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Partnering With Patients to Improve Safety

Abstract: Actively involving patients in the planning of health services is recornmended as a means of improv-
ing the guality of care. This can increase patient engagement and reduce risk resulting in improved outcomes,

satisfaction, and treatment adherence.

The foundation for a positive physician—patient interac-
tion is formed by establishing a partnership and creating
a meaningful dialogue. Accomplishing this in a brief
office visit may be challenging, but with adequate plan-
ning these encounters can be structured in a positive
way. Improving communication with patients, listening
to their concerns, and facilitating active partnerships
should be central to any patient safety strategy (1).
Involving patients in the planning of health services also
is recommended as a means of improving the quality of
care (2). Additionally, several studies indicate that physi-
clan-patient communication problems may account for
an increase in medical professional liability actions (3, 4).

Information Sharing

Patients are responsible for providing their physicians
with the information that is necessary to reach an accu-
rate diagnosis or treatment plan. To facilitate this process,
patients should be encouraged to discuss the reasons for
their visits and use the “Ask Me 3" questions developed
by the Partnership for Clear Health Communication at
the National Patient Safety Foundation and adopted by
the World Health Organization as follows (5):

1. What is my primary problem?
2. What do I need to do?
3. Why is it important for me to do this?

In response, physicians should actively listen to engage
their patients. Physicians also can solicit the patient’s
concerns and opinions by asking open-ended questions
and asking patients to share key information such as
their medical histories (including illnesses, immuniza-
tions, and hospitalization), medication history (includ-

ing over-the-counter [OTC|] medications and dietary
supplements), and any allergies, reactions, or sensitivities
experienced after taking medications. In addition to the
physician, other staff, such as nurses and physician assis-
tants, may play an important role in ensuring appropriate
communication.

Health Literacy

According to an Institute of Medicine report, “nearly
half of all American adults—90 million people—have
difficulty understanding and acting upon health informa-
tion” (6). The Institute of Medicine defines health literacy
as “the degree to which individuals have the capacity to
obtain, process, and understand basic health information
and services needed to make appropriate health deci-
sions” (6). Cultural barriers also can impede physician-
patient communication. Consequently, it is important
for clinicians to use proven strategies to facilitate com-
munication with patients. Listed as follows are examples
of useful methods (7):

« Speaking slowly and using plain, nonmedical lan-
guage

« Limiting the amount of information provided and
repeating the information

« Using teach-back or show-me techniques (asking the
patient to repeat any instructions given) to confirm
that the patient understands what has been explained

+ Encouraging patients to ask questions

«+ Providing written materials to reinforce oral explana-
tions

The tool kit entitled Health Literacy and Patient Safety:
Help Patients Understand, 2nd edition, developed by the



American Medical Association, includes an instructional
video and a detailed manual for clinicians that may be

helpful (7).

Informed Consent

Informed consent is a process, not a form (8). At the end
of this process, the patient should understand her diag-
nosis, recommended treatment, potential complications,
and treatment options. This discussion should be docu-
mented in the medical record. It often is helpful to invite
the patient to bring a relative or a close friend to this
discussion because this may help the patient retain the
information given to her. There are many commercially
available videotapes and printed materials, including
those produced by the American College of Obstetricians
and Gynecologists that can reinforce—but not replace—
this process.

In addition to informed consent is the model of
shared medical decision making. First described in the
1970s, shared medical decision making can be considered
in certain cases requiring informed consent (9). Simple
informed consent is appropriate in situations of sig-
nificant risk, particularly when only one treatment option
exists. Shared medical decision making, however, applies
when there are two or more reasonable medical options
(10). Shared medical decision making is a process in which
the physician shares with the patient all relevant risk and
benefit information on all treatment alternatives and the
patient shares with the physician all relevant personal
information that might make one treatment or side effect
more or less tolerable than others (11). It can increase
patient engagement and reduce risk resulting in improved
outcomes, satisfaction, and treatment adherence (12). In
a study of breast cancer patients, a majority (97%) pre-
ferred a shared decision-making model with a collab-
orative approach to proceed with a treatment choice (13),
rather than simple informed consent.

In reality, decision making is a continuum with
the physician leading the discussion on one end, and
with patients making the decision on the other end.
Although medical knowledge is tipped toward the pro-
vider end of the continuum, in shared medical decision
making, a middle ground is sought that incorporates
sound medical care and a patient’s personal preferences.
Patient-centered goals also may have a part in the decision-
making process. However, physicians should provide
their clinical judgment on best choices when they believe
a clear benefit exists.

Medications

Medication errors are the largest source of preventable
adverse events. It is important for patients to provide
their physicians with a list of the prescription and non-
prescription medications they take, including vitamins
and herbal supplements. Whenever new prescriptions
are given, patients should be told why the medication

is being prescribed and given instructions for taking the
medication. For example, if a medication is to be taken
three times per day, the patient should be told what time
of day the medication should be taken, whether it should
be taken with food or without food, how much
should be taken at one time, how long the medication
should be continued, possible interactions with other
medications the patient is taking, and whether any
medications (including OTC medications), foods, or
alcohol are contraindicated while taking this medication.
Physicians should encourage their patients to maintain a
list of all the medications, vitamins, herbal supplements,
and OTC medications they are taking and share the list
with any other physicians they may be seeing. Medication
forms or pill cards may be useful to facilitate this process
(see Resources).

Follow-up

Physicians should discuss how test results will be com-
municated. Tracking strategies should be developed
for the office and may include logbooks or computer
prompts. The goal should be communication of every test
result to the patient on a timely basis. Tracking of high-
priority tests (eg, Pap tests, mammograms, and biopsy
results) should be established. Clinicians should inform
their patients that not receiving results does not neces-
sarily mean that there is not an issue. Patients should be
given a reasonable time frame within which they should
expect to be informed about their test results, and they
should be encouraged to call if they have not heard from
the office at the end of that period.

Conclusion

Partnering with patients to improve communication
results in increased patient satisfaction, increased diag-
nostic accuracy, enhanced adherence to therapeutic rec-
ommendations, and improved quality of care.
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