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Abstract

Communication is one of the elements that is fundamental to the existence and survival of human beings in any kind of environment and context.
Communication can be summarily defined as a process of sharing information, ideas, views, feelings, etc. between individuals or groups, in
order to reach a common understanding. Communication is more than a simple transmission of information as it requires an attuned rapport mutual understanding as an element of success in conveying or imparting information, emotions, ideas or opinions.
Whether it is presenting information to a large group of people, sharing a thought with a friend, giving written instructions to an employee or
slightly nodding your head to express approval, communication is absolutely necessary on a daily basis in almost every circumstance as it is one
of the most important skills for building relationships of any kind.

When it comes to the healthcare industry, communication skills are paramount for healthcare professionals in order to develop effective rapports
and partnerships with colleagues, patients and their next of kin, with the ultimate purpose of improving the quality and the outcome of the
medical act. Moreover, communication doesn`t only influence and affect patients and their families but it also has a significant impact on the
healthcare professionals.
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Over the course of a career, healthcare professionals are faced with the task of delivering bad news to their patients and families. This particular
aspect of communication can be particularly difficult for the healthcare provider, especially if they do not possess the right set of skills not only
for delivering bad news but also for handling the impact of communicating that news on the receiver and themselves.

The purpose of the current guide is to provide healthcare professionals with information that enables them to develop their communication skills,
particularly when it comes to delivering bad news.
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Communication
Definitions and Overview

Communication is one of the elements that is fundamental to the existence and survival of human beings in any kind of environment and context.
Communication can be summarily defined as a process of sharing information, ideas, views, feelings, etc. between individuals or groups, in
order to reach a common understanding. Communication is more than a simple transmission of information as it requires an attuned rapport mutual understanding as an element of success in conveying or imparting information, emotions, ideas or opinions.

Whether it is presenting information to a large group of people, sharing a thought with a friend, giving written instructions to an employee or
slightly nodding your head to express approval, communication is absolutely necessary on a daily basis in almost every circumstance as it is one
of the most important skills for building relationships of any kind.
Communication is as old as the dawn of human civilization. Humans used to communicate by means of signals, sounds or gestures when there
was no language developed. Without communicating, society could not have been as it is in present times, as it is communication that has
transformed mankind into the most prosperous group on the earth.
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Communication used to be thought of as unidirectional, where the receiver`s role was purely passive. This is referred to as the linear model.
Nowadays, this model has been revised and communication is now seen as a dynamic, ongoing and plurilateral process where speakers and
receivers are simultaneously sending and receiving messages. This model is being referred to as the transactional model.
The word communication has its roots in the Latin word "communis" which means "to share". Effective communication takes an important
amount of work as, broadly speaking, it stems from an overall understanding of the fact that humans are simultaneously similar and different.

Throughout the years, Communication has been defined in a variety of ways and it is very difficult to point out one single authoritative definition
of it. In 1976, scholars Carl Larson and Frank Dance undertook the task of compiling a list of definitions and they came up with as many as 126
definitions appearing in research and communication scholarships. It is without doubt that the number of definitions has increased since.
Here is how a few different authors define communication:
Keith Davis:
“Communication is the process of passing information and understanding from one person to another.”
Ordway Tead:
“Communication is a composite of (a) information given and received, (b) of a learning experience in which certain attitudes, knowledge and
skills change, carrying with them alternations of behaviour, (c) of a listening effort by all involved, (d) of a sympathetic fresh examination of
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issues by communicator himself, (e) of a sensitive interaction of points of view leading to a higher level of shared understanding and common
intention.”
Louis A. Allen:
“Communication is the sum of all the things one person does when he wants to create understanding in the mind of another. It is a bridge of
meaning. It involves a systematic and continuous process of telling, listening and understanding.”
Fred G. Meyer:
“Communication is the intercourse by words, letters or messages”.
G.G. Brown.:
“Communication is transfer of information from one person to another, whether or not it elicits confidence. But the information transferred must
be understandable to the receiver.”

Regardless of how many scholars define communication, the common denominator is present in all of them and that is the fact that through
communication people and society bind together in a world that moves on human interactions and the exchanges and relationships built up
through communication. Social cohesion and cohabitation depend on communication and progress and prosperity rely on the effectiveness of it.
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Communication is more complex and layered than it looks at a fist glance. In their book The Basics of Communication, Steve Duck and David
McMahan state that there are seven key characteristics of communication:
- Communication involves symbols
- Communication requires meaning
- Communication is cultural
- Communication is relational
- Communication involves frames
- Communication is both presentational and representational
- Communication is a transaction

Exploring these characteristics can provide a wider understanding of what communication involves and how each element influences the final
outcome. One example of this complexity is cultural assumptions - " <Menu> rather than <a list of all the food that we prepare, cook, and serve
in this restaurant for you to choose for your meal> is said because it is assumed the customer will know the code word menu and its meaning in a
restaurant as opposed to its meaning on a computer screen " (The Basics of Communication; Duck, McMahan). The result of a message
exchange is not just the transmission of that message but a creation of further worlds of meaning where personal perspectives play a defining
role.
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Communication and symbols
According to the Oxford Dictionary, a symbol is "a mark or character used as a conventional representation of an object, function or process",
etc. All communication is characterized by the use of symbols that can be either verbal or nonverbal such as words, logos, pictures, gestures,
sounds or anything else that is a representation of something else. The interpretation of the symbols is also extremely complex and can range
from a direct (and almost universal) meaning such as a red octagon in traffic perceived as "STOP" or the stick figures used to indicate men`s and
women`s restrooms to a more contextual meaning such as the shape of a heart as a symbol of love, stars on a shoulder pad as a representation of
rank, a high end brand logo as a symbol of wealth and status or a touch on the arm as a symbol of sympathy. The symbols that look like what
they represent (the bathroom stick figures) are called iconic while the rest are the ones that have no pictorial connection to what they represent.
It is important at this point to make a delimitation between a symbol and a sign. While the terms can be generally used with the same meaning,
interchangeably, when it comes to communication, they do not represent the same things. Symbols are arbitrarily selected to represent something
while a sign is an indicator of something specific or a consequence that cannot be changed by arbitrary actions or labels, i.e. smoke as a sign of
fire, a weather vane as a sign of the direction of the wind, etc.
Communication and meaning
For the communication process to take place effectively, symbols and signs need to have a meaning. Meanings are not tied to only one symbol,
but they can be expressed using a variety of symbols. Moreover, the same symbol may have a very different meaning depending on

13

circumstances such as geolocation, culture, etc. In example, a person can say "it works" to convey that something is functioning or use a thumbsup gesture to indicate the same meaning.
Meaning is influenced by a series of variables such as social construction, context and the accompanying verbal and nonverbal cues as well as
the medium through which a message is transmitted.
The way in which a symbol develops meaning depending on how it used in a society, a group or a context is referred to as social construction.
Hopper, Knapp and Scott (1981) exemplified this concept with romantic couples or very close friends who develop code words and phrases also
known as personal idioms. In example there is no problem saying to your partner "my hands are cold" as a code for "I don`t like this party, we
should go as soon as possible" but the second phrase would be offensive and impolite if said out loud.
When it comes to context, there is an array of specifics. One example of a context is location (physical context). If a person says "there is a fire"
while you are next to the barbeque it would have a different meaning than if the person would say the same phrase in a crowded office building.
Another example is the relational context that can impact the meaning. In example, the phrase "I love you" has a different meaning coming from
a parent than coming from a person you are dating. The meaning of a message is also influenced by the medium chosen to deliver that message.
A delicate message (such as " I want to break up", "I am quitting", "John Doe passed away") can be of course delivered by a variety of means talking face to face, text messages, written notes, posts on social networks, etc., and the medium influences the way the receiver perceives (in
particular at an emotional level) not only the main message but also the additional messages such as how you viewed the relationship, the
amount of respect you think they deserve, etc.
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Last but not least, verbal and non-verbal cues have an impact on meaning. Imagine a doctor inviting you in his office to discuss the results of
your medical tests by saying "please come in" with a smile on his/her face or the same instance where the doctor is serious and a bit frowned.

Communication and culture
Another aspect of communication is the fact that it is cultural. People have a high (and natural to some extent) tendency to take cultural
knowledge for granted and make assumptions. Each individual manifests its culture through communication. As Duck and McMahan state in
their book The Basics of Communication, " Each time you talk to someone, from your culture or another, you are taking knowledge for granted,
doing what your culture expects, and treating people in ways the culture acknowledges". The cultural influence may manifest in a variety of
ways from the greeting - one, two or three kisses on the cheek vs a handshake to distance between the interlocutors, eye contact, attire, the way
the conversation is closed, etc.

Communication and relations
It is almost an understatement that relations influence communication as in fact, they are intertwined, and one impacts the other as much as vice
versa. In any instance of communication, we can identify two levels: the content and the relation. "Relationships create worlds of meaning for
people through communication, and communication produces the same result for people through relation- ships." (The Basics of
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Communication; Duck, McMahan). It is thus obvious that the relationship between sender and receiver, whether it is obvious or not, has a
substantial impact on the meaning, the way the information is perceived and digested.

Communication and frames
Frames represent basic forms of shared knowledge that create a setting for the communication. Frames can be seen as an element of support that
enables people to figure out things faster and adapt the communication accordingly. In example, in the situation of a job interview,
understanding the interview frame provides you with the scenario where you know you will be expected to answer questions. Same situation for
a doctor appointment where the frame prepares you for answering personal health and lifestyle related questions without being offended or
considering that the interlocutor is being invasive or overstepping.

Communication, presentation and representation
When we think of communicating, the first thought is a description of information, facts, etc. and this is the one element that deems
communication as representational. Nevertheless, the information we convey is naturally passed through our personal filters thus also conveying
the perspective and view of the sender and becoming presentational. Hauser (1986) stated that communication is not a neutral descriptive
representation but rather presentational and potentially persuasive. The presentation characteristic is manifested through your choice of words,
the way you arrange them, your tone, non-verbal cues and often, also what you choose not to say plays a role as important as what you say. A
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good example of these two characteristics is during a court trial. Both the defense and the accusation attorneys present the same facts but in two
different ways they see the event. This can also be exemplified by TV channels that present different aspects of the same event in order for the
receiver to perceive reality the way they want them to.

Communication and transactions
As it was discussed at the beginning of this chapter, communication has a myriad of facets and ways of being analyzed and defined. It can be
seen as a simple action when a sender "leaves" a message for the receiver (voice message, post-it note on your desk, etc.) This approach of
communication as action should rather be named attempt of communication as it doesn`t take into account whether the message has been
received or not. Another concept approaches communication as interaction where an actual exchange of information between two or more
people is needed in order for communication to take place. A different and more complex way to regard communication is as a transaction or
"the construction of shared meanings or understandings between two or more individuals." (The Basics of Communication; Duck, McMahan)
Whenever people communicate, something more than the exchange of literal information happens, there are meanings that are born beyond the
content of the message. When two people argue - power is exerted or in other words, transacted. When two friends share intimate thoughts, trust
is transacted, when a gentleman opens the door for a lady, politeness is transacted, etc.
It is without doubt that communication is way more complex and multidimensional than one would tend to believe. Relationships, culture,
ethnicity, heritage and even reality are created, maintained, challenged and altered through communication.
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Communication Components

There are a number of elements that revolve around communication and the following are the eight essential components of communication:
•

Source

•

Message

•

Channel

•

Recipient

•

Feedback

•

Environment

•

Context

•

Interference

Source
The source conceives the message and sends it to the audience aka recipient. The source aka sender is the one who encodes the message by
choosing the symbols in order to convey the intended meaning. By analyzing the recipient`s feedback and verbal and non-verbal cues, the source
can respond with supporting information or clarifications if the audience has not properly received the message.
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Message
The message is composed by symbols put together in order to convey meaning. The full extent of the message also involves nonverbal cues,
grammar, style, organization, lexical semantics, etc. “The message is the stimulus or meaning produced by the source for the receiver or
audience” (McLean, 2005).
Channel
The channel represents the means or way in which the message travels between the source and the receiver and oftentimes more than one
channel is used at the same time. Communication channels divide in three main categories:
1. Verbal
Verbal/ spoken channels involve some of the largest aspects of communication - speaking and listening. Examples of verbal communication are
face to face conversations, phone conversations, voice messages, speeches, radio announcements, online voice/ video conversations (Skype,
Hangouts, etc.). An important aspect involved in spoken communication is the Tone. Using a different tone can change the perceived meaning of
a message and either incite or defuse misunderstandings and ambiguous perceptions.
2. Written
Written channels are the means for communicating textual messages. This category can include text messages, emails, letters, instructions,
memos, tweets, etc. They can either be printed/ handwritten on paper or appear on a screen. One of the contrasting aspects between verbal and
written communication is that the latter is often asynchronous - meaning that the sending/ receiving/replying happen at different times.
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3. Non-verbal
Non-verbal channels are the way in which we communicate what we don`t say. Research shows that over 55% of face-to-face communication
happens or comes from non-verbal cues. To be more specific, according to a study (Mehrabian, 1981) a receiver`s comprehension of a message
is based on the source`s words only 7% while 38% is based on paralanguage elements such as tone, pace and volume and 55% is based on nonverbal cues such as body language.

Recipient/ audience/ decoder
The recipient is the person for whom the message is intended/ directed. The recipient listens/ sees/ touches/ smells/ etc. to receive and interpret a
message from the source. The recipient`s understanding of the message is impacted by a variety of factors such as knowledge, responsiveness,
reliance of encoder, etc. “The receiver receives the message from the source, analyzing and interpreting the message in ways both intended and
unintended by the source” (McLean, 2005).

Feedback
Feedback means responding to the source, whether it is intentional or unintentional. Feedback is composed of a variety of verbal and non- verbal
signals that allow the source to comprehend how well and accurate the message was decoded. It is also the means through which the receiver can
ask for clarification, can express agreement/ disagreement, can indicate a need for a more engaging communication, etc.
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Environment
The environment is the space where the sending and receiving of messages takes place. The environment may influence or indicate if a
discussion is formal/ professional or more open and less formal and it is composed of many elements such as surroundings, people, technology,
etc. “The environment is the atmosphere, physical and psychological, where you send and receive messages” (McLean, 2005).

Context
Context is a cumulus of elements that directly or indirectly influences the use and expectations of language and behavior among participants to
communication. The elements can be physical, social, chronological, cultural, situational, etc.

Interference
Interference, also referred to as noise may come from any source that can alter or block the intended meaning of a message. Interference can be
external such as car horns, loud music, bad reception, eye-catching billboards, an environment that is too hot/cold and it impedes your attention,
etc. or internal/psychological. This happens when your thoughts/ feelings occupy your attention while communicating such as the nervousness
and doubt you might feel while communicating bad news, etc.
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As expressed in the previous pages, communication is an extremely complex process that involves sharing, understanding and meaning and it
encompasses eight essential elements that have the power to make or break efficient communication.

The process of communication

Communication is a two or more ways process where an exchange of information takes place, and it includes at least the eight main elements
treated in the previous chapter. The communication process can be very simply illustrated with the following sequence:
1. There is a sender
2. There is a recipient
3. The sender has an idea/ holds information/ etc. - This step is the beginning of the process when the source intentionally decides to send a
message to a recipient
4. The sender encodes the idea into a message - When encoding the idea, the source needs to select the proper code that is relevant and fits the
message in a way that will allow the recipient to decode and understand it
5. The message travels through the chosen channel - the source selects an appropriate channel to send information verbally or non-verbally.
When possible, it is the most recommended to choose a channel that can convey a message using more than one type of clue, that facilitates
feedback and allows establishing personal focus.
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6. Noise interferes in the transmission process
7. The recipient receives the message
8. The recipient decodes the message - The recipient will always decode the message using their personal knowledge of the code used as well as
by applying its own cultural/ psychological/contextual filters.
9. The recipient gives feedback - The recipient sends a message back to the initial source (thus exchanging roles) in order not only to respond to
the actual conveyed message but also to indicate their level of comprehension of the meaning of the message.
The cycle repeats as long as communication takes place.

Here are a few practical tips to improve the communication process:
•

Simplify the message, adjust the language to your audience and keep the information to the point

•

Consider your audience, know them, their knowledge level, their needs and interests

•

Actively listen to what the people around you communicate. This will improve your communication skills

•

Keep the communication flowing by asking questions that are insightful and engage the interlocutor

•

Be mindful of your body language and the one of the interlocutors

•

Make and maintain eye contact, it is a cue that you are actively listening and giving appropriate attention to your interlocutor
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•

Patiently clarify the meaning of your message. It might happen that the recipient doesn`t always perceive the intended meaning of your
message. Make sure you take your time to clarify the message and help them better understand what you intended to convey.

SOURCE

RECIPIENT

THE COMMUNICATION PROCESS
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Types of communication

When it comes to communication, there are several ways people share information with one another. Throughout the years, many researchers
and scholars have categorized communication in a multitude of types, genres and sub-types. While each one of them has particular or specific
characteristics, most of them sprout from four main categories:
1. Verbal
2. Nonverbal
3. Written
4. Visual
Verbal Communication

Verbal communication can be defined as a process that is agreed upon and that utilizes a rule-governed system of symbols that are employed in
order to share meaning. It involves the use of language with the purpose of transferring information and is one of the most utilized types of
communication. It is a frequent confusion that verbal communication refers only to spoken communication but in fact, it is about language, both
spoken and written. When verbal communication manifests through spoken language, it is referred to as Oral and written or sign language is
referred to as Non-Oral. Therefore, communication can fall in to various categories as exemplified in the following table.
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Verbal Communication

Nonverbal Communication

ORAL

Spoken language

Laughing, crying, coughing, humming, etc.

NON-ORAL

Written/ sign language

Gestures, Body language, etc.

As mentioned in the "Communication and symbols" section, communication
relies on symbols that represent something else. Nelson & Kessler Shaw state that
symbols are "arbitrary representations of thoughts, ideas, emotions, objects, or
actions used to encode and decode meaning"
It is agreed upon that words (symbols) are comprised of letters (components) that
when used in a particular order, stand for both the actual object as well as for our
interpretation of that object. C. K. Ogden and I. A. Richards have illustrated this
idea in a triangle of meaning. The word "cat" does not have any direct connection
to the actual cat, nor it is the actual cat. Instead, it is a symbolic representation of
our idea of "cat".
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When it comes to symbols, there are three distinct traits that manifest. Symbols are arbitrary, ambiguous and abstract. As exemplified in the
above illustration, the cat on the left side represents a real cat that looks in a particular way. On the top side of the pyramid, we can see what the
sender`s idea of a cat looks like. This example illustrates the agreement that the symbol "cat" represents both a real cat and the sender`s idea of a
cat. Communication is generally considered successful when an agreement is reached in regards to the symbols being used (Duck).
Another trait refers to ambiguity, meaning that a symbol can have several possible meanings. In example, a person says they have an apple at the
office. Is the person referring to a fruit or their computer?
The third mentioned trait is that symbols are abstract - they are not material or physical. This characteristic allows us to communicate complex
concepts in a simplified way. In example, this trait allows us to use a phrase such as "the public" in a broad way, in order to mean all the people
attending a show without having to distinguish among the diverse groups that make up the audience. Another example is using the phrase "the
students" in order to refer to all the people that are currently studying in a formal environment without having to define all the separate
characteristics (levels, years, specialties, etc.).

SYMBOLS are

ARBITRARY
there is no direct relationship to
the objects or ideas they represent

AMBIGUOUS
they have a variety of
possible meanings
Spaynton, https://commons.wikimedia.org/wiki/File:Vcsymbols.png
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ABSTRACT
not material or physical, they can
only represent ideas and objects

It is very important to mention that effective verbal communication relies not only on obvious skills such as the ability to speak clearly or listen,
to write correctly, etc. or subtle skills such as the ability to clarify and reflect, but also on elements of non-verbal communication such as body
language, tone of voice, etc.

Placement of Emphasis

Meaning

I did not tell John you were late.

Someone else told John you were late.

I did not tell John you were late.

This did not happen.

I did not tell John you were late.

I may have implied it.

I did not tell John you were late.

But maybe I told Sharon and Jose.

I did not tell John you were late.

I was talking about someone else.

I did not tell John you were late.

I told him you still are late.

I did not tell John you were late.

I told him you were attending another meeting.
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One of the most common elements of verbal communication is the tone, which has a great impact on the perceived meaning of a message. A
great exemplification of the power of the tone is the following table based on Kiely, M. (1993) called "Don`t use that tone with me!" The
emphasis shows how the tone can change the meaning of a message.
Even if verbal communication amounts for a rather small part of the overall message (20-30%), it is extremely significant and it is important to
improve specific skills as much as possible.

Here are a few important aspects of verbal communication and a few tips to improve your specific skills:

Opening Communication
Very often, the impression we make in the first minutes of encounter is very important and has the potential to impact the way future
communication will happen. In example, if you meet someone and hear them speak with a foreign accent, you form an opinion on their
background and their ability of understanding, and this might change what you say and how you say it. In this particular example, you might
consider that it is better to speak slower, without cultural jargon but rather a simpler language in order to facilitate understanding and that you
also need to listen carefully to ensure you understand all the information the person is trying to convey.
It is therefore important to understand the importance of first impressions and behave accordingly.
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•

PRACTICAL TIP: Use a strong and confident speaking voice to make sure that it is easy for your audience to hear you clearly and
easily understand the message you are trying to convey.

Speak effectively
The transmission of a message is highly influenced on the choice of words, the way they are said and the way they are reinforced with other
elements of non-verbal communication. Therefore, it is important to choose your words considerately and adjust them to the context and the
audience. It is also important to pay attention to your tone of voice and pace as these elements send important messages to your audience.

•

PRACTICAL TIP: Steer away from filler words such as "like", "so", "um", "myeah" etc. Whenever you feel tempted to use them in
order to pause and collect your thoughts, try replacing them with a breath.

Practice Active Listening
It is rather common that people have a tendency of spending more energy focusing on what they are planning to say rather than listening to their
interlocutor. Active listening is vital for effective communication and improving this skill will help you grow as a communicator.
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•

PRACTICAL TIP: Try not to think of your next question or line when the other person is sharing information. Concentrate on your
interlocutor instead on how you are going to reply.

•

PRACTICAL TIP: Avoid distractions as much as possible. For example, if you find yourself in a very noisy environment you can
suggest finding a quieter place to continue the conversation.

•

PRACTICAL TIP: Be objective and try to steer away from stereotyping the speaker. Often, prejudices interfere heavily with the
perceived meaning of a message.

There are a variety of more subtle techniques and practices that can help you improve the effectiveness of your verbal communication. Among
these, reflection, clarification, questioning and reinforcement are extremely useful and extremely impactful when it comes to building rapport
and reinforcing openness in your audience.

Reinforcement
It is highly recommended to use positive reinforcement and encouragement when communicating. The tools that facilitate this range from
positive words to maintaining eye contact, nodding in approval or displaying a friendly facial expression and body position.
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•

PRACTICAL TIP: Using such techniques can lead to an increased participation to the discussion (particularly in group environments,
diminish fears and reduce shyness in the others as well as yourself thus paving the way for the development of meaningful, valuable and
long lasting relationships.

Reflection and clarification
Reflection is a technique that is often used within counselling but it`s benefits apply to a wide range of communication contexts. This technique
involves feeding back to your interlocutor your understanding of what they communicated and thus allowing for proper clarification of the
essence of what was expressed. This can be done through paraphrasing or relating what the speaker said in your words.

•

PRACTICAL TIP: By employing this technique, you can make sure that you properly understood the message and allow your
interlocutor to clarify or expand if there is a need. Moreover, this behavior demonstrates that you are interested and respectful of what the
other person has to say and that you are considering their point of view.

Questioning
Questioning often goes hand in hand with reflection and clarification and it is used to obtain information and test your understanding while
enabling you to explicitly seek support from your interlocutor. Questioning is also a good conversation starter as it allows you to draw someone
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into a conversation or show interest.
There are two main types of questions that are used when communicating: closed and open.

- Closed questions allow the speaker to be in control of the communication and to focus the conversation in order to obtain very clear, straight
forward and concise answers when necessary. These types of questions tend to seek a very short answer, often one or two words and most of the
times these are yes/no types of questions.
Some examples of closed questions are:
- Did you take your medicine this morning?
- Did you feel dizzy after the fall?
- Have you been measuring your blood pressure regularly?
- etc.

- Open questions allow the interlocutor more scope for self-expression and facilitate involvement in the conversation by demanding elaboration
and further discussion.
A few examples of open questions are:
- What did you feel after taking the medicine?
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- What do you think is the cause of this blood pressure spike?
- What kind of behavior did your grandfather display before fainting?
- etc.
Open questions can also be divided in a variety of categories such as:
•

Leading questions -to point the interlocutor`s answer in a certain direction.

In example, asking "Did you have a good physical therapy session?" will point the interlocutor towards thinking of the positive aspects of the it
and relating those, while simply asking " How was therapy today?" is not asking for a verdict on how good or bad the session was but rather a
more balanced accurate depiction of events, good or bad.
•

Recall questions - to prompt the interlocutor to remember something

In example, " When was the last time you measured your blood pressure?", "What was your temperature last time you checked?"
•

Process questions - to point the interlocutor towards putting more thought in the answer and sharing of an opinion

In example, "What kind of habits do you think have led to the development of this disease?", "Which of these lifestyle changes seem doable for
you?
•

Rhetorical questions - these questions do not require an answer and are most often employed in order to prompt the audience to reflect
on something or to keep attention.

In example, "Who would not hope to become fit overnight?", "Who wouldn`t want their family members to stay healthy into old age?"
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•

Funneling questions - these are a series of questions that vary from less to more restrictive or vice versa. This can be a very useful tactic
to obtain the maximum amount of information.

In example, when dealing with a patient that is reluctant on honestly disclosing information that is important for the diagnosis or treatment, a
healthcare professional can employ a series of funneling questions such as:
1." Can you tell me about your last seizure?"
2. "Who else was there with you?"
3. "Did you feel like any of the food you had at dinner tasted weird?"
4. "What kind of alcohol did you serve, wine or spirits?"
5. "And approximatively how many drinks did you have?"
As seen in this example, at each step the questions become more focused and the answers more restrictive.

The variety is not only present when it comes to questions but there is also a vast array of possible responses. While the myriad of possibilities is
almost infinite, theorists have identified several main types of responses among which:

•

Direct and honest - the type any questioner would want to achieve
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•

Deceiving - a lie as a less desirable answer that can be picked up on based on both the plausibility of the content as well as the non-verbal
cues

•

Partial - a response that contains selective information

•

Out of context - an irrelevant or unconnected response given in attempt to change the subject

•

Avoidance - this is used mostly when the person was asked a difficult question and they employ avoidance by answering with another
question or giving an answer that is trying to draw attention to a positive aspect of the topic

•

Distorted - different from deceiving answers, distorted answers may be the result of the person`s perceptions and biases and most often,
respondents do not realize that their answers are influenced by bias. There is also the intentional employ of this technique when people
tend to exaggerate certain aspects.

•

Stalling - in the same category as avoidance, stalling is employed when the respondent needs more time to formulate an answer that is
plausible and acceptable

•

Refusal - refusal answers can either be expressed by saying " I do not want to answer" or by remaining silent.

Closing Communication
Generally, when closing a conversation, people employ both verbal and non-verbal elements. Non-verbal cues can vary from starting to avoid
eye-contact to turning away, standing up or checking the time and closing the laptop or the notepad, etc. In terms of verbal signals, two different
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ways of closing can be " Ok, I got to go now" or " Thank you very much for taking the time to explain, that was very helpful for me". Closing
communication is also very important as it influences (to a certain extent) the way a conversation is remembered, and it provides the context to
make future arrangements.

Non-Verbal Communication

The way we behave while we communicate often has more meaning than the actual words we say. Non-verbal communication can be briefly
described as any information or meaning shared through anything other than words such as sounds, behaviors, smell, facial expressions,
gestures, body language - kinesics, the physical placement of the communicators - proxemics, etc. This kind of communication can manifest
both intentionally and unintentionally. As opposed to verbal communication that normally uses one channel, non-verbal communication employs
multiple channels simultaneously thus making it continuous while verbal communication is distinct.
Non-verbal communication is comprised of a wide array of types such as appearance, kinesics, artifacts, haptics, proxemics, chronemics,
vocalics and environment, that become invaluable tools for sharing meaning in our interactions as these signals can give clues and additional
information on top of what is verbally expressed.

Appearance
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The way we choose to look- clothing, colors, hairstyles and any other factor affecting appearance is considered a type of non-verbal
communication. There are numerous studies that have demonstrated that different colors can evoke different moods thus appearance can
influence both physiological and psychological reactions and interpretations.

Kinesics
Kinesics refers to the analysis of body and face movements, the use of gestures, posture, etc. The word is rooted in the word "kinesis" which
means "movement". Kinesics include a series of elements that are very complex themselves such as facial expressions, eye contact, head
movements and gestures.
- Gestures are deliberate movements and signals employed to communicate meaning without words. While the array of gestures is
infinite some of them can be divided into three categories as follows:

- Adaptors - touching gestures and movements that are generally connected to a
state of anxiety or arousal. These gestures can be pointed towards oneself, other
people or objects/ artifacts. In example, shaking our legs, clicking a pen, tapping
with the fingers, etc. are some adaptors that we subconsciously manifest in order
to consume excess energy when we are nervous or while waiting. Other examples
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of adaptors can be self-touching gestures like caressing, twirling hair or touching
our collar bone that can indicate both a state of discomfort or a state of arousal.

- Emblems - gestures that have an agreed-on meaning and that are
distinct from the sign language used by hearing/speaking impaired
people. The specific meaning can vary based on cultural
backgrounds or context. In example, a raised thumb stands for "OK",
a raised middle finger is an insult and a circular movement of the
index finger next to the side of your head is commonly understood as
"crazy".

- Illustrators - gestures that are used to complete or illustrate a verbal
message. They are mostly employed involuntary, and they flow as
natural gestures. One example of an illustrator is a hand gesture that
shows the size of an object.
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- Head movements are gestures commonly used to convey a variety of emotions and meanings. In example, nodding your head is a sign
of acknowledgement, a headshake left and right signals "no" and tilting your head indicates interest as well as submission and trust. (Pease &
Pease, 2004)

- Eye contact is an important tool used to communicate as the face and the eyes are generally the points of focus while communicating. The
study of eye behaviors in communication is called oculesics. Eye movements can regulate or monitor interaction and can also help
establishing connections and they are an important component of active listening skills. Eye contact can serve a few specific objectives such as:
- Receiving nonverbal communication from interlocutors
- Providing turn taking cues
- Signal cognitive activity (looking away when processing information or remembering)
- Intimidate
- Flirt
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- Facial expressions are extremely relevant as the face is the most expressive part of the human body. Numerous researchers have
provided studies that support the fact that there is universality in facial expressions that convey states such as anger, disgust, happiness, sadness,
surprise and fear. In 1971 researchers Paul Ekman and Wallace Friesen have conducted research in the Fore tribe of Papua New Guinea that
solidified this concept and that later on became the basis for F.A.C.S. - facial action coding system, a science dedicated to encoding and
decoding facial expressions.
In contexts where finding out the truth is vital (such as justice and medical), the use of F.A.C.S. techniques can prove extremely valuable and
even provide life-saving information.
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Haptics
Haptics refers to the analysis of communication by touch. When it comes to haptics as means of non-verbal communication, several categories
can be identified among which social-polite, functional- professional, friendship-warmth, love-intimacy and sexual-arousal. (Heslin & Apler,
1983)

Proxemics
Proxemics refers to the analysis of how distance and space impact communication. Proxemics can be a good indicator for the level of
relationship between communicators and can also offer clues necessary for adjusting communication overall.
The concepts of personal space and territoriality are part of proxemics.
Territoriality is shared across many species and stands for the innate drive to take up and protect spaces. There are three main categories of
territory:
- primary - a space that is exclusively ours and we fully control such as our house, our closet, our room, our car, etc.
- secondary - a space that doesn`t belong to us but it is available for our use without needing further actions to reserve it, such as a shared
classroom
- public - a space that is open to everybody
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The definition of personal space may vary from individual to individual, based on a variety of factors such as context and relationship, etc. In
1963, Edward Hall, a cultural anthropologist categorized the interpersonal distances of people in four distinct spaces: intimate, personal, social
and public.
- The intimate space is the closest to the subject and it ranges from 1 to 46 cm. This zone is generally dedicated to loved ones, family
members and close friends and it stretches from direct physical contact such as hugging, touching, kissing, etc.
- The personal space ranges from 46 cm to 1.2 m and is generally dedicated to interaction between family members, friends and
acquaintances.
- The social space ranges from 1.2 to 3.7 meters and is mostly dedicated to formal settings, new acquaintances, work colleagues, etc.
- The public space ranges from 3.7 to 7.6 and over and is generally dedicated for speaking in front of larger audiences such as in a
classroom, in an auditorium, etc.

Proxemics zones as defined by Hall by Hamid Laga et al., Tokyo Institute of Technology
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The understanding of proxemics varies among groups and cultures as there are a variety of habits and norms that influence it. Sociologists have
put forth a few theories regarding the social norms that influence how people define personal space. A study conducted by an international team
of researchers looked at almost 9000 people in 42 countries with the intention of measuring the "space bubble" of individuals around the world
and to try to understand why differences exist.
The results varied quite a lot between countries. For example, in Romania people preferer strangers to keep a considerable distance but are very
comfortable with having friends get very close.

The following table shows the preferred distance by country expressed in cm.
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Chronemics
Chronemics refers to the analysis of time and its impact on communication. According to Andersen (1999), time can be classified as biological,
personal, physical and cultural.
- Biological time is the rhythm of living beings, a circadian rhythm that impacts when we wake, sleep and eat. It is important to take this
category into consideration as interfering with it (late night call, lunch-time meetings) can negatively impact not only communication
competencies but also physical and mental health (repetitive disturbances) and personal relationships.
- Personal time refers to the way in which we experience time individually. This can be influenced by several factors such as mood,
stress level, interest level, etc. When we enjoy something, we feel like time passes very quickly while when we are involved in something that
doesn`t interest us at all time seems to drag on forever.
- Physical time refers to the standard cycles such as days, years, months and seasons. This category can impact communication as the
elements can influence the psychological and physical states of individuals as they can experience discomfort illness that is impacted by cold
temperatures such as rheumatoid affections or they can experience emotional distress due to atmosphere (dark and cold in winter as opposed to
warm and bright in spring & summer).
- Cultural time refers to the way large groups of people see time. There are two main orientations: the monochronic cultures that like and
prefer to do things with a certain orderliness, one thing at the time and believe there is an appropriate time and place for everything and the
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polychronic cultures that tend to do multiple things simultaneously. For example, the French and Americans are polychronic while the Germans
tend to be monochronic.

Environment
The environment of interaction influences both verbal and non-verbal communication. Individuals can manipulate the non-verbal environment in
the same manner they would control their tone of voice. The placement of objects in a space can help shape the climate of the interaction, from
formal or distant to friendly and intimate. Also, the objects that are on display can nuance an interaction as well as smell which is many times
overlooked. In example, think of the smell of home-made food that most often create a positive emotional response as it is associated with
childhood and care.

Vocalics/ Paralinguistics
Paralinguistics refers to factors such as loudness, tone of voice, pitch, inflection, accent pattern or any other vocal elements that are distinct from
actual language. In example, saying "Your test results are ok" in a strong and joyful tone of voice, the meaning is most likely to be interpreted
with enthusiasm while saying the same phrase in a hesitant tone might be perceived with negativity and as lack of interest.
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Artifacts
Artifacts refer to physical objects that can offer clues about an individual’s beliefs and habits. Artifacts can refer to clothing items, jewelry,
tattoos, body piercings, decorations, homes, cars, etc. Artifacts are often part of the environment and appearance categories. In example,
observing that a person is wearing a necklace with The Star of David or a Cross will inform us of their religious beliefs.

Here are a few practical tips to improve your non-verbal communication skills:
•

In order to improve your skills and competence for encoding non-verbal messages you must make all the efforts to increase your
awareness of the context in which the communication happens as well as the messages you are sending and receiving.

•

Be aware that nonverbal cues can complement, enhance or contradict each other. Make sure your message is consistent across all
channels.

•

Keep in mind that the norms for sending and receiving non-verbal messages particularly touch and personal space vary widely based on
contexts (relation, culture, etc.)

•

To improve your skills for decoding non-verbal messages try to avoid dedicating too much attention to any one cue (only eye contact) but
look for multiple non-verbal cues and try to understand if they are consistent with each other and the spoken message.

•

Try to employ non-verbal cues when communicating sensitive subjects as this type of communication aids in emotional expressions that
need and give emotional support.
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Visual Communication

Visual communication entails graphical representations of information created with the purpose of efficiently creating meanings or differently
put, it is communicating ideas and information through the use of symbols and imagery. The realm of visual communication is extremely broad
and encompasses elements such as signs, infographics, maps, illustrations, diagrams, photos, motion graphics/filmography, interactive content,
and may other examples.

Visual communication is one of the main types of communication and there are theories and evidence that suggest that is the oldest type of
communication. Specifically, cave paintings that date as far back as 40000 years represent a primitive form of communication, a kind of
prehistoric documentation with representations of animals, sacred spaces, landscapes and other elements. Around the 4th millennium BC,
societies became more advanced and traveling brought close people who spoke different languages and dialects. In order to communicate, they
developed pictograms (images that represent a physical object) that helped them.
We refer to the study of visual communication and symbols as semiotics, a science that studies "how people make meaning out of symbols, and
how those symbols are interpreted." (What Is Visual Communication? - Definition, History, Theory & Examples, 2016).
The relationship between meaning (social or cultural) and symbol is referred to as semantics. These two elements are extremely important as
they can shape the context and prompt the receiver to make particular associations.
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For example, racial or social stereotypes depend (to a rather large extent) on semiotics and semantics. Think about an image showing a person
with a darker complexion, a headdress with feathers, war paint and a particular outfit - you will most likely associate this with a Native
American because that is the learned relationship between the symbol and it`s cultural meaning.
As observed in the following pictogram, there are several functional areas of the brain.

- Wernike`s Area - language interpretation
- Motor cortex - controls movement
- Sensory cortex (somatosensory + auditory + visual) - receives sensory information
- Broca`s area - language organization & speech production
- Association cortex - integrates information

Humans are biologically built to process the world visually which is why visual communication is impactful and efficient:
- It takes the brain 1/4 of a second to process visual cues
- The human brain is pre-wired to interpret relationships between objects automatically allowing almost instant comprehension with
minimal effort
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PRACTICAL EXAMPLE: Notice how fast your eyes find the differences of attributes.
SHAPE

ORIENTATION

SIZE

- The brain interprets visuals quicker than processing language associated with them
PRACTICAL EXAMPLE: Which sign is easier/faster to process?

While
you are
driving on
this road take
care because there
is a school near and
children might cross

- A popular statistic says that people remember 80% of what they see, 20% of what they read and 10% of what they hear therefore visuals
have a decisive role in information retention.

51

In a healthcare context, employing visual communication tools can help make a complicated message accessible and tangible. In example, using
a poster of a human body to point out the organ that is causing an issue to a patient with limited biology knowledge, drawing a time-line of the
treatment plan for a patient who has a hard time remembering at what point of the day to take medication, use a facial pain-scale to aid children
in identifying what they feel, etc.

Effective communication is a multisensory experience and visuals can influence or even define context, provide supporting examples for
messages, evoke emotions, clarify messages, catch attention, etc.

IMPORTANT INFORMATION: Visual communication can be an important tool for:
- Creating a link between raw data and usable knowledge
- Providing quick, concrete and vivid representations
- Saving space
- Communicating in a universal language
- Being persuasive

52

Written Communication

Written communication entails writing, typing or printing symbols to send messages. As opposed to most categories of verbal communication,
written communication provides a record of information and is essential in environments where record maintenance is required such as a
healthcare setting.
When it comes to the healthcare industry, written communication represents one of the most prevalent forms of communication between primary
and specialized care or healthcare providers from different disciplines. Insufficient communication skills can lead to a series of unwanted
outcomes such as discontinuity of care, compromise of patient care, inefficient us of resources, burned-out and overworked medical personnel
and of course patient/provider dissatisfaction and negative economic consequences.
Effective written communication relies on grammar, punctuation, choice of symbols, correct organization of order as well as cohesive
composition. Written communication is most often asynchronous and can be constructed over a long period of time.

Here are a few valuable skills for written communication:

Clarity - help the receiver understand what you are saying.
PRACTICAL TIP: Use coherent language and stick to concrete, specific information.

53

Conciseness - help maintain clarity by avoiding complicated structures or unnecessary information.
PRACTICAL TIP: Include only details that are necessary to communicate the information

Active voice - make the content accessible and easy to follow
PRACTICAL TIP: Use active voice whenever possible in order to make your sentences flow better and allow the reader to move through the
message at a faster pace.

Example:
Active Voice - Mrs. Doe took her medicine every day.
Passive Voice - The medicine was taken every day by Mrs. Doe.
Active Voice - Nurse Jane will administer Mrs. Doe a dose of B12 daily.
Passive voice - A dose of B12 will be administered daily to Mrs. Doe by Nurse Jane.

Grammar and punctuation - make your sentences easy to understand
PRACTICAL TIP: Make sure you make correct use of punctuation, articles, prepositions, tenses, genders and other basic grammas elements.
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Organize - get the reader to take action
PRACTICAL TIP: Know your goal before writing, it will keep your message focused and clear. Lead with the key point and add the necessary
supporting details.
Formal Communication

Formal communication represents an interchange of information that is controlled and deliberated. It normally happens through proper,
predefined channels and it follows a hierarchical structure. The flow of communication is timely and systematic, and this helps with efficiency.
Formal communication is generally adopted in circumstances where formal relationships are necessary or have been previously established.
Some of the main characteristics of formal communication are the following:
- It is of an official nature - making it binding and effective
- It is mostly in writing, but it can also be verbal - due to the fact that it is generally written, the risk of ambiguity and confused meaning
is reduced. Also, being written, it can be kept and revisited at any given time when referencing is necessary
- It flows through a structured layout - encourages bureaucracy and authoritarianism
- It requires maintenance of specific standards - such as official procedures, formalities, etc.
- It is generally rigid - stereotype language is often used thus making the delivery of the real meaning more difficult
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Formal communication can happen vertically (both downward and upward) as well as horizontally:
-Vertical downward - from the top/upper level of the hierarchy. Example: orders, information, policies, rules, instructions, etc.
-Vertical upward - flows from the lower level of the hierarchy to the superiors. Example: reports, complaints, suggestions
-Horizontal - an exchange of information between parties of the same level. Example: coordination related info., requests, suggestions, etc.
Formal language
Formal language used in professional or academic circumstances. It does not include colloquialisms, contractions, slang or 1st person pronouns.
Formal language constructions tend to be more complex as longer sentences are likely to be more prevalent and the standard approach for any
topic involves introduction, elaboration and conclusion. Formal language is generally objective as it shows a limited range of emotions and
emotive punctuation such as ellipsis and exclamation marks are avoided.

Informal Communication

Informal communication represents a multidimensional, relational type of communication that is not bound by specific exigencies and does not
require pre-determined channels. It is particularly quick and most frequently it does not involve any paper trail. Informal communication occurs
as a natural form of communication as people interact freely and approach a very diverse range of subjects.
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Informal Language
Informal language takes a personal tone and may include figures of speech, slang, broken syntax, contractions, etc. It is characterized by
simplicity as short or even incomplete sentences are accepted alongside abbreviations or contractions. Informal language allows the expression
of empathy and emotion and a personal emotional tone can be detected

. IMPORTANT! Language Style Differences
Definition
Sentence characteristic
Voice
Tone
Language
Interjections
Pronoun
Contractions
Slang
Emotional tone
Connecting words
Verbs
Preferred Vocabulary

Formal Language
Used for professional, academic, legal, purposes
Long and complex
Passive
Official, Serious, Somber
Formulaic
No
Third person
No
No
None/ extremely limited
furthermore, consequently, therefore, etc.
single word
Latin/ French origin words
Impersonal constructions (It is said that.....)
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Informal language
Used for casual communication and personal purposes
Short and simple
Active
Light, Friendly
Direct
Yes
First, second and third person
Yes
Yes
Wide
so, and, but, etc.
phrasal/ idioms
Anglo-Saxon origin words
Active constructions ( They say that..........)

Communication Barriers

As expressed in the previous chapters, communication is not only an instrument used scarcely when needed but it is an integral part of any living
being, from a cellular level to a large scale. One of the aspects involved in the complexity of communication relates to barriers that occur,
hindering or even preventing the effectiveness of our communication.
There are a myriad of communication barriers and these can happen throughout the communication process, at any stage. Barriers can be
categorized in three main types with an almost infinite array of sub-types and specifics:
-Physical Barriers - such as distance, closed doors, physical impairments, material obstacles, etc
- Psychological/Emotional Barriers - the psychological state of the communicators always impacts the way the message is sent, received
and interpreted.
- Language Barriers - refer to the way a person communicates both verbally and non- verbally

Some of the most common communication barriers that we can encounter:
- The use of specific language, over-complicated terms, jargon and unfamiliar symbols
- Distractions, irrelevance, lack of attention
-Emotional barriers, taboos, different perceptions
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-Physical disabilities such as speech impairment and hearing problems
- Differences in viewpoint, stereotyping and false assumptions
-Physical barriers such as personal protective equipment (face masks, face covers, etc), distance and obstacles such as an interaction of two
people sitting across the room, etc.
-Different norms of social interaction such as the perception of personal space, etc.
Regardless of the volume of effort dedicated, communication barriers cannot be eliminated completely. Nevertheless, there are several
approaches that can be employed in order to limit the negative consequences of barriers. Understanding the causes and the preferences of the
interlocutors are essential for efficient communication.
Overcoming communication barriers is a skill that can be learned and developed. Here are a few tips and tricks that can be utilized in order to
bridge barriers in communication:

PRACTICAL TIP:
Practice Active Listening. Try to devote attention to what is being said and listen with all your senses and make sure your interlocutors see that
you are listening. This can prevent them from concluding that you are not interested in their message thus making them more comfortable and
allowing them to communicate more efficiently, openly and honestly.
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PRACTICAL TIP:
Offer verbal and non-verbal signs. Smile (if appropriate), nod, make eye contact and don`t hesitate to ask clarifying questions and to
paraphrase the ideas of the speaker. Don`t hesitate to use small verbal comments such as "aham" to assure the interlocutor that you are listening
and encourage them to continue.

PRACTICAL TIP:
Use the appropriate language. Always consider who you are talking to and avoid using medical terminology or specific terms and jargon when
communicating. Not being familiar with the terms used can make your interlocutors intimidated and ashamed of admitting their lack of
understanding.

PRACTICAL TIP:
Pause, breathe, ask. Ask questions to make sure the understood meaning of the information you are conveying is the one intended and make
pauses. This will give your interlocutor a window to ask questions without feeling like they are interrupting.

PRACTICAL TIP:
Be constructive. Regardless if you must give negative or positive feedback, make sure it is always constructive. This can improve the
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relationship and the efficiency of any further communications.

PRACTICAL TIP:
Practice empathy. Try to understand and consider the emotional state of your interlocutor so you can better acknowledge their needs and
address their concerns.

PRACTICAL TIP:
Be considerate. Always make sure that you choose an environment that facilitates distraction free communication. (private space)

PRACTICAL TIP:
Review and edit. When using written communication take the time to revise and make necessary corrections. This will allow you to ensure that
your message has a high degree of accuracy and professionalism.

PRACTICAL TIP:
Proofread. In written communication, make sure you are using proper spelling and grammar and avoid forms of language that might be difficult
to understand such as abbreviations, jargon, slang, etc.
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Generational gaps and communication

In our day to day lives and particularly in a healthcare environment, the characteristics of interlocutors can vary broadly as health concerns and
issues apply to everybody. Given the fact that communication styles and preferences may differ from generation to generation, a good
understanding of the main characteristics of each generation can help us adjust our communication styles and reduce specific barriers.
Let`s take a look at the generational intervals:

Image source: https://stepone-tz.com/news-notes/getting-tourism-ready-for-generation-alpha,Getting Tourism Ready For Generation Alpha ,March 3, 2020
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According to an ABS, McCrindle infographic released in 2019, here are some milestone characteristics of each generation:

Image source: https://generationz.com.au/wp-content/uploads/2018/09/GenZGenAlpha.pdf, ABS, McCrindle | 2019
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As presented in the previous illustration, each generation has been defined and has experienced different things thus it is normal and expectable
that their communication styles and preferences differ and being familiar with the key characteristics of their communication styles can be
extremely useful for limiting the consequences of barriers.

PRACTICAL TIPS:
The Builders Generation - Age: 70+
- The best way to communicate to this generation is face-to-face and telephone
- They expect information to be presented in a logical manner and a clear speech
- Correct use of grammar is very important
- They pay attention to manner and prefer formal titles (Mr., Mrs., Dr., etc.)
- Respect is critical whether it is for their age and experience or for a chain of command or history/legacy
- They like to ask questions
- They appreciate handwritten notes
- They enjoy answering questions and being used as a resource of knowledge
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The Baby Boomers - Age: 51-69
- They are the 1st generation to explore electronic communication
- They prefer face-to-face communication, open and direct
- High availability mentality and attitude
- Less formal than the Builders
- They like recognition
- They don`t mind being called by their first name

The Generation X - Age: 36-50
- They tend to be skeptical and cautiously conservative
- They are blunt and direct
- They prefer talking in short and concise sound bites
- They don`t like to be micromanaged - dislike too inquisitive approaches
- They care about work- life balance and prefer to have their private time respected
- They are not interested in recognition
- They like online and digital forms
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The Millennials (Gen Y) - Age: 21 - 35
- They like to be asked what their preferred communication method is.
- They prefer texting and immediate responses
- They prefer scheduled communication
- They prefer brief and to the point communication

The Generation Z - Age: 6 - 20
- They are well versed in technology
- They listen and value advice but like to express their own opinions
- They like constant communication
- They are less likely to be patient and they ask many questions

Regardless of the generation, effective communication is a key element of a functional and prolific society and understanding the specifics of
each generation can be of great help in overcoming the challenges of communication between groups.
Here are a few tips and tricks for efficient communication with individuals from different generational tiers:
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PRACTICAL TIP:
Always consider the forms of communication that they are most comfortable with. For senior generations, face to face communication is
preferred and a lack of it might make them feel unappreciated and even offended. For younger generations, technology is a more acceptable
means of communication and is considered equally respectable.

PRACTICAL TIP:
Always consider the importance and relevance of formality. Nowadays, colloquialisms, slang, emojis and GIFs are frequently employed during
communication by the younger generations. While this is regarded as normal for them, the senior generations might have a more difficult time to
understand and adapt the progressively informal styles manifesting in today`s society and they might perceive them as a lack of effort, a lack of
respect and even as an indication of flawed education.

PRACTICAL TIP:
Always consider sensitive topics. The way younger generations approach sensitive subjects such as sexuality, religion or politics is very different
than how it used to be in the age of the seniors. Make sure that you understand that something that feels comfortable to talk about for you might
be too difficult for an elder person thus determining them to create a barrier and avoid communicating all together as a defense mechanism.
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PRACTICAL TIP:
Have a wide-open conversational aperture. Try to adopt a mindset where there always something to learn from the others. Advice from older
generations can be very valuable as they have earned it through experience while advice from the younger generations can help hinder rigidity
and discover the benefits of more flexible approaches.

Efficient communication across generations relies heavily on the willingness and ability to listen, process and learn. The specific traits presented
are not necessarily absolutes but rather clues to help you be more aware of how different generations approach communication and to indicate
what are the best strategies for efficient communication.

The importance of effective communication in healthcare

When it comes healthcare, effective communication should not be regarded as an optional capacity but rather as an essential, integrated part of
the medical act. The delivery of care is dependent on how the exchange of information happens between the main care provider, other medical
staff and specialists that are involved in the case, the patient, and frequently, the next of kin. In the big picture, the importance of each of these
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players cannot be undermined thus making health related communication extremely complex. This multidirectional aspect requires healthcare
providers to be properly equipped not only to be effective sources but also to lead the interlocutors and help them communicate efficiently.
Patients or next of kin need to be able to communicate information about their health issues and concerns and the healthcare provider must be
adequately equipped to comprehend and correctly interpret the information in order to provide the appropriate care. Moreover, the healthcare
provider`s ability to convey information to the patient is also essential as they need to efficiently communicate and help patients understand the
after-care protocols (administration of medicine, the signs they need to pay attention to, self-evaluation techniques, etc.) in order to ensure that
the care recommendations are properly met but also to help patients take preventative measures and maintain their health and lower the
incidence of recurring health complaints. Besides the patient-system interaction, healthcare providers of all levels must be able to communicate
efficiently with each other in order to best coordinate and deliver proper healthcare. If any of the communication chains is compromised (patientsystem or system-system) the quality of healthcare becomes impaired.
Effective communication in healthcare depends on a multitude of components and is strongly impacted by elements such as health literacy (for
patient or next of kin), cultural competency and language barriers. The Agency for Healthcare Research and Quality suggests that all healthcare
settings should consider the premise of "universal precautions" meaning that all patients should be approached with the assumption that they are
at risk of not understanding their health status, their conditions and how to deal with them therefore healthcare providers need to confirm the
patient`s accurate understanding through use of assessments and to intervene where necessary.
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Healthcare and bad news - the importance of diagnosis and prognosis

Bad news represent a difficult yet unavoidable part of healthcare for physicians and patients alike. While there are a variety of techniques that
can and must be employed when communicating such news, it is difficult to say that there is a perfect recipe for performing this task as each
interlocutor is different. These individual characteristics and traits preclude a "standard/ one size fits all" approach, thus the communicator can
explore a series of tools and techniques in order to discover the optimal approach.
The main goal of employing bad news communication protocols and techniques is to convey the bad news in a manner that cradles
understanding while minimizing distress for the patient or next of kin.
According to Ptacek & Eberhardt (1996, p. 496), in a healthcare context, bad news represent any information that “results in a cognitive,
behavioral or emotional deficit in the person receiving the news that persists for some time after the news is received”. Another definition is
provided by Buckman (1984, p. 1597) who describes it as “any news that drastically and negatively alters the patient’s view of his or her future”.
Generally, bad news is associated with somber diagnosis such as cancer or Alzheimer`s disease or death but the range of bad news is broader
than that and it can range from telling a patient that they need to take medication for the rest of their life, telling a female patient that she has a
low egg count or telling family members to prepare for a degradation of the patient`s cognitive or motor functions.
Patients need to clearly understand both the diagnosis and prognosis in order to be involved in the medical decision making and make sure their
preferences and values are present in the treatment and care plans.
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A diagnosis is an identification of a patient`s condition via medical examination and exploratory tests. Once a diagnosis is set, the prognosis
follows which is the predicted course and outcome of the diagnosed condition. Often, prognosis is associated with life expectancy but in fact it
considers both disease and treatment related information such as the spread of the disease, the chance of a cure, 5- or 10-year survival rates,
qualitative expectations of disease progression, and differences in morbidity and mortality with and without treatment (Rodriguez et al., 2008).

IMPORTANT:
There is a tendency of considering that the delivery of bad news ends after the diagnosis has been communicated but in fact, the communication
of the prognosis is extremely important as it has a great impact on the way the patient (and the next of kin) manage the disease, the treatments
that they choose to pursue and the way they adjust to the diagnosis and all the life changes that come with it.
From the first encounter with a patient, the exchange of information serves not only for obtaining medical history and conveying treatment plans
but also to build a relationship that can be a valuable instrument for those patients that search for a psychosocial healing connection or
therapeutic relationship. When it comes to unfavorable diagnosis and prognosis or bad news in general, especially in contexts where biomedical
approaches are limited or nonexistent, the value of a therapeutic relationship is tremendous as it has a major impact on symptom resolution,
function, pain control, emotional health and even physiologic aspects such as BP, pulse or blood sugar levels.
It is without doubt that effective communication is critical for achieving good medical outcomes whether these are related to successful
treatment, health maintenance, disease prevention or improvement of quality-of-life for chronic or palliative patients.
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Bad News - the healthcare professional`s perspective

A survey applied to over 300 healthcare providers in Romania, Italy and Cyprus revealed that many physicians find delivering bad news difficult
and stressful, regardless of the frequency of the experience. Among the most common feelings they experience when delivering bad news, a
majority of physicians identified sadness as well as the fact that they are not indifferent regarding the situation. The majority of respondents
agreed that the way they deliver bad news has an impact on the receiver`s reactions. Several similar studies conducted across the world reveal
that physicians who deliver bad news frequently tend to have high levels of burnout and those of them who perceived their training in
communication skills to be weak were more likely to have increased stress and burnout levels. (Ramirez et al., 1995; Sharma, Sharp, Walker, &
Monson, 2007).
When it comes to the physician`s perspective regarding conveying information about prognosis, a majority reports experiencing a greater
difficulty than in disclosing diagnosis. One survey revealed that many healthcare providers tend to delay or even completely avoid
communicating prognostic information unless the patient specifically requests it. Another study revealed that physicians are more likely to
discuss treatment-focused information such as chances of treatment to work rather than disease related prognosis such as chances of survival.
Rodriguez et al. (2008) reveals that in terms of framing practices, 27% of prognostic statements were framed negatively (chance of death), 50%
were framed positively (chance of survival) and 23% used mixed framing.
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When it comes to the most frequent emotional response that they experience when delivering bad news, the majority of healthcare providers
from all three countries - Romania, Italy and Cyprus placed sadness on the first place followed by fear and they have all placed indifference as a
very rare response thus revealing that their involvement with the patient is important.
When asked what the biggest challenge is when delivering bad news, physicians identified negative emotions, the balance between being clear
but also empathic, lack of social support, timing, selection of right vocabulary, the understanding of the patient`s personality and personalization
of the communication, etc.

It is obvious and natural that healthcare providers have to overcome their own difficulties when it comes to delivering bad news. Regardless of
the years of experience, it is always an unpleasant and undesirable task and physicians do not want to feel like they are taking hope away from
the patient or their next of kin. Moreover, the hectic pace of a clinical setting may push the physician to communicate bad news in contexts that
are not necessarily convenient for such important and intimate conversations. Moreover, generally, medical training places more emphasis on the
biomedical model while communication skills tend to be given less attention that they deserve. Due to this, often times healthcare providers feel
unprepared for the implications and intensity of communicating bad news to their patients and next of kin.

IMPORTANT:
“The life of a sick person can be shortened not only by the acts, but also by the words or the manner of a physician. It is, therefore, a sacred duty
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to guard himself carefully in this respect, and to avoid all things which have a tendency to discourage the patient and to depress his spirits.”
(American Medical Association's First Code of Medical Ethics, 1847)

Impact of communication on performance and satisfaction
There is strong evidence that indicates that a patient`s capacity and willingness to follow through with treatment and medical recommendations,
to self-manage a condition or adopt a healthy, preventive lifestyle is strongly impacted by the healthcare provider`s communication style and
skills. A series of studies conducted over the past three decades show that a healthcare provider`s skills and abilities to efficiently communicate,
to explain, to actively listen and to empathize can have profound influence on the mental health of the patient as well as on the biomedical
aspects and of course on patient satisfaction and overall perception over the quality of medical care.
Therefore, communication in healthcare contexts has a variety of outcomes that influence the overall performance:
•

Diagnostic accuracy - diagnostic decisions rely heavily on history taking and yet studies reveal that this process is often hindered as
patients are not given the opportunity or the time to tell their story.

•

Patient perception - interruptions and limited time allowance not only compromise diagnostic accuracy but may also determine the
patient to perceive that their story, what they are communicating, is not important. This may lead to reticence to communicating further
and providing more information and eventually destabilizes the care-giver - patient relationship.

74

•

Adherence - the extent to which the patient`s behavior follows the recommendations from their healthcare provider is extremely
important and efficient communication has a great impact on the level of adherence. A Health Care Quality Survey conducted by the
World Health Organization revealed that over a quarter of patients do not fully adhere to their physician`s indications and advice. Most of
the reasons they invoked have the potential to be solved through better and more efficient communication:
- 25% found the indications too difficult to follow
- 7% said that they did not understand what they had to do
- 39% disagreed with their healthcare provider in terms of advice and recommended treatment
- 20% felt the recommendations were against their personal beliefs
- 27% were concerned about the cost of following the recommendations

•

Patient safety - it is estimated that about one third of adverse events in healthcare are attributed to human and system errors. Research has
revealed that nearly 66% of all medical errors sprout from ineffective team / patient communication. The vulnerability for medical error
is higher when the healthcare providers are stressed, are handling high task situations and they are not communicating effectively (Team
strategies and tools to enhance performance and patient safety (TeamSTEPPS), Department of Defense and Agency for Healthcare
Research and Quality)
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•

Team satisfaction - some of the core elements that are essential for the healthcare team satisfaction include administrative and
interpersonal support, respect, value, understanding, being listened to, clarity of roles and duties, work equity and of course fair
compensation. When communication among team members is done effectively, it facilitates a culture of mutual support thus leading to
increased job satisfaction and lower burnout rates.

•

Malpractice exposure - a study looking at plaintiff depositions in malpractice cases (Beckman, H. B., Markakis, K. M., Suchman, A. L.,
& Frankel, R. M. (1994). The doctor-patient relationship and malpractice. Lessons from plaintiff depositions. Archives of Internal
Medicine) revealed that 71% of the claims were initiated as a consequence of a healthcare provider - patient relationship issue and most
patients perceived their healthcare provider as uncaring. Moreover, one out of four patients claimed that the delivery of medical
information was not properly done and 13% specifically identified poor listening as an issue.

Here are a few practical tips that address some of the important elements that influence performance and the level of patient satisfaction:

PRACTICAL TIP:
Communication - Always take your time and do our best to explain the information clearly. Try to understand your patient`s experience, their
values and views and provide viable options. Always take your patient`s problems seriously and avoid making them feel like they don`t matter.
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PRACTICAL TIP:
Expectation - Always do your best to provide the patient with the opportunity and the necessary time and context to tell their story.

PRACTICAL TIP:
Control - Try to encourage your patients to always express their concerns, ideas and expectations.

PRACTICAL TIP:
Decision- making - Always acknowledge the fact that the social and mental wellbeing of your patient matters as much as their physical
functioning.

PRACTICAL TIP:
Time - Do your best to allow sufficient time for each of your patients. Often patients feel like they are against the clock when talking to their
healthcare provider and this can compromise both the relationship and the exchange of essential information.

PRACTICAL TIP:
Dignity - Try to invite your patients to partner in the healthcare decisions and show them that their opinions and feelings are being respected.
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Psychological and physiological impact of bad news

Communicating bad news is unfortunately a part of a healthcare provider`s routine and this predicament has without doubt psychological and
physiological repercussions on the medical care provider and the patient alike.
A research of publications and relevant studies revealed that for a healthcare provider, communicating bad news may trigger a series of
physiological responses such as:
- increased heart rate
- fluctuations in mean arterial pressure and cardiac output
- increased level of cortisol levels
- enhanced immune responses
- etc.
These findings indicate the fact that communicating bad news is not only psychologically straining on a healthcare provider but can also cause
physiological stress reactions that can become hazardous for the healthcare provider`s own health and wellbeing.
When it comes to the patients, the measurements of physiological responses have not been investigated enough to generate a statistic but
observation has revealed that they often display responses such as:
- shaking / body tremors
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- sensation of cold
- sensation of a "hole in the stomach"
- loss of concentration and ability to respond
- skin redness
-etc.
A thorough monitoring of physiological reactions of patients is quite difficult in such contexts but based on the average reactions to stress we
can assume that they experience the myriad of known stress reactions such as increases in blood pressure, heart rate, sympathetic nerve activity
and circulating catecholamines, and activation of the hypothalamic–pituitary–adrenal axis leading to increases in glucocorticoids (cortisol and
corticosterone). (Pacak K, Palkovits M, Kopin IJ, Goldstein DS. Stress- induced norepinephrine release in the hypothalamic paraventricular
nucleus and pituitary-adrenocortical and sympathoadrenal activity: in vivo microdialysis studies. Front Neuroendocrinol. 1995).

When it comes to psychological responses, healthcare providers identified a feeling of losing control, concerning emotions and decrease in
confidence and patient trust. Moreover, some physicians stated that communicating bad news makes them feel as if they have to exchange the
role of a healer to that of an executioner and for some, it reminded them of their own death and of the fact that they cannot control this aspect of
life thus making them feel powerless and frustrated. Several surveys revealed that the stress that a physician feels in regard to communicating
bad news can last from several hours up to over three days.
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Healthcare is probably one of the domains with the highest risk of stress related issues and consequences. Physicians are highly susceptible to
burnout, an affection that is triggered and enhanced by emotional exhaustion, low productivity accompanied by feelings of underachievement
and depersonalization. These feelings become heightened in those healthcare providers who have insufficient preparation and training for such
instances.

When it comes to the patient`s psychological response, there are a lot of circumstances that influence how they feel and what they experience.
One curious information that has been revealed by several studies conducted around the world is that not all patients want to find out their
diagnosis and prognosis. Patients who receive bad news often perceive the information as too threatening and may go in denial or minimize the
significance of the information. Morse et al. identified the fact that most patients used metaphors to describe how they felt when receiving bad
news. These were interpreted as " feelings of unreality (unable to comprehend the news), danger and harm, physical forces (“being hit by...”),
sinking in (time is often needed for the news to be understood), feelings of vulnerability (risk for self and the body), words are not only “heard”
but also “felt”, incongruity between body/ mind, struggling to understand the news." (Prado AJF, Silva EA, Almeida VA, Fráguas Júnior R.
Ambiente médico: o impacto da má notícia em pacientes e médicos – em direção a um modelo de comunicação mais efetivo. 2013).
Among the things they desire, many patients point out the fact that having clear and accurate information about diagnosis, prognosis and
treatment plans help them feel better prepared for making decisions. Patients want their physicians to be empathic, sensitive and understand them
and how they perceive the potential life changes that the diagnostic might mandate.
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PRACTICAL TIP:
As mentioned, not all patients want to receive all the information about the state of their health, so it is important to assess exactly how
comfortable and willing the patient is when it comes to truth disclosure. When patients receive too much information that they cannot process or
when they feel like there are gaps in the information received, they might try to look for it outside the doctor`s office by researching on the
internet or asking around. Many studies revealed that such practices can provide misleading, incorrect and inappropriate information that can
have important negative consequences for the patient and the relationship with the doctor and the recommended therapy.

IMPORTANT:
It has been identified that the three main elements that make a difference for the patient when receiving bad news are:
- Content: the clarity and quality of information, understandability, completability and completeness
- Facilitation
- Support: caring, empathy, attention

In terms of negative aspects, the most frequent issues that patients have identified in regard to the moment they receive bad news are:
- Not enough time devoted to the conversation - Inappropriate physical context (on the hallway, by the door, etc.)
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- Uncaring behavior displayed by the physician when delivering bad news (depersonalized approach)
- Lack of physician`s attention
- Usage of specific medical terminology
- Lack of emotional and cognitive support from the healthcare provider
- Lack of direction or facilitation in terms of what comes next
- Dismissive attitude

The fact is that truth disclosure is a strenuous task for healthcare providers and performing it with compassion and effectiveness is difficult, but it
can make things less uncomfortable for themselves but also for the patient and their next of kin. For patients, the way this kind of news is
delivered has an immense impact on the way they perceive the disease and the choices they make regarding future therapy thus directly
impacting their quality of life.

Effective communication of bad news

From the first encounter with a patient to interventions and developing a treatment plan, the physician-patient relationship and the outcome of
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the care is built on communication. In the context of bad news, effective communication is not only important for helping the patient cope, but
also strengthens the relationship between them and the healthcare provider and this has long lasting positive ripples in the overall healing process
or where healing is not possible, on the quality of life of the patient. It is rather difficult to specifically define efficient BN communication, but it
is without doubt that essential elements can be identified and discussed alongside the desirable outcomes of such conversations. Overall,
effective communication of bad news should satisfy the purpose of forming a solid basis for a constructive partnership between the patient, their
next of kin and the medical team providing healthcare, thus significantly increasing the chance of proper treatment and/or recommendations
adherence.
Based on several studies, a few elements have been identified as being definitory for an effective communication of bad news. Among these:
- Communication should be emotionally attuned to serve the cognitive goal of understanding the emotion of the patient (clinical empathy)
- Sensitive delivery in a manner that fits the circumstances and fosters trust
- Active listening and ability to check the patient`s understanding
- Effective questioning skills in order to elicit the patient`s main concerns, the perception of the problems and very importantly the emotional,
social and physical impact on them and their next of kin
- Providing information using effective explanatory skills tailored to the patient`s needs and capabilities
- Counseling and educating the patient
- Making informed and personalized decisions based on the patient and their preferences, views, opinions and values
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- Discussing the treatment options in a manner that helps the patient to fully comprehend the implications

Image source : Physiopedia contributors, https://www.physiopedia.com/index.php?title=File:Effective_Communication_Cycle.jpg&oldid=102189
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PRACTICAL TIP:
In order to improve your overall abilities and attain effective bad news communication skills, pay close attention to the following elements:
- Active listening
- Nonverbal communication
- Stress management
- Assertive - respectful communication

PRACTICAL TIP:
-Always try to listen in a way that allows you to understand the emotion of the patient and the intentions behind the message, the full meaning of
what is being said both verbally and non-verbally.

PRACTICAL TIP:
- Always make the interlocutor feel heard and understood and show that their personal views matter and acknowledge their emotional state.

PRACTICAL TIP:
- Empower your patient and allow them to be proactive and in charge when it comes to their health and quality of life.

85

Effective communication in healthcare can lead to outcomes such as:
- Enhanced patient and healthcare provider satisfaction
- Lower risk of burnout for physicians
- Lower risk of malpraxis claims
- Increased information disclosure from patients
- Strong rapports built between patient and professional
- Increased patient participation in the decision making process
- Increased accuracy of diagnosis
- Better adherence to treatment
- Realistic patient expectations
- Etc.

Barriers to effective bad news communication

Besides the fact that communicating bad news is a challenge in itself, this particular type of communication can be hindered by a plethora of
barriers that may arise. A great difficulty results from the fact that the nature of this communication can actually accentuate the barriers and the
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barriers can also negatively affect the way the information is perceived and digested by the receiver. Besides the typical communication barriers
that apply, communicating bad news in a clinical setting comes with a variety of specific obstacles that can be personal, institutional, sociocultural, training/education level, language issues, etc.

Personal barriers
Different perceptions - Generally, delivering bad news involves a triad formed by the healthcare provider, the patient and their next of kin. Each
member of this triad can have different perceptions regarding bad news. Studies showed that physicians tend to express their professional
viewpoints without or before trying to assess how severe the diagnostic/prognostic is from the patient`s perspective.
Personal psychological barriers may happen in scenarios where one of the interlocutors needs to "adjust" their own style and this might cause
them to feel unauthentic.
A variety of psychological experiments conducted by Tesser and others revealed that the person who has to communicate bad news often deals
with high intensity emotions such as anxiety, fear of negative evaluation and feel a burden of responsibility that often leads to a reluctance for
delivering bad news. This has been named the "MUM" effect.

PRACTICAL TIP: It is important to assess and understand how the patient feels about the received news. You need to allow them to process and
react in order to properly manage the duration and intensity of their emotions such as fear, anxiety, denial or resignation.
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The comfort zone - Delivering bad news may sometimes make the physician feel powerless or even frustrated. The natural tendency of staying
in a comfort zone might determine the physician to delay or even limit the delivery of bad news.

PRACTICAL TIP:
It is important to give your patients the chance to find out all the information from you, as this can prevent them from looking and finding
misleading information in other places. It is also important for yourself to not carry the burden of omission. Even though avoiding such
conversations might relive you of some stress for the moment, postponing the encounter will trigger an accumulation of stress and anxiety on the
long term.

Healthcare provider`s fears - Physicians reveal that they often fear being perceived as cold or uncaring by patients and their next of kin.
Moreover, they experience discomfort when talking about death and often feel anxious in anticipation of the patient`s or the family`s reactions to
bad news.

PRACTICAL TIP:
Try to see yourself as more than a passive messenger of medical information for your patient, think and behave as an interpreter and shaper of
your patient`s health and wellbeing. Putting yourself in a "big picture" mindset will allow you conquer the fear of the immediate reactions and

88

better manage them.

Institutional barriers
When it comes to communicating bad news, institutional limitations mostly refer to the overall organization and the support that the physician
benefits from. If the scheduling is difficult, physicians might experience time constraints that can harm not only the preparation process for
delivering bad news but also the necessary emotional processing after the encounter.
Another example of institutional barrier is represented by the fact that it is very rare that the physician receives emotional support from his
colleagues and superiors before and after such encounter and this can hinder the physician`s ability to cope with the process.
Institutional barriers can manifest strongly not only in the aspect of patient-healthcare provider communication but also when it comes to
interprofessional communication and collaboration. Research has shown that some of the most common occurring barriers to interprofessional
communications that are enhanced by institutional aspects relate to:
- Hierarchy
- Disruptive behavior
- Generational differences
- Gender
- Historical interprofessional and intraprofessional rivalries
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- Differences in schedules and professional routines
- Varying levels of preparation, qualifications, and status
- Differences in accountability, payment, and rewards
- Concerns regarding clinical responsibility

PRACTICAL TIP:
In order to limit the occurrence of such barriers, it is important to have ongoing initiatives and attitudes that nurture a cooperative agenda rather
than a competitive one. Standardized communication tools or procedures can help create an environment where healthcare providers can freely
communicate and express opinions and concerns regardless of their position, specialty, status, etc.

Language Issues
When it comes to healthcare, language barriers may lead to miscommunication between the healthcare provider and patient as well as between
the members of the healthcare team. Such instances can lead to reduced patient satisfaction, higher risks and a decreased quality of the healthcare
delivery and patient safety.
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Most commonly, language barriers happen when the healthcare provider and the patient do not share a native language, when there is high use of
jargon or too much information is conveyed without necessary clarifications thus creating an information overload. Understanding the meaning
of what is said can be challenging if people speak too fast or use specific vocabulary.

PRACTICAL TIP:
When we refer to interprofessional communication, jargon can be a significant aid, but it is important to make a conscious effort to avoid clinical
acronyms and jargon when communicating with a patient or next of kin who doesn`t have the knowledge of the specific terms. Always try to us
appropriate vocabulary and age-appropriate terms.

Socio-cultural Issues
There is no doubt that a healthcare provider has to interact with people that come from extremely diverse socio-cultural contexts. The socially
transmitted behavior of an individual strongly influences the way they communicate, not only from the point of view of symbols and signs but
also due to different mindsets.
Some of the most common socio-cultural issues gravitate around the following:
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- Stereotyping: people have a tendency to rely on oversimplified clichés about individuals from different cultures, ethnicities, social levels, etc.
- Ethnocentrism: people have a tendency to look at other cultures through their own lens. When this happens, we tend to believe implicitly that
our creeds and the way we do things is the right way and we judge behaviors that are not in conformity with our way of seeing things.
- Conflicting values: sometimes we might feel like other people`s behaviors compromise our values, or we just disagree or don`t understand their
behavior and this is when cultural clashes occur. Some of the common conflicting mindsets/ behaviors are:
- preference of direct communication VS indirect communication
- preference for task-oriented interactions VS relationship oriented
- preference for open strong disagreement VS subtle disagreement
- preference for informal VS formal
- preference for structure VS flexibility
- preference for egalitarianism VS hierarchy
- etc.

PRACTICAL TIP:
In order to limit the occurrence of socio-cultural barriers try to:
- avoid stereotyped notions and frames of reference

92

- use mutual language, signs and symbols and make a conscious effort to understand the context of communication
- be open to new ideas and provide space for mutual respect and understanding
- ask questions when there is doubt and be willing to give clarifications yourself if needed

Training issues
While some people can be natively gifted with better communication skills, there is a great difference between inspiration and actual training.
Several surveys conducted by the authors or by other researchers have revealed that a majority of the interviewed healthcare providers feel like
there is room for improving their communication skills. A statement from the Institute for Healthcare Communication reads " “Communication
training for clinicians and other health care professionals historically has received far less attention throughout the training process than have
other clinical tasks.”
It is thus extremely important to understand that a lack of adequate training can have a damaging impact that extends far beyond the quality of
the medical act itself, but also on the mental wellbeing of the healthcare providers, the patients and their families and last but not least,
communication inefficiencies can cause a rise in financial damage.
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Environments with high and competing demands, time constraints, difficulties in finding privacy, background noise alongside the potential of
communication abilities hindered by disease, medication or emotional states and last but not least different cultural views can lead to ineffective
communication and misinterpretation of key information that is essential for the healthcare act.
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Possible Communication Barriers
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Strategies for improving communication skills

As established in the previous sections, communication is a vital part of healthcare and the interactions between patients and their healthcare
providers have an important impact on the outcome of the medical act. Proper communication can be therapeutic and research has identified
three categories of outcomes that can be attributed to it through direct or indirect pathways: Proximal, Intermediate and Health outcomes.

Street et al.s289 model of the direct and indirect pathways from communication to outcomes.
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The communication of bad news is a complex process that requires a high level of professionalism and preparedness. The bearer of the news
must be able to convey the message with the appropriate tone and understandable terminology all while assessing the reactions of the patient and
next of kin. In order to help individuals improve their communication skills, a series of strategies and models have been developed by
researchers to provide inputs for a standardized communication meant to ensure effectiveness.

The SPIKES model

The SPIKES protocol is a common model for communicating bad news designed by Walter Baile and his colleagues at the University of Texas
MD Anderson Cancer Center in Houston TX. The acronym stands for Setting & listening, Patient perception, Invitation to give information,
Knowledge, Explore emotions and Empathize and Strategy and summarize.
The purpose of this protocols is to help healthcare providers to:
1. Establish an appropriate setting
2. Check the patient`s perception of the situation that prompted the bad news
3. Determine the amount of information that is known by the patient/ next of kin and how much information is desired
4. Know the full medical facts and their implications before initiating communication
5. Explore the emotions raised during the conversation
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6. Respond with empathy
7. Establish a strategy for support (SPIKES-A six-step protocol for delivering bad news: application to the patient with cancer.
Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP Oncologist. 2000; 5(4):302-11.)

The steps:
•

Setting up - this involves preparing the stage for optimal communication by being well organized in terms of information, appropriate
vocabulary, consistent message among all the members of the healthcare team. This step also includes preparation in terms of physical
space and privacy should be always sought.

•

Perception - this involves assessing the patient`s and their family`s perception and the amount of information they have and very
importantly how much they want to know. Often this proves to be challenging for the healthcare provider as they must respect the
patient`s desire in terms of level of information but they must also ensure that the patient and family know enough and are able to make
informed decisions. This stage is extremely important as it also allows the physician to observe "if the patient is engaging in any variation
of illness denial such as wishful thinking, omission of the essential but unfavorable medical details of the illness, or unrealistic
expectations of treatment."(SPIKES-A six-step protocol for delivering bad news: application to the patient with cancer.Baile WF,
Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP Oncologist. 2000; 5(4):302-11.)
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•

Invitation - it is the patient or the family who should be granting the permission to have information shared. The physician should
inquire about the extent of understanding and the context in which the information fits, and then, using the information shared by the
patient in regard to their understanding of the illness, the healthcare provider should ask permission to share information.

•

Knowledge - the delivery of bad news should start with a statement of warning that allows the patient and their next of kin to brace for
emotional impact. The content is extremely important and "the sharing of bad news must be presented based on the assessed level of
patient’s understanding, compliance, and wishes for disclosure. Instead of using technical language, showing patients concrete examples
of trends in lab work or radiology can make an abstract concept clearer. The actual sharing of the bad news should be done slowly so that
the patient and family understand." (Rosenzweig M. Q. (2012). Breaking bad news: a guide for effective and empathetic
communication. The Nurse practitioner, 37(2), 1–4. https://doi.org/10.1097/01.NPR.0000408626.24599.9e)

•

Empathy - receiving bad news can trigger a wide range of emotions for the patient and the healthcare provider should make a conscious
effort to respond appropriately and with kindness. Empathetic communication should be used throughout the entire interaction with the
patients or their families.
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•

Strategy - the last component of the SPIKES model is to clearly establish that patients have a clear plan for the future. It is important to
always ensure that the patient understands the information that has been provided in order to prepare them for active participation in the
treatment decisions. Frequently clarifying the details of the plan can increase the likelihood of the patient adhering and following through
with the plan.

The ABCDE model

The ABCDE protocol puts an accent on five aspects of the bad news communication process. The mnemonic stands for Advanced preparation,
Build a therapeutic environment and relationship, Communicate well, Deal with patient and family reactions and Evaluate the effects of the
news.
The steps:

•

Advanced preparation - thoroughly review the patient`s history and a mentally rehearse and prepare emotionally. This stage involves
making arrangements for the presence of a support person if a patient desires so, as well as determining what the patient knows about
their condition.
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•

Build a therapeutic environment and relationship - make sure that you provide adequate time and privacy, provide seating space for
everyone present, maintain eye contact and position yourself close enough to touch the patient if it is appropriate.

•

Communicate well - avoid technical terms, medical jargon and abbreviations and try to use plain language. Allow for silence pauses and
don`t rush the patient but rather move at their pace.

•

Deal with patient and family reactions - practice active listening, explore feelings and express empathy. Address emotions as they
manifest.

•

Evaluate the effects of the news - Clarify and correct misinformation if needed. Explore what all the provided information means for the
patient and their close ones while being cognizant of your and your team`s emotions.

The REDE model

The REDE model stems from a conceptual framework that puts the healthcare provider- patient relationship at the center. It is designed as an
organization of empirically validated communication skills that are categorized in three main components of a Relationship:
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- Establishment
- Development
- Engagement

The steps:
Relationship:
•

Establishment - this phase refers to the creation of a supportive atmosphere that is essential for personal connection and for fostering
trust. It represents an emotional investment that both parties make that allows the relationship to rely on solid grounds and nurture
collaboration.

PRACTICAL TIPS:
- First impression matters. Try to always convey respect and value with your welcome because the way the stage is set for the conversation
matters even if at a first glance it is irrelevant to the clinical picture. Make a conscious effort of showing that you are receptive and that you see
them as a person first and patient second.
- Try to always share the agenda as the patient`s reactions can be great indicators to help minimize your biases in terms of patient concerns and
priorities and it also facilitates partnership.
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- Introduce technology as a partner. Often times, the patients fail to understand that the computer and electronic health records and documents
are an integrated part of the healthcare act and tend to see it as a detractor. It is important to point out that the utilization of technology is a means
of enhancing and facilitating the healthcare act.

•

Development - this phase revolves around growing and evolving the relationship once a supportive environment has been established.
This involves getting to know the person better and understanding their clinical tableau in a complex biopsychosocial context.

PRACTICAL TIPS:
Practice reflective listening in a way that allows you to understand and acknowledge the intended meaning of your patient`s message. This
technique has shown to increase openness, disclosure as well as an improved information recall.
Elicit the narrative and the perspective. It is common to have a tendency of having a data gathering centered approach during a history of present
illness interview, but it is very important to try to understand the patient`s perspective on the symptoms as well. Try to be curious and explore
the psychosocial response to symptoms and the idea of disease as well as the clinical facts.
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•

Engagement - this phase relates mostly to the educational and treatment aspects of a patient interaction. Engaging the patient improve
the overall health outcomes by increasing the level of information comprehension and recall, self-sufficiency and efficacy as well as
recommendation adherence.

PRACTICAL TIPS:
Don`t make it a monologue. There is generally a high quantity of information that the patient receives during a visit to their healthcare provider
and often times they don`t comprehend or accurately recall an important amount of it. Try to engage in dialogue and emphasize the importance
of the patient`s role in their own treatment or health management plan.

Share effectively. Simply stating medical facts might not always be sufficient. Make an effort to frame the information in a context that the
patient understands and allow them to ask for clarification.
Provide closure. Try to review the time spent and demonstrate respect and importance and try to put the patient at ease in regards to the fact that
your relationship is a continued partnership.
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The PEWTER Model

The PEWTER protocol was initially developed as a tool for school counselors, but it has been adopted in clinical settings as a framework that
helps with the effective communication of bad news. The mnemonic stands for Prepare, Evaluate, Warning, Telling, Emotional Response and
Regrouping.

The steps:
•

Preparation - this stage is very complex at it can be viewed as both internal and external. It involves competency in applying
communication skills as well as being aware of personal thoughts, values and beliefs. The healthcare provider needs to consciously
understand the role they are portraying in the communication and try to switch the paradigm from "bearer of doom" to "guide helping a
patient on a journey to a new stage in life". The view over this role will determine the characteristics of the communication, will
influence the verbal and non verbal approach, etc. In terms of external aspects, the physical setting is very important and it should be
thoughtfully chosen and prepared in order to insure privacy and limit interruptions, distractions and other potential barriers. This phase
also involves reviewing all the patient records and available information prior to the encounter and preparing the meeting in a manner
that is considerate regarding the background and personal circumstances of the patient, the timing of the meeting, etc.

105

•

Evaluation - this step involves assessing what the patient knows, suspects or understands about the situation. This allows for any
misinformation to be corrected prior to delivering the bad news.

•

Warning - this is a significant stage of the process as it allows the patient to start processing the fact that bad news is coming. This is
normally done by using a verbal structure such as " I`m afraid I have some difficult news to share with you" followed by a pause that
allows the patient to have the cognitive and emotional shift and process the idea that something is wrong and open their mind to what the
news might be.

•

Telling - this is the stage where the healthcare provider shares the news with the patient. This is generally the stage where the healthcare
provider experiences the highest level of stress. It is important in this stage to present the information in a compassionate manner, to use
a vocabulary that is easy to understand, to avoid technical terms and jargon and very importantly to present the information in a manner
that allows you check in with the patient after every piece of information and make sure that they clearly understand the information that
is being shared.

•

Emotional Response - at this stage the stress is at a peak for the patient and they start emotionally responding to the news they have
received. It is very important for the healthcare provider to be attuned to this response and assess if breaks are needed or even another
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meeting at a different time as some people may be overwhelmed. It is in this stage that the healthcare provider can assess if it might be
necessary to involve family members or friends.

•

Regrouping - this is the final stage of the PEWTER protocol and it involves helping the patient determine what are the steps that they
need to take next. Beside the therapeutical indications, the healthcare provider should direct the patient to appropriate resources, support
groups or additional services that might be of help in managing the situation. It is important to present the information in a manner that
offers hope without being unrealistic. In the less negative scenarios, this can be hope for treatment, hope that the quality of life will not
be altered or that the prognosis is not life limiting. Nevertheless, in some contexts hope might not be obvious and great attention should
be paid to how things are discussed. In these situations, hope should be offered in terms of hope for support, hope for continuous relation
with the healthcare providing team, etc.

PRACTICAL TIPS:
Always prepare for difficult conversations by thoroughly understanding the extent of the implications of the diagnosis and choosing an
appropriate physical setting for discussing it.
Set the discussion agenda and objectives prior to the encounter to ensure that all information is communicated properly.
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Kaye`s 10 step model

This 10-step model has been developed by Peter Kaye and it represents a set of suggestions for communicating bad news. The central idea of
this model is the importance of interlacing facts with questions about feelings. As opposed to the models presented previously, this model is not
a mnemonic but rather a task centered approach to some stages that should be present in any bad news communication encounters. The ten steps
are: 1- Preparation, 2- What does the patient know, 3- Is more information wanted, 4- The warning shot, 5- Allow denial, 6- Explain if requested,
7- Listen to concerns, 8- Encourage venting, 9- Summary and plan, 10 - Provide availability. While the succession of some of this steps is
natural, there is no exact order for using this stages.

The steps:
•

Preparation - this stage involves knowing and understanding all the facts about the patient and who he wants present for the discussion.
This step also involves preparing an appropriate physical setting that is private and where there are enough comfortable chairs for
everybody present. It is also in this step that the healthcare provider introduces himself (if it is the first time they meet someone present)

•

What does the patient know? - this stage involves finding out how the patient perceives the situation and the facts. It is the moment to ask
for a narrative of events from the patient or family. Try to use as many open ended questions such as "How did it all start?"
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•

Is more information wanted? - this stage is where the healthcare provider can assess how much information the patient wants at that
moment. This can be done by following the nonverbal cues as well as by asking calibrating questions such as "Would you like me to
explain more about this?"

•

Give a warning shot - this is the stage that allows you to prepare the patient for the news they are about to receive. This is done by
expressing a warning statement such as "I`m afraid this looks serious" or " I`m afraid I have some difficult news to discuss". It is
important to always allow a pause for the patient to react.

•

Allow denial - in this stage you need to allow the patient to control the amount of information they receive. For some individuals denial
is a coping mechanism, a defense.

•

Explain if prompted - It is important to provide step by step explanations when they are requested. You need to diminish the information
gap in a considerate and empathic way as often times after such conversations, the way the explanations have been given is remembered
more accurately than the details themselves.
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•

Listen to concerns - at this stage you need to ask your patient about their feelings and thoughts and allow them space for answering while
also making them comfortable to express how they feel. You can ask questions such as "What are your concerns now?", etc.

•

Encourage ventilation and expression of feelings and acknowledge them - this stage is extremely important for the patient as you can
convey consideration and appreciation towards the patient and the situation they are in. You can make them feel heard and understood
without judgement.

•

Summary and plan - this is the stage where all the concerns should be summarized and addressed, the treatment or disease management
plan should be presented and explained and also the stage where hope can be fostered.

•

Offer availability - this stage involves acknowledging that future needs and concerns might change and offering availability for any
future communication and support for the patient and family.

There are a variety of proposed models and protocols and there is no consensus as to which protocol is the best one. The complexity and
multitude of aspects involved in communicating bad news make it difficult to identify a "one size fits all" type of approach, therefore it is
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recommended that healthcare professionals try to experience and adopt one of the models that they are most comfortable with and that provides
them with the right tools, skills and the confidence required to effectively disclose and discuss difficult news with patients and their families.

Communicating bad news over the telephone

Delivering bad news is a difficult task regardless of how many attenuating circumstances there are, and when the conversations needs to take
place over the phone, the challenges are even greater.
Particularly during this time where the world is impacted by the COVID 19 pandemic, hospital visits have been massively restricted and many
healthcare providers have been put in the position of communicating sensitive news over the phone more than ever before. In addition to this,
healthcare providers have been challenged with finding solutions and ways to keep the patients in touch with their loved ones even when their
access in the medical facilities was prohibited.
While most bad news communication protocols emphasize elements such as physical setting and nonverbal communication, when it comes to
delivering bad news over the phone most of these tools are not available thus fostering distress in both the bearer of the news and the receiver.
It is important for a healthcare provider to be prepared for such situations by following a series of steps in order to facilitate effective
communication.
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The steps:
•

Prepare for the phone call the same way you would prepare if you were meeting face to face. Make sure you know all the facts and chose
an environment where the phone conversation can take place in privacy and with as little distractions as possible (do it from your private
practice rather than from the hospital reception or triage area). It is also important to verify that the receiver is in the right environment to
discuss such news.

•

Once they pick-up, confirm the identity of the interlocutor and their relationship with the patient and make sure to introduce yourself and
your role regarding the patient.

•

Give a warning shot and make sure you pause before telling the actual news. Use structures such as " I am afraid I am calling you with
some unfortunate news" or "I wish I had better news to give you today" or "I`m sorry, I wish I didn`t have to give you this kind of news
today". At this time, you might want to suggest that the person sits down for the conversation.

•

If someone else is present with the interlocutor, offer to speak with them as well or offer to call a different person that might be
concerned with the news as well. it is important that you repeat exactly the same information to all the interlocutors in order to confirm
the message.
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•

Do not end the phone conversation before the other person indicates that they are ready to end it.

•

Ensure that the receiver has direct contact details for you or a colleague that is involved in the situation.

•

Once the phone call is terminated, make sure you inform the reception and security staff of the situation and the fact that the family
should be arriving.

•

If possible, try to make sure that the family is greeted by a staff member on arrival and that they are being offered support in navigating
the situation both mentally and physically (formalities, documents, etc.)

PRACTICAL TIPS:
Pay particular attention to your tone of voice. It is extremely important as you are unable to employ other non-verbal communication elements.
Convey the news with empathy and simplicity and use silence to allow the receiver to process and react to each part of your conversation.

Responding to patient emotion
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It is important to acknowledge the fact that sensitive or difficult news will determine emotional responses from patients and their families. While
the intensity and the type of response can vary a lot - from crying to aggressivity and beyond the ability to listen, recognize and adequately
respond to the emotions of your patients and their next of kin is a valuable trait that is essential for a healthcare provider.

A patient or their relative can become challenging for a variety of reasons such as pain, being unwell, substance abuse, fear, anxiety, language
difficulties, previous poor experiences, frustration, guilt, etc. These reasons may lead to them being angry, violent, demanding, threatening and
unwilling to listen and cooperate. Dealing with these reactions requires care, judgement and control and any deviations can end up exacerbating
the situation. It is important to always remain calm and composed, listen to their message and ask open ended questions while acknowledging
them and their grievances. Showing willingness to discuss can provide the recalcitrant patient with the opportunity to state what is the cause of
their anger and, understanding this can be of great help in finding a solution.

Patient emotion assessment tools

Even though patient or next of kin violence doesn`t happen every day, it is a rather common occurrence in healthcare settings. In order to assist
healthcare providers in reducing the risk of such occurrences and being prepared to react effectively, a series of instruments are available to
assess the risk of violence. There are two main types of factors that can influence the degree of potential violent behavior: static - relatively
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fixed such as gender, age, history of first violence, pathologies, etc. and dynamic - fluid and changeable such as access to weapons, intoxication,
social support, etc..
Some of the most common static factors that increase the risk of violent behavior are:
- low socio-economic status
- housing issues/ instability
- employment instability
- history of previous violence or destruction of property
- diagnosis of mental or personality disorder
- substance use disorder

The most common dynamic factors that increase the risk of violent behavior are:
- intoxication
- alcohol, opioid or benzodiazepines withdrawal
- psychosis
- paranoid delusions
- physical agitation
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- verbal aggression
- ineffective pain management
- anger

The STAMP assessment
Research has identified a series of behavioral cues that may be associated with imminent violence risk in a clinical setting. The mnemonic
STAMP stands for the main cues that are to be observed in this sense:
Component
Staring
Tone and volume

Assessment cue
Prolonged glaring or absence of eye contact
Sharp, caustic
Sarcasm
Demeaning inflections
Raised volume

Anxiety

Rapid speech
Dilated pupils
Hyperventilation
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Flushed appearance
Physical indicators of pain such as grimaces, writhing, clutching body
Tremor
Mumbling

Talking under the breath
Criticizing/ making accusations just loudly enough to be heard
Repetition of ideas/ questions/ requests
Slurring
Incoherence

Pacing

Walking around in limited/ confined areas (in a circle, around a bed, in a waiting room
Walking back and forth to staff office/ desk/ area
Flailing around in bed
Resisting or opposing healthcare
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The DASA assessment
The DASA tool has been developed for psychiatric setting assessments and it identifies a series of behaviors that are correlated with an increased
risk of violent behaviors. The DASA acronym stands for Dynamic Appraisal of Situational Aggression and the tool has been developed in 2006
by Ogloff & Daffern. The tool is based on the Broset Violence Checklist (BVC).

Component
Irritability

Assessment cue
the patient is considered easily annoyed or angered and unable to tolerate the presence of
others.

Impulsivity

the patient has been sudden, impulsive and unpredictable in their affect or behaviour during
the previous 24 hours.

Unwillingness to follow directions

the patient has become angry and/or aggressive with the previous 24 hours when they were
asked to adhere to some aspect of their treatment or to the ward’s routine

Sensitive to perceived provocation

the patient has tended to see others’ actions as deliberate and harmful. They may misinterpret
other people’s behaviour or respond with anger in a disproportionate manner to the extent of
provocation. They are prickly, overly sensitive and quick to anger
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Easily angered when requests are denied

the patient has tended to become angry when their requests have not been granted
immediately. They do not accept the delay in gratification of their requests, may become
angry, surly or aggressive

Negative attitudes
Verbal threats

definite serious negative attitudes exhibited
the patient was verbally aggressive or displayed a verbal outburst, which is more than just a
raised voice, and where there is a definite attempt to intimidate or threaten another person. The
person may shout angrily, insult others or curse

Modified from The DASA manual - Proffessor James Ogloff & Michael Daffern - Monash University & Forensicare

The MOAS assessment
The modified Overt Aggression Scale is a behavior rating instrument used to evaluate the frequency and intensity of violent and aggressive
episodes. The MOAS is a great tool that allows to track behavior patterns in time. It is comprised of four categories and each cue has a different
score.

Component
Verbal aggression

Assessment cue
0 No verbal Aggression
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1 Shouts angrily, curses mildly, or makes personal insults
2 Curses viciously, is severely insulting, has temper outbursts
3 Impulsively threatens violence toward others or self
4 Threatens violence toward others or self repeatedly or deliberately
Aggression against objects

0 No aggression against property
1 Slams door, rips clothing, urinates on floor
2 Throws objects down, kicks furniture, defaces walls
3 Breaks objects, smashes windows
4 Sets fires, throws objects dangerously

Aggression against self

0 No autoaggression
1 Picks or scratches skin, pulls hair out, hits self (without injury)
2 Bangs head, hits fists into walls, throws self onto floor
3 Inflicts minor cuts, bruises, burns, or welts on self
4 Inflicts major injury on self or makes a suicide attempt

Aggression against others

0 No physical aggression
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1 Makes menacing gestures, swings at people, grabs at clothing
2 Strikes, pushes, scratches, pulls hair of others (without injury)
3 Attacks others, causing mild injury (bruises, sprain, welts, etc.)
4 Attacks others, causing serious injury

Modified from Kay SR, Wolkenfelf F, Murrill LM (1988), Profiles of aggression among psychiatric patients: I. nature and prevalence. Journal of
Nervous and Mental Disease 176:539-546
The BROSET assessment
The Broset Violence checklist is a six-item checklist designed to assist in the prediction of possible violent behaviors. The absence of a behavior
represents a score of 0 while the presence of a behavior represents a score of 1. A total score of 0 signifies that the risk is small, 1-2 represents a
moderate risk and preventive measures should be considered and a score above 2 represents a high risk and preventive measures should be taken
alongside a violence management plan.
Component
Confused
Irritable
Boisterous

Assessment cue
Appears obviously confused and disorientated. May be unaware of time, place or person.
Easily annoyed or angered. Unable to tolerate the presence of others.
Behaviour is overtly "loud" or noisy. For example slams doors, shouts out when talking etc.
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Verbal threats

A verbal outburst which is more than just a raised voice; and where there is a definite intent to
intimidate or threaten another person. For example verbal attacks, abuse, name-calling,
verbally neutral comments uttered in a snarling aggressive manner.

Physical threats

Where there is a definite intent to physically threaten another person. For example the taking
of an aggressive stance; the grabbing of another persons clothing; the raising of an arm, leg,
making of a fist or modelling of a head-butt directed at another.

Attacking objects

An attack directed at an object and not an individual. For example the indiscriminate throwing
of an object; banging or smashing windows; kicking, banging or head-butting an object; or the
smashing of furniture.

Increasing the odds for safety

It is of utmost importance for a healthcare provider to be properly equipped to make decisions that lower the risk of aggressive and dangerous
incidents thus increasing the chance for safety. There are a variety of techniques that a healthcare provider can employ in order to diffuse a
tensed situation and de-escalate a potential dangerous situation.
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The LEAP framework
One of the basic techniques that are useful in high conflict situations is the LEAP protocol. The mnemonic stands for Listen, Empathize, Agree
and Partner. This protocol is useful when dealing with patients that are experiencing emotional crisis by guiding the verbal exchange and
intervention.
This framework allows you to set limits and identify consequences without threatening the patient. Example phrase: " Your behavior makes it
difficult for me to help you. I would like you to work on calming down so we can work on making you feel better/ on making the pain stop/etc.)"

PRACTICAL TIPS:
- Verbal intervention and limit setting - if a patient has angry comments you can point out the behavior and how it hinders your ability to provide
proper care. Make sure that you allow a break for the patient to calm down.
- Try to always maintain a calm stance and communicate in a neutral voice, using simple language. Try to avoid arguing and contradicting.
- Avoid intense eye contact as this can be perceived as threatening and confrontational.
- Try to keep sufficient and appropriate space between you and the patient. This decreases the perceived threat while also increasing your ability
to maintain physical safety or leave the area.
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- Always validate the patient`s concerns and acknowledge their point of view as this can be extremely helpful when it comes to calming down
and regaining behavioral control. This includes maintaining your attention on what they are saying and reflecting their concerns with
interventions such as "I can see you are angry", " I can see you are frustrated because you feel like nobody is helping you".
- Validating the patient`s concerns and feelings increases their ability to trust, to build rapport and even form an alliance that eventually
significantly impacts the ability to solve the situation and increase safety for all parties concerned. Validation and normalization of feelings and
concerns can be done by saying things like " I can see how what you are going through is overwhelming", "It is very frightening to be in here
with so many people you don`t know", "Experiencing this is very difficult and I understand that", etc.

De-escalation techniques

As discussed in the previous sections, patients and their next of kin might experience and display difficult behaviors triggered by chronic and
emotional pain, loss, fear, substance withdrawal or dependency, etc. Such situations can become not only extremely unpleasant for the healthcare
providers and patients themselves but can also become dangerous. It is important to be aware of the fact that even though these kinds of
behaviors can escalate very quickly, de-escalation is not possible at the same velocity but rather a step-by-step approach for making the situation
better.

124

In dedicated literature, de-escalation is defined in a variety of ways and also referred to as crisis resolution, conflict management, defusing, etc.,
but generally, de-escalation can be described as a mix of methods, techniques and strategies to reduce agitation and aggression.
While each of these situations are unique, there are several cyclical de-escalation models that have proven to be efficient in clinical settings.

The Dix and Page Model

The Dix and Page is a cyclical model that is comprised of three elements that are interdependent: Assessment, Communication and Tactics.
(ACT). The cyclical aspect refers to the fact that each element must be continuously revisited during the application of the method.

Assessment
Dix and Page based this element on Frude`s (1989) model of progression of five factors as the reference by which to assess a patient`s or
relative`s behavior:
Situation- refers to the elements that the patient or relative is focused on right before displaying aggressive behavior
Appraisal - refers to the patient`s or relative`s understanding of the situation
Anger - refers to the emotional response to the appraisal
Inhibitions - refers to the patient`s or relative`s attitude and general ability to manage aggression
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Aggression - refers to the actual behavioral result

Communication
Dix and Page recommend that communication must appear sincere and customized and therefore state that it should not be taken verbatim from
a fact sheet. The principles their model advocates for refer to both verbal and non-verbal communication and they include:
- Maintaining a non-aggressive posture
- Avoiding physical contact with the patient (even if it is intended as a reassuring or gentle touch)
- Avoiding using jargon
- Self disclosing
- Bringing attention to the impact of the patient`s or relative`s behavior

Tactics
Dix and Page suggest abstract models designed to reimagine the relationship between the healthcare provider and the patient or relative rather
than a specific technique approach. Their models include:
- attitude and behavior cycle
- win-lose equation
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- debunking
- aligning goals
- transactional analysis
These tactics of Dix and Paige are purposefully vague so as to emphasize the importance of not using standard scripts that are inflexible and
present as insincere and even cold. The guidance they offer suggests that the de-escalators should invalidate the patient`s need for aggression by
fully empathizing with their grievances and frame their own goals to align with the patient`s.

The Turnbull et al. model

The Turnbull et al. framework is characterized by the idea that there is not one particular order of utilization as it emphasizes flexibility. The
framework incorporates 10 learning objectives:
- legal aspects (such as restraining rights)
- theories of aggression
- triggers of aggression
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- de-escalation skills
- disengagement breakaways (such as bear hugs, strangle holds, disarming, etc)
- basic control and restraint (such as wrist locks, bear hugs, etc)
- advanced control and restraint (such as the three-arm team, removal, relocation, etc)
- integration of de-escalation and control and restraint
- guidelines for practice
- reporting incidents
It is important to mention the fact that physical restraint techniques as part of de-escalation frameworks and training are useful and necessary in
the sense that such knowledge can limit the incorrect use of potentially fatal techniques. Nevertheless, such techniques should only be employed
to prevent immediate physical injury to the medical staff or the patient itself. The implications of such techniques underline why de-escalation
skills are extremely important in order to prevent the requirement for physical restraint in the first place.
The Turnbull et al. model refers to seven important skills for verbal and non-verbal response to aggression:
- enlist colleagues for help
- ask questions about the patient`s/ relative`s feelings
- give clear instructions
- maintain friendly eye contact and non-threatening body posture
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- be personable and able to separate yourself from "the system"
- show concern
- demonstrate empathy to match the patient`s/ relative`s mood

The Safewards Model

The Len Bowers Safewards framework is built around the principle that conflict and containment exist in symbiosis and that patients or relatives
who are contained through restraint, seclusion or special treatment are more likely to escalate aggressiveness and violence as a response to being
contained. As opposed to other de-escalation frameworks, the Safewards framework does not begin at the first sign of aggression but rather
involves understanding the sources of the patient`s or relative`s discomfort throughout the process of de-escalation. This structure gives the
framework a wide and general view and as opposed to other models that are centered on the interaction between the healthcare provider and the
patient or relative, the Safewards model regards the full healthcare ecosystem.
The elements of the model are:

- Originating Domains – elements of the ward that can lead to flashpoints. These elements are unalterable elements of hospital life and
can be further broken down into six general categories:
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- patient community (patient-patient interaction)
- patient characteristics (symptoms and demography)
- regulatory framework (legal framework and hospital policy)
- staff team (how staff manage feelings and interact with each other)
- physical environment (hospital layout and comfort)
- outside hospital environment (what the patient’s family and community is like outside the hospital).
- Flashpoints – situations in which aggression could arise as a result of one of the originating domains.
- Patient Modifiers – the ways in which patients respond toward originating domains and toward each other.
- Staff Modifiers – the way that staff manage patients or the environment to reduce conflict and containment.
- Conflict – any patient behavior that threatens their safety or the safety of others.
- Containment – ways in which staff manage conflict, e.g. medication, seclusion, restraint, etc.
(Shulman, 2020)
This framework introduces the idea that staff modifiers play a central role and have the possibility to impact the other domains in order to limit
conflict and the containment actions that it causes. The main idea is that the conflict-containment cycle can be avoided through thorough
consideration of all the elements of the patient`s experience that allow mitigation of the flashpoints.
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SAFETY TIP:
While conflict management and de-escalation are the desired outcomes in such situations, if at any point aggressive behavior escalates it is
important to take steps quickly to minimize the risk of harm. This includes calling for assistance, leaving the area, or using physical restraint or
seclusion depending on the setting and context.
If you find yourself in contexts with a risk of violence, keep an eye on sharp objects or any other items that can be used as a weapon, and be sure
that items on your body can’t be used aggressively. This concern applies most specifically to items around your neck, such as stethoscopes,
jewelry, scarves, ties, etc.

Practical tips for de-escalation

Don`t judge - Do not judge or dismiss the feelings and thoughts of the patient or relative in distress. Always keep in mind that regardless if they
are justified or not, what they are feeling is real. Have respect and understanding for them and consider that what they are going through might
be the most important thing in their life at that moment.
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Be aware of personal space - Pay attention to your posture, position and proximity when you communicate with a patient or relative in distress.
Allowing the appropriate personal space not only keeps you safer but also shows respect and tends to decrease an individual`s anxiety. If there
are reasons that prompt you to enter someone`s personal space, explain why you are doing so to avoid confusion and fear.

Be aware of nonverbals - Generally, when an individual is in distress, they tend to hear less of what you say and react more to nonverbal
communication. Keep your tone and body language neutral and pay attention to your gestures, facial expressions and movements

Be aware of your own emotions - It is important to understand that we cannot control somebody else`s behavior but the way we respond to it
determines if the situation defuses or escalates. Keep your calm, remain rational and professional. Think positive thoughts such as " I know what
to do in this situation", " I am equipped to handle this situation", etc.

Feelings are important - While facts are extremely important, in situations of distress, feelings are at the core of the matter. It is very common
that people have difficulties in identifying how they feel about what they are going through, it is important that you actively listen in order to
comprehend the interlocutor`s real meaning. Acknowledge and be supportive of what they feel. Saying things like "I understand, that must be
scarry " or " I imagine that is very difficult for you", etc. will show your distressed patient or relative that you understand what is happening and
care.
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Deflect challenging questions - When a distressed interlocutor challenges you or your authority, ignore the challenge but not the person.
Redirect their attention to the issues that matter and bring the conversation to what can be done to solve the problem.

Allow silence - Silence can give a distressed person a chance to reflect and understand the things that are happening and what they need to do
next. It can also allow proper reflections for decisions. Not allowing time might cause a rise in stress level as the patient or relative might feel
rushed.

It`s not personal - . Always keep in mind that many times the root cause of someone`s aggressiveness and rudeness may be stress, fear, fatigue,
illness, ignorance, or a past experience of trauma or abuse. Acknowledging their hurt does not justify or excuse their bad behavior, but it can
help reset your perspective on the situation so you can handle it objectively and professionally. (Sánchez Wohlever 2019)
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Delivering Bad News - Flashcards

Breaking Bad News Flowchart (adapted from Riddleston 2018)

Do I have the facts?
Ensure privacy and set the scene
Find out whom the patient wants present

Listen to concerns
Allow time for expression of worries and acknowledge
their importance.

What does the patient know?
‘What do you understand so far?’

Encourage ventilation of feelings
‘How are you feeling now?’
Be aware of common reactions

Is more information wanted?
‘Would you like me to tell you the full details of the
diagnosis?’

Summarise and plan
Outline the plan of care and explain it
Offer permanent record of important points discussed

Give a warning shot
‘I’m afraid the results are not good’

Offer further discussion
Follow-up appointment, contact from specialist /nurse

Allowing denial
‘It must be very hard to accept this’

Communicate with the ‘Team’
Inform patient’s GP or care team
Document in notes

Explanation/Information giving
Give information in small chunks
Check out understanding
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SAVE Flashcard

Support - "Let`s work together"
Acknowledge - "This has been hard on you"
Validate - "Most people would feel the way you do"
Emotion naming - "You seem sad"
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Patient`s perspective exploration - VIEW Flashcard

Vital activities - " How does this impact your daily life?"
- " How does this disrupt your daily activity?"

Ideas - "What do you think is wrong?"
Expectations - "What are you hoping I can do for you today?"
Worries - "What worries you most about it?"
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Dialogue - ARIA Flashcard

Assess using open ended questions
- What the patient knows about diagnosis and treatment
- How much and what type of education the patient desires and/or needs
- Patient treatment preferences
- Health literacy

Reflect patient meaning and emotion
Inform
- Tailor information to patient
- Speak slowly and provide small chunks of information at a time
- Use understandable language and visual aids

Assess patient understanding and emotional reaction to the information provided
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The ABCDE Flashcard

Advanced preparation
Review the patient's history, mentally rehearse, and emotionally prepare.
Arrange for a support person if the patient desires.
Determine what the patient knows about his or her illness

B uild a therapeutic environment/relationship
Ensure adequate time and privacy.
Provide seating for everyone.
Maintain eye contact and sit close enough to touch the patient, if appropriate

Communicate well
Avoid medical jargon, and use plain language.
Allow for silence, and move at the patient's pace

Deal with patient and family reactions
Address emotions as they arise.
Actively listen, explore feelings, and express empathy

Encourage and validate emotions
Correct misinformation.
Explore what the bad news means to the patient.
Be cognizant of your emotions and those of your staff
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The BREAKS Flashcard

Background
Know the patient`s background, clinical history and family or support person.

Rapport
Build a rapport, and allow time and space to understand the patient`s concerns

Explore
Determine the patient`s understanding, and start from what the patient knows about the illness.

Announce
Preface the bad news with a warning.
Use nonmedical language.
Avoid long explanations or stories of other patients.
Give no more than three pieces of information at a time.

Kindle
Address emotions as they arise.
Ask the patient to recount what you said.
Be aware of denial.

Summarize
Summarize the bad news and the patient`s concerns.
Provide a written summary for the patient.
Ensure patient safety - suicidality, ability to safely drive home, etc.
Provide follow-up options - on call specialist, help-line,etc
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The SPIKES Flashcard
Setting

Arrange for a private room or area.Have tissues available.Limit interruptions and
silence electronics.Allow the patient to dress (if after examination).Maintain eye
contact (defer charting).Include family or friends as patient desires.

“Before we review the results, is there anyone else you
would like to be here?”“Would it be okay if I sat on the
edge of your bed?”

Perception

Use open-ended questions to determine the patient's understanding.Correct
misinformation and misunderstandings.Identify wishful thinking, unrealistic
expectations, and denial.

“When you felt the lump in your breast, what was your
first thought?”“What is your understanding of your test
results thus far?”

Invitation

Determine how much information and detail a patient desires.Ask permission to
give results so that the patient can control the conversation.If the patient declines,
offer to meet him or her again in the future when he or she is ready (or when family
is available)

“Would it be okay if I give you those test results
now?”“Are you someone who likes to know all of the
details, or would you prefer that I focus on the most
important result?”

Knowledge

Briefly summarize events leading up to this point.Provide a warning statement to
help lessen the shock and facilitate understanding, although some studies suggest
that not all patients prefer to receive a warning.Use nonmedical terms and avoid
jargon.Stop often to confirm understanding.

“Before I get to the results, I'd like to summarize so that
we are all on the same page.”“Unfortunately, the test
results are worse than we initially hoped.”“I know this is
a lot of information; what questions do you have so far?”

Emotions

Stop and address emotions as they arise.Use empathic statements to recognize the
patient's emotion.Validate responses to help the patient realize his or her feelings
are important.Ask exploratory questions to help understand when the emotions are
not clear.

“I can see this is not the news you were expecting.”“Yes,
I can understand why you felt that way.”“Could you tell
me more about what concerns you?”

Strategy
and
summary

Summarize the news to facilitate understanding.Set a plan for follow-up (referrals,
further tests, treatment options).Offer a means of contact if additional questions
arise.Avoid saying, “There is nothing more we can do for you.” Even if the
prognosis is poor, determine and support the patient's goals (e.g., symptom control,
social support).

“I know this is all very frightening news, and I'm sure
you will think of many more questions. When you do,
write them down and we can review them when we meet
again.”“Even though we cannot cure your cancer, we
can provide medications to control your pain and lessen
your discomfort.”

140

Handy Phrases - NURSE Flashcard

Naming
“It sounds like you are worried about…”
“I wonder if you are feeling angry.”

Understanding
“If I understand what you are saying, you are worried how your treatments will affect your work.”
“This has been extremely difficult for you.”

Respecting
“This must be a tremendous amount to deal with.”
“I am impressed with how well you have handled the treatments.”

Supporting
“I will be with you during the treatments.”
“Please let me know what I can do to help you.”

Exploring
“Tell me more about your concern about the treatment side effects.”
“You mentioned you are afraid about how your children will take the news. Can you tell me more about this?”
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