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Interprofessional Communication

1. Professional-Patient
· Role uncertainty
· Responsibility conflicts
· Power differences
· Unshared meanings
2. Professional-Professional
· Role stress
· Lack of interprofessional understanding- transferring files
· Autonomy struggles- ability to access facilities
3. Professional-Family Member
· Limited contact
· Limited access to information
4. Patient-Family Member
· Disruption of family roles
· Closed communication
Small Group Communication

Small Group

· Close relationships
· Full participation
· Shared goals
Large Groups

· Greater pool of talent
· Shared effort
· 5-7 members is optimum.
· Content- receives more attention- task groups.
· Process- determines whether a group works effectively or not- process groups.
Influences of Small Groups

-Goals


- Implicit- not stated- discussing patients care.


- Explicit- stated- make decisions about equipment for hospital.

· Individual and group goals.
- Norms

· Code of conduct- acceptable behavior established by group.
· Overt- verbally agreed upon rules that are generally known to all members.
· Covert- not verbally acknowledged but known.
· Cohesiveness
· Attraction of the group to its members.
· Sense of spirit.
· Willingness to coordinate efforts.
· Highly cohesive- more likely to talk and participate. Influence each other and greater satisfaction.
· Leader behavior
· Firm but not rigid.
· Caring, kindness, warmth, openness.
· Emotional stimulation, expression of feelings.
· Meaning-attribution- proving explanations for members to understand a sitution.
· Executive functions- norms, rules and time procedures.
· Member behavior
· Group task roles.
· Group building and maintenance.
· Individual roles- satisfy a members own needs- helpful to the group.
-Phases of a Group

· Orientation- do I belong here?
· Conflict- control issues.
· Cohesion- establishing unity.
· Working- time, energy, depth in disclosure.
· Termination- closure.
Intercultural Communication

· 5.4 million born outside of Canada.
· 65% Japanese.
· 45% Black.
· 29% Asian.
· Ontario and B.C- largest percentage of immigrants.
Low Context Cultures- Swiss, German, North American

- Information must be provided explicitly.

· Less aware of nonverbal environment and situation.
· Detailed background information.
· Need to know basis.
· Careful directions from someone who knows.
· Knowledge is important.
Hight Context Cultures- African, South European, Arab, Asian

· Much information is drawn from surroundings.
· Non-verbal cues are important.
· Physical context relied upon for information- situations, gestures, mood.
· Extensive information networks.
Cultural Values 

· Masculine- achievement, assertiveness, heroism, material wealth and traditional sex roles- Japan, Australia, Italy.
· Feminine- relationships, caring for less fortunate, overall quality of life- Sweden, Norway, Denmark.
· Certainty- do not like ambiguity, value feeling secure- Greece, Portugal, Belgium.
· Uncertainty- comfortable with ambiguity and less info- Singapore, Jamaica, Great Britain. 
· Centralized- power in hands of smaller numbers of people- Malaysia, Panama, Mexico.
· Decentralized- favor equality and even distribution of power in government organizations- Israel, New Zealand, Norway.
· Individualistic- accomplishment of individual achievement. Autonomy in health care decision making- Canada, U.S, Italy, Sweden.
· Collectivist- group and team. Consensus in health care. More effort addressing others- Ecuador, Venezuela, Columbia.
Barriers to Bridging Gaps

· Assuming superiority. What’s normal to you isn’t normal to everyone else.
· Stereotyping and prejudice. 
· Different communication codes.
· Develop knowledge- seek information, listen and ask questions.
· Tolerate ambiguity and develop motivation.
· Recognize and reduce ethnocentrism and self awareness.
· Be mindful
· unconsciously incompetent- say things based on how you were raised- don’t even notice.
· consciously competent- actively aware that you know what to say.
· consciously incompetent- aware of what you said.
· unconsciously incompetent- so aware that you do it naturally- don’t even have to think of it.
· Don’t attach perceptions to people because of religion or culture- over attribution.
· Perception checking.
· Adjust communication, use different symbols and styles. 
Understanding Culture

· Enculturation- upbringing, school, friends, media, government.
· Prejudice
· Ethnocentrism- evaluating values and beliefs of your culture better.
· Acculturation- persons culture is modified through direct contact with another culture.
- Develop cultural sensitivity, focus on individuals, respect, value.

· Straightforward language- speak slowly and clearly. Observe etiquette.
Effects on Health

· Increase in hospital re-admission.
· Increase in possibility of errors.
· Decrease in patient satisfaction.
· Decrease in understanding of condition.
· Decrease in access to mental health and counseling.
· Decrease in staff satisfaction and effectiveness.
· Increase risk of liability.
· Increase health costs.
· Decrease compliance.
· Decrease informed consent and quality of care.
Traditional vs. Cultural Approach

· Tradition- history, physical and lab tests.
· Cultural- experience, beliefs and values and feelings. Idea of what is wrong and how to treat.
· Daniel Julien
· Self-awareness of others (empathy).
· Conflict- sandwich technique.
· Small group dynamics.
· Gender factors.
· Assertive communication- building rapport and respect. Self confidence.
· Therapeutic communication- rapport and trust with client- comfort in disclosure.
· Non-verbal communication- tone, pitch, tempo, crossed legs and leaning forward, eye contact, touch, time spent with client.
· Verbal- language and types of words being used during transaction.
Conflict and Ethics

· Competition for resources. 
· Personality clashes.
· Culture and political differences.
· Lack of respect, not being valued.
· Sexual Harassment.
· Life demands.
Positive

· Talents and abilities emerge.
· Unity after conflict.
· Initiates thinking.
Negative

· Poor well being.
· Wasted time and energy.
· Emotional.
· Violence.
· Content- logistics of issue. Conflict regarding values and beliefs and goals.
· Relationship- emotion, could change view on issue. Worth, respect, power struggles, control, affiliation, affection.
· Personal- self aware, fully accepted of who you are.
· Interpersonal- conflict with others is harder is you have the same mindset.
· Intragroup- pockets of people within a group.
· Intergroup- 2 groups clash.
Interpersonal

· Disagreement between or among connected individuals.
· Email, social media- harder to communicate- can’t decipher. 
· Need to use more words.
· Assertive sometimes works. Respectful and genuine. 
· Collaboration is holy grail.
· Fully expressive of needs- listening to others.
· Avoiding- doesn’t have to be negative.
· Compromising- middle.
· Identify
· Describe a need
· Open communication
· What can we do to change?
· Understand
· Collaborate
· Follow up
· Competing, avoiding, accommodating, compromising, collaborating.
Manage Conflict

· Passive, non-assertion, withdrawal.
· Fight actively- engaging.
· Force and talk- raising voice and clenching fist.
· Being evaluated- become defensive.
· Open- minded.
· Face detracting- have person feel as if they have not lost their honor.
· Create positive negotiation.
· Allow room for compromise.
· Focus on interests, make final offer.
· Finding solution that both sides can agree on while reaching the goal.
1. Define the conflict
2. Examine possible solution
3. Test
4. Evaluate
5. Accept or reject
Expressing Conflict

· Non-assertion- not overtly participating in sharing thoughts, not letting feelings be known.
· Direct aggression- overbearing, step over to get what you want.
· Passive aggression
· Indirect Aggression
· Assertion- clearly and honestly stating what you think or how you feel without being abusive, abrasive.
· Become more assertive by setting a goal, appear warm and friendly, greet strangers.
· Assertive message
· Behavioral description- non-judgmental.
· Interpretation of others behavior.
· Description of your feelings.
· Description of the consequences (you, person being addressed and others).
· Statement of intentions (stance on issue, requests of other and descriptions of how you plan to act in the future).
Ethics

· Health Care- conflict that requires careful consideration of all possible solutions to identify the one that balances the interests of all involved. 
· Ethics- set of moral principles that serve as guidelines. Education, policies, consultation.
· Autonomy- client makes decisions.
· Self determination.
· Built on trust, respect, sharing and confidentiality.
· Adult, sound mind, written consent.
· Language.
· All risk must be outlined.
· Any alternatives must be discussed.
· Client must sign statement that indicated understanding and acceptance of treatment. 
· Beneficence- professional decides what is best for patient. Benefits must outweigh the risks. 
· Nonmaleficience- to do no harm.
· Justice- resources distributed responsibly. Ethical obligation. 
· Informed consent- how much information is enough? Do patients truly understand pros and cons.
· Information overkill- patients pressured to make decision.
Truth

· Strict paternalism- blatant deception by health care professional for patients best interest. 
· Benevolent deception- health care professional withholds some information of the truth from patient.
· Contractual honesty- discloses as much as patient desires.
· Unmitigated honesty- tells all, even if patient doesn’t want to hear truth.
Therapeutic Communication

· Existential factors- learning from others, life.
· Altruism- when one realizes they can assist another despite their own difficulties. 
· Corrective recapitulation- transference- previous relationship pattern.
· Catharsis- learning to express feelings.
· Universality- unity, hope.
· Health care professional focuses on patients most important concern, perception, expressing of emotions, course of action and management of illness.
· Control- perception individuals have about how they are connected to others. Degree to which they feel able to influence the relationship. 
· Trust- positive, consistent and reliable manner. HCP needs to be competent, sincere and caring. Patient feels valued.
· Confirmation- uncovering meaning of life, how one chooses to respond. Patients desire the feeling of acceptance.
· Empathy- feeling with the client. Patients empowered and positive perceptions of health care experience. Better outcomes.
· Barriers- HCP inexperience, lack of motivation, caring, distractions.
· Patient- lack of openness, fear, rejection, inability to communicate.
· Self-disclosure- enhance more from client if you self-disclose. Culture, gender, more intimate. --communication and relationship effectiveness, physiological health. 
· Dangers-- personal risks, rejection by family or friends, decreased trust.
· Guidelines
· Motivation
· Will it add value?
· Active listening, understanding of feelings.
· When in doubt, silence is better.
· Empathy and objective listening- view others as equal, understanding thoughts and feelings as opposed to reflection. 
· Nonjudgmental and critical listening- open mind, listen for facts, more tentative, don’t be afraid of wrong. 
· Surface and depth listening- most messages have more than one level of meaning, literal and hidden. Aware of this. Content vs relationship (what is being said, why).
Interviewing

· Preparation- planning for the first meeting, self-awareness of strengths and limitations.
· Initiation- first contact, establishing climate. Clarification of interview purpose. Formulating a contract and establishing mutual goals.
· Exploration- clients’ determination of their problems and subsequent management of their feelings. Development and coping skills.
· Termination- plan for closure, summarization of issues and accomplishments. Discussion of termination and how it makes clients feel.
Questions

· Open- intended to facilitate disclosure- time consuming, facilitates discussion, more complex answers.
· Closed- clarification or facts- no explanation of emotions, limits response.
· Silence- encourages client disclosure, allows clinician to collect thoughts- sometimes appropriate and therapeutic.
· Restatement- what (content is being said), without adding personal thoughts/feelings. Active listening and feedback. Confirming and validating.
· Reflection- how (expressed), picking out emotional aspect. Check accuracy and understand patient feelings and concerns. 
· Clarification- broad to more focused- helps determine what issue is most pressing. Better understanding of what client is feeling. May require closed ended questions.
· Interpretation- explanation, new frame of reference or way of looking. Connect meaning to a feeling. Client should have control over accepting or rejecting clinician’s interpretation. * Use same language and ask for feedback.
· Narrative model
· Hear client stories
· Listen for strengths
· Re-story- throw it back, what’s next?
· Action and change 
· Contrast with illness-centered medicine
· 1. Exploring both disease and illness experience
· 2.  Understanding the whole person
· 3. Finding common ground- goals, decisions
· 4. Prevention and health promotion
· 5. Enhancing relationship
· 6. Being realistic
Types of Interviews

· Information gathering
· Appraisal-performance review
· Problem-solving-mediation
· Persuasion-politician
· Job
Structure

- Opening

· Body- asking questions, open and closed. Funnel- start with open then move to closed.
· Conclusion
Job Interview

· Aware of skills and abilities.
· Prepare resume.
· Identification and anticipation of needs.
· Listen, responding, asking appropriate questions.
· Follow up.
Responsibilities 

· Awareness of biases and prejudices.
· Adapting to an interviewee’s behavior.
· Dealing wisely with sensitive content.
· Listening effectively.
· Recording information.
· Asking appropriate questions.
Gender, Aging and Communication

· Sex-based expectations and conditioning from birth.
· Results on development as adults- relationships, careers etc.
· Why vs How- men and women differ in expressions.
· Women tend to disclose more than men.
· Women- more intimate information.
· Equal in negative disclosures.
· Women tend to increase the depth of disclosure as relationship becomes more intimate.
· Listening and Gender
· Talking- men lecture, women listen.
· Women
· people oriented.
· Seek to be liked, express interest and sends more cues than men.
 more nonverbal cues when listening- more eye contact.

· Men
· Interrupt more, time oriented listening style.
· Men- display knowledge and expertise.
Communication and Gender

· Women
· Prefer to use communication for rapport building.
· Want empathy, not solutions.
· Prefer to discuss their problems with another person.
· Indirect strategies, instead of confronting conflict head on.
· Logical reasoning and bargaining than aggression.
· Men 
· Preserve independence and status- knowledge and skill.
- Prefer to solve problems alone but women Men- more direct and less apologetic.

· More intimidating.
· Withdraw if uncomfortable.
- More cooperative with other women than men. 

Ageism

· External ageism- discrimination on age. Assumptions about capacity, ignores persons wishes, treats person as a child.
· Internal- self adopted- cannot do that at my age. Biggest barriers.
· Aging populations
· Develop and foster new attitudes.
· Materials and services- sensitive to needs.
· Keep up with evolution of population.
· Communication Approach
· Reflects and shapes understanding of aging
- Activation model- stimulation and sensation seeking. Messages with high value.

- Extended parallel process model- fear and scare tactic. Severity.

· Fisher’s narrative theory- storytelling, history, culture, truthfulness.

