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Abstract
Effective communication has been linked
to better health outcomes, higher patient
satisfaction, and treatment adherence.
Communication in ambulatory care
contexts is even more crucial, as
providers typically do not know patients’
medical histories or have established
relationships, conversations are time
constrained, interruptions are frequent,
and the seriousness of patients’ medical
conditions may create additional
tension during interactions. Yet, health
communication often unduly emphasizes
information exchange—the transmission
and receipt of messages leading to a
mutual understanding of a patient’s
condition, needs, and treatments. This

C

ommunication competencies have
been increasingly used as an organizing
principle for medical education, starting
in graduate medical education1–3 and
diffusing into other parts of the education
continuum. Thus, communication
skills are becoming more essential
to medical education.4 Interpersonal
and communication skills include
the following six essential elements of
patient–provider communication that
were formulated in the Kalamazoo
consensus statement, as reported by
Makoul1 in 2001: Open the discussion,
gather information, understand the
patient’s perspective, share information,
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approach does not take into account
the importance of rapport building and
contextual issues, and may ultimately
limit the amount of information
exchanged.
The authors share the perspective of
communication scientists to enrich
the current approach to medical
communication in ambulatory health
care contexts, broadening the under
standing of medical communication
beyond information exchange to a more
holistic, multilayered viewpoint, which
includes rapport and contextual issues.
The authors propose a socio-ecological
model for understanding communication

reach agreement on problems and plans,
and provide closure.
These elements emphasize effective
information exchange, which is a
necessary but not sufficient element
of effective patient–provider
communication.5,6 Recently, the
patient-centered medical home model
of communication has broadened
communication expectations to
include the values and experience of
the patient, such as understanding the
whole person, finding common ground,
incorporating prevention, enhancing
the patient–provider relationship,
and being realistic.5,6 These elements
emphasize persuasion, balancing needs,
and relationship building beyond simple
information exchange and have been
shown to be associated with effective
health outcomes.7,8 Although a valuable
addition to previous ways of seeking
meaningful patient–provider encounters,
the patient-centered medical home
model does not provide a mechanism
for achieving its aspirations beyond
increasing awareness.
An alternative to an information ex
change approach is the use of a mul
tilayered, holistic perspective9 that
emphasizes the contextual elements
that shape the medical encounter. These
contextual elements are important
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in acute ambulatory care. This model
recognizes the relationship of individuals
to their environment and emphasizes the
importance of individual and contextual
factors that influence patient–provider
interactions. Its key elements include
message exchange and individual,
organizational, societal, and cultural
factors. Using this model, and following
the authors’ recommendations, providers
and medical educators can treat
communication as a holistic process
shaped by multiple layers. This is a
step toward being able to negotiate
conflicting demands, resolve tensions,
and create encounters that lead to
positive health outcomes.

in all medical encounters, including
those in the acute ambulatory care
setting, where there are significant
challenges and constraints to effective
communication.10–12
Recently, we have fostered a close
working relationship between medical
and communication scientists at the
Department of Communication and
Journalism and the School of Medicine
at the University of New Mexico.
Communication scientists are scholars
from a variety of disciplines who use
either quantitative or qualitative methods
to investigate and understand the way that
verbal and nonverbal messages are shared
to create meaning for the participants.
In this article, we share observations
we have made from our involvement
in that collaboration. We believe these
observations can enlarge upon the
previously described elements of patient–
provider communication and suggest
ways for future study and improvements
in medical education. We focus on the
acute care ambulatory setting because
it presents unique challenges due to the
acuity of a medical illness presentation,
the time constraints, and the lack of a
previous patient–provider relationship.
Specifically, we wrote this article to
share the perspective of communication
scientists to broaden the understanding
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of communication in medical encounters
beyond information exchange to a more
holistic, multilayered viewpoint, which
includes rapport- and relationship
building and contextual issues. In
particular, we attempt to explain why
the information-exchange-focused
model of communication may not meet
the patient’s and provider’s goals for
high-quality care and how a holistic,
multilayered model could improve
the quality of communication. We
present our thoughts below in the
following sections: the importance of
communication in medical encounters,
the context of acute ambulatory
care, a socio-ecological model of
communication for acute ambulatory
care, and recommendations for
improving acute ambulatory care
communication.
The Importance of
Communication

Certainly, the inclusion of interpersonal
and communication skills by the
Accreditation Council for Graduate
Medical Education (ACGME) as a core
competency for all residents signifies
the importance of communication for
medical encounters. This competency
indicates that “residents must demon
strate interpersonal and communication
skills that result in the effective exchange
of information and collaboration with
patients, their families, and health
professionals.”3
Effective communication is essential
within patient–provider relationships,
as it has implications for quality of care8
and leads to better health outcomes
among patients.5 Better health outcomes
include emotional health, physiological
health, and functional health, such as
pain control and symptom resolution.13
Effective communication also heightens
patient compliance to treatment, medical
decisions, and outcomes.14 On the
other hand, ineffective communication
is associated with malpractice claims,
lawsuits, and medical errors.15 In fact,
the leading causes of errors resulting in
patient harm are often communication
failures.16,17
The importance of effective information
exchange and collaboration cannot be
overstated in acute ambulatory care.10,12
Communication scientists emphasize the
importance of high-quality information
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but recognize that information exchange
is only one element of communication—I
share information with you, and you
take it and hopefully understand it
and comply. If the information was
not understood, it may be a problem
with how I shared the information. If
the information was understood and
not complied with, that is likely your
fault. But what happens when multiple
messages are exchanged? When do they
provide clarity, and when do they create
confusion? There is little emphasis on
how multiple messages are exchanged in
order to negotiate and create meaning
and, more important, how multiple
messages are understood. Further, there is
little emphasis on the larger contexts that
shape the patient–provider encounter.
Moreover, communication scientists
emphasize that our lives (including
relationships, health, and work) are
socially constructed.18,19 In other
words, individuals construct their
social world through communication,
which in turn affects the meaning they
associate with their experiences.20,21
Additionally, communication is
contextual.22 A message cannot be taken
out of the context of the particular
event, environment, or social relations
that exist for the people involved. A
discussion about end-of-life care is very
different when a patient is on a ventilator
surrounded by family than when the
patient is sitting calmly in an examination
room. Thus, communication scientists
emphasize a holistic approach toward any
particular communicative situation.
Before we introduce the socio-ecological
model of communication that integrates
this holistic perspective, we first discuss
the context of acute ambulatory care.
The Context of Acute
Ambulatory Care

Ambulatory care is medical care
delivered as an outpatient service.
Ambulatory care sites include primary
care centers, office and outpatient
surgery centers, hospital emergency
departments (EDs), dialysis clinics,
chemo and radiation therapy clinics,
diagnostic imaging centers, and
occupational and health centers.23 In this
article, we focus on acute ambulatory
care, which involves EDs, urgent care
centers, acute care physician offices,
and walk-in clinics. These are settings

where patients typically seek care for a
new or worsened symptom requiring
medical attention where timeliness of
care is a high priority. There are several
contextual characteristics about acute
ambulatory care that inhibit effective
communication.
First, acute ambulatory care is offered
at multiple locations and thus involves
numerous handoffs or transitions of
care. Depending on the health condition,
patients may be sent from urgent care
to emergency care, emergency care to
surgery, or primary care to a medical
specialty such as oncology or cardiology.
For example, a patient with asthma
and difficulty breathing could initially
seek care at a doctor’s office, receive
a breathing treatment, be sent by an
ambulance to an ED, receive more treat
ment in the ED, and then be sent for
follow-up to a pulmonary specialist the
next day. The patient would encounter
nurses, paramedics, and several types
of physicians in a variety of settings,
and the resulting different states of dis
comfort and privacy would likely affect
communication with the patient’s pro
viders. Furthermore, complexity is caused
by scheduling, travel, and insurance as
well as by coordinating care with other
providers and sites.23
Second, information exchange can be
challenging for acute care ambulatory
physicians, as many treat patients on the
basis of their first encounter without
knowing the patient’s medical history or
having established a relationship.24
Third, conversations are often
constructed in a time-constrained
manner.25 For instance, Schwartz et
al26 found that the average ambulatory
care visit lasted only 19.3 minutes.
Thus, acute conditions mean that quick
decisions and actions are needed, and
thus effective communication can be
constrained.27
Fourth, because of the nature of ambu
latory care, interruptions are frequent
and thus disrupt communication.27 Each
interruption slows patient care and can
cause medical mistakes.
Finally, the acuity of the problems,
which may evolve rapidly into life- or
limb-threatening events and often have
uncertain causes, may add additional
strain and tension to the encounter.
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Exchange of messages. Messages include
the process of exchanging verbal (e.g.,
talk) and nonverbal (e.g., eye contact,
vocalics, posture, gestures) elements.
Drawing from work on communication
competence in patient–provider
communication,31,32 messages involve
two main categories—information
exchange and relational communication.
Information exchange includes seeking
or gathering information, giving
information, verifying information,
checking for understanding, and reaching
agreement on medical decisions and
plans. Relational communication
includes establishing rapport, opening
discussion, demonstrating respect,
displaying emotional support, and
showing affirmation.2,31–34 Connecting
communication competence to the
context of acute ambulatory care,
information exchange can be viewed as
a way to communicate in efficient, clear,
accurate, and relevant ways, whereas
relational communication can be seen as
checking for understanding and building
rapport with patients.10

To further illustrate these communication
challenges and constraints, several
studies by communication scientists
about communication in the ED reveal
communication challenges that cannot
be met by simple improvement in
information exchange or transfer.10,11,28,29
For example, Eisenberg et al11 argued
that thinking about the ED as a
communication environment focuses on
how the ED is socially constructed and
maintained by and through interaction
processes. The authors argue that the type
of communication environment in the
ED reinforces (and potentially changes)
work practices and the culture of the ED.
They also explain that “an exclusive focus
on information transfer leaves out much
of what is most important (and most
challenging) about health communication
practice.”11 In addition, Dean and Oetzel10
found that ED physicians recognized the
importance of effective communication
and defined it in a way that is consistent
with ACGME competencies, but
struggled with performing a holistic
communicative approach. The authors’
interviews with 17 ED physicians,
and 70 hours of observations in the
ED, revealed five main dimensions of
effective communication in the ED:
communicating in an efficient manner,
communicating in a clear and accurate
manner, communicating only relevant
information, making sure that patients
and physicians comprehend one another,
and building rapport with patients. Ideally,
all five of these dimensions are performed
simultaneously to develop effective
information exchange and collaboration.
However, the ED physicians wrestled with
three communication tensions related to
these dimensions: being efficient versus
building rapport, being efficient versus
checking comprehension, and finding a
balance between patients’ and physicians’
perspectives about clarity and relevance.
For the first two tensions, in the vast
majority of the times, physicians chose
efficient communication, emphasizing the
unique time constraints in the ED. Further,
the physicians tended to emphasize their
own perspectives of relevance and clarity
rather than those of the patients.

acute ambulatory communication
focuses on information exchange,11
and recommendations to improve
ED communication have generally
stressed information transfer rather
than the larger context represented by a
holistic, multilayered model of medical
communication. A socio-ecological
model recognizes the relationship of
individuals with their environment
and has been used in both health and
intercultural communication contexts.9,30
A socio-ecological model emphasizes
both the importance of individual choices
and also contextual factors as being layers
of influence on the patient–provider
interaction and, therefore, also on
thinking about the structure and design
of communication in a particular setting.
Figure 1 displays the model developed
by Street9 that we adapted for the
present article’s context of ambulatory
care. The model includes the following
key elements: exchange of messages,
individual factors, organizational factors,
societal factors, and cultural factors. We
briefly discuss each of these elements
below. A thorough description of every
component of this model is beyond the
scope of this article, but more developed
descriptions9,30 can be consulted for
further information.

A Socio-Ecological Model
of Acute Ambulatory Care
Communication

Figure 1 A socio-ecological model of acute ambulatory care communication. A socio-ecological
model recognizes the relationship of individuals with their environment. The model emphasizes
both the importance of individual choices and also contextual factors as being layers of influence
on the patient–provider interaction and, therefore, also on thinking about the structure and design
of communication in a particular setting. (Figure adapted with permission from a figure in Street
RL. Communication in medical encounters: An ecological perspective. In: Thompson TL, Dorsey A,
Miller KL, Parrott R, eds. Handbook of Health Communication. New York, NY: Routledge; 2003.)

Most previous research (except
investigations by communication
scientists) surrounding ED and

Cultural factors

Individual factors. The individual
factors involve cognitive and affective
elements and the communication styles
and goals of the patient and provider.9

Societal factors

Individual

Individual

Cognitive and
affective elements,
goals, and
communication style
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Organizational factors

Messages

Cognitive and
affective elements,
goals, and
communication style
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The cognitive elements involve the
perceptions that people have of the
situation, including their medical literacy
and their relationships to other persons,
whereas affective elements include
the emotions people feel during the
encounters and also the ability to display
and interpret emotions (usually through
nonverbal cues).8 Goals relate to the
desired outcomes from an encounter. An
obvious goal is being “cured” or having
an ailment addressed (emphasizing
information exchange), yet patients
also have a desire to be respected and
validated (outcomes of effective relational
communication). Finally, patients
and providers have typical patterns of
interaction, or communication styles,
that shape their ways of interacting and
creating meaning in a situation.9
Organizational and societal factors.
The organizational and societal factors
include media, politics, and legal
components. Organizational factors
refer to the physical size and location
of the health facility, the different types
of services offered to clients, positive
or negative working environments,
and standards of care. Societal factors
refer to the political–legal context
such as malpractice litigation, patient
bill of rights, and Medicaid/Medicare
coverage.9 For instance, the nature of
the acute ambulatory context influences
communication (e.g., time constraints),
and yet that context is created through
societal elements such as political
and legal decisions as well as business
elements (e.g., need to see numerous
patients to stay financially viable).35
Media also influence patient–provider
interaction through various means, from
advertisements encouraging patients to
ask physicians about certain drugs, to
popular television shows (e.g., ER, Grey’s
Anatomy, House), to access to health
technologies such as the Internet; all of
these factors influence expectations of
medical encounters for patients.36 Such
factors should encourage providers to
think about and design communication
in the acute ambulatory care setting in a
careful manner.
Cultural factors. Finally, communication
can be challenging when people from
different cultures meet in health con
texts, as they have different ways of
perceiving health and patient–provider
relationships. Culture is often thought
of as ethnicity or nationality, but
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it can also include religion, sexual
orientation, and other factors that result
in a group of people sharing (to varying
degrees) similar values, beliefs, norms,
perspectives, and a system of interpreting
the world.30 Culture is an important
element in many dimensions, such as
high- and low-context communication.37
High-context communication focuses on
the creation of meaning through indirect
and ambiguous messages, which often
rely on nonverbal communication, such
as physical contact or eye contact, and
the general context of the interaction. In
contrast, low-context communication
focuses on the creation of meaning
through explicit and direct messages
through verbal messages. Many providers
focus on low-context communication
because of the need for clear and efficient
information.10 Patients who use highcontext communication tend to hint at
issues, particularly when an issue might
imply a disagreement or challenge to
the provider, yet such hints may be
misunderstood by providers who depend
on low-context communication.
Recommendations

The socio-ecological model we have
presented recognizes the process
elements of communication as well as
the complex contextual factors that shape
communication in acute ambulatory
care.9,30 From this model and from
the perspective of communication
research presented in this article, we
have the following recommendations for
providers and medical educators in acute
ambulatory care.
Recognize and resolve the tension
between efficient information exchange
and rapport building in acute care
patient interaction. This can be done
with a brief introduction by the provider
to the patient about these twin goals
at the outset of the encounter after
introductions are made. For example, the
provider can state the necessary goal of
learning the patient’s health issue while
giving the patient the opportunity to
share what he or she feels is important.
Studies demonstrate that an either–or
approach, where one goal is selected
at the expense of the other, typically
predominates.10,11 However, studies also
demonstrate that effective management
of tensions uses creative approaches to
redefine the tensions so that both goals
(e.g., efficiency and rapport) are met.38–40

This may involve a sequencing of the goals
in tension so that first one and then the
other goal can be met. Creative tension
management in acute ambulatory care
settings involves communication skills
such as being attentive to nonverbal
cues and displaying attention through
nonverbal cues (e.g., by sitting down
during the encounter)12 and by using a
“teachback” approach when providing
instructions (e.g., asking patients to tell
them what they understand are the next
steps, to ensure the patient comprehends).
In addition, motivational interviewing
and narrative interviewing are approaches
that emphasize understanding the
patient’s perspective by eliciting stories
through open-ended questions and active
listening that also can serve efficiency
goals.10,18,41 Of course, these approaches
may not be relevant in acute situations
involving massive trauma, but they
represent an effective alternative to coconstruct the encounter with the patient
when the time and situation warrant.
Learn and practice effective
communication in a complex and
interruption-filled interprofessional
environment that approximates the
acute ambulatory setting. Current
acute ambulatory care typically
involves multiple care providers who
can supplement and augment each
other if properly prepared and trained.
Effective communication will relate
to the quality of teamwork, including
cooperation and effective conflict
management, among different types of
providers and different specialties as
well as to the communication skills of
the individual providers.42 High-quality
interpersonal communication requires
formal training in realistic environments,
as such skills do not improve on their
own.43 There is some evidence that
interprofessional communication
and general communication skills
used to manage tensions can be
improved through multidisciplinary
medical simulations.42–45 Although
simulations are commonly used in
medical education, they tend to be
unidisciplinary.46,47 To address this
potential deficiency, medical educators
can partner with communication
scientists and educators on their
campuses to help the educators develop
appropriate and realistic strategies for
fostering the communication skills of
ambulatory care providers.
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Think about communication as
design as an approach to address the
complexity of communication in
the acute ambulatory care setting.
Thinking about communication as
design48,49 could be particularly helpful
for ambulatory care administrators
and medical directors. Communication
as design involves developing a set of
principles and contingency plans for how
to communicate effectively in a particular
setting, given the various constraints
and challenges.48 Communication as
design might involve the use of techno
logy or structures (e.g., systems) as
guiding principles in a particular setting.
Communication as design could include
making changes to the elements of the
environment to foster communication,
such as altering the size and design of
exam rooms in clinics or instituting
noise policies for the ED. Rather than
relying on a single person for the major
communication responsibilities, it might
be better to think about a network
metaphor. The design aspect would be
to think about the ways that patients’
needs could be addressed by a network of
people—everyone involved in giving care
or supporting those who do so—rather
than simply relying on the physician or
nurse to fulfill communication needs.
Provide patients a better understanding
about how the acute ambulatory care
culture operates by giving them clearly
written handouts. Posters or pamphlets
that explain the normal processes
and how and when patients should
communicate their needs and what to
do if their needs are not being met could
supplement physicians’ and nurses’
communication. Doing so can help
patients feel that the time they spent with
the physician or other provider during
an acute ambulatory care visit met or
exceeded their expectations.50
Summing Up

In summary, providers must balance
the needs for information exchange
and relational communication in order
to co-construct the patient–provider
interaction. When providers engage
in information exchange only, their
needs become unduly central features
of the communication, but when
providers value and enact relational
communication as well, they foster a
partnership, leading to more holis
tic communication.10 As such, it is

important to note that providers
must learn how to negotiate multiple
communication goals in acute ambu
latory care. First, providers must acknow
ledge the contextual implications of
giving care in acute ambulatory settings.
Second, they must be able to effectively
identify when efficiency must take
precedence, and thus focus more on
information exchange, yet also be able to
identify those situations where efficiency
does not need to take precedence,
where they can engage in more rela
tional communication. In short,
communication in acute ambulatory
health care settings has to balance the
dynamics of getting the job done and
its relational aspects. Understanding
this, and realizing that communication
is a holistic process that is shaped by
multiple layers, including rapport and
contextual issues, is a step toward being
able to negotiate conflicting demands,
resolve tensions, and create encounters
that leads to positive health outcomes.
Acknowledgments: The authors wish to
acknowledge the helpful feedback received from
the anonymous reviewers.
Funding/Support: None reported.
Other disclosures: None reported.
Ethical approval: Reported as not applicable.

References
1 Makoul G. Essential elements of
communication in medical encounters: The
Kalamazoo consensus statement. Acad Med.
2001;76:390–393.
2 Duffy FD, Gordon GH, Whelan G, et al;
Participants in the American Academy
on Physician and Patient’s Conference on
Education and Evaluation of Competence
in Communication and Interpersonal Skills.
Assessing competence in communication and
interpersonal skills: The Kalamazoo II report.
Acad Med. 2004;79:495–507.
3 Accreditation Council for Graduate Medical
Education. Common program requirements.
http://www.acgme.org/acgmeweb/Portals/0/
PFAssets/ProgramResources/Common_
Program_ Requirements_07012011[1].pdf.
Accessed April 15, 2014.
4 Kurtz SM, Silverman JD, Benson J, Draper
J. Marrying content and process in clinical
method teaching: Enhancing the Calgary–
Cambridge guides. Acad Med. 2003;78:
802–809.
5 Stewart M, Meredith L, Brown J, et al.
The influence of older-patient-physician
communication on health and health-related
outcomes. Clin Geriatr Med. 2000;16:25–36.
6 Stewart M, Brown JB, Weston WW,
McWinney IR, McWilliam CL, Freeman TR.
Patient-Centered Medicine: Transforming the
Clinical Method. 2nd ed. Oxon, UK: Radcliffe
Medical Press; 2003.

Academic Medicine, Vol. 89, No. 12 / December 2014

7 Stewart MA. Effective physician–patient
communication and health outcomes: A
review. CMAJ. 1995;152:1423–1433.
8 Roter DL, Hall JA. How medical interaction
shapes and reflects the physician–patient
relationship. In: Thompson TL, Parrott R,
Nussbaum JF, eds. The Routledge Handbook
of Health Communication. New York, NY:
Routledge; 2011:55–68.
9 Street RL. Communication in medical
encounters: An ecological perspective. In:
Thompson TL, Dorsey A, Miller KL, Parrott
R, eds. Handbook of Health Communication.
New York, NY: Routledge; 2003:63–93.
10 Dean M, Oetzel JG. Physicians’ perspectives
of managing tensions around dimensions of
effective communication in the emergency
department. Health Commun. 2014;29:
257–266.
11 Eisenberg EM, Murphy AG, Sutcliffe KM, et
al. Communication in emergency medicine:
Implications for patient safety. Commun
Monogr. 2005;72:390–413.
12 Shenkel SM. Talking the talk: Effective
communication in urgent care. In: Goyal
D, Mattu A, eds. Urgent Care Emergencies:
Avoiding the Pitfalls and Improving the
Outcomes. West Sussex, England: WileyBlackwell; 2012:132–140.
13 Duggan AP, Thompson TL. Provider–patient
interaction and related outcomes. In:
Thompson TL, Parrott R, Nussbaum JF,
eds. The Routledge Handbook of Health
Communication. New York, NY: Routledge;
2011:414–427.
14 Wagner PJ, Lentz L, Heslop SD. Teaching
communication skills: A skills-based
approach. Acad Med. 2002;77:1164.
15 Rider EA, Keefer CH. Communication skills
competencies: Definitions and a teaching
toolbox. Med Educ. 2006;40:624–629.
16 Leonard M, Graham S, Bonacum D. The
human factor: The critical importance of
effective teamwork and communication in
providing safe care. Qual Saf Health Care.
2004;13(suppl 1):i85–i90.
17 Patterson ES, Cook RI, Woods DD, et
al. Examining the complexity behind a
medication error: Generic patterns in
communication. IEEE Trans Syst Man
Cybern A Syst Hum. 2004;34:749–756.
18 Sharf BF, Harter LM, Yamasaki J, et
al. Narrative turns epic: Continuing
developments in health narrative scholarship.
In: Thompson TL, Parrott R, Nussbaum JF,
eds. The Routledge Handbook of Health
Communication. New York, NY: Routledge;
2011:36–51.
19 Cline RW. Everyday interpersonal
communication and health. In:
Thompson TL, Parrott R, Nussbaum JF,
eds. The Routledge Handbook of Health
Communication. New York, NY: Routledge;
2011:377–396.
20 Bartesaghi M, Castor T. Social construction
in communication: Reconstituting the
conversation. Commun Yearbook. 2008;
32:4–39.
21 Lindlof TR, Taylor BC. Qualitative
Communication Research Methods. 3rd ed.
Los Angeles, Calif: Sage; 2011.
22 McCornack S. Reflect and Relate:
An Introduction to Interpersonal
Communication. 2nd ed. Boston, Mass:
Bedford-St. Martin’s; 2011.

1621

Perspective
23 White SV, Byers JF. Patient safety in
ambulatory care. In: Byers JF, White SV, eds.
Patient Safety: Principles and Practices. New
York, NY: Springer; 2004:387–419.
24 Graber MA, Randles BD, Ely JW, Monnahan
J. Answering clinical questions in the ED. Am
J Emerg Med. 2008;26:144–147.
25 Lloyd RC. Improving ambulatory care
through better listening. J Ambul Care
Manage. 2003;26:100–109.
26 Schwartz P, Rudavsky S, Christakis AN,
Conaway DS. Collaborative Leadership for
Patient Safety for Ambulatory Surgery in the
Office Setting: Phase I Report of the National
Patient Safety Consensus for the Community
of Stakeholders for Ambulatory Surgery
in the Office Setting. Chicago, Ill: National
Patient Safety Foundation; 2002.
27 Laxmisan A, Hakimzada F, Sayan OR, Green
RA, Zhang J, Patel VL. The multitasking
clinician: Decision-making and cognitive
demand during and after team handoffs
in emergency care. Int J Med Inform.
2007;76:801–811.
28 Eisenberg EM, Baglia J, Pynes JE. Transforming
emergency medicine through narrative:
Qualitative action research at a community
hospital. Health Commun. 2006;19:197–208.
29 Redfern E, Brown R, Vincent CA. Identifying
vulnerabilities in communication in the
emergency department. Emerg Med J.
2009;26:653–657.
30 Oetzel JG. Layers of Intercultural
Communication. New York, NY: Vango
Books; 2009.
31 Cegala DJ. A study of doctors’ and patients’
communication during a primary care
consultation: Implications. J Health
Commun. 1997;2:169–194.

1622

32 Cegala DJ, Coleman MT, Turner JW. The
development and partial assessment of the
medical communication competence scale.
Health Commun. 1998;10:261–288.
33 Hullman GA, Daily M. Evaluating physician
communication competence scales: A
replication and extension. Commun Res Rep.
2008;25:316–322.
34 Schirmer JM, Mauksch L, Lang F, et al.
Assessing communication competence:
A review of current tools. Fam Med.
2005;37:184–192.
35 Lammers JC, Duggan AP, Barbour JB.
Organizational forms and the provision
of health care. In: Thompson TL, Dorsey
A, Miller KL, Parrott P, eds. Handbook of
Health Communication. New York, NY:
Routledge; 2003:319–345.
36 Kline KN. Popular media and health: Images,
effects, and institutions. In: Thompson
TL, Dorsey A, Miller KL, Parrott P, eds.
Handbook of Health Communication. New
York, NY: Routledge; 2003:557–581.
37 Hall ET. Beyond Culture. New York, NY:
Doubleday; 1976.
38 Baxter L. Problematizing the problem in
communication: A dialogic perspective.
Commun Monogr. 2007;74:118–124.
39 Baxter LA, Braithwaite DO. Social
dialectics: The contradiction of relating. In:
Whaley B, Samter W, eds. Contemporary
Communication Theories and Exemplars.
Mahwah, NJ: Erlbaum; 2007.
40 Baxter LA, Montgomery BM. Relating:
Dialogues and Dialectics. New York, NY:
Guilford Press; 1996.
41 Miller WR, Rollnick S. Motivational
Interviewing: Helping People Change. 3rd ed.
New York, NY: Guilford Press; 2013.

42 Reising DL, Carr DE, Shea RA, King JM.
Comparison of communication outcomes
in traditional versus simulation strategies
in nursing and medical students. Nurs Educ
Perspect. 2011;32:323–327.
43 Sargeant J, MacLeod T, Murray A. An
interprofessional approach to teaching
communication skills. J Contin Educ Health
Prof. 2011;31:265–267.
44 Breton E, Kramer C, Chamberland C, Dube
G, Chiniara G, Tremblay S. The impact of
communication training in high fidelity
simulation of emergency ICU resuscitation.
Proc Hum Fact Ergon Soc Annu Meet.
2012;56:956–960.
45 Curran V, Heath O, Adey T, et al. An
approach to integrating interprofessional
education in collaborative mental health care.
Acad Psychiatry. 2012;36:91–95.
46 Lapkin S, Levett-Jones T, Gilligan C. A
systematic review of the effectiveness
of interprofessional education in health
professional programs. Nurse Educ Today.
2013;33:90–102.
47 Norman G. Fifty years of medical education
research: Waves of migration. Med Educ.
2011;45:785–791.
48 Aakhus M. Communication as design.
Commun Monogr. 2007;74:112–117.
49 Aakhus M. Crafting interactivity for
stakeholder engagement: Transforming
assumptions about communication
in science and policy. Health Phys.
2011;101:531–535.
50 Lin CT, Albertson GA, Schilling LM, et al.
Is patients’ perception of time spent with
the physician a determinant of ambulatory
patient satisfaction? Arch Intern Med.
2001;161:1437–1442.

Academic Medicine, Vol. 89, No. 12 / December 2014

