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Abstract

Background: Communication has emerged as a critical component in delivering safe, high-quality care. The evidence is
clear that health outcomes are enhanced when clinicians communicate well, and compromised when they interact
poorly. It is important to understand the core aspects of interpersonal sense-making that hinder or foster favorable
health outcomes. This study introduces an evidence-based “SACCIA Safe Communication” (Sufficiency, Accuracy,
Clarity, Contextualization, Interpersonal Adaptation) framework to fill this gap.

Method: Sixty narratives of patient safety events were coded using qualitative content analysis guided by the “Hannawa
SACCIA Safe Communication” framework.

Results: The analyses yielded 367 communication errors. Of these errors, 160 related to unsafe encoding, 92 to unsafe
decoding, and |15 to unsafe transactional communication. Sufficiency errors were most frequent (124), followed by
communication errors of contextualization (| 17), accuracy (84), interpersonal adaptation (26), and clarity (16).
Conclusions: The Hannawa SACCIA Safe Communication framework identifies interpersonal communication pro-
cesses that commonly compromise the safety and quality of care. Narrative excerpts from the cases in this study
exemplify what these processes look like in daily care encounters. The framework bridges across contexts and inter-
personal settings. Furthermore, it explains various types of patient safety events (e.g. patient falls; unsafe handoffs or
surgeries; diagnostic and medication errors). Therefore, it serves as a useful approach to describe and understand
interpersonal communication as a critical factor in the provision of safe and high-quality care.

Keywords
Continuing medical education, critical incident reporting, interpersonal communication skills, medical education, patient
safety, root cause analysis, safe communication, safe practice

Introduction . L .
communication improvement tools” have been devel-

Interpersonal communication is receiving increased oped for standardizing message content in

attention in the medical literature, so much so that the
German-speaking European countries dedicated their
“International Patient Safety Day 2017” to communi-
cation. As a root cause of 25-80% of all adverse events
in hospitals, communication has emerged as a critical
component in defining safe, high-quality care."™
The evidence is increasingly clear that health outcomes
are enhanced when clinicians communicate well, and
compromised when they interact poorly.>'® As a
result, interpersonal communication is now considered
a core educational objective and a “safe practice” com-
petency for health professions.®’-!!12

Communication research in healthcare has generally
concentrated on message frequency and clarity. Several

specific contexts (e.g. TeamSTEPPS'® with IPASS'
and SBAR!" for handoffs and critical situations,
CANDOR!'® for adverse event disclosures, SPIKES!’
for giving bad news). However, communication
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encompasses more than unidirectional message con-
tent. It is a complex process of co-constructed sense-
making that occurs between care participants.'®!”
Thus, beyond optimizing the frequency and clarity of
message content to avoid or minimize error, it is impor-
tant to understand the core components of sense-
making that commonly hinder or foster favorable
health outcomes across contexts.

Last year, two books®’ provided a first empirically
informed  blueprint for  “safe  interpersonal
communication” to optimize the safety and quality
of care. Based on a communication science analysis
of actual patient safety events, safe communication
was defined as an interpersonal sense-making process
that consists of “all verbal and nonverbal behaviors
that, through adequate quantity (i.e. sufficiency) and
quality (i.e. clarity, accuracy, contextualization, and
interpersonal adaptation), optimize the likelihood of
achieving the most appropriate and effective care out-
comes.”®” These definitional components were sum-
marized under the acronym “SACCIA” (Sufficiency,
Accuracy, Clarity, Contextualization and
Interpersonal Adaptation), which are defined
as follows:®’

Sufficiency—the extent to which care participants
convey, extract, and exchange a sufficient amount
of information in order to arrive at a shared
understanding.

Accuracy—the extent to which care participants convey
correct information, interpret information correctly,
and utilize their communication with each other to val-
idate the accuracy of their communicated mes-
sage content.

Clarity—the extent to which care participants express
and interpret verbal and nonverbal messages clearly
(i.e. unambiguously) and utilize their interaction with
each other to reduce uncertainty.
Contextualization—the extent to which care partici-
pants frame their interaction within local interactional
circumstances such as hierarchies, time pressure, or dis-
crepant goals that either facilitate or create barriers to
shared understanding.

Interpersonal Adaptation—the extent to which partici-
pants respond to implicitly (i.e. nonverbally) and
explicitly (i.e. verbally) expressed needs and expecta-

tions to maximize the likelihood of shared
understanding.
Interpersonal communication entails encoding,

decoding, and transactional (i.e. mutually negotiated)
sense-making processes that lead participants to a
shared understanding.”® **> Thus, all actors in a given
communication episode (1) encode (i.e. abstract) their
own thoughts, feelings, and intentions into words and
nonverbal actions, (2) decode (i.e. reassemble) received
verbal and nonverbal messages in an effort to replicate
the sender’s intended thoughts, feelings, or intentions,
and (3) engage in transactional communication (i.e.
interactive sense-making) to generate a shared under-
standing. This paper aims to illustrate what a
“SACCIA Safe Communication” practice looks like
in terms of the specific encoding, decoding, and trans-
actional practices that commonly trigger or hinder pre-
ventable patient safety events.

Methods

A sample of 60 preventable patient safety events from
the two case studies books®’ comprised the data. The
cases were supplied by clinicians from the United States
and Germany (n=26; written by five physicians and
six nurses) and the AHRQ WebM&M?>® database
(n=234). The narratives were coded using qualitative
content analysis, guided by the Hannawa SACCIA
Safe Communication framework.®” On a macro level,
the cases were categorized based on their clinical and
patient safety context (see Table 1). On a micro level,
the narrative content was coded line-by-line, using the
five SACCIA Safe Communication categories.

The Hannawa SACCIA framework was derived
originally from actual cases and core principles of com-
munication science. It identifies categories of interper-
sonal communication error across different types of
patient safety events and traces the root causes of
such errors to eight common misassumptions about

Table I. Case descriptives: Clinical care context, severity, and patient safety topics.

Clinical care context Severity Patient safety topic
Inpatient care 46  Acute care 48 Adverse event (AE) 23  Medication 21  Discharge 6
Outpatient care 13 Acute-on-chronic care 9 Harmless hit (HH) 16 Timeliness 19  Surgery 6
Primary care I Chronic care | Sentinel event (SE) 12 Diagnosis I3 Falls 3
Routine/follow-up care 2 Near miss (NM) 9 Handoffs I3  Patient identification |
|

Resuscitation 7 Post-operative

monitoring

Adverse event (AE): patient was harmed by unsafe care; Harmless hit (HH): unsafe care reached but did not harm the patient adversely; Sentinel event
(SE): patient was harmed severely with long-term consequences; Near miss (NM): unsafe care occurred but did not reach the patient.
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human communication.®” Pursuant with this

approach, the SACCIA events in this study were cate-
gorized by error type (i.e. encoding, decoding, or trans-
actional communication error in one of the five
SACCIA domains) and then interpreted in light of
the eight core principles of human communication that
were introduced in the original case studies books.®’

Findings

The qualitative content analysis of the narratives
revealed 367 SACCIA communication errors across
the 60 cases. Of these errors, 160 related to unsafe
encoding, 92 to unsafe decoding, and 115 to unsafe
transactional communication. Sufficiency errors were
most frequent (124), followed by communication
errors of contextualization (117), accuracy (84), inter-
personal adaptation (26), and clarity (16). Care partic-
ipants’ encoding of messages was unsafe predominantly
because they did not engage in enough contextualiza-
tion (n = 56; e.g. goal alignment, hierarchies, timeliness,
timing, cultural differences) and sufficiency (n=53; i.e.
quantity of informational content). Decoding activities
mainly lacked contextualization (n=41; i.e. messages
were not decoded within the frame of the given context
of the interaction). Care participants’ transactional
communication was unsafe mostly because they did
not utilize their interpersonal interaction with each
other enough to ensure a complete exchange of infor-
mation (sufficiency, n=47) and to validate the accura-
cy of their exchanged message content (n=36). The
coding results are summarized in Table 2. Table 3
shows excerpts from the 60 cases that illustrate the
five SACCIA categories of interpersonal behavior
that triggered preventable patient safety events.

Viewing SACCIA errors in the context of
eight principles of human communication
The following section discusses the SACCIA errors in

light of their associated principles, ordered by their fre-
quency of occurrence.

Principle I. Communication is contextual

The first principle postulates that the meaning of a
message is always influenced by the context in which
an interaction takes place. Such context is multilayered

and includes interactants’ goals, history of relation-
ships, hierarchical status differences, timing and time-
liness of the communication, environmental setting,
and sociocultural norms.®” These contextual dimen-
sions often hinder the achievement of shared under-
standing. SACCIA communication errors were
ascribed to this principle in 53 of the 60 cases, suggest-
ing that insufficient contextualization is a frequent
cause of preventable patient safety events.

Principle 2. Redundancy in content and directness
in channel enhance accuracy

This principle postulates that the likelihood of attain-
ing shared understanding increases when care partici-
pants repeat message content appropriately (i.e. not
too seldom and not too often) through direct rather
than indirect (i.e. face-to-face rather than mediated)
means.®’ Care participants’ insufficient recognition of
the importance of appropriate message redundancy
and channel use contributed to preventable patient
harm in 34 of the 60 cases.

Principle 3. Communication is a
nonsummative process

This principle states that communication is an interac-
tive process whose goal in healthcare is to reach a state
of shared understanding. The interpersonal sense-
making process that undergirds this principle is holis-
tic—shared meaning emerges as a co-production,
unlike a telegram that is sent and received independent-
ly. Therefore, it differs from the meaning a single actor
may have in mind.*’ Care participants’ failure to
extend their communication beyond their own perspec-
tives contributed to unsafe communication in half (30)
of the 60 cases.

Principle 4. Preconceptions and perceptions vary
among communicators

This principle of human communication states that
care participants enter any given care episode with dif-
ferent preconceptions and will perceive their communi-
cation differently.®” This leads to differences with
respect to their expectations and interpretations and a
common, but mistaken, assumption that others “will
know” or “understand” what is implied by what they

Table 2. Frequencies of the SACCIA errors by communication process.

Sufficiency Accuracy Clarity Contextualization Interpersonal adaptation
Encoding 53 25 9 56 17
Decoding 24 23 I 41 3
Transactional 47 36 6 20 6
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say or express. Fifty-four SACCIA communication
errors were ascribed to this principle in 25 of the
60 cases.

Principle 5. Communication entails factual and
relational information

This principle postulates that communication always
conveys both factual and relational information. In
other words, whatever is said or done, even if it entails
objective facts only, can alter the meaning of the infor-
mation and affect the relationship between the partic-
ipants.®*” For example, in one of the cases, an
anesthesiologist’s nonverbal demeanor kept a patient
from speaking up to prevent a wrong-site hip replace-
ment. This principle was associated with 22 SACCIA
communication errors that compromised the safety of
care in 10 of the 60 scenarios.

Principle 6. Communication varies between
thought, symbol, and referent

Humans “make meaning” through the creation and use
of symbols (e.g. words, gestures, sounds, images, arti-
facts). This process is construed through triangular
associations: A referent (e.g. an antibiotic) is connected
to a thought (i.e. association with a particular kind of
an antibiotic), which is represented by a chosen vocal-
ization (e.g. the word “penicillin”).?** “Proof” of the
relationship is accomplished through successfully
achieving shared understanding. In essence, communi-
cation is the vehicle people use to create agreement and
a shared reality. Miscommunication occurs when
interactants fail to generate a sufficient overlap of
their triangular associations. In healthcare, such mis-
communication can lead to severe patient safety events,
particularly in the context of medication errors (e.g.
when care participants associate different labels with
a medication they have in mind).*’ This human com-
munication principle was associated with nine
SACCIA communication errors in 7 of the 60 cases.

Principle 7. Communication is more than words

In face-to-face communication, verbal messages are
always accompanied by nonverbal behaviors or expres-
sions that include visible and vocal cues, such as ges-
tures or the inflection of one’s voice. Interpersonal
communication typically engages multiple nonverbal
communication channels in addition to words. Thus,
shared understanding rests not only on what is said but
also on how it is said.®’ Insufficient attention to this
principle accounted for 13 SACCIA communication
errors in 7 of the 60 patient safety events.

Principle 8. Communication is functional

This principle states that humans use interpersonal
communication to achieve a variety of ends and these
are not necessarily compatible with achieving shared
understanding. Other functions include, for example,
making an impression, reducing uncertainty, persuad-
ing others, maintaining a relationship, avoiding or
resolving conflict, managing privacy, and many
more.®” In two of the 60 cases, this principle was asso-
ciated with two SACCIA communication errors; one
triggered an adverse event, the other a sentinel event.

Discussion

“Poor communication” has been identified as a fre-
quent root cause of patient safety events. The
SACCIA framework adds a number of insights to the
existing literature on healthcare communication. First,
it casts a bridge between theory and practice by attach-
ing the five definitional components of “safe
communication” (SACCIA) to concrete behavioral
representations that occurred in actual patient safety
events (see Table 3). These practice exemplars can be
referenced by educators and care providers to enhance
the safety of their daily clinical encounters. Second,
grounded in a communication science perspective, the
SACCIA framework focuses on participants’ joint con-
struction of “shared understanding” as a fundamental
requirement for successful care provision. Third,
SACCIA explains communication processes indepen-
dently of the clinical context and interpersonal setting,
thus bridging research camps that have focused sepa-
rately on “interprofessional” versus “provider-patient”
interactions. Based on the study findings, these camps
should not be divided because both share sense-making
and common understanding as the underlying process-
es driving these interactions, regardless of context or
professional roles. Fourth, SACCIA can explain many
different types of patient safety events, including
patient falls, medication errors, diagnostic errors,
handoffs and unsafe surgeries, as manifestations of
unsafe communication. This suggests that these
events should not be studied separately—instead, the
processes that lead to safe or unsafe care ought to be
better understood.

Another strength of the SACCIA framework lies in
its ability to relate unsafe communication (i.e. SACCIA
errors) to eight core misassumptions about human
communication.®” Thus, in addition to labeling com-
munication errors, the SACCIA framework traces
these errors to core misassumptions that care partici-
pants commonly hold about interpersonal communica-
tion, which enable the SACCIA communication errors
to occur. Most incidents in this study, for example,
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occurred because care participants did not use their
communication with each other to neutralize contextu-
al barriers, such as discrepant goal alignments, time-
related factors, challenging interpersonal constellations
or cultural differences. They also did not use commu-
nication as an accuracy-validating process, nor did they
extend their mindsets to the space between them—
which is the space in which interpersonal sense-
making occurs. As a result, they often assumed that
they communicated, but communication never
took place.

Limitations

This study has three limitations. First, it is based on
written case reports, which are subject to hindsight bias
and inaccurate reporting. Second, although the cases
were drawn from several sources, there is no way of
knowing how representative they are of all patient
safety events. Therefore, the conclusions must be
treated as provisional, awaiting scientific validation in
larger, more representative samples. Third, this was a
feasibility study. Future studies will have to test the
efficacy, effectiveness and cost of using the SACCIA
framework in day-to-day practice settings.

Implications and conclusions

In this paper, critical incident narratives (like those
provided in CIRS) were a useful resource for identify-
ing unsafe interpersonal communication processes that
commonly contribute to patient safety events.
Systematic SACCIA-coding of such reports can pro-
vide an understanding of one of the most critical and
common “root causes” that account for up to 80% of
sentinel events.>* SACCIA-coding CIRS cases can help
practitioners and institutions identify specific weak-
nesses in their institutions’ communication practices
and provide the evidence base for sustainable, measur-
able practice improvements in everyday care.

At the same time, the “Hannawa SACCIA Safe
Communication” framework can be used to establish
five core competencies of “safe communication”—
because the flipside of errors are targeted competencies
that avoid them. If these competencies and the eight
common misassumptions about human communica-
tion were to be taught to health professionals, this edu-
cational intervention might contribute to an effective
“root cause” reduction of many communication prob-
lems and, thereby enable sustainable patient safety
improvements.

In summary, given its broad application and explan-
atory potential, SACCIA Safe Communication is an
important and novel approach to help describe and
understand safe and high-quality care. Because in the

end, healthcare in its essence, will always remain an
interpersonal encounter, no matter how advanced it
becomes. And it is that encounter, where patient,
nurse and physician meet, that ultimately decides
whether safety or harm occurs. The SACCIA Safe
Communication framework identifies five communica-
tion weaknesses that commonly threaten the safety of
that encounter. It mirrors these weaknesses with five
“safe communication” competencies that can help
care participants make that encounter more resilient
to failure. In light of the existing literature, an applica-
tion of this framework can contribute to preventing up
to 80% of avoidable patient harm in a nonelaborate,
uncostly way—it merely involves educating care partic-
ipants in-house about eight common misassumptions
and alerting them of five common communication fal-
lacies they ought to avoid. A direct effect of such a
simple pedagogical intervention could be that every
few seconds, a patient’s life is saved thanks to more
successful interpersonal sense-making: A minor behav-
ioral change for care providers, but a huge improve-
ment for patient safety.
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