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CASE STUDY 
 

Emergency Medicine 
 

SITUATION 

A 39-year-old female patient had been admitted to the stroke unit with an acute stroke. 

On the morning after her admission, clinical staff conducted the handover to the day 

shift using the SBAR framework for structured communication. The team members 

held their documents and pens, took notes, made little eye contact with each other — 

and even less with the patient. The only greeting was a brief “Good morning.” The 

patient was allowed to listen, but not to speak. 

As the handover progressed, the patient noticed that — as on the previous evening — 

incorrect information about her symptoms was being passed on. She had repeatedly 

pointed out that she was not experiencing “pain” in her right arm, but rather „a mild 

numbness of approximately 5%.“ This correction had not been documented. 

During the morning handover, her symptom was described as “tingling” — the third 

incorrect description within twelve hours. The patient tried to politely and cautiously 

interrupt to correct the mistake. The physician handing over stopped her with a clear 

gesture, raising her hand like a traffic officer, and said, “We need to get through this 

information first, otherwise it gets complicated. Please hold on to your thought and 

share it at the end.” 

Just hours after suffering an acute stroke, the patient struggled to retain even brief 

thoughts. There was no opportunity to write anything down. After the handover, the 

clinical team was in a hurry, and the patient no longer remembered what she had 

wanted to say. To this day, the error remains uncorrected in her medical record. 
 

 

SACCIA ANALYSIS 

S – Sufficiency 

„Do I have all the relevant information so that I and others can fully understand the 

situation?“ 

Not all relevant information was included in the communication exchange. The 

patient’s repeated participatory efforts to correct a key misunderstanding were 

disregarded. As a result, complete communication never occurred — because a 

central actor in the situation, the patient herself, was excluded from the interaction. 

A – Accuracy 

„Is the information correct — and accurately understood?“ 

The clinical team did not use communication with each other or with the patient to 

validate the accuracy of the information exchanged. Since the patient was excluded 

from the conversation, the misinformation (“pain,” “tingling”) went unnoticed and 

remained uncorrected in the system. Her attempts to correct the inaccurate 

information were ignored. 
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C – Clarity 

„Are there ambiguities, misassumptions, or misunderstandings that should be 

clarified?“ 

Any open questions in the room remained unaddressed because there was no room 

given for them. Uncertainties could not be addressed – the patient was even asked to 

stay quiet. The clinical team members involved in the handoff also did not raise any 

follow-up questions. 

C – Contextualization 

„Is the communication appropriate for the situation and the given context?“ 

Functional level (are the same objectives being pursued?): The team and the patient 

pursued different goals. The team aimed to pass along all relevant information in the 

time available. The patient wanted to ensure accurate information. This conflict of 

goals was neither acknowledged nor resolved. 

Relational level (e.g., relational history, power dynamics, biases, conflict): The patient 

was not included as an active communication partner. She was treated as the subject 

of discussion rather than as a participant. 

Chronological level: Time constraints compromised safety. The suggestion to “talk 

later” resulted in no follow-up, as the opportunity and memory to correct the 

information were lost. 

IA – Interpersonal Adaptation  

„Did I adapt to the other person's communicative needs and abilities?“ 

The physician did not consider the patient’s cognitive impairment following an acute 

stroke when asking her to “remember her thought and bring it up later” — something 

clinically impossible for her to do in that moment. The patient’s communication needs 

were not acknowledged or accommodated. 

 

 

LESSONS LEARNED: SACCIA SAFE PRACTICE GUIDELINES 

1. Sufficiency: Including all relevant voices 

Communication is only complete when all safety-critical information has been 

incorporated — including input from the patient. Patients are active partners for patient 

safety. Their participation must be actively invited and structurally enabled. 

2. Accuracy: Building in opportunities for correction 

Errors happen. Misinformation arises. What matters is whether they are corrected 

before causing preventable harm. Clinical routines should always provide space for 

validation: an invitation to confirm, question, or correct information — including the 

voice of patients. 

3. Clarity: Making space for uncertainty 

Uncertainty is part of real-world communication and must not be suppressed. Rather 

than pushing communication through, time and space should be created for questions 

and clarification. 
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4. Contextualization: Considering the circumstances 

Potential goal conflicts must be identified and openly addressed, e.g., with a question 

like: “Is there anything especially important to you right now?” Safety must not be 

undermined by time pressure, hierarchy, or silencing power dynamics. 

5. Interpersonal Adaptation: Taking communicative needs seriously – not as 

kindness, but as a safety factor 

Especially with patients facing cognitive, linguistic, or emotional barriers, 

communication must be adapted to their actual capabilities. In the acute case 

described, “remembering something” was not clinically possible. Alternatives like 

writing things down or allowing immediate correction are essential. Communicative 

adaptation is not just a matter of patient satisfaction — it is a vital safety resource. 
 

 

SACCIA IN PRACTICE 

TRAINING & MEASURING SUCCESS IN CLINICAL SETTINGS 

1. Identifying Critical Situations 

At the start of each project, a Job Task Analysis (JTA) is conducted. Physicians and 

nurses from all clinical departments are asked: What communication tasks occur most 

frequently — and which of them are safety-critical? Typical examples include 

handoffs, patient histories, emergencies, and conversations with patients. From these 

insights, real-world, high-risk communication situations are jointly derived and 

integrated into the training — as targeted “SACCIA traps.” 

This ensures that the SACCIA training is practical and tailored to actual 

communication risks in everyday clinical work. 

2. Putting SACCIA to Practice 

The training consists of three modules: 

1. Motivation & knowledge – Why does safe communication matter? How do 

misunderstandings arise? 

2. Practical applicatiom – Role plays, case studies, and simulation-based 

exercises featuring built-in SACCIA communication traps. 

3. Real-world transfer – Strategies for applying what was learned in daily 

practice (e.g., during shift work, under stress, or in emergency situations). 

The implementation of SACCIA science is based on proven models of behavioral 

change (HAPA) and communication competence (CCM). 

3. Measuring Learning Outcomes 

Effectiveness oft he training is measured using an Objective Structured Clinical 

Examinations (OSCEs) format. Participants complete realistic simulations of everyday 

clinical situations — for example: 

A nurse takes over care for an acutely unstable patient and must relay critical 

information to a physician. Meanwhile, the simulated patient provides conflicting 

details about their medication — a built-in SACCIA communication trap. 
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The goal is to identify and effectively navigate the built-in SACCIA traps using the 

learned SACCIA competencies. Success is measured by the number of traps 

overcome before and after the training — providing objective evidence that SACCIA-

trained professionals make fewer communication errors. 

4. Ensuring Long-Term Impact 

Participants are surveyed again two and four weeks after training: 

• How often do they use the learned SACCIA competencies in daily practice? 

• Where do barriers arise — and how are they addressed? 

This allows measurement not only of short-term learning, but also of long-term transfer 

into real-world practice. 
 

 

WHAT’S IN IT FOR MY HOSPITAL? 

✓ Fewer communication errors thanks to targeted training in evidence-based 

SACCIA skills 

✓ Greater safety for patients and staff – particularly in high-pressure situations 

✓ Stronger collaboration in interprofessional teams 

✓ Measurable quality improvements through objective success indicators 

(mastered communication traps) 

✓ Sustainable culture change toward safe communication as a clinical standard 


