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Clear communication is essential to provide high-quality health care. The medical environment is changing. Older physi-
cians and nurses are retiring being replaced with younger professionals who are not as concerned with gender roles and
who appreciate technical communication. Along with the changing setting is the introduction of communication frame-
works that are more comprehensive and consider both verbal and nonverbal modems of communication. This article
provides an anecdotal event evaluated by the Hannawa ‘SACCIA Safe Communication” framework but also considers
the changing medical landscape which may be helping to dissolve miscommunication silos. The fast-paced, fluid medical
environment calls for a more robust, interactive communication tool. Healthcare providers would benefit from education
on the entire communicative process needed for successful communication.
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Background

The old guard is leaving, and the new guard is taking over.
The medical landscape has changed. The description of the
perfect nurse by Dr Henry Pratt in 1965 “She must feel like
a girl, act like a lady, think like a man, and work like dog”
has been rejected.1 Baby Boomer nurses are retiring and
only 660,000, who are mainly women, are expected to be
employed by 2020 which is half of the 2008 peak.’
Physicians are retiring in large numbers. Older nurses and
physicians are being replaced with younger technology-
savvy generations.3 Another medical landscape transform-
ation are changing gender roles.* Physician and nurse
roles are no longer primarily male and female which has
impacted communication.® Along with the gender change
is the increased amount of nursing clinical experts at the
bedside and nurses in advanced practice roles.” The
advent of the electronic medical record (EMR) along with
the increased use of digital communication familiar to the
younger nurse, physician, and advanced practice profes-
sionals allows easier transference of information.® These
processes are instrumental in assisting the degeneration of
the well-known plaguing miscommunication silos.’
Highly Reliable Organizations (HRO) function under
the premise that mistakes will happen, but frontline
workers should be able to identify and rescue patients

from events that could lead to a poor outcome.'® To
sustain high-reliability communication, individual expert-
ize and group dynamics require optimization.10 Poor com-
munication has been identified as a root cause for many
errors. Education has focused on improving communication
competencies.” During a communication event, many
factors come into play including the setting, the roles
played, how the communication is sent, received, and inter-
preted along with clear identification of the problem.12 One
framework that considers these important major interper-
sonal communication components along with clear identifi-
cation of the problem is the Hannawa SACCIA
(Sufficiency, Accuracy, Clarity, Contextualization, and
Interpersonal Adaptation) Safe Communication frame-
work.'? This article provides an analysis of the framework
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based on an anecdotal event. The analysis includes how the
changing medical landscape components such as age,
gender, clinical expertize, communication styles, and digit-
alization can affect communication. In this event, both the
Trauma Nurse Clinician (TNC) and the emergency depart-
ment physician (EDP) were Millennial males, experienced
in traumatic injuries, and both were familiar with the elec-
tronic radiology system, which all contributed positively
to the communication of information, and outcome for the
patient.

Anecdotal event

Our large urban quaternary level II trauma center with a
100-bed emergency department (ED) received a patient
who was the restrained driver involved in a motor vehicle
collision resulting in a large head laceration and dark bruis-
ing across the upper abdomen. The patient had a prolonged
extrication from a significantly damaged vehicle on scene.
The patient received the usual trauma care for a patient sus-
taining an MVC. The primary nurse and the TNC trans-
ported the patient to the computed tomography (CT) scan.
While in CT scan, the TNC noticed that the image on the
screen appeared quite different compared to most images.
At the same time, the TNC noticed that the patient’s skin
color had become very pale. The patient’s vital signs
remained stable except for developing tachycardia. The
patient was transported back to the ED. Upon returning to
the room, the TNC discussed the changes in the assessment
with the EDP and the concern that the CT image appeared
abnormal compared to other images previously seen. When
the CT results were finalized, the radiologist reported no
abnormalities on the images. The TNC approached the
EDP, voicing concern for an injury and advocating for
the EDP to review the scans. The images were reviewed
by the EDP and agreed that the images appeared abnormal.
The EDP contacted the radiologist, voiced concern, and
requested a second reading of the films. After reviewing
the scan, the radiologist revised the reading to include a
subarachnoid hemorrhage along with a grade 4 liver lacer-
ation. Subsequently, the patient was admitted instead of dis-
charged, which was the plan prior to the revision of the CT
reading, preventing a poor patient outcome.

The trauma clinician as an expert

According to Polovitch et al., when a provider is an expert
in their specialty, the background and knowledge brought to
the situation results in a higher-level analysis and manage-
ment of a complex problem.'? Currie describes the expert as
a catalyst in the clinical setting that assesses, strategizes,
and guides other clinicians resulting in high-level patient-
care delivery.'* The TNC is educated to be
“trauma-specific,” resulting in expertize, allowing for
increased suspicion for injuries due to significant

mechanisms of injury. The TNC ensures open communica-
tion channels, acting as a resource to both the EDP and the
nurses. Confidence can bring better outcomes by allowing
the experts at the bedside the ability to communicate valu-
able information.

SACCIA communication framework

Successful communication is associated with enhanced
patient outcomes.'! Interpersonal communication compo-
nents are now included in health professional competencies
and education. But an explanation of exactly how the com-
munication process occurs in the fast-paced medical envir-
onment would strengthen the education.'®> The SACCIA
framework incorporates five elements which details the
communication process and explains the requirements
needed to achieve effective communication. The elements
are Sufficiency, Accuracy, Clarity, Contextualization, and
Interpersonal Adaptation.

Sufficiency: (the extent to which participants convey,
extract, and exchange information to arrive at a shared
understanding) In the context of this case, the TNC ana-
lyzed and determined the information he had assessed
was pertinent and relevant to the situation. The exchange
of information caused a reaction. A shared understanding
that the patient was pale, tachycardic and the images on
the CT screen appeared abnormal, sufficed contacting the
radiologist for a second reading. The EDP understood regis-
tered nurses are unable to interpret CT scan images but
respected the nurse’s concern for injury in this situation.

Accuracy: (the extent to which participants convey
correct information, interpret the information correctly,
and validate the accuracy of the communicated message)
Communication is complex. The process relies on inter-
active, sequential meaning-making to arrive at an accurate
shared understanding. The ability of the TNC to relate
both factual (abnormal looking CT image, tachycardia,
being pale) and relational information (a patient at high-risk
for an internal injury) caused communication to occur
between the EDP and the radiologist that corrected a dan-
gerous error-in-the-making. The outcome of this accuracy-
focused communication shifted the episode from harm to
safety.

Clarity: (the extent to which participants express and
interpret verbal and nonverbal messages clearly to reduce
uncertainty) The communication style prioritized clarity
through both verbal and non-verbal communication. The
TNC sought out the EDP for eye-to-eye transfer of very
clear information regarding his concerns, which led to a
physician-directed change that ensured safe care for the
patient.

Contextualization: (The extent to which participants
frame their interaction within local circumstances such as
hierarchies, time pressure, or goals that facilitate or create
barriers for shared understanding) The TNC questioned



236

Journal of Patient Safety and Risk Management 27(5)

immediately (chronological context) the results of the scan
with the EDP in the correct concern-tiered manner (func-
tional/relational context). HROs rely on front-line staff
expressing safety concerns and stopping processes that do
not seem correct. A shared understanding was created by
the nurse who became the “connecting point” between the
care professionals. The nurse played a critical role in deli-
vering safe care by using timely communication that was
contextualized appropriately with respect to the hierarchical
order, thereby ensuring successful communication.
Interpersonal Adaptation: (the extent to which partici-
pants respond implicitly (nonverbally) and explicitly
(verbally) to maximize the likelihood of shared under-
standing). The TNC communicated all of the information
including his physical assessment, concern for an injury,
and analysis of the different appearing CT image both
verbally and non-verbally (face-to-face) which maxi-
mized the likelihood of the shared understanding of the
information. The EDP by respecting the nurse’s knowl-
edge, listened, and responded to the concerns voiced.

The SACCIA framework versus SBAR and
other communication frameworks

Most communication research has focused on message fre-
quency and clarity gleaned from the military to develop
standardized unidirectional messages such as Situation,
Background, Assessment, and Recommendation (SBAR)
for handoffs and critical situations.'>'® The tools were a
definite start in the right direction and focused on concise
communication between health professionals. But SBAR
and other communication tools were developed for use on
a submarine in a very controlled setting.!” The communica-
tion departing from the use of SBAR is very fixed and
inflexible.'? The result occurrence was nurses pushing the
tool to the side with concurrent “eye-rolls” because while
focus-driven, the tool is inflexible and rote and can be dif-
ficult to use in the medical setting. Another tool includes
“Read Back” of physician orders.'® The “Read Back”
process does not account for how information is transmitted
and digested and does not ensure that was verbally said is
totally understood or correctly imparted. The medical envir-
onment is very fluid and constantly changing. Nurses and
medical professionals need a dynamic, flexible, comprehen-
sive tool that fits a very fluid, hectic, sometimes completely
unpredictable environment. Also, education on how intri-
cate and complicated the communication process is, con-
sisting of encoding and decoding information, would be
helpful.'? Using rigid tools in a very fluid, fast-moving
environment is difficult and can add to the stress of the com-
munication process.

The objective of a communication tool or framework is
to accomplish a shared understanding between all care par-
ticipants in any given care context. The Hannawa

“SACCIA Safe Communication” framework is evidence-
based, evaluates, and explains the complexity that is
involved in interpersonal interactions. The framework is
valuable because the total event is included. The communi-
cation process is broken down and highlights the needed
intricate details that must occur in each component for the
message to be received and understood correctly. Verbal
and nonverbal behaviors have to be taken-into-account to
optimize the likelihood of achieving an appropriate and
effective outcome. If not, then the communication can pos-
sibly result in a liability.

Communication styles

The general consensus of male and female communication
is that the styles are different. Men develop direct commu-
nication tactics on the playground early while women learn
more demure and circumspect styles. Men generally have
more of a commanding physical presence and effective
display of power, resulting in their communications being
interpreted as more correct.'” When communicating, men
sprawl and take up more space, while women condense
themselves.'® Men make more direct accusations while
women tend to avoid confrontation, and men can be
described as overly blunt and insensitive.!® Women on
the other hand pick up nonverbal cues and read body lan-
guage more aptly, are described as better listeners, and
display empathy more effectively.'” Women can also be
described as having a communication style that “meanders”
resulting in not getting to the point and not being as authori-
tative.'” Women tend to think out loud when making deci-
sions while men process internally and speak when they
have a solution.'” Women also display more “warm”
body language cues and are more apologetic while men
have more of a “poker face”.'” When considering the differ-
ences, nothing is exact but because of changing gender
roles, healthcare participants should be aware of the
gender environment in which the communication is starting
to take place.'” All participants must realize that “one
cannot not communicate”. “Contextualized communica-
tion” includes overcoming situational barriers to reach a
shared understanding. Body language, tone of voice,
facial expression, history of relationships, hierarchical
status differences, differing preconceptions, and timeliness
of the communication all come into play during communi-
cative episodes. Shared understanding is enhanced through
direct rather than indirect communication that accounts for
contextual barriers such as gender differences. Therefore, as
gender diversity increases, “contextualized communica-
tion” and the ability to communicate using “interpersonal
adaptation” in accordance with the SACCIA framework
will become an increasingly important skill for safe
communication.

When considering age differences in communication,
the younger generations such as Gen Z or the Millennials
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are permanent “sharers” enabled by technology.>*
Millennials and Gen Z have fewer notions of privacy and
are much more likely to connect online and they are more
forgiving of others’ indiscretions.?! The habits of the for-
mative years tend to stay in place, resulting in sharing
becoming the new normal.>’ The newer generation will
use technology more readily than their older counterparts.?’
The world of electronic media is here to stay.

Also, gone are the days of physicians having to come in
to see a patient. They are now able to view electronic
images and data in their office, at home, or in other areas
of the medical facility. The younger generation such as
the Millennials and Gen Z embrace the development of
newer technology and the communication that occurs in
this medium.?! Also, the advent of texting via encrypted
avenues allows quicker communication and decreases the
frustration of scrambling from a bedside only to miss a
phone call prolonging the exchange of information.
Encrypted texting also decreases the amount of missed
communication that occurs with cell phone and network
issues. Electronic communication additionally decreases
the frustration in trying to decipher one’s personal hand-
writing. Notes and recommendations are easily read. But
along with the ease of acquiring information comes a faster-
paced environment.

Accordingly, with ease of electronic communication,
there are downsides that can lead to errors. The premise
of “clarity” (the third component of the SACCIA frame-
work) is an element needed for safe information transfer.
Digital media removes any opportunity for face-to-face dis-
cussion and interpretation of the message sent and received
among the providers. Ease of communication does not
mean successful communication and does not always lead
to shared understanding. Digital communication decreases
the richness of interpersonal communication and the use
of verbal and nonverbal cues which are necessary for
decoding and transactional sense-making. Therefore, clari-
fication of messages is best handled interpersonally, if pos-
sible, to eliminate uncertainty and to acquire shared
understanding.

The requirement for simulation-based interpersonal
communication interventions where students learn of
other professional roles is occurring to encourage the prac-
tice of communication and awareness of different profes-
sional identities.””> Interpersonal communication has
become a core component of educational objectives, is
required in “safe practice” competencies, and is viewed as
a learnable, core skill.'>?*> The reason for the opportunity
to practice open communication is based on the premise
of the SACCIA framework components which details
how communicative competencies complement each other
to encode and decode interactive messages successfully
and to arrive at a shared understanding. Open communica-
tion between professionals during interdisciplinary rounds
is occurring on a more frequent basis allowing

communication between the silos to occur.>>** The discus-
sions allow different viewpoints and an increase in the
exchange of information.?*%*

Generational changes (age)

The older generation educated in the 1960s and 1970s func-
tioned in a hierarchical setting described as the “doctor-
nurse game”.”® Nurses carried the physician’s charts and
ashtrays as they made rounds. (personal experience)
Many older nurses were brought up under the archival
mantra of “you will speak when asked; otherwise, you
will remain quiet”; in other words, you will “know your
place”.?® Nurses through formal and informal learning
experiences learned to behave passively or furtively in rela-
tion to doctors and avoided openly disagreeing or commu-
nicating their recommendations to doctors.>’” The
consequence produced an older generation more hesitant
to speak up resulting in less communication. By
“knowing their place”, women avoided the math and
science industries and also avoided leadership roles that
men automatically gravitated towards because of societal
norms.?’ By the 1980s, due to decreased salaries and
nursing shortages, nurses became resistant to the game
wanting more autonomy.? Another event that occurred in
the 1980s was the development of the Acute Physiology
and Chronic Health Evaluation (APACHE) II score,
which is used today to classify the level of illness in critic-
ally ill patients. The study identified that hospitals provid-
ing the best care had a high degree of coordination and
communication between the physicians and nurses and
included the hiring of nurses with advanced education
such as clinical specialists with master’s degrees.?

When analyzing the idea of generational change, two
components of the Hannawa SACCIA framework, “con-
textualization” and “interpersonal adaptation” come into
play. Both of these take into consideration the goals
pursued, the relational history, the environmental setting,
the chronological context of the interaction, and the com-
patibility of the people’s cultural norms and belief
systems. The communication becomes successful when
all of the components are considered. While hierarchical
relationships cannot be avoided in the clinical setting,
decreasing these hierarchical barriers through a communi-
cation bridge that ensures shared understanding is critically
important for patient safety.

By 2000, the identification of deadly errors occurring by
the Institute of Medicine (IOM) brought a focus on our silos
of non-communication and the need for formal education
on how to communicate clearly and succinctly to decrease
errors.?® To Err is Human, published by the IOM in 1999,
brought to the forefront the reality of poor communication
between caregivers and its impact on deadly medical
errors.?® In 2002, SBAR was introduced to use with rapid
response teams at Kaiser Permanente in Colorado to



238

Journal of Patient Safety and Risk Management 27(5)

alleviate communication problems caused by interprofes-
sional communication styles.'® But communication errors
continued to occur using this format because the informa-
tion was contained in very box-like modems not taking
into consideration the many aspects involved in a commu-
nication process and the very fluid-like medical environ-
ment. Therefore, the creation of tools more applicable to
the medical setting are called for.

Moving forward 20 years, we are in the process of
moving the more tech-resistant baby boomers out of the
industry and are focusing on the advent of the Millennial
and the Generation Z professional and improved communi-
cation processes. Millennials and Generation Z have grown
up using electronic and social media to communicate with
people around the world.® The end-product is a group that
does not fear communication and expects to communicate.
When surveyed, Millennials are not afraid of change, want
more education, and want to specialize in their field of
expertize.3 When surveyed, 39% plan to obtain a
Master’s degree and are committed to educating them-
selves, and 28% plan to specialize and become nurse practi-
tioners.” Millennials also believe that healthcare
organization cultures can translate to better patient care
by encouraging and embracing the use of technology.’?
Because of their familiarity with technical functions and
“intuitive” components, the Millennials have an easier
time adapting to change. Change is a huge factor in
today’s medical world, especially at the clinical level.” In
2019, a benchmark survey of the emergency, trauma, and
nursing transport workforce identified that support was
needed to stay current and competent.” These nurses
wanted the resources to be able to respond to patient scen-
arios competently and valued working with a group of
people who had a varied set of skills, experience, and edu-
cation.” In this case, the TNC had no problem having an
eye-to-eye conversation regarding his concerns about the
CT result and his assessment of the situation with the
EDP. But both the TNC and the physician were
Millennials and were males which favor the chance that
both expected to communicate openly.

Gender

The physician and nurse landscape and dynamics are chan-
ging. Interpersonal adaptation plays an important role in
gender communication. Trying to decide who the physician
is and who the nurse is has become complicated. Gone are
the definite roles by gender. Verbal and non-verbal cues are
an important element when messages are sent and received
and understanding the different styles of communication
allows more adaptation in the clinical setting.

Female physicians and trauma surgeons have increased
recently in the past decade.* No longer does the older
white male fit the description of the trauma surgeon.
Now, frequently the surgeon is a tiny female knocking

our preconceived notions out the window.?® At the
University of Utah, 70% of the general surgery residents
are women; as well as a total of 38% nationwide.?
Female surgeons are attracted to the diversity in surgical
care options that allow for a balance of demands of work
and life to what fits their personal needs.?® The growing
role of women in family medicine is also increasingly
apparent—more than 50% of U.S. medical students are
women, and higher shares of women are entering and
graduating from family medicine residency programs. On
average, female family physicians work different hours
and may deliver care differently than male family physi-
cians.? For instance, in a study examining outcomes of sur-
gical patients with either a male or female surgeon, the
patients with less mortality and less length of stay, compli-
cations and readmissions were treated by female sur-
geons.>® More research is needed in this new burgeoning
type of care.

Physicians are retiring. Almost half (44.9%) of the retir-
ing physician workforce is male and 55 years of age or older
which is up from 37% in 2007 and a physician shortage is
projected. Several of the specialties have the greatest per-
centage of older physicians who are male doctors who
will be retiring.' This data reveals that the physician
gender landscape is rapidly changing. To relieve a possible
physician shortage, policymakers have advocated for the
greater use of nurse practitioners. Between 2010-17, the
number of nurse practitioners more than doubled from
91,000 to 190,000.%

There has also been a large increase in the male role in
nursing. In 1977 only 27,000 nurses were male. The
number increased 11-fold in 40 years to 310,000 in
2018.5 The negative stereotype of men in this role seems
to be countered by the prevalence of different professional
avenues available along with strong job security.’

Discussion

The communicative competencies identified in the
SACCIA framework are useful and tangible. Initially,
when the IOM identified the errors caused by miscommuni-
cation, the medical industry accepted the help from the mili-
tary industry by encompassing a rigid tool such as SBAR to
help correct the communication errors that were occurring.
But as the process of communication has evolved, new
tools or frameworks that are more encompassing should
be considered for their contribution. Medical care is
fast-paced and is not going to slow down. Identifying
new, more encompassing communication tools is import-
ant. Acknowledging the changing landscape, the medical
professionals are practicing in is also important. The
change will have an impact on how communication
occurs and should be accounted for in the future. The
Hannawa SACCIA Communication framework is a useful
tool that is not well-known yet among clinical personnel,
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but clearly highlights the required competencies for the
entire communication process that are needed to exchange
information successfully. Consistent shared understanding
among all care participants for the prevention of a patient
error event is needed. Information not conveyed from one
silo to the other most commonly results from a failure in
communication. The most helpful aspect of the framework
is how the entire communication process is explained and
described so that one becomes aware of the process in entir-
ety. The one critique of the framework is remembering all
of the components required for understanding how to com-
municate effectively in the clinical setting. The acronym of
SACCIA is cumbersome and less easily remembered than
other tools. At the same time, SACCIA is not an acronym
per se, like other “mnemonic tools” that contain letters
which need to be remembered for a particular clinical
context. Rather, SACCIA is an evidenced-based framework
that highlights five communication deficiencies that com-
monly lead to care failures. These deficiencies are turned
into core competencies needed to be learned for safe prac-
tice in very general terms, meaning across all clinical situa-
tions. To conclude, the SACCIA competencies do not need
to be remembered like the letters in older mnemonic tools.
The framework simply conveys five fundamental compe-
tencies for interpersonal communication that are required
for safe care. The competencies are not for rote memory
but should be learned and incorporated into everyday prac-
tice as a fundamental safety skill across all care contexts.

Conclusion

We should embrace this newer generation that isn’t afraid
of preconceived ideas, gender roles and expects to commu-
nicate and embrace social media as a tool. The younger gen-
eration (Millennials and Generation Z) are not as affected
by generational norms as was the older generation,
leading to an ease in communication regardless of role.
But ease does not guarantee successful communication.
The Hannawa SACCIA Safe Communication framework
is very useful and explains the communication process
well. Health professionals would benefit from exposure to
the required competencies for the entire communication
process that are needed to exchange information clearly.
Attaining consistent shared understanding among all care
participants would assist in the prevention of patient
safety events that are commonly the result of communica-
tion failures.
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