both
the patient and the family. Many dying patients say that their greatest fear is dying alone.
They want family with them. For survivors, being with the patient in the final moments is
therapeutic as well and facilitates the grief process. A common misbelief is that witness-
ing a death or viewing a body immediately after death is too traumatic. In actuality, this
misbelief inhibits the grief process.

Hospitals can be very intimidating, and the family may want to stay out of the way.
But in doing so, family members may miss the final opportunity to be with the dying per-
son. Encourage close family members to stay with the patient and to talk and touch as
much as possible throughout the dying process, even if the patient is comatose. In hospi-
tal settings, let the family provide as much care for the patient as they would like, such as
bathing or shaving the patient. As an alternative, a terminally ill person may join a hospice
program that provides palliative care throughout the dying process. The patient may be
able to die at home if he or she chooses.

The best patient-safe communication strategy nurses can offer as health-care providers
is acceptance. Use facilitative listening responses, and encourage patients to express their
feelings. Encourage patients to work though an impending loss at their own speed. Check in
on the patient and family, and let them know you are available. Offer food and drink to the
family. Do all you can to provide comfort measures, and allow the patient as many choices
as possible. As appropriate, offer to call the hospital chaplain or a pastor, priest, rabbi, or
other spiritual leader of the patient’s choice. Social workers can also help families deal with
grief and will know which community resources are appropriate for the family. 

WHAT NOT TO SAY WHEN A PATIENT CRIES 

Many nurses feel uncomfortable when a patient cries; they feel bad about a patient’s un-
pleasant situation and become upset and anxious. To reduce their own feelings of discom-
fort, these nurses may want to quiet the patient quickly. This minimizes the patient’s
cause for crying or expresses disapproval of the crying. Comments include, “There’s no
need to cry. You’re doing fine.” or “Let’s stop crying now.” By quieting the patient, the
nurse spares herself the need to address her own emotional turmoil as well as that of the
patient. Other responses intended to quiet a patient and bury emotions include such com-
ments as, “Get hold of yourself” (advice), “Think positive” (more advice), “Think of your
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family” (guilt), “I promise that everything will be fine” (false reassurance), or “You
shouldn’t feel that way” (judgmental).

With respect to bereavement after the death of a loved one, people who prefer to avoid
the emotions that result in crying may also choose certain expressions to convey condo-
lences after the death of a loved one. These expressions deny the importance of the grief
or imply that the person has no right to grieve the loss. These comments include, “You
must be strong,” which implies that only weak people show grief; “You must be a man
about this,” which implies that men and boys should not cry or grieve; and “It is time to
get on with your life,” which implies that grieving should consume a certain amount of
time, after which the person no longer has a right to grieve.
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If you can hear yourself making any of the above statements, then you do not 
understand—and are not trying to understand—the feelings of people who are crying.
Your best course of action is to erase these comments permanently from your list of
appropriate things to say when someone is crying or at any other time.

These remarks might help you feel better, but they are not patient-safe communication
strategies of empathy and facilitative listening; they block expression of emotions; and the
patient will not want to talk with you. You will silence the patient, and trust and rapport
will be gone. In addition, as previously discussed, you should never offer false hope or
make promises you cannot keep.

Sometimes, if, in a health-care provider’s opinion, patients become too upset, crying
and tears may be treated with medications. In some cases, medications may be useful if
they help people become more ready to discuss problems. Overmedication does not allow,
however, for the release of painful emotions and the examination of underlying emotional
pain. Drugs may provide an easy way to quiet a person and perhaps help the person to
sleep, but loss and grief remain unresolved. To help a patient resolve grief, a patient needs
to be able to express feelings. 

NURSES CRY, TOO 

As a nurse, you may identify with situations that do not involve you personally. You will
become emotionally involved, and you will cry. When caring for patients and families, you
will become close to them and experience grief along with them.13 You will cry—and
should cry—to release the tensions associated with that grief. 

Sometimes you will cry with patients and families; sometimes you will cry in private.
It is important to recognize that when you cry, you are relieving your own emotional pain.
Crying together with a patient or a family member can create a valuable and supportive
bond. But you should avoid crying with a patient or family member unless that other per-
son cries first. So what do you do when you feel like crying but need to remain in profes-
sional control? Get behind closed doors to a safe and private place to let out your emotions.
Talk about your feelings with a trusted colleague, who has undoubtedly had similar feel-
ings and can help you sort through yours.
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You must acknowledge that you can never be in total control of your life and that some
events are beyond your control. Once you make this acknowledgment, it is easier to deal
with the fear, guilt, and anger caused by a loss over which you have no control. You must
also acknowledge your own mortality and that life as you know it can end at any moment.
We all recognize that not everyone lives to the average age of death, which is near 80 years.
The reflection exercises at the end of the chapter are especially designed to help you as a
health-care provider recognize your own vulnerability to grief and loss. 

CHAPTER SUMMARY
This chapter describes grief, mourning, and loss that occur not only over the death of loved
ones but also during each stage of growth and development throughout life. Tears are a nat-
ural and effective way to release the tension that accompanies sadness, grief, anger, and
fear. A sense of loss is the overriding feeling that leads to crying and tears. 

Nursing a patient who feels a loss involves helping the person to feel “bad.” It means
helping the patient experience painful emotions so that the person can experience the ben-
efits of releasing tensions through tears. It also means listening supportively to the patient
and family as they verbalize emotional pain. Patient-safe communication with a crying pa-
tient means that you avoid expressing disapproval or minimizing the cause for crying. 
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Before you can help others undergoing grief and loss, it is important to recognize and
acknowledge your own vulnerability to grief and loss. 

BUILDING HIGH-LEVEL COMMUNICATION COMPETENCE

For additional exercises, see DavisPlus at http://davisplus.fadavis.com

1. Reflective Practice. Write a one-page summary of a significant loss you 

experienced. You may describe any loss, such as the loss of body image,

loss of a loved one, or loss of a job. What were your feelings during the 

experience? What were your behaviors during the experience? How did you

resolve your feelings of loss?

2. Critical Thinking. Break the class into small groups to discuss and summa-

rize the feelings, behaviors, and ways of resolving feelings of loss identified

in the first exercise. Have a designated leader tell the class the summary

findings from each group.

3. Reflection. Use the following exercise to think about your own mortality.

Suppose you are in a car accident and die tomorrow. List the relationships

that would be lost. What should be done with your body? Would you want 

a funeral or memorial service? What would you want done with your 

property? List the uncompleted tasks you would leave behind. List activities

that you should not put off any longer.
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1. Describe the relationship among patient education, health-care literacy, and
patient-safe communication.

2. Describe cognitive knowledge, affective dispositions, and psychomotor 
behavioral capabilities, which are the focus of teaching and learning during
patient education. 

3. Describe the basic assessment that must be done before teaching the patient.
4. Identify the basic components of a teaching plan.
5. Identify the major teaching methods and relate them to the content to be

taught.
6. Evaluate patient learning and the effectiveness of the teaching method.
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In this chapter, principles and strategies of patient-safe communication are applied to a
very important nursing role responsibility: patient education. Patient-safe communication
is a foundation of patient education. Health literacy is the aim of patient education. Health
information can be confusing for anyone. Health literacy is “the degree to which individ-
uals have the ability to obtain, understand and process basic health information and ser-
vices needed to make appropriate health decisions.”1 Patient-safe communication is used
by health professionals as they teach a patient how to obtain, understand, and process
health information so that the patient is able to make informed decisions. For an interac-
tive version of this activity, see DavisPlus at http://davisplus.fadavis.com

Patient-safe communication is necessary during health education for the patient to
gain an understanding of health-related issues and act on health information. Low health
literacy impairs the ability to navigate within the health-care environment, impairs com-
munications between patients and health-care providers, and inadvertently leads to sub-
standard medical care.2-4 Patient-safe communication during health education is needed
to bridge the gap between the patient’s lack of ability to understand and apply health-care
information and the required cognitive knowledge, affective behaviors, and psychomotor
skills needed for high levels of health-care literacy. 

The lack of health literacy costs billions of dollars annually in terms of health-care
expenditures.5 Millions of North Americans cannot effectively obtain, process, and un-
derstand basic health information and services needed to make informed health-care
decisions and follow treatment instructions.2-6 Low health literacy results in higher
rates of disease and mortality and increased rates of hospitalization because people do
not know when to seek health-care services, how to obtain needed treatments, and how
to manage their health care at home effectively. For example, people with low literacy
may wait too long to obtain health care when ill and then need to be hospitalized, which
costs much more than had they sought care earlier and been treated in an outpatient
clinic. Most patients hide their confusion because they are too intimidated or too
ashamed to ask for help.4

To improve public health literacy, programs have been instituted through such agen-
cies as the U.S. National Patient Safety Foundation and Canadian Manitoba Institute for
Public Safety. The aim of these public programs, intended as a service for everyone living
in the United States and Canada, is to teach people how to engage the services of health-
care providers and learn how to interact with them. Through public media, these programs
emphasize health-care providers want everyone to ask questions for their own safety, not
to be intimidated or ashamed about a lack of knowledge.7 Everyone is encouraged to ask
three simple questions8:

1. What is my main problem?
2. What do I need to do?
3. Why is it important for me to do this?

You will need to integrate all of the communication principles and patient-safe com-
munication strategies described in this book when educating patients for high levels of
health-care literacy so that patients feel comfortable in asking questions. 
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NURSE AS PATIENT AND FAMILY EDUCATOR

An important role for you as a nurse is to be a patient and family educator.9 Teaching must
be focused on the very specific needs of the patient, after a careful assessment of those
needs. Your patient education efforts must be firmly grounded in accepted principles of the
teaching and learning process.10-12 To teach means to impart knowledge by interacting
with patients and family members using patient-safe strategies to ensure that learning can
occur. Learning means that a change in cognitive knowledge, affective dispositions, or psy-
chomotor behavioral capabilities has occurred that cannot be accounted for by biological
growth. Patients thereby become health-literate. 

Cognitive Knowledge
Cognitive knowledge is knowing what to do to care for oneself and how to do it. The cog-
nitive knowledge required to change behavior includes intellectual skills and the ability to
comprehend and to apply knowledge to one’s lifestyle. 

By telling a patient, for example, “You must reduce your cholesterol, exercise,
check your blood pressure, and stop smoking,” you assume that a patient has the cog-
nitive knowledge to accomplish those goals and that the patient is sufficiently moti-
vated to apply the knowledge to make the lifestyle changes. These assumptions can add
up to a big mistake. 

Affective Dispositions
Affective dispositions are the attitudes, emotions, interests, and values the patient has con-
cerning health education that result in required changes in behavior and lifestyle. The
nurse can teach the patient cognitive knowledge, but as teaching occurs the nurse must
consider if the patient is motivated to make the changes and if the patient has support sys-
tems if he or she cannot perform the needed activites alone. 

Psychomotor Behavioral Capabilities
Behavioral capabilities are the psychomotor skills necessary for a change to occur. There
is no way to validate those capabilities without having a patient demonstrate the skill(s) he
or she will be performing.

Clearly, learning is doomed to failure when a health-care provider simply tells a pa-
tient what he or she needs to do without considering the cognitive, affective, and behav-
ioral aspects of what is required. 

BASIC INFORMATION FOR PATIENTS AND FAMILIES

Most student nurses wonder where to begin teaching about a particular diagnosis and
how to determine when they have covered all the essential information. There is basic
information that each patient and family should know about a diagnosis and treatments.
The goal is to make patients as independent as possible in providing their own care and
to know when they need to seek care from their physician or nurse practitioner. Use the
acronym METHOD13,14 to remember what patients and family members need to know:
medications, environment, treatments, health knowledge, outpatient/inpatient referrals,
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and diet. In addition to using these basic guidelines, make sure you read and critique any
patient education literature you plan to give to the patient. 

Medications
All patients and family caretakers need to know the names and dosages of each drug
the patient must take. They must know what the drugs are for, what time the drugs
should be taken, and how the drugs should be taken. They must know the common side
effects of each drug and which side effects should prompt a call to the physician or
nurse practitioner.

To reinforce your teaching about medications, each time you give any pill, check the
patient’s knowledge by asking, “What is this for?” Also ask, “When do you take this at
home?” It takes only a few minutes if you plan to integrate education into whatever you
are doing.

Environment
Often, a patient’s environment will need to be modified to accommodate the health prob-
lem. For example, the patient’s home environment might need to be modified by obtaining
a portable toilet if the patient with heart problems cannot go up and down the stairs. 

Take time to consider the modifications your patient’s environment will need. Ensure
the patient has the means to pay for whatever is needed. Many types of equipment and
medications are very expensive, and some patients may not have equipment or prescrip-
tion benefits in their health-care plans. You may have to teach the patient how to get finan-
cial assistance to pay for the required care. If you are not familiar with types of financial
aid, then make a referral to someone in your own agency or outside agency.

Family members must be prepared to adapt as well so they do not expect too much or
too little of the patient’s functional abilities. Include the family in whatever teaching you
give the patient whenever possible. Assess family reactions and responses just as you as-
sess those of the patient. Family members may have to provide care for the patient and may
have significant alterations in typical roles they play. If the family is not able to care for
the patient at home, the patient may require home health care or placement in a long-term
care facility. 

Treatments
Treatments include any procedures that the patient and family must learn to do. For exam-
ple, the patient may need to learn how to perform a self-injection or a self-catheterization;
the family may need to change a dressing or administer oxygen. Teaching involves demon-
stration of how to do the procedure and always includes a return demonstration by the pa-
tient or a family member. Also included in the teaching is how to obtain supplies needed
for the procedure.

Health Knowledge
The patient needs cognitive knowledge of the health problem, including important details
of the disease and the signs and symptoms that require immediate attention. For example,
a patient with congestive heart failure needs to know that the heart is not pumping as effi-
ciently as it used to. To keep track of this condition, the patient should monitor weight,
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look for swelling in the ankles, and watch for shortness of breath and feelings of chest
tightness or pain. These are all signs that the heart is not pumping efficiently. 

In addition, the patient will need to know about any activity limitations created by
the condition. Telling a patient, “Go home, and take it easy,” is a classic educational
blunder. Exactly what does “take it easy” mean? Another activity guide that is vague yet
often told to patients is, “You can do only light activities.” You need to be specific. Give
some examples. 

Exercise guidelines are very important. For example, directions include walking
around in the home. Usually after major surgery or childbirth, a patient can resume (or
start) a regular exercise schedule in about 6 weeks. Sexual activities must also be dis-
cussed. For example, with prostate surgery, rectovaginal surgery, or childbirth, it may
take 5 to 6 weeks before it is safe to resume sexual activity to allow healing and avoid
infection. 

Driving is a very important activity to be discussed. For example, patients must not
drive while taking pain medications that act as central nervous system depressants. Other
drugs may require a period of adjustment before the patient can drive safely or operate
dangerous equipment (such as an electric saw).

When the patient can return to work is also very important. Return varies with the
type of exertion required on the job. In most cases, an office worker can return sooner than
a laborer. In some situations, patients may need some form of occupational therapy or job
retraining, and you will need to make appropriate referrals. 

Outpatient/Inpatient Referrals 
The patient and family must be informed about when they should be seen again by a
health-care provider. In addition, the patient may need referrals to community agencies for
supportive services, such as the American Heart Association, American Cancer Society,
ostomy organizations, mastectomy organizations, and so on. When making referrals or
telling patients about an appointment at a certain date and time, do not assume that they
own a car or know how to drive. They may need a family member’s help or a community
transportation service.

Diet
Patients and families need to be aware of special diets to be followed. Dietary restrictions
and sample menus should be provided, and they should receive counseling from a dietitian
as necessary. 

TEACHING-LEARNING PRINCIPLES

Teaching always begins by assessing the learner.

Assess the Learner
One of the major principles of patient education is to assess the learner before beginning to
teach. The assessments for patient education are based on the core and context ring of the
transformational model in Chapter 2. The psycho-social-cultural assessment tool developed
by Schuster (2008) in Box 11.1 can be used as a practical guide for assessing the patient. 
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As you go into a room with teaching as your goal, always find out first what the 
patient’s immediate mood, thoughts, and needs are; you will need to address these first. 
Afterward, the patient will be much more willing and able to learn. For instance, suppose
you enter a patient’s room and find out that she is in pain. You will need to do something
to control the pain before you can start to teach. A person in pain cannot concentrate. Once
you have managed basic needs and concerns, you can begin teaching by determining how
well she understands the health-care problem you will be discussing. To help keep your
teaching focused, you will want to ask the patient open-ended questions about the health
problem she is experiencing. Allow the patient to express herself freely; doing so may 
give you an idea about what concerns her the most, and that will be where you need to 
start teaching. 
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Patients will be self-motivated to address their most urgent concerns and will tune in
closely to what you are trying to teach in those areas.

1. Emotional state (mood, body language, eye contact, facial expressions)
2. Patient’s life experience (previous experiences with health care)
3. Family (mood of family members; are family members supportive?)
4. Patient age (how has health problem interfered with growth and development?)
5. Relations with health-care providers (what is the patient/family level of understanding of 

the health problem; are they satisfied with the care given)?
6. Self-esteem and body image (changes in physical appearance; changes in activity)
7. Cultural (religious preference and practices; favorite foods; years lived in the region; travel

outside the region)
8. Gender (style of speech)

Note: Information is obtained by observing verbal and nonverbal behaviors and making 
inferences as you and the patient work toward accomplishing objectives.

BOX 11.1 Psycho-Social-Cultural Assessment Tool 

Especially important is the assessment of past experiences with illness and injury. Ad-
dress any misconceptions or fears the patient may have. It is especially relevant to find out
about previous experiences that relate directly to the behaviors you are asking the patient
to change. 

Teaching methods must be selected to facilitate active participation. Learning is
faster and retention is better with the active involvement of the learner. Lecturing is
not appropriate because it allows no interaction, placing the learner in a dependent 
and passive role.12 To teach psychomotor skills, you will need to use demonstrations.
The patient becomes actively involved in giving return demonstrations to validate
learning.
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Assess Learning Style and Reading Level
Learning styles represent how people learn best. Questions to ask patients to try to figure
out how they will learn best are as follows: 

“Do you learn best by having someone go over everything point by point?”
“Would you prefer to watch a video, listen to an audiotape, use a computerized learning

program, or read by yourself first and then ask questions?”
“Can you hear and see me okay?” 
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With a patient who is sight-impaired, large-size print materials or audiotapes might work
best. With a patient who cannot hear, printed materials and videotapes with subtitles can
be useful. With patients who have hearing impairments, speak slowly and distinctly, and
ask them to repeat frequently to make sure they have heard what you said. Sometimes it
may look as if a person is hearing you, but if you ask the person to repeat, the person
cannot.

C o m m u n i c a t i o n  S a f e t y  A l e r t  
Make the patient an active participant in each teaching session. Have open discussions
(not lectures) that are effective teaching strategies for cognitive and affective content. En-
courage the patient to ask questions to clarify material. You should ask questions, too, to
validate what the patient learned.

A prime consideration is the patient’s reading level. Many patients who are illiterate
may be too embarrassed to admit it. One of five adults reads at a fifth-grade level or lower.
A tactful way to evaluate reading is to ask, “Do you like to read?” If the answer is no, you
will need to find another way to present the information without embarrassing the person.
If the patient wears glasses, does he or she have them on? Most people older than 40 have
special glasses for reading. Although there is patient teaching literature readily available
on almost any topic, you must evaluate first whether the patient can read it and then com-
prehend and apply it to his or her personal situation.

Assess Readiness to Learn
You will also need to determine whether the patient is ready, willing, and able to learn. If
the person is in pain, tired, hungry, anxious, fearful, in denial, or distracted, you are wast-
ing time by trying to teach; learning will not take place. 

Say, for example, that a patient came up from the cardiac catheterization lab around
noon. The patient was tired after being in the lab for about 3 hours for testing. The pa-
tient was also hungry because he was not allowed to eat before the test and lunch had
not yet been delivered. The patient also was uncomfortable because he had to stay in bed
and lie still with a pressure dressing and sandbag on the leg that had been catheterized.
At that point, the dietitian walked in, pulled up a chair, and started teaching him about a
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low-fat, low-salt cardiac diet. How much do you imagine the patient learned about the
diet? Probably nothing. If the health-care provider had assessed the patient first and ap-
plied basic principles of teaching, he would have known to leave this patient alone until
he had eaten and rested. The patient was polite and said nothing, although some patients
might have said, “I’m tired, hungry, and uncomfortable. Can you come back later when
I can actually hear what you’re trying to tell me?” Even if the patient does not speak,
you will have clues to learning readiness. If at any point during a teaching session, a pa-
tient’s eyes glaze over, you have lost that patient.

You can make the most of your time and the patient’s time by incorporating teaching
into your ongoing patient care. Each time you are with a patient, you can teach and vali-
date what has been taught before. As you change a dressing, you can discuss wound care
or signs and symptoms of infection. Take action at every teachable moment. In addition,
keep the time between learning the information and applying the information as short as
possible to help the patient retain the information.

You can also make the most of your time by involving the patient’s family in the teach-
ing. Have family members present whenever possible. They can reinforce instructions. 

Assess Patient Financial Status
You must know how much the drugs, dressings, or other needed supplies will cost the pa-
tient, whether the patient’s health plan covers them, and whether the patient can afford
what is left over (out of pocket) after the insurance is finished. 

Assess Family Support Systems
What family and friends are available to the patient? Are they supportive of the patient
emotionally? Do they agree that the treatments are appropriate? Ask, “How has the illness
affected your family?” 

After Assessment
It is important after assessing and teaching to reinforce learning and to solicit feedback.

Reinforce All Learning  
It is crucial that you remember to give positive reinforcement each time the patient takes
a step toward making a change—even a small step. Document your teaching and the pa-
tient’s progress. Communicate your progress with patient teaching to other health-care
professionals who will care for the patient. Share information about what the patient has
learned and what still requires more teaching and reinforcement. Let your colleagues know
which teaching methods were and were not effective for this patient.You may also want to
refer a patient to a support group for ongoing help with making needed changes, reinforc-
ing behaviors, and maintaining behavior changes. 

Solicit Feedback
In the case of patient education, the feedback is in the form of evaluating what the patient
has learned. Just because you go over information with someone, you cannot assume the
person knows what you mean or knows how to do what you asked.

Start an evaluation by asking if the patient has any questions after you present infor-
mation or finish your discussion. After you address these questions, ask some additional
questions to confirm the patient’s understanding. Ask the patient to restate information, for
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example, “Let’s review a little bit so I know that I clearly explained the signs of bladder
infection to you. Can you tell me what signs you should watch for that might mean you
have an infection in your bladder?”

Another excellent way to find out what a patient has learned is by making up a
brief scenario that relates to the patient’s life and then asking how the patient would
handle it. You can evaluate both cognitive and affective forms of learning with oral
questions. Return demonstrations are the only way to evaluate performance of a
psychomotor skill. 

FACTORS THAT INHIBIT LEARNING

Nurses must keep in mind several factors that can inhibit learning. When these factors are
present, they must be under control before learning can occur.

Emotions
You should recognize and empathize with emotions when working with a patient. Evalu-
ate the patient’s emotional state first before teaching or doing anything else. Emotions are
a prime consideration as you communicate, either when teaching or attempting any other
form of communication. For example, if the patient is extremely anxious, you need to 
reduce anxiety prior to attempting teaching. 

Defense Mechanisms
A patient who is in denial about an illness or rationalizing about why he or she cannot do
something will need to get beyond that point before any behavioral changes can be made. 

Physiological Problems
A patient’s physiological state can interfere with learning also. When someone is tired,
hungry, in pain, nauseated, or vomiting, you will need to postpone your lesson until the
physiological problem has been resolved. 

Cultural Barriers
Often, patients and family members have values that differ from yours and those of other
health-care providers. For example, say you explain to an Amish man that he needs an
electric implanted defibrillator to control his heart arrhythmia or he will die. Amish peo-
ple do not have electricity in their homes, and they believe modern conveniences are “the
work of the devil.” This patient may choose to die rather than have an electrical device im-
planted in his body. 

Sometimes you will need to accept a patient’s beliefs and avoid trying to impose the
values of the medical community on him. All teaching is geared toward the lifestyle of the
patient, which includes the patient’s culture.

Special Considerations of Patient Education With Children
All that has been said about teaching adults applies to teaching children as well.
You must always include the parents, and obtain their cooperation in your teaching. 
You will need to take the child’s stage of cognitive development into consideration.
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MAJOR COMPONENTS OF A TEACHING PLAN

Now that you know generally what you are supposed to be teaching and how to do a ba-
sic assessment, you need to develop a plan with specific goals and objectives, with
teaching methods for each goal and objective. The plan has to be individualized to what
you assessed about the patient.

Assessment
Suppose you have assessed that a patient has a knowledge deficit about his newly diagnosed
diabetes and the need to take insulin. He first wants to learn about insulin and how to give
his own injections. He is 55 years old, has a college degree, has been an investment broker
for the past 25 years, and wants to get back to work as soon as possible. He is motivated to
learn, he likes to read, and his family is supportive. His wife wants to attend nutrition classes
to learn the new diet and how to modify the way she currently cooks. The patient’s insurance
plan covers prescription medications and the supplies needed for injecting insulin.

Goals and Objectives
Based on this assessment, the general goal will be to have the patient self-administer in-
sulin. Tailor the information you present so the goals are attainable by the patient you are
teaching. Remember that the average adult can remember only five to seven things at a time,
so keep your teachings short, simple, and specific. The more information you present, the
more the patient will forget. Less information is really more, because the information will
be better retained. Never try to present everything in one teaching session. Teaching small
amounts of information over time is much more effective.15

Write specific objectives to address cognitive, affective, and psychomotor learning be-
haviors that the patient must attain to meet the goal successfully. 

Cognitive learning objectives specify that the patient do the following:

• Describe the purpose of insulin
• Describe the adverse effects of too much or too little insulin
• State what to do if side effects occur

Affective learning objectives specify that the patient do the following:

• Listen to instructions on how to perform self-injection
• State that an injection is necessary and why it is necessary
• Show no signs of anxiety and appear relaxed

Psychomotor learning objectives specify the patient do the following:

• Assemble supplies needed to self-administer insulin
• Draw into the syringe the correct dosage of the drug without contaminating the equipment
• Inject insulin without contaminating the needle

Note that all these objectives are clearly measurable. 

Teaching Strategies
Next, you must plan the teaching strategies that will meet the objectives. The strategies dis-
cussed in the following sections are grouped according to whether learning objectives are
cognitive, affective, or psychomotor.
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Cognitive Objectives
Cognitive knowledge is usually taught using printed and audiovisual materials. These in-
clude books, pamphlets, films, programmed instruction, and computer learning. Learners
can proceed at their own pace, and the nurse does not need to be present during learning. 

Cognitive knowledge can also be learned when you give explanations and descriptions
in a lecture to the patient and family members. You control the content and the pace of the
instruction; however, the learner is passive and will retain less information than when be-
ing an active participant in the learning process. 

In addition, cognitive knowledge may be gained by encouraging the patient to ask
questions. Confirm that each question has been answered by asking the learner, “Does that
answer your question?”

Affective and Cognitive Objectives
Affective and cognitive knowledge can be gained from one-to-one discussion that permits
the introduction of sensitive issues and encourages participation by the learner. You can
provide immediate reinforcement and as much repetition as needed until the patient learns
the objectives of the lesson. Group discussions may also be useful to attain affective and
cognitive objectives when the members support each other, share their ideas and concerns,
and problem-solve together.

Role playing is a teaching strategy that encourages the expression of attitudes, values,
and emotions, and it allows active involvement by the learner. In addition, affective and
cognitive behaviors may be learned by the teaching strategy of discovery, which involves
guiding the patient through practice situations requiring the patient to solve problems sur-
rounding the diagnosis or treatments. When the patient is an active participant, the reten-
tion of information is higher.

Psychomotor Objectives
Psychomotor skills are taught by demonstrations accompanied by explanations. You must
give very clear and specific directions, and show patients what they must do. Demonstra-
tions must be accompanied by the teaching strategy of guided practice. The patient must
have “hands-on” experience, with repetition and immediate feedback from you. 

Implementation of Teaching
After developing the plan, it is now time for patient-nurse interaction. Make sure to choose a
good time for the interaction. A good time might be after breakfast, after the patient has slept
well, when the patient has no discomforts and is ready to learn. This environment is optimal.

Order the learning activities by starting with the basics. For example, you are teach-
ing the patient to self-administer insulin subcutaneously. Give the patient pamphlets, and
tell the patient that you will return in an hour to talk about questions. When you return, an-
swer the questions, and have a one-to-one discussion regarding affective behaviors. Next,
take the patient to a small classroom where the movie and equipment are prepared ahead
of time. Play the movie, give a live demonstration, and follow this up with practice by the
patient on a mannequin. Last, have the patient self-inject insulin the next time it is due to
be given. In addition, use simple everyday language, avoiding medical terminology when-
ever possible. There is a big difference between saying “Let’s talk about hypoglycemia and
signs and symptoms of insulin shock” and saying “Let’s talk about what to do when you
have low blood sugar and feel shaky or light-headed.” 
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Evaluation and Documentation of Learning and Teaching
The last step in the teaching and learning process is to evaluate whether learning occurred
and if the teaching methods were effective and to document what was done. In order to
evaluate, ask yourself, “Did the patient learn about insulin and how to give the injection?”
More specifically, ask yourself, “Did the patient master each of the objectives?”

You must specifically evaluate each objective. Typically, cognitive objectives can be
evaluated by giving the patient a test, oral or written. Affective behaviors can be inferred
from how the patient responds to questions and speaks about relevant topics. In addition,
you can observe behaviors that express feelings and values. Psychomotor behavior is mea-
sured by direct observation. The patient may be able to describe each step in the procedure,
and you must see the patient perform the activity to validate a psychomotor skill.

To continue with the example of the diabetic patient, you will evaluate cognitive
knowledge by asking questions and giving the patient examples of situations for which he
would describe his response. For example, “You’re driving in your car about 11 a.m. after
giving yourself insulin at 8 a.m. You become light-headed, you start sweating, and you feel
shaky. What do you think is wrong, and what should you do?” Next, you evaluate the pa-
tient’s psychomotor abilities by telling him to pretend that you are not there and to do
everything needed to draw up and administer the injection just as he will be doing at home.
In addition, you evaluate his affective behaviors by noting how he responds to your ques-
tions and how his facial expressions change as he gives himself an injection. You evaluate
psychomotor skills by watching the patient give his own injection.
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
You will never know for sure that a patient has learned what is required unless you evalu-
ate the patient’s learning by asking questions regarding cognitive knowledge, noting the
affective response and motivational levels, and asking for a return demonstration for psy-
chomotor skills.

Last is the evaluation of your teaching methods. Was the timing of your teaching ap-
propriate? Were your strategies effective? Was the amount of information appropriate? You
can ask your patient for insight either verbally or in writing. By evaluating oral or written
responses, you can tell whether your objectives were met. Other characteristics of effec-
tive teaching include the ability to hold the patient’s interest and the ability to make the pa-
tient a partner—an active participant—in the teaching and learning process. Good teach-
ers are also optimistic, positive, nonthreatening, and supportive of a positive self-concept
in learners. They help patients believe they can accomplish all objectives. Good teachers
typically use several methods of teaching that are appropriate for the objectives and the
learning style of the patient.

CHAPTER SUMMARY 
This chapter describes basic principles of teaching and learning required for effective
patient education. The nurse develops patient educational objectives that are focused on
the cognitive knowledge, affective dispositions, and behavioral capabilities pertaining to
the patient’s specific health state and required knowledge needed for self-care. Knowl-
edge of how to perform a learning assessment, develop a teaching plan, implement
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teaching, and evaluate learning are essential patient-safe strategies to educate patients
and families using high-level communication competency. Also, it is important to eval-
uate the effectiveness of the teaching strategies and then modify teaching strategies 
as needed for patients and families to attain learning outcomes. Health literacy is the 
intended result of patient education. 
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BUILDING HIGH-LEVEL COMMUNICATION COMPETENCE

For additional exercises, see DavisPlus at http://davisplus.fadavis.com

1. Patient Education Practice and Critical Thinking. The following three pa-

tients are newly diagnosed with diabetes and require insulin to control the

disease. The nurse must teach each of the three patients about administer-

ing insulin to themselves safely. Each has a special learning need. For each

patient, address the following three questions: What other assessment data

would you like to know about the patient? What patient-safe strategies

would you use to obtain the needed assessment information? How would

you customize the goals, objectives, teaching strategies, and evaluation

methods for each patient?

Patient 1 is legally blind.

Patient 2 has been up all night because of a noisy roommate and feels 

very tired.

Patient 3 exclaims,“I get queasy and feel like fainting whenever I look at

that needle!”

2. Critical Thinking. Amanda Severt is 35 years old and is being treated for

an overactive thyroid. Your assessment reveals that she is weak and tired

and has lost 30 pounds. She is 5’6” and weighs 110 pounds, even though

she eats an enormous amount of food. She is taking medication, but you

would like to teach her about increasing her calorie intake to gain weight.

You are to provide nutritional teaching. Where do you start?

3. Communication Practice. As a class activity to practice patient-safe strate-

gies and patient teaching, role-play the above-mentioned situations in front

of the class. One student can be the nurse, the other student can be the

patient, and the interaction can be evaluated by the entire class.
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Patient Safety 
Communication Risk 
Factors in Nursing Work
Systems

Patient monitoring
Coordination of care
Continuity in care
Care transitions
Human factors
Human strengths
Human limitations
Human error
Error
Automatic mode
Mixed mode
Conscious mode
Error of execution
Error of decision making
Skill-based error
Rule-based error
Knowledge-based error

Learning Outcomes  

Upon completion of this chapter, you will be able to:

1. Describe the communication responsibilities of the nurse in promoting 
patient safety during communication with other members of the health-care
team.

2. Compare the person approach and systems approach to human errors in
health-care systems. 

3. Relate human cognition and performance to mental antecedents of human
error involving errors of execution, errors of decision making, and 
deliberate violations of rules. 

4. Describe the relationship among performance inputs, process, and outputs
of the nursing work system. 

5. Using accident causation theory, describe how patient care errors occur.
6. Describe conditions in the work environment of nursing work systems that

create communication failures and harmful events.

Key Terms

C H A P T E R

12  12

Slips 
Lapses
Mistakes
Violations
Mental model
Situational awareness
Working memory
System
Systems perspective
Performance inputs
Process
Performance outputs
Active failure
Latent condition
Error-provoking conditions
Person approach
Systems approach
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The purpose of this chapter is to describe the characteristics of patient safety communi-
cation risk factors encountered during intradisciplinary (nurse-nurse) communications and
interdisciplinary (nurse–other discipline) communications within nursing work systems.
Over the past decade, communication failures between health-care team members have be-
come widely recognized as a leading safety hazard in health care,1 hampering the ability
to deliver safe, high-quality care. This chapter explores the growing evidence that factors
in the health-care system and nursing work environment are the major contributors to com-
munication failures between members of the health-care team. From this broad perspec-
tive, nurses can learn how communication failures happen, recognize risks for communi-
cation failure in their work environment, use patient-safe communication strategies
specific to working with members of the health-care team, and advocate for health-care
system improvements to keep patients safe. Review Figure 2.5, and identify communica-
tion risk factors involving intradisciplinary and interdisciplinary communications in the
Transformational Model of Communication. 

Nurses represent the largest discipline within the health-care workforce and provide
the greatest amount of direct patient care and integration of patient care services across the
professions. They are uniquely positioned to communicate essential patient information
with other members of the health-care team. 

COMMUNICATION OF ESSENTIAL PATIENT
INFORMATION

Primary activities within the role of the nurse that involve communicating essential patient
information to other health-care team members include patient monitoring, coordination
of care, and maintaining continuity in care. 

Patient Monitoring
A primary activity and role of nurses is ongoing patient monitoring. Patient monitoring is the
ongoing assessment and evaluation of patient health status and involves the purposeful acqui-
sition, interpretation, and synthesis of patient information for clinical decision making.2 It is
an important surveillance mechanism for detecting errors, detecting early deterioration of pa-
tient health status, and preventing harmful events.3 Performance of patient monitoring requires
great attention, knowledge, and responsiveness on the part of the nurse,3 and the findings must
be carefully communicated orally to other team members and documented on patient records.
With the early recognition and effective communication of the deterioration in patient health
status, there is rapid initiation of coordinated activities to restore patient health.  

Coordination of Care
In addition to monitoring patients, nurses serve as the coordinator or integrator of patient
care and services from multiple members of the health-care team. Nurses coordinate the
scheduling and implementation of all treatments and therapies of physicians, pharmacists,
dietitians, social workers, and other members of the health-care team. Updates in patient
health status from incoming information, such as laboratory results, or changes in the treat-
ment plans are communicated by nurses as appropriate. Nurses review patient records to
detect gaps in information and take action to implement changes in treatment plans
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through communication with other health-care team members. Failure to communicate
timely and accurate treatment updates during coordination of care results in treatment de-
lays and can jeopardize patient health.4

Maintaining Continuity of Care During Care Transitions
Nurses also serve a role in maintaining continuity of care during care transitions, defined as
patient transfers from one care provider to another (for example, from one nurse to another
or from one care setting to another, such as from a hospital to a community care setting).5,6

During care transitions, nurses maintain continuity of care by communicating patient sta-
tus, plan of care, and any anticipated changes to watch for in the next interval of care.7 By
means of patient monitoring, coordination of care, and maintaining continuity in care,
nurses and nursing communications are inseparably linked to patient safety and prevention
of harmful events. 

The Person Approach Versus the Systems Approach to Patient
Care Errors
The Institute of Medicine (IOM) report, “To Err is Human—Building a Safer Health
System”8 reported that health care is not as safe as it should be and described tens of
thousands of people who die annually from medical errors in hospitals. Analyses of over
2000 medical errors revealed that 70% was the result of communication failure and, of
these, approximately 75% of patients died.9

One of the main conclusions from the IOM report was that the majority of errors in
health care was the result of faulty systems, processes, and conditions that led individuals
to make mistakes rather than the result of individual recklessness.8 “People working in
healthcare are among the most dedicated workforce in any industry. The problem is not
bad people; the problem is that the system needs to be made safer.”10

The IOM claimed that the focus must shift from blaming individuals for patient care er-
rors (person approach) to a focus on preventing future errors by designing safety into the
health-care system at all levels (systems approach). The IOM opened the door for health-care
team members and organizational leaders to understand errors as a symptom of an unsafe
system. Viewing errors from a “systems” perspective takes into consideration how factors
within the system itself affect human performance, which can lead to patient care errors. 

Improving safety from a systems perspective is important because no matter where
you choose to work, you will be working within a system that has safety issues. Trying to
be more careful and more cautious will do little if safety issues in the system remain un-
resolved.10 By understanding the systems approach taken by the IOM, you will have a
broader focus both on identifying the underlying safety issues and recommending im-
provements for safety that address these issues. Implementing change through a systems
perspective, rather than reacting to errors as they occur, is the only way far-reaching qual-
ity improvements in safety can be achieved.10

Competencies for health-care team members related to systems thinking and patient
safety include but are not limited to11: 

• Understanding system design and its impact on safety
• Risk awareness through anticipating and recognizing problems at the level of individu-

als and of systems
• Correcting safety issues to prevent them from reaching the patient 
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Collectively, the competencies afford nurses and other team members with opportu-
nities to help build a safer health-care system. To attain these competencies, health-care
providers need to examine the relationships among people, job performance require-
ments, and the work environment using a human factors science theoretical perspective.
Human factors science is the study of the fit between the tasks that people do and the
work environment.

Human Factors Science
The science of human factors is about “goodness of fit”: the fit between people, the things
they do, the objects they use, and the environments they work in.12 If a good fit is achieved,
it reduces the stresses on people. They are more comfortable, they can do things more eas-
ily and, most important, they make fewer mistakes. Human factors science involves the de-
sign of an interactive work system that ensures the effectiveness, safety, and ease of use of
tools and equipment and effective performance of tasks by workers within the work envi-
ronment.13 For nurses, this means that the tasks they perform, the tools they use, the work
environment in which they function, and the organizational policies that shape their activ-
ities must be designed to be a good fit for their human abilities and limitations.14

When system factors and human sensory, cognitive, and behavioral abilities are poorly
matched, substandard outcomes frequently occur in quality of care and patient safety.3,14 A
thorough understanding of human abilities and limitations that affect performance is essen-
tial to understanding how a work system must be designed. 

HUMAN ABILITIES AND LIMITATIONS AFFECTING
PERFORMANCE 

By their very nature, humans make errors.15 In any industry, one of the greatest contribu-
tors to accidents or harmful events is human error. It has been estimated that human error
is the cause of up to 90% of all organizational accidents.16 In health care, 70% to 82% of
incidents analyzed in the operating room have been attributed to human error.17,18 Keep in
mind, however, that saying an incident or harmful event is due to human error is not the
same as assigning blame.10 Humans are fallible and make errors for a variety of reasons
that have little to do with lack of good intention or knowledge.19 Difficulty in maintaining
continual alertness, inability to attend to several things at once, having habits of thought
and action, and lacking precision in mental functioning are our human weaknesses. 

Human error is the category of human performance that leads to bad outcomes.20

James Reason, a British psychologist and expert on human factors science, defines human
error as the failure of a planned action to achieve its intended goal.21 Human errors involve
cognitive processes of mental functioning as people plan actions and yet fail in their at-
tempts to reach intended outcomes. Human errors are directly related to cognitive human
performance. For example, a nurse may become cognitively impaired from fatigue, lead-
ing to human errors when she is mandated to work a double shift, and she is expected to
perform mathematical calculations involving the administration of medications. When this
nurse makes a medication calculation error, it is due to cognitive impairments as a result
of fatigue stemming from the hospital policy of mandatory overtime. 

Investigations into major industrial accidents have increased understanding of human
cognitive performance in the work environment. There is evidence-based knowledge of
why people err, and a great deal has been learned about how to design work environments
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to minimize the occurrence of errors and limit their consequences.22,23 The study of how
human errors occur has led to the development of normal cognition theory to explain how
humans think during the performance of activities.   

Normal Cognition Theory
During performance of activities, Reason describes normal human cognition as involving
three modes—automatic, conscious, and mixed. Characteristics of each are as follows21: 

Automatic Mode
Most of your thinking during the performance of activities operates in the automatic mode.
We use the automatic mode during often-repeated, routine tasks. The automatic mode is
associated with our long-term memory. Long-term memory has unlimited capacity and can
process parallel bits of information simultaneously rather than process one thing after the
other. For example, you can leave home, drive to the campus, park, and go to your class-
room without devoting much conscious thought to any of the hundreds of maneuvers and
decisions that this complex set of activities requires.

Automatic processing is possible because you carry a vast array of mental models in
your long-term memory that store the many recurrent aspects of everyday life. Your cog-
nitive mental models are essential for you to function in our environment, and they oper-
ate quickly, processing information rapidly and without conscious effort. 

Conscious Mode
You use conscious critical thinking processing when you are in a new situation that does
not match any of our mental models, and you have a problem to solve. The problem is
worked out through purposeful critical thinking. The conscious mode entails the use of
short-term working memory. Working memory can only process one thing at a time and is
difficult to maintain because conscious critical thought requires our full attention to what
we are doing. People have a limited ability to focus their attention on more than one thing
at a time when they have the need to be operating in the conscious mode. As an example
of conscious mode and working memory, remember when you first got behind the wheel
of the car, or you were learning to take a blood pressure or insert a urinary catheter. You
had to concentrate and think purposefully as you studied books, viewed movies, and prac-
ticed performing the skills for many hours before doing these things on your own.

Human attention to a task that requires critical thinking can be sustained only for
fairly short periods, usually about 20 minutes, after which fatigue sets in. Additionally,
when attention is focused on one thing, it is necessarily withdrawn from all other
things.24,25 In sum, working memory critical thinking processing is slow, sequential, takes
effort, is limited in capacity, and requires full conscious attention. 

Mixed Mode
Somewhere in between operating automatically and consciously is a mixed control mode.
You use this when you encounter a trained-for situation. Here, you need to modify our
largely programmed automatic behaviors because you need to take into account some change
in the situation or procedure. You apply memorized rules when automatically matching the
signs and symptoms of the problem to some stored mental model; you also operate con-
sciously to verify whether the solution is appropriate. For example, you may be proficient at
taking a blood pressure and can perform the psychomotor task automatically. You will have
to operate in conscious mode as well, however, when you encounter a patient who is very
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thin with severe contractures, making it difficult for you to hear her blood pressure using an
adult cuff. There is no pediatric cuff available, and you remember that you could perform a
palpation blood pressure. You consciously verify the solution is appropriate because the pa-
tient has good pulses. You had to develop a new rule for how to take a blood pressure when
a patient has contractures. You can then apply this new rule when you encounter this situa-
tion in the future. You have added to your mental model of how to obtain a blood pressure. 

How Error Occurs 
There are two ways to make an error. Reason21,25-27 describes errors of execution and 
errors in decision making; these result in the failure of a planned action to achieve its 
intended goal. 

• Error of execution: The plan is adequate but does not proceed as intended. 
• Error in decision making: A wrong plan is used to achieve an aim.

Errors of Execution
Errors of execution happen during the largely automatic performance of a routine, often-
repeated task. These errors occur at the skill-based level of human performance and are
further divided into two groups: slips and lapses. Slips are associated with attention fail-
ure, and lapses are associated with memory failure. Highly practiced and automatic behav-
iors are particularly susceptible to attention and memory failures. Attention and memory
failures are typically caused by internal preoccupation, daydreaming, or being in a hurry.
Distractions in the immediate surroundings can shift attention away from the task at hand
and cause a slip; interruptions can cause you to forget to do something and cause a lapse. 

A variety of internal factors can make slips and lapses more likely. Physiological factors
include physical fatigue, alcohol, drugs, and illness. Psychological factors include emotional
states such as boredom, frustration, fear, stress, panic, mental fatigue, anxiety, and anger.
Each of these factors leads to preoccupation, which diverts attention from the task at hand. 

Memory failures (lapses) can cause a nurse to forget essential details of patient infor-
mation, which, for example, can result in forgetting to pass on important information at
change-of-shift report. Memory failures can also result in items omitted from a preopera-
tive checklist or nursing admission database.15

Errors in Decision Making
Errors in decision making happen during the conscious performance of problem solving in
trained-for and novel situations. Errors in decision making occur at the higher rule-based
and knowledge-based cognitive level of human performance. They are associated with per-
ception failures, misinterpretations, and lack of essential information. Errors in decision
making are called “honest mistakes”15 and can be divided into two groups:

Rule-based mistakes: People are very good at pattern matching and can make rapid 
assessments of situations based on matching features of a current situation to those
stored in long-term memory. But individuals can apply the wrong rule to a patient 
situation (if X, then do Y) if they fail to notice contradictions, especially if there is
missing or ambiguous information. The presumption results in misperception of 
the patient’s deteriorating clinical situation. In a rule-based mistake, the nurse may,
for example, implement a “wait and see” intervention rather than rapidly initiate 
communication coordinating activities to restore patient health.  
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Knowledge-based mistakes: Knowledge-based mistakes occur because of lack of knowl-
edge, information, or misinterpretation of the problem. Individuals do not have a mental
model or automatic solution in long-term memory. They have to develop a mental model
of the current situation, which is nearly always incomplete. Certain habits of thought alter
conscious reasoning and contribute to this process. One such process is biased memory, in
that individuals perceive by what they know. They interpret novel situations within this bi-
ased framework. Recall from perception theory in Chapter 3 that people cannot experience
the world directly; rather, they interpret it. Therefore, in new situations, health-care
providers interpret the patient situation only by what they already know. 

Another process of knowledge-based mistakes is the tendency to “fixate” on a particu-
lar guess or hunch about what is occurring in a situation. This is known as confirmation bias,
described by Sir Francis Bacon more than 300 years ago.28 With confirmation bias, individ-
uals have the tendency to look for evidence that supports what they believe to be occurring
and supports their “hunch” and ignore information that contradicts it. Health-care providers
will “see” the information they expect that confirms their expectations, rather than see the
information that is actually present that contradicts what they expect.29 Knowledge-based
errors can manifest the same way as rule-based errors, with delays in communicating
changes in patient clinical status quickly and effectively or as inaccurate interpretations of
patient information shared with other health-care team members. 
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C o m m u n i c a t i o n  S a f e t y  A l e r t  
The human mind has inherent limitations in mental functioning. Being aware of your
mind’s vulnerability to stress and time pressures as well as long hours and fatigue can
help you recognize when you may be at risk for error. 

Violations
Violations are deliberate deviations from standard practices, policies, and procedures.27

People purposely break rules when there are poor operating procedures, inadequate work
environments, low morale, time pressures, and tools and equipment that cause frustration.
Routine violations occur habitually in health care. They include behaviors such as cutting
corners or bending the rules to get the job done on time. Routine violations continue to be
committed in the absence of incidents and are tolerated by management.27

Health-care team members are creative and often respond to a system problem with a
“quick fix,” or break from standard procedure. The immediate problem is solved but the
underlying problems are ignored and allowed to continue.30 In a recent study that exam-
ined human factors in a cardiovascular operating room, nurses stated that they were more
prone to break the rules when they were rushed.31 Conditions that created a rushed work
environment for the nurses included overbooking of the operating room with subsequent
overtime hours and understaffing. The nurses indicated that they would break the rules
only when there was no perceived impact on patient outcome. 

Violations can set in gradually over time and become the accepted norm of work be-
havior. Violations can become so routine and so common as to be almost invisible to both
workers and management, reflective of the “fish and water” effect discussed in Chapter 3.
In her investigation of the Challenger accident, in which moments after liftoff the space
shuttle exploded, killing all seven astronauts, Diane Vaughan32 discovered how gradual
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departures from safety became accepted as normal. She referred to this organizational be-
havior as normalization of deviance. In the days preceding the Challenger launch, indi-
viduals tried, unsuccessfully, to bring attention to safety concerns about the mission. The
concerns were dismissed as “acceptable risk.” Over time, normalization of deviance,
when combined with other factors, creates thin margins of safety in an organization; in
this case, it ultimately led to disaster.32

THE NURSING WORK SYSTEM 

In the health-care system, nurses are one of many interdependent components that inter-
act to achieve the common goal of safe, high-quality patient care and optimal patient
health outcomes. A general definition of a system is a set of interdependent components
that interact to achieve a common goal.14 The interdependent components of the health-
care system include nurses, patients, other health-care providers, administrators, and sup-
port staff and the patient-safe communication strategies and other tools nurses use in the
health-care system. 

Nurses interact on a daily basis with many components at different levels of the
health-care system. From a systems perspective, the focus is on the interdependencies and
interactions among the components, not on the components themselves.14 The levels can
be considered in two ways.

First, they are levels of a hierarchy. For example, the vice president of nursing is above
several directors of nursing, who are above unit managers, who are above charge nurses,
who are above staff nurses.33 Each higher and broader level of a system provides context
for the systems nested beneath it. The context includes policies and procedures, norms,
technologies, physical environment, and people.34,35

Second, levels exert influence on the levels below and above, with impacts on indi-
viduals, groups, or the organization.14,21,36 Norms, policies, and decisions at the group
and organizational level affect individuals. Similarly, individual decisions can influence
outcomes at the group or organization level. Policies and procedures made at a high 
organizational level affect groups and individuals at other levels nested beneath.37

Often, decisions made at higher system levels can exert influence on other levels in ways
that can unexpectedly contribute to work conditions that lead to human error. This is because
it is difficult in complex organizations to predict how system components across levels will
interact, especially when changes are introduced.21 If health-care providers re-examine the de-
cisions made at a higher organizational level to improve handoff, this seemingly good change
can certainly improve patient information transfer. If the new procedure is confusing or diffi-
cult to work with, however, and training has been inadequate, it may decrease the nurses’
availability to conduct timely communications with physicians about patient concerns, which
in turn affects the safety of patients. The point to bear in mind is that changes in one part of
the system will always have effects on another part of the system.21 This is a dynamic charac-
teristic of all complex systems, especially the nursing work system.

A Concept Map of the Nursing Work System
Figure 12.1 illustrates a nursing work system concept map the authors have developed
from the perspective of human factors science. It has been adapted from the frameworks
developed by Vincent,38 Henriksen,14 Karsh,35 and Carayon.34 The concept map does 
not represent the full breadth of a nursing work system; rather, it focuses on a variety of
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systems factors known to influence nursing performance in monitoring patients, coordinat-
ing care, maintaining continuity in care, and communicating effectively face to face, over
the phone, and in writing with other health-care providers.

There are three main areas in the concept map:

1. Performance Inputs, which guide the nursing work system
2. Process the required human performance to change inputs into outputs 
3. Performance Outputs, the outcome of the inputs and process

A full discussion of this concept map can be found at DavisPlus at http://davisplus.
fadavis.com
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Figure 12.1 Nursing Work System.
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The Nursing Work System concept map illustrates how system inputs can influence
nurses’ ability to perform their work activities and how that ability affects patient out-
comes. Just as a well-functioning work system can facilitate performance, a poorly func-
tioning work system can create the conditions that lead to human error, communication
failures, and harmful events.39

Next is a discussion of how system factors create hazardous conditions that facilitate
human errors, using James Reason’s accident causation theory. 

ACCIDENT CAUSATION THEORY 

James Reason’s accident causation theory provides the necessary framework to guide
critical thinking in nursing about system influences on human performance that can lead
to human error, communication failures, and harmful events. Reason’s accident causation
model40 has been used to explain that when system components across levels are func-
tioning well together, they serve collectively as a barrier or system of defenses to the oc-
currence of harmful events. Defenses to prevent the occurrence of harmful events include
adequate staffing and appropriate workload. When weaknesses or vulnerabilities exist,
such as inadequate staffing and heavy workload, they interact in such a way that the bar-
riers of system defenses are breached, and harmful events occur. 

Organizational system defenses occupy key positions in a health-care system to safe-
guard against hazards that cause harmful events. Defenses have been characterized as
slices of Swiss cheese, having many holes.40 Unlike Swiss cheese, however, these holes
continually open, close, and shift their location. The presence of holes does not normally
cause a harmful event. Harmful events happen only when holes in many successive system
levels or layers of defense momentarily line up and propel a trajectory of error and acci-
dent opportunity that reaches patients. This is illustrated in Figure 12.2.
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Figure 12.2 Model of the “Swiss cheese” Nursing Work System.
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Reason40 states that holes in the defenses arise for two reasons: active failure and la-
tent conditions. Nearly all harmful events within the nursing work system involve a com-
bination of active failures and latent conditions. 

Active Failures
Active failures are the unsafe acts committed by nurses, physicians, and other health-
care providers.40 Unsafe acts are human errors, including attention slips, memory
lapses, and honest mistakes, as well as intentional violations. Reason describes these
individuals as being on the “sharp end” of occurrences, as their acts have an immediate
effect on patient safety. Most often, health-care administrators look no further for the
cause of the harmful event once they have identified the individual who committed the
unsafe act. Virtually all such acts have a causal history that extends back in time and 
up through the levels of the system, however, and are most often attributable to latent
conditions. 

Latent Conditions
Latent conditions are the inevitable “resident pathogens,” or flaws, within the work sys-
tem.40 They are present in all organizations. They stem from fallible decisions made by
managers and top-level administrators, which give rise to poorly designed facilities,
training gaps, staff shortages, heavy workload, and inadequate communication
processes, policies, and procedures. Reason describes managers and top-level adminis-
trators at the “blunt end” of occurrences because they are removed in both space 
and time from the front line of direct, hands-on care delivery. Their influence is more
indirect. 

Latent conditions create two kinds of weaknesses in system defenses. One such
weakness is longstanding unworkable procedures or design deficiencies in nursing work
areas. As an example, the phone that nurses use to communicate with physicians is usu-
ally in the noisiest part of the care unit. Latent conditions can also create error-provoking
conditions within the workplace that may lead to unsafe acts. Error-provoking conditions
are characterized by time pressures, heavy workload, understaffing, high cognitive de-
mands, interruptions, long hours, inadequate training, and unavailability of essential in-
formation.40,41 Error-provoking conditions may overburden human limitations, causing
active failure in nurses and an ultimate harmful event. Latent conditions, as the term sug-
gests, may lie dormant for many years before they combine with active failures and local
conditions to create an accident trajectory, as illustrated in Figure 12.2.

In the diagram, the accident sequence is from left to right.27

• The accident sequence begins with external environment pressures. 
• Organizational management responds to the pressures and continues the sequence

through the negative consequences of its decisions. An example is use of overtime to
cope with a nursing shortage. 

• The decisions are transmitted along departmental pathways to the work environment,
where they create error-provoking conditions for unsafe acts. The error-provoking con-
ditions overtax human abilities to perform the nursing activities adequately. 

• The individual nurse commits an unsafe act, such as an attention slip, memory lapse,
mistake during execution or decision making, or purposeful violation. 

• A harmful event occurs. 
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Central to Reason’s accident causation model is that the mental antecedents of unsafe
acts are, beyond a certain point, extremely difficult to control.27 Mental antecedents are
what goes on in the mind of the health-care provider prior to the unsafe act. For example,
the mental antecedents of distraction, momentary inattention, forgetting, losing the picture,
preoccupation, and fixation are entirely natural human behaviors within an environment
that can be hectic, demanding, time-pressured, and inadequately staffed. Unlike active fail-
ures, whose specific forms are often hard to foresee, latent conditions can be identified and
remedied before harmful events occur. 

Targeting latent conditions is a proactive strategy to prevent harmful events and is
analogous to “health promotion” within the health-care system. Targeting latent conditions
is more than simply treating the “illnesses” of health care by dealing with errors and harm-
ful events as they occur; it involves determining and resolving the underlying cause for the
patient care error and harmful event. The issue must be addressed from a broader perspec-
tive, with interventions directed toward changing the conditions in the health-care system
that contribute to human error. 

Nurses who have the greatest frequency of patient contact are uniquely positioned to
detect and correct health-care errors before they reach the patient. Nurses are often the last
line of defense against health-care errors.42

Although nurses are the safety nets, they are also the most vulnerable front-line care
provider. Nurses inherit the latent conditions created by everyone else who has played a
role in the inadequate design of the health-care delivery system. Rather than being the
main instigators of an error leading to patient harm, nurses tend to be inheritors of system
defects. “Their part is usually that of adding a final garnish to a lethal brew whose ingre-
dients have already been long in the cooking.”40 Nurses and other health-care providers
must be aware of the high-risk environment in which they work. A vital safety behavior 
in nurses is assertiveness in speaking up about latent conditions that put them and their 
patients at risk.

LATENT CONDITIONS IN THE NURSING WORK SYSTEM

These conditions, which affect nurse performance, include more acutely ill patients,
shorter hospital stays, frequent patient turnover, extended hours and overtime, stressful
work environments, interruption-driven environments, and high nursing workloads. 

More Acutely III Patients
The increase in severity of illness of hospitalized patients requires a more sophisticated
knowledge base to provide complex care treatments and a higher level of patient 
monitoring.3

Shorter Hospital Stays
Evidence is clear that sicker patients are staying in the hospital for shorter periods than in
the past.3 Reduced lengths of stay allow less time for nurses to become acquainted with
their patients’ baseline health or to develop the mental model and knowledge base required
for critical thinking and decision making. There is less time for nurses to monitor, coordi-
nate, and maintain continuity of care.3
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Frequent Patient Turnover
A hospital bed may be occupied by more than one patient in a 24-hour period.3 Patient
turnover has been reported as high as 40% to 50% during an 8- to 12-hour period in some pa-
tient care units.43 High patient turnover rates contribute to rapid admission-discharge cycles
and increased workload for nurses. Assessing and stabilizing patients on admission, develop-
ing baseline knowledge, performing nursing safety activities, communicating with other
health-care providers, providing patient education, and planning upon discharge are all time-
condensed.3 Time pressures increase cognitive and labor-intensive activities for nursing.

Extended Hours and Overtime
Nursing is hard work. It tires the mind, the body, and the emotions.44 The use of extended
work shifts and overtime has escalated as hospitals cope with the shortage of nurses. This
latent condition, coupled with high patient acuity levels and rapid admission and discharge
cycles, poses serious risks for the delivery of safe and effective care.45 Prolonged work
hours and fatigue have been demonstrated to cause lowered human performance and in-
creased risk of error.45,46 The effects of fatigue on human performance include a decline in
reaction time, lapse of attention to detail, decreased concentration, working memory loss,
slowing of thought processing, and decline in problem solving and decision making.47

Nursing associations have issued position statements regarding patient safety and
nurse fatigue.48,49 The position statements articulate the ethical responsibility registered
nurses have to consider their level of fatigue when deciding whether to accept any assign-
ment extending beyond the regularly scheduled work day or week, including a mandatory
or voluntary overtime assignment. Clearly, large-scale system solutions are needed as both
the United States and Canada face continued nursing shortages. 

Stressful Work Environment
As stress increases, an individual’s thought processes and breadth of attention narrow.50-52

Stress increases the nurses’ predisposition to human error. Essential to patient safety is the
health-care professionals’ ability to recognize the effects of stress on their human perfor-
mance. Researchers have measured nurses’ attitudes about stress. The results showed that
70% of all respondents believed that their decision-making abilities were as good in med-
ical emergencies as in routine situations,50 demonstrating that these nurses are in denial of
the impact of stress and that susceptibility to error from stress is not acknowledged by
health professionals. Health-care providers must become knowledgeable about the damag-
ing effects of stress and the high risk for error that occurs in stressful situations.

Interruption-Driven Environment
Nurses and other health-care providers function within an interruption-driven work environ-
ment. Interruptions are latent system factors that have a marked effect on human perfor-
mance, causing diversion of attention, stress, fatigue, forgetfulness, and error.53-55 Interrup-
tions are defined as an “uncontrollable and unpredictable stressor that results in information
[overload] and cognitive fatigue. When interruptions cause an employee to leave tasks un-
finished, these tasks act as distracters and further effort is required to inhibit attention to
them while processing new inputs.”56
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A high frequency of interruptions can overburden a nurses’ working memory. This
may cause nurses to forget to do something important, such as calling a physician about
an abnormal blood result, which may result in delays in treatment and increase the poten-
tial for patient harm. 

Of great concern is that the nurse, whose attention is constantly shifting from one item
to another during interruptions, may lose previously held information in working memory.
Therefore, the nurse may not be able to formulate a complete and coherent clinical picture
of the current state of her patients’ needs.20 Without a coherent clinical picture of the pa-
tient, critical thinking and clinical decision making will be affected. The potential for er-
ror is increased in an interruption-driven workplace. This in turn affects the accuracy of the
patient clinical picture that is shared with other care providers. 

Clearly, some interruptions are necessary to call attention to urgent situations; how-
ever, there is greater risk for human error when interruptions are the norm for communi-
cation. Safer work environments can be achieved through education, raising awareness of
the consequences of interruptions on human abilities and patient safety, and the develop-
ment of new strategies and technologies that minimize the need to generate interruptions
in the first place.55

High Nursing Workload
Within an environment of numerous distractions and interruptions, nurses make clinical
judgments about their patients, whose conditions are complex and may change minute by
minute. A study conducted by Potter and colleagues57 on the working conditions of nurses
in acute care units revealed important information about the relationship among nurses’
work, the work environment, and communication failures. During the course of work, nurses
shift their focus and attention as they provide care from one patient to the next, an activity
the researchers referred to as “cognitive shift.” Nurses had an average of 76.6 cognitive shifts
for their 12-hour shift, or 9.3 cognitive shifts per hour. Cognitive shifts demonstrate the chal-
lenge a nurse has in remembering the priorities and activities planned for a group of patients.
Maintaining focus on the priorities and needs of multiple patients requires a sharp working
memory. Researchers also calculated the nurses’ cognitive stacking load, defined as every-
thing the nurse needed to complete in the care of assigned patients at any given moment.
Nurses’ cognitive stacking load ranged from 11 to 21 activities. The study found that nurses
were interrupted an average of 30 times during their shift. At the time nurses experienced an
interruption, they had on average a cognitive stacking load of 15 activities. “Conceivably, a
high cognitive stacking load may override the nurse’s ability to properly attend to a given 
patient’s priorities. Similarly, a high stacking load may lead to errors or omissions, particu-
larly when further complicated by a high frequency of cognitive shifts and interruptions.”57

Patient information in the nurses’ working memory must remain active, particularly
when new information from interruption competes for attention. Although harmful events
did not occur, the nurses averaged four omissions during their shift. Omissions included
missed assessments, incomplete patient education, missed interventions, and failure to
communicate essential patient information to a health-care colleague. 

CHAPTER SUMMARY
Communication failures among health-care team members are recognized as leading
safety hazards. Nurses have the greatest amount of patient contact, and they communicate
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with other health-care providers as they continually monitor patient health status, coordi-
nate and implement patient care services, and maintain continuity of care during transfers
from one provider to another or one setting to another. 

Nurses must be aware of the systems approach to managing errors in health-care settings.
A systems approach views errors as the result of the consequences of organization system fac-
tors and emphasizes the importance of discovering how the system failed rather than focusing
on the person making the error. This chapter presents an analysis of the nursing work system
from a human factors science perspective. Within the nursing work system, the interactions be-
tween individual nurses, the nature of nursing work, the work environment, organizational
management, and the external environment must support human performance abilities to pro-
duce optimal patient outcomes and quality care. Nurses must understand the nursing work sys-
tem and how the work system design affects patient safety. Armed with this knowledge, nurses
are able to anticipate and recognize mental antecedents of error within individuals and envi-
ronmental conditions within systems, both of which result in patient harm. 
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BUILDING HIGH LEVEL COMMUNICATION COMPETENCE

For an interactive version of this activity, see DavisPlus at http://davisplus.

fadavis.com

1. Reflection: Think about your initial reaction when you first read about the

thousands of people who die every year in hospitals as a result of medical

error. Have your thoughts changed about blaming individuals for errors? 

2. Look up the words “sentinel” event and “adverse” event in the Patient-Safety

Dictionary, located at http://rcpsc.medical.org/publications/patientsafety

dictionary_e.pdf Watch the DVD on “Delivering Patient-safety” located on 

the homepage of the Canadian Patient-Safety Institute, located at www.

patientsafetyinstitute.ca The video is approximately 9 minutes. Describe 

examples of communications between members of the health-care team to

ensure the delivery of safe patient care.
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Health-Care Team 
Collaborative Patient-
Safe Communication
Strategies

Group process
SBAR
High-reliability organizations
Culture of safety
Handoff
Medication reconciliation
Tall man lettering
Readback/Hearback
Do Not Use list

Learning Outcomes  

Upon completion of this chapter, you will be able to:

1. Compare and contrast high-risk health-care organizations with 
non–health-care high-risk industries that have attained the status of 
high-reliability organizations.

2. Describe characteristics of effective groups and essential characteristics of
group dynamics that are needed to build team collaboration and a culture of
patient safety. 

3. Identify stages of group process as they relate to health-care teams. 
4. Identify behaviors of team members and team leaders that require high-level

communication competency to promote group collaborative processes. 
5. Describe conflict resolution strategies between health-care team members. 
6. Identify health-care team communication patient-safe strategies designed to

build safety into health care and prevent patient care errors.

Key Terms

C H A P T E R

13 13  

Single-digit form
Concept Map Care Plan
Brief
Huddle
Debrief
DESC
CUS
Two-challenge rule
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This chapter is focused on patient-safe strategies used by health-care team members as they
work in groups to promote group collaboration to attain positive transformational outcomes
within a culture of patient safety. The strategies promoting high-level communication
processes to maintain collaborative working relationships for coordination of activities in-
clude brief, huddle, debrief, two-challenge rule, CUS, and DESC. Other patient-safe strategies
discussed are those aimed at specific error-prone, high-risk communication situations that are
well known to have led to patient harmful events in the health-care industry: patient handoff,
readback/hearback, SBAR, Do Not Use list, medication reconciliation, single-digit form, and
tall man lettering. Locate these strategies in the patient-safe strategies ring of the transforma-
tional model in Chapter 2. These strategies have been adapted from non–health-care high-risk
industries. 

High-risk industries that have sustained excellent records of success in maintaining safety
and prevention of harmful events are called high-reliability organizations.1 High-reliability
non–health-care organizations are decades ahead of health-care organizations in building safety
into their systems. Such organizations have learned from their own significant disasters, includ-
ing those such as the Challenger launch decision,2 airplane crashes,3 the poison gas release at
Bhopal, India,4 and the nuclear reactor explosion at Chernobyl, Russia.5 Major accidents like
these affected the lives of many people. In comparison, accidents in health care typically in-
volve one patient at a time and seem less dramatic.6 Rarely do patient harmful events reach the
headlines and public attention. Without the same impetus to improve safety that has been 
experienced by other industries, health care is the most poorly managed of all the high-risk in-
dustries and very late in coming to recognize the importance of system factors that underlie
harmful events.7

This chapter begins with a comparison of health-care and other high-risk industries in
developing a culture of safety. This leads to discussions of health-care team group commu-
nication principles and related patient-safe communication to promote group collaboration
and synchronization. This chapter concludes with specific high-risk error-prone situations
and the required patient-safe communication strategies to avoid harm to patients. 

ORGANIZATIONAL CULTURE OF SAFETY

An organizational culture of safety refers to a commitment to safety that permeates all lev-
els of an organization, from frontline personnel to executive management.8 Individuals are
encouraged to acknowledge the high-risk, error-prone nature of the organization’s activi-
ties and voice concerns of any threats in the system before they cause harm.9

In a culture of safety, individuals are encouraged to report intercepted errors, errors,
and harmful events, each of which can be discussed in an atmosphere of trust and mutual
respect without fear of retribution.10 Each reported incident provides an opportunity for or-
ganizations to learn about error and to identify error-provoking conditions in the system.
By learning about errors, organizations can determine what safety improvements can be
built into the system to reduce hazards, enhance human performance, and prevent errors
from happening.6 A culture of safety analyzes why and how errors happen rather than 
focusing on finding the person who might have been responsible.11

A culture of safety also encompasses a “just culture.”12 A just culture recognizes that
people are fallible and acknowledges that even the most competent professional will make
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mistakes. Above all, a just culture does not hold professionals accountable for system fail-
ings over which they have no control. Nevertheless, a just culture does not tolerate con-
scious disregard of clear risks to patients or gross misconduct.12

A significant challenge for health-care organizations adopting the systems approach is
to part with the traditional personal approach to errors that blames, names, shames, and re-
trains individuals who commit errors. This tradition stems from the traditional beliefs that
individuals control their own destiny and are capable of choosing between right and wrong
and that “bad” people make errors.13

High standards of performance are desirable in nurses, physicians, and other health-
care providers, but such standards can become a serious problem when they create an
expectation of perfection. Because nurses and physicians regard perfection as a profes-
sional standard, they feel shame when they make an error,14 which creates pressure to
hide or cover up errors.15 As a result, rather than professionals and organizations openly
discussing and learning from errors and system failures, errors are unreported. Without
a detailed analysis of incidents and near misses, organizations have no way of uncover-
ing recurrent system failures.16 Systems that rely on perfection in human performance
will result in failure. As spoken by Sir Liam Donaldson, Chief Medical Officer of the
United Kingdom at the launch of the World Alliance for Patient Safety, “To err is human,
to cover up is unforgivable, and to fail to learn is inexcusable.”17

Although the health-care industry is similar to high-risk industries, it functions under
even greater complexity.18 High-risk non–health care industries operate with technical-
intensive systems in which people interact with computer-automated processes. In com-
parison, health care is a person-intensive system largely composed of processes conducted
by groups of people, not by computers. Members of health-care teams function as special-
ized groups using group processes to deliver health care to patients who have different and
often unpredictable responses to care. 

The development of curriculum and instructional ancillary materials to improve
collaborative group processes is essential in making health care safer for all patients.
Patient safety experts agree that communication is essential for the provision of qual-
ity health care and the prevention and correction of human errors leading to patient in-
jury and harm.19 Currently, most health-care curricula lack teamwork principles and
practices that are essential to achieving high reliability in health-care organization,
even when evidence suggests that failures in teamwork and communication underlie
most sentinel events.19

Standardized processes to create a shared model of patients’ situations are essential.
One type of model is the Concept Map Care plan.20 Currently used in nursing education,
the concept care map is developed from a multidisciplinary perspective and allows team
members to visualize the interrelationships between medical diagnoses, nursing diag-
noses, assessment data, and treatments. This holistic perspective gives team members a
clear picture of the patient’s clinical situation, including the relationships between med-
ical and nursing care problems, with integration of pathology, medications, treatments,
and laboratory and diagnostic testing.20 Errors are more likely to be detected before
harm occurs.

In the health-care system, there are too few standards and safe practices focused on
interdisciplinary patient-safe communication strategies. Communication variations go
unchecked because expected behaviors have not been adequately established. Lack of
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adequate standards in patient-safe communication is the epidemic that plagues patient
safety from a systems perspective. All too frequently, communication is situation- or
personality-dependent and left open to chance. Accepted ambiguity in communication
as a result of poorly defined communication expectations leads to inadvertent patient
harm.21

Standards for Team Communication
First and foremost, all members of the health-care team must have excellent communica-
tion skills. Team members need to have the ability to actively listen and encourage others,
to share in a team member’s success or failure, and have the capability to know a colleague
well.22 Box 13.1 provides strategies used by individuals to promote effective communica-
tion and collaboration.
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• Be respectful and professional.
• Listen actively.
• Try to understand the other person’s viewpoint.
• Model an attitude of collaboration, and expect it.
• Identify the bottom line. Decide what is negotiable and non-negotiable in patient care

management; for example, patient safety is not negotiable; when staff members take a
break is negotiable. 

• Acknowledge the other person’s thoughts and feelings.
• Pay attention to your own ideas and what you have to offer the group.
• Be cooperative.
• Be direct.
• Identify common, shared goals and concerns.
• State your feelings using “I” statements.
• Do not take things personally.
• Learn to say “I was wrong” and “You could be right.”
• Do not feel pressure to agree instantly.
• Think about all possible solutions before a meeting, and be willing to adapt if a more 

creative alternative is presented.
• Recognize that negotiation and resolution of conflict takes time and may require several

interactions.

BOX 13.1 Strategies for Effective Communication and Collaboration in Health 
Care Teams23

All team members must understand group processes and the stages of small group de-
velopment.24-26 Group process refers to an understanding of the behavior of people in
groups trying to solve problems and make decisions. Health-care providers must be able
to apply knowledge of group processes to health-care team processes. 

Stages of classic group process have been described in the classic work of Tuckman
and Jensen24,25 and include the stages of forming, storming, norming, performing, and ad-
journing, as shown in Box 13.2.
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Nursing students must also become aware how group member status and power affect
communication processes of groups. Status is the measure of worth conferred on an indi-
vidual by a group and profoundly affects group processes.27

Team Member Status 
A report by the Institute of Medicine28 on “Keeping Patients Safe: Transforming the Work
Environment of Nurses” suggested that status differences affect patient outcomes and are
partly responsible for many patient care errors. In a review of medical malpractice cases,
Schmitt29 suggested that physicians who were perceived by some as higher-status mem-
bers often ignored important information communicated by nurses, who were perceived by
some to be lower-status members of the team. Nurses in turn were found to withhold rel-
evant information related to monitoring patients from physicians perceived as intimidating
to them. It is important to develop a team where all members are trusted and respected for
their roles in attaining the team’s goals of high-quality care. 

Nurses are educated in team leadership roles and must possess the knowledge to en-
sure that team members are sharing information, helping each other when needed, and re-
solving conflicts. The coordination of a team requires high-level communication compe-
tency. The specific patient-safe communication behaviors required of team leaders are
shown in Box 13.3.
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• Organizes the team: utilizes resources to maximize performance, balances workload, and
delegates tasks and assignments as appropriate.

• Articulates clear goals.
• Makes decisions based on input of team members.
• Empowers team members to speak up and openly challenge, when appropriate.
• Promotes and facilitates good teamwork; e.g., briefs, huddles, debriefs.
• Resolves conflict; e.g., uses the two-challenge rule, CUS, and DESC.

BOX 13.3 Effective Team Leader Behaviors19

Forming: Relationship development: team orientation, identification of role 
expectations, beginning team interactions, explorations, and boundary setting.

Storming: Interpersonal interaction and reaction: dealing with tension, conflict, and
confrontation. 

Norming: Effective cooperation and collaboration: personal opinions are expressed
and resolution of conflict with formation of solidified goals and increased group
cohesiveness. 

Performing: Group maturity and stable relationships: team roles become more
functional and flexible, structural issues are resolved leading to supportive task
performance through group-directed collaboration and resource sharing.

Adjourning: Termination and consolidation: team goals were met, closure occurs
after evaluation, and review of outcomes.

BOX 13.2 Stages of Group Process Applied to Health-Care Teams
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Promotion and facilitation of teamwork by the nursing team leader can be accom-
plished through the following patient-safe strategies that are standardized processes from
high-reliability organizations and have been adapted to health-care teams to minimize pa-
tient care errors: 

Brief
A brief is a short planning session prior to the start of team activities to discuss team for-
mation, assign roles, establish expectations, and anticipate outcomes. Briefs clarify who
will be leading the team so others know where to look for guidance, and open lines of com-
munication to ensure that members can contribute their unique knowledge to the tasks to
be accomplished. Protocols, responsibilities, and expected behaviors are discussed and re-
inforced so that misunderstandings are avoided and disruptive or unexpected behaviors are
potentially avoided.

Huddle
A huddle is a problem-solving session to establish situation awareness so that all team
members know updates in the current situation, are aware of what is going on around them,
and share the same mental model. The team assesses the need to adjust the initial plans.

Debrief
The debrief is a means to improve group processes through an informal information ses-
sion to review team performance after completion of activities. It addresses what went well
and what should change or improve. There is a recap of the key events that occurred and
lessons learned, and goals are set for improvement. 

One of the most important functions of the group team leader is conflict resolution.
The standard conflict resolution processes from high-reliability organizations are outlined
as follows: 

Resolving Conflict Through Feedback
Team members must advocate for the patient and assertively state corrective actions in a
firm and respectful manner by stating the concern, offering a solution, and obtaining agree-
ment. “I am concerned about the drop in your patient’s blood pressure. How should we ad-
dress this?” If this is ignored, use the two-challenge rule.

Two-Challenge Rule
Assertively voice your concern at least two times to ensure it was heard, and the team
member being challenged must acknowledge the feedback. If you still believe patient or
staff safety may be compromised after discussion with the team member, then take addi-
tional action by contacting a supervisor, and communicate the situation to the entire team.
If you are challenged, you must acknowledge the concerns. Every team member needs to
be empowered to stop safety breaches.

CUS
This is a technique to provide a framework for conflict resolution using signal words for
patient safety. First state your concern, “I am concerned about [complete].” Then state why
you are uncomfortable: “I am uncomfortable because [complete].” Then state why this is
a safety issue: “This is a safety issue because [complete].” 
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DESC
A team leader uses DESC when a conflict becomes personal in nature and team members
become hostile toward one another, affecting their performance and safe patient care. The
team leader sits down with the conflicting parties, who describe the specific situation or
behavior, providing concrete data; express how the situation makes them feel/what the
concerns are; suggest other alternatives and seek agreement; and state the consequences of
the behaviors in terms of impact on established team goals. The conflicting parties should
strive for consensus. When using DESC, the team leader works on a win-win outcome de-
spite the interpersonal conflict, stressing that team unity and quality of care are dependent
on coming to an agreement all parties can accept. 

In the last section of this book, we examine specific patient-safe communication
strategies that facilitate effective communications between members of the health-care
team that have been adopted from high-reliability organizations. These patient-safe strate-
gies have been designed to overcome health-care system weaknesses that have resulted in
patient care errors, and they support the national patient safety goal of improving commu-
nication among health-care providers in the United States and Canada.

HIGH-RELIABILITY PATIENT-SAFE COMMUNICATION
STRATEGIES 

Communication standardized processes in high-reliability organizations are termed “safety
nets” because they describe behavior expected of individuals that ensures high-quality per-
formance: health-care organizations have adopted standardized communication processes from
high-reliability organizations to be used as patient-safe communication strategies including:

• Guidelines for effective handoff 
• Medication reconciliation at transitions in care 
• Guidelines for written documentation in health records 
• Strategies to avoid errors due to look-alike/sound-alike medications
• Readback/hearback when accepting and transcribing verbal and telephone orders 
• SBAR (Situation-Background-Assessment-Recommendation) tool when communicating

changes or updates in patient condition

Handoff: A Critical Point of Vulnerability 
A handoff is the transfer of essential patient information and responsibility of care from
one care provider to another for the purpose of ensuring continuity in care and patient
safety.30 It is recognized as the highest point of vulnerability in patient safety.31-33 Terms
in nursing that are synonymous with handoff include report, nursing report, or shift report.
Handoffs occur during the following transitions in care:

• Nurse-to-nurse
• Shift-to-shift
• Unit-to-unit 
• Facility-to-facility

The handoff includes communication methods between the health-care providers such
as verbal, written, or simultaneous verbal and written channels and is dependent on the
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health-care providers’ communication competency, level of stress, fatigue, or overload. It
is performed in a work environment with time pressures and interruptions and is influenced
by existing communication norms and organizational culture.

The handoff is a complex process. It must provide accurate essential information, in-
cluding the patient’s current status, recent changes in condition or treatment, anticipated
changes in condition or treatment to watch for, and plans that may be considered to ad-
dress anticipated events.34

The handoff creates an accurate mental model of the patient situation, bringing atten-
tion to care that is in progress as well as contingency planning for the next interval of care.
A nursing study demonstrated that simply listing historical events is not as effective in con-
veying mental models of the situation as is describing problems, hypotheses, and predictive
assessment of the situation.35 Communications between health-care providers during hand-
off allow the individual accepting responsibility for the patient to ask questions to clarify
and verify the details and to confirm understanding so that differences in mental models can
be exposed.36

The handoff provides opportunity for the individual who is accepting responsibility of
the patient to bring a fresh perspective to the patient situation. A fresh perspective can de-
tect fixation errors caused by fatigued decision making.37,38 Recall from Chapter 12 that
fixation means that a health-care provider sees only the information that confirms personal
expectations rather than seeing the information that is actually present and that might con-
tradict what is expected. Questions such as, “Do you know that for sure?” or “Did you try
this?” detect fixation errors. Handoff is an integral communication process between health-
care providers that promotes effective critical thinking and decision making, maintains
continuity of care, and promotes patient safety. 

The result of inadequate handoffs is that safety often fails,39 resulting in, for example,
wrong-site surgery,40 medications errors,41 mismanagement of critical results,42 and pa-
tient deaths.42,43

Multiple and recurring handoffs in serial fashion may result in the potential for a pro-
gressive loss of information if certain information is missed, forgotten, or otherwise not
conveyed.44,45 “As a result, while the demand for accurate and timely information has in-
creased, the likelihood that this same information is fragmented across care providers has
also increased. This apparent paradox jeopardizes patient safety.”44

In high-reliability organizations, standardized handoff procedures are practiced hun-
dreds of times to ensure that no information is lost during the transfer of information.46 But
in health care, this is not the case. In one study, only 8% of medical schools taught stu-
dents how to hand off patients in a formal process.47 Nursing programs may include com-
munication theory, but they do not teach the specific handoff process.48 Instead, handoffs
have been taught by preceptors, with medical and nursing students watching how they have
given and received handoffs. Each preceptor may hand off differently, leaving students un-
sure of best practice.45

Despite being noted as the most vulnerable point in communication, there is surpris-
ingly little in the literature that suggests characteristics of a “good” handoff and what form
it should take (written, verbal, or both) to be most effective. Because nurses hand off in-
formation about patients so often, they may not realize handoff communication is a high-
risk process.49 Nurses have described high variability in the level of information given dur-
ing change of shift handoff reports.50,51 Handoff that occurs at the beginning of a shift has

184 Unit 3 Heal th-Care Team Communicat ion

2080_Ch13_177-192.qxd  1/9/10  12:26 PM  Page 184



always been an important part of the communication process in nursing, providing focus
and direction to nurses beginning their shift, and helping to maintain continuity of care.

The quality of handoff influences directly the delivery of care for the shift that 
follows.52 Several studies demonstrate that the actual content of the information handed
over is inconsistent, with insufficient and nonspecific detail. Information is often subjec-
tive and includes jargon, abbreviations, and poor descriptors, including “fine” or “OK.”
Often the only consistency is giving the patient’s name, age, resuscitation status, diagno-
sis, and treatment, reflecting more of a medical model with little reference to nursing
care.53-55 Sherlock54 found that the only time the verbal report was more detailed was
when the patient’s condition was critical rather than stable. The content of handoff lacked
standardization, and the quality of the information was dependent on the person giving
the report. As a result, essential care was not communicated consistently. These studies
demonstrate the need for improvement, organization, and standardization in the quality of
patient information presented at handoff.

Patterson46 examined the handoff communication strategy used in high-reliability or-
ganizations including NASA, Canadian nuclear power plants, a U.S. railroad dispatch cen-
ter, and an ambulance dispatch center in Toronto, Canada. The handoff characteristics that
these high-reliability organizations all shared included:

• Face-to-face verbal update with interactive questioning
• Topics initiated by the person assuming responsibility as well as the person being re-

placed
• Repeating back by the incoming person to ensure information was accurately interpreted
• Information presented in the same order every time
• Limited interruptions
• Written summary of activities that occurred during the shift

Following the guidelines established by high-reliability organizations, the World
Health Organization Collaborating Center and other leading organizations have developed
health-care handoff recommendations. The guidelines reflect the communication process
in the transformational model with focus on the creation of common meaning and also in-
clude creation of a shared mental model of the patient situation. The recommendations are
as follows47,56,57:

• Use clear and common language; avoid jargon, ambiguous words, or confusing terms
that are open to misinterpretation. 

• Limit interruptions during handoff communications. 
• Focus on the information being exchanged; avoid distractions, such as mixing a medica-

tion or trying to chart at the same time as listening to another’s handoff.
• Allocate sufficient time for handoff. 
• Encourage interactive questioning, allowing opportunity to verify and clarify information. 
• At minimum, include diagnosis, allergies, current condition, recent changes in condition,

ongoing treatment, and possible changes or complications that might occur and what the
plan of action should be if complications do occur in the next time interval. 

Medication Reconciliation at Handoff 
A key consideration during handoff is the reliability of medication information. Med-
ication regimes must be carefully communicated between health-care providers: 46%
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of medication errors occur when new orders are written at patient admission and dis-
charge.58 The World Health Organization Collaborating Center has recommended a ver-
ification process of medication reconciliation to prevent medication errors at care tran-
sition points59: 

• Write a complete and accurate list of all medications the patient is taking at home.
• Compare the list against the admission, transfer, and discharge orders, and bring discrep-

ancies to the attention of the prescribing physician.
• Keep the list updated.
• Communicate the list to the next provider of care whenever the patient is transferred

from one care unit to another and when the patient is discharged home.
• Keep the list in a visible location on the patient’s chart.

Guidelines for Written Documentation in Health Records
In the health setting, the patient’s chart contains the written documentation of assess-
ments, treatments, and patient responses to interventions and medically prescribed ther-
apies. The chart is a communication tool in which essential patient information is
recorded and shared by all members of the interdisciplinary health-care team. From the
shared pool of interdisciplinary information, clinical decisions are made, and continu-
ity of care is maintained across care providers and nursing shifts. Therefore, it is im-
perative that documentation is interpreted as intended. Illegible handwriting and use of
abbreviations and symbols create error-prone conditions in health care. Factors such as
time pressures, noise, and interruptions can increase the likelihood of misinterpreta-
tions and human error.

The World Health Organization Collaborating Center56 has recommended that health-
care providers print drug names and dosages. The Joint Commission57 and the Institutes
for Safe Medication Practices in the United States60 and Canada61 have recommended
elimination of the use of dangerous abbreviations, acronyms, and symbols in written com-
munications. Guidelines for Do Not Use abbreviations and symbols have been developed
by each organization. Health-care agencies can tailor the Do Not Use list specific to their
independent analysis of incidents and harmful events. 

Interpretation of abbreviations and symbols is vulnerable to confirmation bias. Con-
firmation bias, where health-care providers will see what they expect to see, is influenced
by factors such as stress, fatigue, and time pressures. Confirmation bias can lead to errors
in interpretation of the intended meaning of written physician orders, so keep these patient
safe practices in mind:

• The letters U, u, and IU have been used as an abbreviation for the word “units”; patient-
safe practice: instead of U, u, or IU, write units60

• Written Latin abbreviations, although the norm in medicine, can lead to misinterpreta-
tions; patient-safe practice: instead of QD, write daily; instead of QOD, write every
other day60

• Always use a zero before a decimal point for a fractionated dosage: e.g., 0.5 mg60

• Tenfold dosage errors can also occur with trailing zeros; patient-safe practice: do not
write a zero after a decimal point, and do not use a decimal point for a non-fractionated
drug dosage; write, for example, 1 mg60
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Strategies to Avoid Errors Due to Look-Alike/Sound-Alike
Medications 
With tens of thousands of medications available, over 600 pairs of look-alike and sound-
alike drug names have been reported.62 The potential for error is significant. In terms of
look-alike drugs, contributing to risk of misinterpretation are illegible handwriting, the
care providers’ unfamiliarity with drug names, new products, similar packaging, similar
clinical uses, and the failure of pharmaceutical manufacturers to recognize potential for
error prior to approving new drug names.63,64 The World Health Organization Collabo-
rating Center has recommended that drug name differences should be emphasized using
methods such as “tall man” lettering. Examples of tall man lettering are LamiCTAL and
LamiSIL.65

Readback/Hearback: Accepting and Transcribing Verbal 
and Telephone Orders 
Nurses receive face-to-face and phone orders from physicians and advanced nurse prac-
titioners for patient medications and treatments on a daily basis. They receive critical re-
sults over the phone from the laboratory and other information from radiology and the
many disciplines involved in the patient’s care. The transfer of patient information ver-
bally and over the phone translates into clinical decision-making and nursing actions;
therefore, accuracy in communications is vital to ensure patient safety. A patient-safe
communication strategy for accepting and transcribing face-to-face and phone orders
with accuracy is readback/hearback.66 It is an essential ground rule for communication
among members of groups managing complex, high-consequence processes, such as avi-
ation and other high-reliability organizations.67 Ensuring that messages are clearly re-
ceived and understood as intended requires “readback/hearback” described in the follow-
ing sequence66: 

• The sender states information concisely to the receiver.
• The receiver writes the information down first and reads back what has been written.
• The sender provides a hearback acknowledging that the readback was correct or makes

a correction.
• The readback/hearback process continues until a shared understanding is mutually verified.

Readback/hearback efficiently guides communication among two or more people to a
verified mutual understanding, helping them to avoid errors arising from informational
gaps and miscommunications.66 Only the individual giving the verbal order can verify it
as accurate against what was intended.68

Situation-Background-Assessment-Recommendation 
NASA and commercial aviation have shown that the adoption of standardized commu-
nication tools and behaviors is a very effective strategy in reducing risk of harmful
events.46 This is particularly true when there is a power or authority gradient between
two communicators. For example, in health care, a physician is considered at the top of
the hierarchy and has more authority than a nurse. Physicians often do not receive criti-
cal information because nurses may be unable to speak in a clear and assertive way and
overcome the authority gradient. One such tool that standardizes behavior between
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physicians and nurse is the situation, background, assessment, and recommendation
(SBAR) instrument. The SBAR tool for communication includes21,69:

S—Situation. Describe the problem in a simple sentence. What is going on with the patient?
B—Background. What is the clinical background or context? Anticipate the listener’s

questions about the situation, and provide the answers.
A—Assessment. Summarize your observations about the situation. What do you think

the problem is?
R—Recommendation. Provide a specific recommendation for problem solving. 

The use of such a tool forces both the sender and receiver to move through a discus-
sion in a predictable, logical flow that is not dependent on personality, status or hierarchy,
sex, ethnic background,70 or differences in communication styles between nurses and
physicians.71 It allows health-care providers with differing communication styles to speak
the same language. It does not leave communication open to chance. 

Briefly and concisely, critically important pieces of information have been trans-
mitted in a predictable structure. Not only is there familiarity in how health-care
providers communicate, but the SBAR develops critical thinking skills as the person
initiating the conversation knows to indicate the problem, provide an assessment, and
indicate appropriate treatments.21

CHAPTER SUMMARY
High-risk industries have high potential for errors with disastrous consequences. Health-care
organizations are high-risk industries that have lagged behind other high-risk industries in
adopting a systems approach because health-care errors have not received the same attention
as public disasters that have occurred in other industries. Since 2000, when the initial Institute
of Medicine report on errors in health care was published, and health-care providers became
fully aware of the magnitude of patient-care errors, there has been an impetus in health-
care organizations to promote a culture of patient safety and build a safer health-care system. 

A culture of patient safety and building safety into a health-care system depends on
communication that facilitates collaboration between members of the health-care team.
Communication failures are the leading safety hazard in health care and result in a lack of
collaboration between members of the interdisciplinary health-care team. 

188 Unit 3 Heal th-Care Team Communicat ion

BUILDING HIGH-LEVEL COMMUNICATION COMPETENCE

For additional exercises, see DavisPlus at http://davisplus.fadavis.com

1. Reflection. Think about the team leaders with whom you have worked dur-

ing your clinical rotations. What skills do they exhibit? How do they exhibit

them? 

2. Practice. Work with a colleague, and practice readback/hearback and the

SBAR.

3. Critical Thinking. How do communication standards and structured 

communications improve patient safety?
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Abbreviations

patient-safe alternatives to, 186
Acceptance

as psychosocial stage of 
illness, 98

Accident causation theory
nursing work system and,

168–170
Accuracy

in patient health information
sharing, 6–7

Acknowledgment
in confirming messages, 95

Active failures
defined, 169

Active listening, 52–57
barriers to, 53–54
choices in, 56–57
components of, 55–56
defined, 52

Active participation
in patient education, 148, 149b

Activity limitations
patient education and, 147

Addressing patients
culture-based attitudes 

toward, 64–65
Adolescence

losses in, 134
Adulthood

losses in, 134–135, 135b
Adversative approach

gender and, 69
Adverse event

defined, 4
Adversity management

as nursing skill, 70
Affective dispositions

in patient education, 145,
152–153

Affirmations
as self-esteem improvement

strategy, 42t
Alzheimer’s disease

patient-safe communication in,
85

Ambiguous messages
avoidance of, 47–48

Analytical statements
in active listening, 56

Anger
crying in response to, 136,

138–139
in response to illness, 98–99

Anticipatory grief
defined, 132

Apologizing
as conversational ritual, 72

Appearance
in professional identity 

management, 89–90
Appropriateness

in high-level communication
competency, 13, 13f

humor and, 121–122, 122b, 128
in nursing touch, 108–109,

109b, 115
Assertiveness

in stress management, 88
Assign meaning

in transformational 
communication model, 
17f, 18t, 22–23

Assumptions
perception and, 34

Attending
in listening, 52

Attitude
in self-concept, 36

Attribution
perception and, 33–34

Auditory impairment
patient education and, 149b
patient-safe communication in,

85
Automatic mode

in normal cognition theory, 
163

Avoidance tactic
humor as, 125

B
Back massage

in nursing touch, 115
Bad news

culture-based attitudes 
toward, 65

Balance
speaker-listener, 70–71

Basic human needs
touch as, 107–108

Behavior
nonverbal, 21. See also

Nonverbal behavior
perception and, 33, 33f

Being orientation
culture-based attitudes 

toward, 64
Belief

in self-concept, 36
Biased memory

defined, 165
Biological communication context

defined, 24
Biological gender differences,

67–68
Blamer

in stress response, 87
Body language

in nursing, 73
Brain processing

as listening barrier, 53
Brief

in health-care team 
communication, 182

C
Canadian Council on Health 

Services Accreditation
patient safety goals of, 7–8

Care transitions
nursing role in, 161
patient-safe strategies for,

183–186
Caring touch

intent and inhibition of,
109–110

Change
culture-based attitudes toward,

62–63
Channel

in common meaning creation,
51–52

in early communication models,
14f–16f, 14–15

in transformational
communication model, 17f,
18t, 21–22

Children
importance of touch in, 107–108
losses in, 133–134
patient education in, 151
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Clarity
in language use, 47

Classification of stimuli
in perception process, 32

Clinical decision making
from health-care

provider–shared information,
6–7

from patient-provided
information, 5–6
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in patient-safe communication,

84, 85b
in transactional communication

model, 15, 16f
in transformational

communication model, 17,
17f, 19t, 24–25

types of, 24
Continuity of care

in communication of patient
information, 161
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gender and, 137
inappropriate responses to,

139–140, 140b
in nurses, 140–141, 141b
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patient-safe decision making

based on, 6–7
standards for, 180b, 180–181

Hearing
impairments in, 53
in listening, 52
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in, 45–57, 49t, 50b–51b
culture and gender in, 61–74,
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management, 89
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Memory failure

errors from, 164
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functions of, 49t
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crying in response to, 136
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as nursing skill, 70
Patient care errors. See also
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in patient-safe communication, 5
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in patient-safe communication,
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112b–113b

Personal zone
in personal space, 51, 112,

112b
Physical communication context

defined, 24
Physical discomfort

gender and, 73
Physical illness stages

communication climate and, 97
Physical needs

of communicators, 19
Physical noise

as communication barrier, 16,
25t
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culture-based attitudes toward,

63
professional identity

management and, 90
Process

in nursing work system, 167,
167f

Professional communication
context
defined, 24–24

Professional identity management
in nurse-patient 

relationship, 90
Progressive relaxation

visual imagery in, 103b
Protective touch

intent of, 110
Proxemics

in nonverbal behavior, 51
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152–153
Psychosocial stages of illness
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Resistance to change
self-concept and, 37

Responding
in listening, 52

Responsibility
for feelings, 101–102

Risk factors
communication. See

Communication risk factors
patient safety. See Patient 

safety risk factors
Rule-based errors, 164

S
Sadness

in response to loss, 132b–133b,
132–141, 135b, 138b,
140b–141b

SBAR tool
in nurse-physician

communication, 187–188
Selection

in perception process, 31
Self-appraisal

in self-concept development, 37

Index  199

2080_Index_193-202.qxd  1/11/10  5:48 PM  Page 199
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Self-disclosure
types of, 39–40, 41f
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Transfer of care, 5, 161, 

183–186
Transformational model of

communication, 16–26
in communication climate
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Working memory

in normal cognition theory, 163
Working phase

in nurse-patient relationship,
80b
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as patient safety risk factor, 172

World Health Organization
handoff guidelines of,

185–186
patient safety goals of, 8

Written communication channels,
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Y
Young adulthood

losses in, 134
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