
COMMUNICATION
A core competency for interprofessional collaborative practice

Presenter
Presentation Notes
This presentation addresses provider to provider communication and provider to patient communication.



Learning 
Objectives

By the end of this module, participants will be able 
to:Goals:

collaborative, respectful, and responsive 
communication with other health professionals.Demonstrate

health care communication protocols and 
techniques appropriately to clinical scenarios.Apply

the principles of providing and receiving high quality 
peer feedback.Demonstrate

methods to discuss differences in belief systems and 
negotiate a difficult conversation.Identify

when communication is at risk of breaking down 
and manage the impact on people.Identify



Content Outline
2 Case Studies:
• MEE’S STORY:  A family decides to decline some aspects of care in the 

hospital for cultural reasons
• GEETA’S STORY:  An experience of planned home birth requiring hospital 

transfer

• Using Best Practice Guidelines, each story prompts the learner to examine 
the impact of interprofessional communication during tense clinical 
encounters

• The learner will practice applying communication skills to use with families 
and interprofessional teams.  



Mee’s Story

• 19 yo married to Alang, 
G2P0010 

• Hmong, Vegetarian, 
Buddhist, fluent in English

• Seeing CNMs for perinatal 
care, plans a hospital birth in 
Sacramento, CA

Presenter
Presentation Notes
Mee is a 19-year-old Hmong living in Sacramento, California. She practices Buddhism and has a vegetarian diet. She is proficient in English.
She has been married to 28-year-old Alang for 2 years. Alang and Mee have a very strong and loving partnership. Alang and Mee will make any care decisions together as a couple. They are both very connected to the Hmong culture and their community. Elders in her Hmong community are a daily presence and source of support and advice.
This is a first baby for both Mee and Alang. This is Mee’s second pregnancy. Her first pregnancy ended in spontaneous miscarriage at 10 weeks gestation one year ago. There were no complications. Mee has accessed the care of nurse-midwives and is planning a hospital birth at the Level II hospital maternity unit in Sacramento.  
�



Mee’s
Story 
(cont.)

Antenatal:
• Healthy pregnancy, nausea & vomiting in first 

trimester
• No significant PMH or PSH
• Has taken iron, and also Hmong foods and teas 

to manage common discomforts
Care team:  
• CNM Serena:  provided 45 minute antenatal 

visits and knows Mee and Alang well
• RN Karen:  experienced RN, will meet Mee and 

Alang for the first time in labor
• Pediatrician Monica:  relatively new to the 

hospital, will evaluate the newborn

Presenter
Presentation Notes
Antenatal
�Birth Logistics
Mee has chosen to have a hospital birth in Sacramento. She lives a 5-minute drive away from the hospital. She and Alang own a vehicle. The unit is busy today with many different professionals working together.
Mee’s Antenatal history
Mee experienced severe nausea and vomiting in the first trimester. She relied on foods and teas familiar to her and others of the Hmong culture to ease her discomfort. The nausea eventually subsided. She proceeded to have an otherwise very healthy, physiologic pregnancy. She has no known allergies. Mee takes daily iron supplements due to her vegetarian diet. She has no notable medical history and no previous surgeries.
Health Care Professionals
Midwife: Serena is a certified nurse-midwife and lives in the community where she runs a midwifery practice. She has known Mee and Alang throughout the duration of Mee’s pregnancy. She met with them for regular 45 minute prenatal appointments throughout the pregnancy.
Nurse: Karen is an experienced registered nurse working in the maternity unit at the hospital. She meets Mee and Alang for the first time on shift today.
Pediatrician: Monica is a pediatrician who is relatively new to working in this hospital. In relation to this birth, Monica's role is to provide consultation while the baby is in the hospital.
�



Mee’s
Story 
(cont.)

Labor and Birth:
• 0400 SROM at home, 0700 onset of contractions
• 1330 Mee & Alang arrive at the hospital, met by Karen 

and Serena.  Admission temperature 38.2C; Karen uses 
the SBAR Communication Tool to notify Serena

• Admission exam, Serena notes normal FHR, cervix 7cm 
dilated

• Serena, Karen, Mee, and Alang discuss IV hydration to 
address her fever.  Hmong culture includes preference to 
avoid invasive procedures in the circulatory system.

• Before further discussion, Mee has strong urge to push.  
After  20 minute 2nd stage, she births her vigorous 3080 
gram son, with a 1st degree laceration.  Mee & Alang are 
overjoyed.

Presenter
Presentation Notes
Labor and Birth
Timeline
04:00  Thursday morning in July. Mee is 39 weeks gestational age. Mee’s membranes rupture and the baby continues to move normally. 
07:00 Mee begins to experience contractions that start gently and slowly. 
13:00 Mee’s contractions have established a pattern and are long, strong and close together. Mee is needing to focus intently on her breathing during each contraction. Alang calls Midwife Serena to ask for an evaluation of Mee’s labor and Serena agrees to meet them at the hospital. 
13:30 At the hospital, Serena arrives before Mee and Alang. She is greeted by Karen, the nurse, who she will be working with for Mee’s birth. Serena gives report to Karen to provide her with the necessary information about Mee.
When Mee arrives, Karen introduces herself and notices that Mee’s forehead is sweaty and her face is red. She takes her temperature and discovers that Mee has a temperature of 38.2  Celsius. Karen considers the possible causes of an elevated maternal temperature in the intrapartum period:
normal physical activity during labor
infection
dehydration
overheated room/environment
Karen notifies Serena about the fever using the SBAR (Situation, Background, Assessment, Recommendation) Communication Tool. 
Serena assesses Mee. Serena listens to the fetal heart rate and finds it to be normal. Mee’s contractions are one minute long, occurring every 3 minutes. Serena examines Mee’s cervix  and finds it to be 7 cm dilated. Mee is in active labor and Mee and Serena agree it is a good idea to be admitted to the hospital at this time. 
Together, Mee, Alang, Serena, and Karen have a discussion about the pros and cons of IV hydration to resolve the fever. Mee is concerned because she prefers to avoid invasive procedures into the circulatory system; many people in the Hmong culture share this preference.
Just as Karen and Serena are discussing management of the fever and their next steps, Mee begins moaning and expressing the need to push. Serena and Karen quickly become occupied with preparing for a possible imminent birth as Mee begins to spontaneously push very actively with each contraction. Within 20 minutes of active pushing, Mee births a 3080 gram vigorous male infant. Mee experiences a small first-degree tear. She and Alang are overjoyed. The baby is crying and placed skin-to-skin on Mee’s breast.
��



During labor, Karen, the nurse, uses SBAR 
to notify Serena, the midwife, about Mee's
fever.

In an SBAR, under which ‘letter’ would you 
report the temperature?

Situation
Background
Assessment
Recommendation

Mee has an intrapartum fever. If you were to 
conduct an SBAR, under which letter would you 
convey the diagnosis?

Situation
Background
Assessment
Recommendation

Presenter
Presentation Notes
SBAR is a mnemonic that stands for Situation, Background, Assessment, Recommendation. It is a structured communication technique used to convey clinical information to others regarding a clinical situation. It is usually used during consultation with other team members, such as when care is required that is outside the professional scope or comfort level of the person requesting the consultation. It allows the communicator to organize their thoughts in a short and structured way and the listener to anticipate and understand exactly what is being asked of them.
“Close the loop” is a metaphorical term for a strategy that is used to report back on an outcome. It provides people with feedback on their contributions to decision making on their earlier discussion about clinical care. A culture of open dialogue and conversation is sustained by prioritizing these simple courtesies.
�



Mee’s
Story 
(cont.)

Postpartum and newborn care:
• Placenta delivery uncomplicated, both Karen and Serena notice 

a foul odor.
• Mee swaddles her baby tightly; neonate temp is slightly high at 

37.6C.  Mee’s fever has resolved.  Serena helps unwrap the 
baby and encourages skin-to-skin for neonate thermoregulation.  
Mee seems disinterested.  After confirming that the timing is 
good, Serena and Karen debrief the birth with Mee and Alang.

• After Serena has left the room to debrief the team on the client 
feedback, Karen tells her that Mee has swaddled the baby again, 
and thinks that Alang has increased the room temp, as it is now 
“stifling hot.”  Mee and Alang also wish to go home.

• Serena re-enters the room and finds it as Karen observed.  She 
talks with Mee and Alang about the risks of under or overheating 
a newborn.  Alang turns down the thermostat.

Presenter
Presentation Notes
Postpartum and Newborn Care
�Postpartum Course
Twenty-five minutes after the birth of her son, Mee pushes out a complete placenta. Serena and Karen instantly notice that while the placenta appears normal, it is emitting a foul odor. Mee has swaddled the baby tightly in blankets and is holding it close to her. Serena takes a set of vital signs from the baby and finds the temperature to be slightly elevated at 37.6 Celsius. Karen notes the temperature and immediately takes Mee’s temperature; her fever has resolved. Serena helps to unswaddle the baby and explains that skin-to-skin is the best way to thermoregulate a baby. Mee nods in agreement but looks disinterested. Serena makes a mental note to re-check the baby’s temperature in 15 minutes.
Conversations After Birth
Serena and Karen move briefly to the hall outside of Mee's room and they agree that the timing is right for a birth debrief with Mee and Alang. After Serena, Karen, and the parents have the birth debrief, Serena decides to head over to the nursing station to provide feedback to the staff on shift about the family's overall satisfaction with their care. She has a lot of paperwork to catch up on, so she sits down to do her charting. Serena is nearly finished with her documentation when Karen approaches her. “I wanted to let you know, Mee has swaddled her baby tightly again and when I stepped out briefly, I think Alang must have turned up the thermostat - the room is stifling hot.  Mee is also expressing a strong desire to go home now,” Karen adds. Serena nods. “Thanks for the update Karen. I’ll go back to check in on them now.”
Postpartum and Newborn Care
Serena re-enters the room and finds it to be very warm. Alang says Mee wanted the thermostat raised. Serena notices that, as Karen described, Mee has swaddled the baby tightly in many layers of blankets. Mee herself is covered in many blankets. Serena sits down to begin a conversation with the parents. She reviews with Mee and Alang the basics of newborn thermoregulation, the risks of over- or under-heating a newborn, and the benefits of skin-to-skin contact. She encourages Mee to unswaddle the baby and place him on her chest. Alang turns down the thermostat.
�



Debriefs

After the birth, Serena and 
Karen meet with Mee and 
Alang to complete a birth 
debrief.

Open-ended questions are best for 
eliciting patient-centered feedback.  
Examples:
• How are you feeling about the birth? What 

is most important when you think about 
how you will tell your birth story?

• Do you have any questions about the labor 
or birth?

• What were the high and low points of your 
labor and birth?

• What made you feel proud and happy or 
disappointed and concerned?

• What gave you a sense of being well cared 
for?

• What recommendations do you have for 
me or the staff? Shall we review the notes 
together to help us remember your birth 
story?

Presenter
Presentation Notes
Debriefs are a concise exchange of information after a clinical event to discuss team process. Critical Incident Debriefing was developed to reduce trauma following disturbing incidents. Growing evidence supports Debriefs after every birth, regardless of outcome. When debriefs are used for feedback and learning, team functioning and client satisfaction are improved. 




Debriefs (cont.)

After Serena, Karen, and the parents have the birth debrief, Serena heads over to the 
nursing station to provide feedback to the staff.

In a team debrief, members describe their impressions of people’s actions and how they affected 
the team’s functioning.  Team debriefs allow processing of events in a safe space.  Examples:

• How do we feel about our overall care?
• What did we do well?
• What could we have done better to:  improve outcomes?  meet patient needs and preferences? 

facilitate each other’s roles?
• What are priority areas for ongoing care of this family and who will provide each aspect of the 

care plan?



Debriefs (cont.)

The DEAR Strategy helps when 
performing debriefs:
• Describe what was seen or heard
• Explain the impact on you or the 

team
• Ask for their perspective
• Request what could be done 

differently in the future

Feedback is most effective when given in 
a timely manner, offered with specificity, 
and aimed at observable performance.  
Feedback should be provided about six 
criteria for maternity care:

• Safety
• Effectiveness
• Timeliness
• Efficiency
• Equitable distribution of workload
• Adherence to person-centered or family-

centered care



A word 
about 
feedback…

Facilitate a culture of dialogue by establishing a 
trusting relationship with the people you give 
and receive feedback with regularly. Not 
everyone feels comfortable giving feedback and 
others are not able to receive it.
View feedback as a conversation, rather than a 
lecture, by sharing input and reasoning. Some 
practical suggestions regarding feedback are:
• Focus on performance and process
• Be specific and clear
• Provide detailed feedback, but in 

manageable units

Presenter
Presentation Notes
Avoid normative comparisons, which means to compare against the assumed normal or correct way to do things. 
Avoid threats to self-esteem by focusing on the performance rather than the person, and by not singling one person out. 
Do not interrupt the person with feedback if the person is actively engaged in problem-solving. 
Avoid excessive use of praise during feedback, but strive for balance between positive and negative. People tend to internalize positive reinforcement over things perceived to be negative. 
Feedback is best when incorporated into an overall culture of dialogue for learning and improvement. Practicing feedback and following up on  actions that are taken in response to the feedback are equally important. Devise a way to demonstrate that feedback is working.





What is Your Approach to Feedback?

What is the most important aspect 
of feedback for you?
• Given in a timely manner
• Given with specific examples
• Given in manageable units
• Given informally
• Other??

When might you dismiss or 
distrust feedback?
• No examples
• Unreliable source
• First time hearing it
• Other??



Mee’s
Story 
(cont.)

Postpartum and Newborn Care (cont.)
Serena, Mee, and Alang continue their conversation including:

• Mee and Alang share that in Hmong culture, using heaters 
and blankets to maintain a warm environment is very 
important to prevent illness.

• Serena wants to send the placenta to pathology:  After 
explaining her concerns about infection and Mee’s fever, 
Mee and Alang tell Serena they prefer to keep their placenta 
in order to complete an important Hmong ritual of placental 
burial.

• Mee and Alang state again their desire to go home.  The 
newborn is breastfeeding and has a normal temp of 37.3C.  
Serena acknowledges the request, has not given a 
response yet.

Presenter
Presentation Notes
Mee speaks. “Thank you for the information, Serena, I appreciate it. You must also know that in Hmong culture, women and babies must always be kept warm after the birth. If our heads become cold, we will suffer migraines; a cold body will cause bodily aches. After birth we use heaters, and blankets. In the olden days, we slept next to our fires. These are my beliefs; Hmong beliefs…”
"I am also concerned about the placenta." Serena says. "It had a strange odor to it that may be of concern. It may be related to your fever. It would be helpful to send your placenta to the pathology lab in the hospital; this may offer us more answers. Do you have any questions or concerns about this?"
"I will keep my afterbirth with me." Mee states. "In Hmong culture," Alang begins, "a family must bury its child's afterbirth in the soil on their property to ensure that the child can be reunited with its ancestors in the afterlife." Mee nods. "This is a very important tradition in our culture. I want to take my placenta home with me."
Mee and Alang have established their values and beliefs. Serena believes that her concerns for the baby have been understood. She re-checks the baby’s temperature. Since being skin-to-skin, his temperature has come down to 37.3 Celsius. Alang nods when he sees the lowered temperature. “It is time for us to return home. We are forever grateful for your assistance. We wish to bring him home to begin our journey as a family. Mee feels fine and has latched the baby to the breast successfully. Look!” Alang points. “He is feeding so well.” Mee nods and smiles. “I am feeling ready to go home. I want to go home.”
Serena acknowledges Alang and Mee’s request but does not yet give them a response. She knows she needs to consider this request carefully in light of the clinical history and availability of specialized care should the clinical picture change. 
�



Mee’s
Story 
(cont.)

Interprofessional Collaboration and Conclusion
• Serena sees Monica, the pediatrician, as she leaves Mee’s

room, and asks her opinion on the early discharge request.
• After hearing the history and the family’s preferences, Monica 

notes that in-patient observation of the newborn would be 
ideal.

• Given Mee and Alang’s preferences, Monica and Serena 
discuss the importance of ensuring that the family understand 
when to page Serena for a home assessment of the newborn, 
when to come to the hospital, how to thermoregulate the 
newborn, and how to monitor for signs of illness.  

• Monica and Serena agree that ultimately the family has the 
right to decide about discharge, and that a conversation with 
the parents about risks and benefits of early discharge should 
be continued and documented.

Presenter
Presentation Notes
Serena steps outside of the room to get a glass of water from the nursing station and notices Monica, a pediatrician, standing nearby doing paperwork. Serena has worked with Monica on a few occasions since Monica started practice in the community one year ago. Serena thinks to herself: “It certainly never hurts to have a second opinion.” Monica specializes in the care of at-risk infants and children and would be the provider involved in the care of Mee’s baby if he developed a complication later today. Serena wants to both seek a second opinion and keep her colleague informed in anticipation of any need for consultation or collaborative management. She approaches Monica to have a discussion. "Monica, nice to see you again. When you have a moment, I’d appreciate it if I could discuss my client with you .” Monica smiles back: “It would be my pleasure, Serena. I’m available in a few moments once I’m done with this charting.” Serena nods in acknowledgement. 
Serena provides details of Mee’s labor and birth and immediate postpartum, including Mee's vital signs during labor and the odor of the placenta noted on delivery. She describes the progress of the baby’s temperature since being born. She explains how the temperature was initially febrile, but is now normal. She also mentions that Mee has expressed a strong desire to be discharged immediately and does not wish to send the placenta to pathology. Serena explains that she has not had the chance to do another temperature assessment on the baby to see if the temperature is indeed stabilized. She tells Monica,"In light of the decreasing temperature in the baby, and because the family wishes to go home now, I am planning to discharge this family. I will give them clear instructions about signs and symptoms of infection. They have experienced elders in the community staying with them and I will see them tomorrow at home. I am interested in your ideas about the plan for discharge and if you have any recommendations?”
Monica responds that because of the history, a period of inpatient observation would be ideal. Monica and Serena weigh the risks and benefits of both options. They discuss their impression of the family’s understanding of when to page Serena to come and assess the baby in their home and if they understand when to return to the hospital for a pediatric assessment. The 
family will need to know ways to thermoregulate a newborn at home and how and when to monitor for signs and symptoms of newborn illness. 
Monica and Serena nod in agreement that, ultimately, it is the family's right to make this decision and that a conversation with the parents about the risks and benefits of early discharge should be continued and the conversation documented.
“Come find me later if you need to follow up regarding this. I’m on shift for the next 6 hours, Monica says.” The next day, Serena phones Monica to provide an update and to close the loop. Serena informs Monica that the baby is doing well. The two providers thank one another for their contributions to clinical decision making.
��



Document:  
A key element for person-centered decision making (PCDM)

Document the discussion and plan of care that results from interprofessional 
person-centered decision making.  This is done to communicate across 
disciplines and to provide protection from legal challenge.  Providers should 
document that choices were offered and reliable information was provided 
about the options. Documentation of a PCDM conversation should include:
• The decision
• The agreed upon course of action
• The ongoing roles and responsibilities of each party
• The risk-sharing agreement between the providers



Other PDCM Key Elements:

Establish values, beliefs, and 
preferences of the decision-
makers
• Pay attention to language –

judgment may inhibit the 
conversation

• Avoid language that 
disempowers choice

https://www.youtube.com/watc
h?v=A7yuigFtFiQ
• In the video, identify places 

where the couple describe 
their values and preferences 
for their birth experience

Presenter
Presentation Notes
A key element in the shared decision making  process is to establish the decision makers and then identify and discuss their values and beliefs. Ask explicitly about their beliefs and values that may impact the decision since these need to be clarified up front prior to making a decision.
By establishing values, beliefs, and preferences, you learn the things that are most important to people. You determine what may affect their decisions, their method of making decisions, or even who will be making the decision. What is important to one person differs from the next and there are no right or wrong decisions. Often, a person’s preferences, values, and beliefs will guide the decision making and perhaps even be at odds with the evidence.
Personal value and belief words to listen for when in conversation:
Good, bad
Important, crucial, meaningful
Never, Always
Matters most
Tolerate
Comfortable with
Believe
Priority
Put up with
Happy with
Prefer
Wish for
�Sometimes, a person may be uncertain about their values and beliefs or may explain them in an unclear manner. To help clarify what matters most to them, describe the experience of others based on the various options, then ask them to describe the negative or positive aspects that stand out from each of the options presented.
Pay attention to the language you use when you are establishing values and beliefs. If judgment is attached to the language you use, this may inhibit the conversation and affect which values and beliefs are shared. Language impacts how the choice is framed. For example “usually people opt for” and “normally” creates a sense that any other choice from the norm would be wrong or abnormal. Phrases that disempower choice are “we won’t give you” and “the nurse will let you know when you should….” Choices are more implicit in phrases like “everyone is offered this test” or “If you would like to have this procedure, then you can ask the clinic secretary to book it for you.” Simple awareness of the language you use is helpful for person-centered decision making.
�

https://www.youtube.com/watch?v=A7yuigFtFiQ


Shared 
Decision 
Making:
Another key 
PCDM technique



Geeta’s story

• 24 yo G1P0, 41wks EGA
• East Indian, Hindu, Vegetarian, speaks 

English at an advanced-beginner level
• Husband is overseas; lives with her parents 

and 5 yo niece
• Plans a homebirth with CNMs; her mother 

and a doula will accompany her

Presenter
Presentation Notes
Geeta is a 24-year-old of Indian descent. This is her first pregnancy. Her estimated date of delivery for this pregnancy is April 19th. She is 41 weeks gestational age by her last menstrual period and her pregnancy has been uncomplicated. She does not want to know the sex of the baby. She has no known allergies and takes no medications except for prenatal vitamins. She is a vegetarian and practicing Hindu. She speaks English is at an advanced beginner’s level. She believes that pregnancy and birth are normal physiologic events and she places great trust in her body.
She has sought out nurse-midwives to support her in this pregnancy and birth. Geeta’s husband is stationed overseas in the military, but she has  good support from her parents, Parvati and Deepinder. They also care for her 5-year-old niece, and all of them share a two-story home. Geeta is planning a home birth. Her birth wishes are to maintain a very quiet labor environment and to avoid medications for pain relief. A doula and her mother will accompany her during her labor  and birth.
�



Antenatal:
• Uncomplicated pregnancy, NKDA, no medications.  Lives a 15-

minute drive from a Level 3 hospital in California. 
• Care team:

• Doula Jillian
• CNMs Carol and Sasha

Geeta’s Story (cont.)



Labor and Birth:
• 0600:  Onset of labor with regular contractions
• 1200:  CNM Carol arrives, assesses that all is going well, calls the hospital 

birthing unit, gives RN Eleanor report of planned home birth, records are 
sent in case of transfer.

• 1400:  Urge to push – cervical exam is about 9 cms.  CNM Sasha is called.
• Over several hours, contractions become less strong and frequent, cervical 

exam is unchanged.  Maternal VS and FHR are stable.  Team uses 
position change, hydration, and acupuncture.  Geeta is becoming 
exhausted and her mother is worried.

• Carol suspects labor dystocia.  Using key communication skills, she 
begins conversation with Geeta about home vs. hospital birth in this 
situation.

Geeta’s Story (cont.)

Presenter
Presentation Notes
Geeta’s labor begins when she is 41 weeks + 3 days gestation. She has been laboring well at home with her mother and doula. Her contractions began at 0600. Carol arrives at noon and assesses everything to be going well. Carol calls the birthing unit to notify the charge nurse, Eleanor, that she is providing care to Geeta for a planned home birth. Carol sends Geeta’s antenatal records to Eleanor so that the medical staff is prepared if a transfer occurs. Having records in place at the local maternity hospital ensures swift and efficient communication among the team if they transfer.
Around 2:00pm, Geeta begins to make grunting sounds and says, “I feel like I need to push”. Carol does a vaginal exam and feels a small amount of cervix left, so she calls the second midwife, Sasha, to request her attendance. By the time Sasha arrives Geeta’s contractions become less frequent and milder. A vaginal exam shows a similar finding as the previous exam. Her vital signs have been stable throughout and the baby’s heart rate has been normal.
Over the next few hours, Carol, along with the help of Jillian, supports Geeta through some techniques to facilitate rotation of the baby and to increase the frequency and strength of contractions. They recommend position changes, emptying her bladder frequently, and encouraging Geeta to hydrate and eat. Sasha calls a licensed acupuncturist colleague, who offers acupuncture treatments. They also attempt to manually reduce the cervical lip. Unfortunately, none of these techniques seem to be effective. There has been a little rotation of the baby, but the baby is no lower in the pelvis, and the cervix has not changed. Geeta is exhausted and her mother Parvati seems concerned.
Carol believes that Geeta is experiencing labor dystocia or prolonged active phase of labor . Carol considers the options for care, the changing clinical situation, and how they may affect birth site selection. Carol begins a conversation with Geeta and discusses her concerns and the potential benefits and risks of home versus hospital birth in this situation.  During their decision making process some key communication skills are used.
�



Geeta’s Story (cont.)

• “After the onset of labor, "about 1 in 10 women planning a home birth 
will experience transfer to a hospital.”

• “The majority of maternal and newborn transfers are non-urgent and 
the most common reason cited for transfer is failure to progress 
among primiparous woman (78%)".  

(Coulter & Collins, 2011)



Geeta’s Story (cont.)
Home Birth Transfer
• Geeta decides to transfer to the hospital; her mother and doula 

remain with her. RN Aleya is assigned to Geeta on arrival; RN 
Eleanor is in charge; MD Elizabeth is OB on call. Transfer was hard 
and uncomfortable.  Carol is driving to hospital, prepares how she 
will give report to the hospital team.

• A smooth transfer includes a verbal report with information on the 
course of care prior to admission.  This can help the receiving staff 
provide continuity and culturally appropriate care. Records should 
be shared and pertinent information summarized. Clear 
communication between client, primary provider, and consultant 
providers are key to effective teamwork.

Presenter
Presentation Notes
Geeta transfers into the hospital and is received by the hospital team. Geeta is settling into her room and her mother and her doula have accompanied her. She is struggling with the contractions and is quite exhausted. The transport was uncomfortable for her. Aleya is the assigned nurse for the room. She is very supportive and empathetic. She asks Geeta what she needs and goes to get her a cup of cold water.  Eleanor is the charge nurse on the floor and she is waiting to see what she can do. Elizabeth is the obstetrician on call. Geeta has never met any of these providers.
Sasha (the second midwife) stays at Geeta’s home to pack up the home birth supplies and make the home ready for the family's eventual return. Carol (the primary midwife) travelled separately in her own car and had a few moments in the car ride to gather her thoughts about the situation. She has prepared what she will say when she arrives at the hospital’s maternity unit.
There are common reasons a person may benefit from the additional equipment or personnel available in the hospital. Evidence-based site selection involves an ongoing review of both health and logistical factors and guides decision making about when to consider and initiate a transfer into the hospital.
To facilitate a smooth transfer, the provider pays attention to the physical and mental state of the laboring person. Some questions to consider are: Is it safe to move this person in this moment? What is the emotional and psychological state of the family? How can your anticipatory guidance facilitate their transition? The client’s own priorities for labor and birth care will still need to be acknowledged in the new location even if they may be affected by the clinical reason for transfer.
In order to conduct a smooth transfer, providers need to prepare for an exchange of information. Upon arrival, a verbal handover that includes information on the course of care prior to admission can help the receiving staff provide continuity and culturally appropriate, respectful care. Records should be shared and pertinent information summarized. Clear communication between client, primary provider, and consultant providers are key to effective teamwork. The coordination of care is improved when each person has an understanding of the roles of other providers, and anticipatory conversations can reduce interprofessional conflict and tension.
�
�



Procedures for Home Birth Transfers
Transfer plans 
can improve 
outcomes and 
experiences for 
everyone.

Transfer plans are 
in place before 
labor to ensure 
smooth and safe 
transitions across 
levels of care. 

1. Indication for transfer occurs
2. Person/family agree to transfer
3. Decision made on mode of transport
4. Home birth provider calls hospital to notify of transfer, reasons, 

and timing
5. Homebirth provider preps for transfer while continuing to monitor 

client/fetus
6. Homebirth provider verbally lets client know what to expect from 

transfer and at the hospital
7. Homebirth provider gathers supplies and medical records
8. If EMS has been called, provider greets them and gives report.  

Responsibilities are reassigned to transferring team.
9. At the hospital, homebirth provider gives report to the hospital 

team
10. Providers document reason for transfer, arrival time, plan, and 

each person involved.

Presenter
Presentation Notes
Procedures for home birth transfers (more detail):
An intrapartum, postpartum, or neonatal indication for transfer arises and triggers an informed decision making conversation about risks and benefits of moving into hospital.
Person and family agree to transfer.
Decision made regarding method of transport. Either a personal vehicle or Emergency Medical Services (EMS). The mode of transport may depend on reason for transfer, such as urgency, proximity to hospital, stage of labour/birth, need for continuous care enroute, costs for and availability of transport vehicle, weather conditions, family's ability/desire to operate vehicle, etc.
Primary Provider at home calls hospital staff to notify them of reasons for transfer and timing of incoming transfer. This may or may not also include a phone consultation with a consultant.
Assist with preparing for transfer while continuing to monitor the client and the baby. Preparations may include gathering supplies for staying overnight in hospital, for admission to hospital, or arrange for at home sibling care.
Verbally prepare family with information about what will happen when a transport team arrives, and enroute to the hospital. Outline procedures to expect upon arrival at the hospital.
If the Primary Provider is travelling with the client for transport, gather an Emergency Birth Kit and copy of medical records. The kit will include items not available in EMS vehicle.
When EMS arrives Primary Provider identifies themselves and the client, and briefs the team on the situation.
Redistribute responsibilities between all health care providers in the home, as necessary. While in ambulance, ensure ongoing assessment and care to the client and baby.
If the Primary Provider is transfering to the hospital in parallel vehicle to the client, collect all supplies necessary for care in hospital. For example blood samples, placenta and documentation.
 Upon arrival at hospital, Primary Provider must brief all multi-disciplinary team members, including charge nurse, labor nurse, Obstetrician, Anesthetist, and/or Pediatrician.
 Admit the person directly to hospital room and consult, or transfer to primary care consultant as appropriate.
Document the reasons for transfer, arrival time, plan for ongoing care, and roles of each person involved in care. Ensure the client and family is clear about people's roles and involvement in care.
��



Communication Techniques

Verbal 
Communication 

Effective 
communication 

involves both 
general and 

active listening 
skills to facilitate 

two-way 
communication, 

and then use 
verbal skills. 

Use 
understandable 
words.  Goal: To 
converse at an 

appropriate level 
for the person’s 
age, language 
fluency, and 

educational level.

Consider the 
appropriate 
tone for the 
situation to 

reduce 
anxiety and 

facilitate  
comfort.

Presenter
Presentation Notes
Before and after the home birth transfer, Carol used some key communication techniques with Geeta and members of the team.
�




Communication Techniques (cont.)

Paraphrasing Reflecting Open 
questioning

Summarizing Acknowledging Framing and 
reframing

Presenter
Presentation Notes
Paraphrasing is used to show that you are attentively listening and to confirm your understanding. Here’s how it is done: Restate the basic ideas and facts but in your own words.
To confirm, you were never told that we would go by ambulance to the hospital if we needed to transfer in?
Reflecting is done to show someone that you are hearing what emotions they are describing to you or how they feel. This can be used to demonstrate empathy. Here’s how it’s done: State what the person is telling you about how they feel.
It sounds as though you’re feeling sad right now. I heard you say that you were disappointed when we discussed moving into the hospital.
Open questioning is used to get more information from the person. It helps to clarify the person’s point and avoid making assumptions that may occur when you fill in the blanks with what you think the person means to say. This can be used to encourage someone to continue speaking. Here is how it’s done: Use what, where, when, how, and who questions. These questions cannot be answered with a simple ‘yes’ or ‘no’ and require the person to explain themselves to the listener. Use ‘why’ questions cautiously, as ‘why’ can sound accusatory and blaming.
What preparations did you make to facilitate the transfer to hospital?
Summarizing is used to pull out the important parts of information you hear. A summary is used to establish a shared foundation, decision, or direction. Here’s how it’s done: Restate all the central ideas.
So, what I understand is the most important issue for you with respect to the move into the hospital is that your partner and baby are not separated from you at birth.
Acknowledging is used to demonstrate understanding of the other person’s values, perspectives, and actions. Acknowledging does not mean that you agree, but that you heard the person. Be careful that your acknowledgement is not understood as an agreement. Here’s how it’s done: Identify what the other person is saying or doing.
Very frustrating – we need to address your concerns with the team in our debrief.
Framing and reframing is used to communicate your message to a listener. Often framing is done in a way that makes your listener more open to hearing your message. Reframing is done when the message you are trying to deliver is not being heard, understood, or acknowledged. It allows you to broaden or alter your way of explaining something. Here’s how it’s done: Present a neutral, non-judgmental message and point to common ground among you. Stay away from differences.
The team works best together when we share clinical information. I would like to take a few minutes to ‘huddle’ about this case.
�
�



Communication Techniques (cont.)

Nonverbal Communication:
There are two communication 
techniques that are expressed 
through non-verbal cues:  what 
we convey when sending a 
message, and what we portray 
when receiving a message.

• Maintain an open posture
• Match eye contact (or not)
• Match pacing while speaking
• Become comfortable with 

silence

Presenter
Presentation Notes
Receptive awareness is being aware of and responsive to your body language and feelings you may non-verbally express  when you are listening to someone. Taking time to think about what you will say, before you say it, will help you to adapt your communication to the individual person according to culture, age, and ability. In order to hear, understand, and discuss an opinion, idea, or value that might be different from your own and to maintain respect for the person’s right to decide for themselves, you will need to develop additional skills.  
Respectful communication is facilitated by a non-judgmental, curious attitude. When a provider starts with curiosity and openness to a variety of perspectives, the person receiving care is more likely to share and discuss their priorities and context for health care choices.

Consider the following reflection discussion (or can be used at end of slide deck):
1. When clinical care of a client is transferred to another provider, or transferred to another facility, what factors might affect the person's experience of care, or the person's reactions to receiving care?
2. What can you do to improve this experience?
 

�



Putting it All Together:  Healthcare 
Communication Processes 
Interprofessional Communication
Communication was key in ensuring that Geeta's transfer and coordination of care was 
safe and  successful. Mee and Alang felt secure about going home because the 
interprofessional team had discussed the plan in case they needed to return later.  Both 
cases demonstrate the importance of interprofessional communication when providing 
person-centered care.

Consider:  When making a plan with a group of people that you do not know well, do 
you prefer to:
• Facilitate the conversation
• Have the conversation facilitated for you
• Go between facilitating and standing back
• Other

Presenter
Presentation Notes
Effective team communication is based on relationships. Trusting, respectful relationships are built by getting to know the people you are working with. Teams should strive to find and identify a common goal. Open communication is facilitated when there is symmetry of power between the people conversing.
Active listening and being observant and respectful of non-verbal as well as verbal communication is different in a group as there are more people involved in the discussion and each person needs to be able to contribute to the conversation. It is still important to use language understood by all involved and explain any discipline-specific terminology. It helps to continuously evaluate the effectiveness of your communication and the reception of your colleagues, and modify accordingly. You may self-monitor by evaluating the proportion of time your are speaking compared to others. Each person does not need to speak the same amount of time but they need to be offered the space to talk, if they wish. Facilitating participation by all  of the members of the group is everyone’s responsibility.
�



Putting it All Together (cont.)

Culture of Dialogue
• A culture of dialogue is created when people who work together 

intentionally make efforts to communicate with respect. Relationships and 
mutual trust are improved by seeking input, giving and receiving 
feedback, and sharing the decision-making process with the team.

• For Mee and Alang, the interprofessional team used many routine 
communication strategies to discuss clinical care and team processes. 
For Geeta, the team followed processes to facilitate clarity about each 
person’s role in care. Both examples demonstrate that communication 
skills are based on a willingness to listen and to be heard.

Presenter
Presentation Notes
Presenter may ask: How often do you make a practice of seeking input from members of your professional team?




Putting it all together (cont.)
Appreciative Inquiry
• What we ask or inquire about affects behavior. If we ask only about problems 

then we often magnify those issues.   By contrast, Appreciative Inquiry:
• Chooses the positive as the focus of inquiry
• Inquires into stories of life-giving themes
• Identifies themes that appear in the stories and select topics for further inquiry
• Creates shared images of a preferred future
• Find innovative ways to create that future

Presenter
Presentation Notes
Use a conversational, friendly tone to phrase open-ended questions, such as:

“What do you value most in your work?”
“What about this unit makes you glad you work here?”
 “What inspires you to become engaged?  What do you most hope to contribute?”
“Thinking back on your year, what was a high point?

Which of these do you value most in your professional work?
Helping people
Performing well
Moving towards clinical mastery
Being part of a team
Contributing to social well-being�




Putting it all together (cont.)

Disarticulation:  A Difference of Opinion
When teams share in decision making, there is greater chance for 
disarticulation. People may have differing professional opinions or priorities.  
While conflict can be addressed in a debrief, communication skills are still 
needed in the moment conflict occurs.  

A good approach is to use strong, clear language and “I” statements:  ex.  “I 
am concerned.” For this to be effective and not misunderstood, be aware of 
body language, tone of voice, and posture. Stand tall, speak calmly, and 
maintain eye contact



Conclusion

Now that you have completed the case studies and information on interprofessional 
communication, review the learning objectives to assess your understanding and decide 
where you will focus your efforts to obtain the best outcomes for you and your team.

"What an exceptional experience that was, a privileged, professional but also 
personal [experience]… I had the best care, the absolute best care… What I saw was 
how well the home birth midwives… the ambulance, the hospital, and the after-
care… they all worked so professionally amongst each other to give me and my baby 
the best care."

- Mother, after transfer from planned home birth, (Cheyney et al., 2014a) 
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