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Objectives 

 To explore the fundamental concepts of 

interprofessional communications 

 To identify the common failures of 

interprofessional communication 

 To provide strategies for messaging 

information between professions in the 

context of patient care  
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Disclosure 

 Project lead for EPICC – Emergency 

Practice, Interventions and Care – 

Canada program 
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Who Am I? 
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Communication 

 the imparting or exchanging of 

information or news 

 Sender and Receiver 
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Where are you? 
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Where are you? 

Formal 

Informal 
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Where are you? 

Formal 

Informal 

Passive Dominant 
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Where are you? 

Formal 

Informal 

Passive Dominant 

Promoter Supporter 

Controller Analyst 
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Questions 

 When I am communicating with you it is important that you… 

 When you are communicating with me it is important that 

you… 
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The Four Types 

 Controller – Control (of self) 

 Promoter – Energy and Creativity 

 Supporter – Relationships 

 Analyst – Organization  
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Communication Failure 

 Content 

 Purpose 

 Audience 

 Occasion 

Lingard L, Espin S, Whyte S, et al. Communication failures in the operating room: an observational classification of recurrent 

types and effects, BMJ Quality & Safety 2004;13:330-334. 
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Solution: Understanding Styles 

 Storytelling to a Controller? 

 Directing a Supporter? 

 Boring a Promoter? 

 Rushing an Analyst? 

 Can you verbalize how you like to be 

communicated with? 
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Solution: Crew Resource Management 

 Design of systems to absorb errors through redundancy, standardization, and 

checklists 

 Movement from placing blame to designing safe processes and procedures 

 Assurance of full immunity while implementing a nonpunitive approach  

 Debriefing of all events, including near misses, that have learning potential. 

Focus on the severity of the potential risk rather than on the severity of the 

event's final outcome is more conducive to establishing effective prevention 

programs.  

 Institutionalization of a permanent program for risk identification, analysis, and 

dissemination of the lessons learned throughout the professional community  

Cooper, G.E., White, M.D., & Lauber, J.K. (Eds.) 1980. "Resource management on the flightdeck," Proceedings of a NASA/Industry Workshop (NASA CP-2120) 
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Solution: Improved Messaging 

SMEAC 

 Situation 

 Mission 

 Execution 

 Administration/Logistics 

 Communication/Command 

STICC 

 Situation 

 Task 

 Intent 

 Concern 

 Calibrate 
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Solution: Improved Messaging 

 TeamStepps® 

 SBAR 

 Call-Out 

 Check-Back 

 Handoff 

 

About TeamSTEPPS®. Content last reviewed April 2017. Agency for Healthcare Research and Quality, Rockville, MD. http://www.ahrq.gov/teamstepps/about-teamstepps/index.html 
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Solution: Debriefing and Learning 

 Focus is on system and solutions not on 

individual performance 



z 



z 

When Things Are Going Wrong… 

 “CUS” Approach 

 I am CONCERNED 

 I am UNCOMFORTABLE 

 This is a SAFETY issue 

 Pre-Arranged Team Approach 

 Alert 

 Alert & Recommend 

 Abort 
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What is your experience? 

 We’ve all got bad stories – let’s talk 

about what works! 


