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Abstract 

Health institutions have an increased risk of occurrence of errors due to their diversity, specificity and volume of 
services, representing a great concern for health professionals whose main function is to protect the health and 
lives of their patients. We intend to identify a body of evidence, that shows what the most common adverse events 
are and what adverse events potentially arise from clinical miscommunication. We made an integrative literature 
review using the keywords "Adverse Events", "Patient Safety", "Communication". An inquiry on databases of 
PubMed, Web of Science, Scielo and CINAHL, in articles published between January 2010 and March 2016, was 
made; all available in Portuguese and English. Of the 216 articles that emerged, we selected eight that answered 
the research questions: what are the most common adverse events that have their origin in communication errors? 
Analyzing the selected studies, it appears that the most common adverse events arise in the context of obstetrics 
and pediatrics, in surgical contexts, in the continuity of care and related medication. Patient safety should be seen 
as a key component of quality in health care, with good management of the risk of fundamental error for the 
promotion of this security. The knowledge and understanding that communication failures are one of the main 
factors contributing to the occurrence of errors in the context of health care, allows the subsequent development of 
strategies to improve this process and thus ensure safer healthcare. 

© 2016 Published by Future Academy www.FutureAcademy.org.uk 
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1. Introduction

The complexity of health care, organizational policies, environment, culture and relations culminate 

in the occurrence of adverse events with an impact on patients, families and society. Evidence has 

shown us that mistakes are a constant practice of health care and occur at any stage of the process. It is 
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indisputable that the occurrence of errors in the provision of health care create a constant concern for 

professionals, because their actions should focus on the philosophy of good practices. Sousa Uva, 

Serranheira, Milk & Nunes (2011), report that "the incidence of adverse event rates in hospitals reach 

values ranging between 3.7% and 16.6% (with consequent clinical, economic and social impact), and 

of these the largest share (40% to 70%) are considered preventable or avoidable "(p.13).  

The patient safety issue has a strategic priority in Europe, as patients of health care services, it is 

essential to propose changes to reduce situations that conduce to the occurrence of adverse effects. This 

view of security, requires not only a focus on the individual factors, but also on the inter-relationships 

between individuals and their context, both in the immediate working environment and between 

organizations. The communication problems lead to disorders in team activities, leading professionals 

to blame each other for existing failures, causing emotional distress, interpersonal conflicts, operating 

and managing errors (Roque, 2012). Communication is an essential process in human relationships, as 

it constitutes a device of extremely important information on labour relations, involving patients, 

family members and health professionals. Failures at this level can be the cause of a decrease in the 

quality of care, errors in treatment and can also constitute a potential harm to patients.  

 

2. Problem Statement  

 
Health institutions present a risk of occurrence of errors due to their complexity and specificity of 

care. The gaps in communication enhance the processes of adverse health events. The Joint 

Commission on Accreditation of Healthcare Organizations, noted that 65% of sentinel events are 

associated to miscommunication (Fay Hillier, Regan, Gallagher & Gordon, 2012). 

 
 

3. Research Questions 

 
For this study, we designed the following research question: What are the most common adverse 

events that have been originated by errors in communication? 

 
 
4.  Purpose of the Study 

 
Currently, in healthcare, the large volume of scientific information points to the need for 

summaries, conclusions and guidelines based on a combination of results from multiple studies and can 

contribute to the consistency for the reasons for a clinical decision that is to evidence-based practice, 

and consequent improvement of practices (Pereira, Gaspar Reis, Barradas & Noble, 2012). The 

purpose of this study is to gather a recent body of evidence that reflects the most common mistakes that 

have errors of communication in their origin. 

5. Research Methods 

We accomplished an integrative literature review defined as a method that aims to summarize 

results that are obtained in research in a topic or in a question, in a systematically, orderly and 
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comprehensive way. It is called integrative because it provides further information on a subject / 

problem, therefor constituting a body of knowledge. Thus, the researcher can develop an integrative 

review for different purposes and can be directed to the definition of concepts, review of theories and 

methodological analysis of the included studies of a particular topic. For the construction of the 

integrative review it is necessary to go through six distinct stages, namely: identification of the research 

question; establishment of criteria for inclusion; definition of information to be extracted from selected 

studies; assessment of included studies; interpretation of results and presentation of the review 

(Mendes, Silveira & Galvao, 2008). Following this approach, it was possible to identify the main 

studies to answer the research question: What are the most common adverse events that have their 

origin in communication errors? A research was executed across the terms: " Adverse Events ", " 

Patient Safety ", "Communication", obtaining as a result the following MeSH terms shown in Table 1. 

 
Table 1. Keywords and MeSH Terms 
 

Patient	  safety	   Adverse	  events	   Communication	  
	  
MeSH	  Terms	  
	  
"Safety	  Management"[Mesh]	  AND	  ("Patient	  Safety"[Mesh]	  AND	  "Communication"[Mesh])	  
	  
 

As inclusion criteria, studies, to answer the question of research published between January 2010 

and March 2016, were established, available in Portuguese and English, from scientific databases. The 

scientific databases were PubMed, Web of Science, Scielo and CINAHL, identified as A1, A2, A3 and 

A4 respectively, as outlined in Table 2. 

 
Table 2. Studies that have been recognized since the introduction of descriptors 

 
	  

CODE	  
	  

	  
DATA	  BASE	  

	  
KEYWORDS	  

	  
RESULTS	  

A1	   PubMed	   "Safety	  Management"[Mesh]	  AND	  
("Patient	  Safety"[Mesh]	  AND	  

"Communication"[Mesh])	  AND	  (Controlled	  
Clinical	  Trial[ptyp]	  OR	  Review[ptyp])	  

99	  

A2	   Web	  of	  Science	   “patient	  safety”,	  AND	  “adverse	  events”,	  “	  
communication”	  

	  

81	  

A3	   Scielo	   “patient	  safety	  “	  AND	  “adverse	  events	  
“AND	  “communication”	  

	  

8	  

A4	   CINAHL	  
	  
	  
	  

	  

(patient	  safety)	  AND	  (adverse	  events)	  AND	  
(communication)	  AND	  year	  cluster:("2013"	  

OR	  "2010"	  OR	  "2011"	  OR	  "2012"	  OR	  
"2014")	  

28	  

 

In studies for research strategy emerged 216 articles. After reading the titles, 98 articles were 

selected. These articles were part of the criteria for analysis and after reading the summaries 32 articles 

were selected, for their content was of interest to this review. We obtained 10 articles that met the pre-

established criteria, but we were only able to include 8 articles in the study, of which one we had 

access to the full text, presented in Table 3. 
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Table 3. Results of studies in analysis 
 

REFERÊNCE	   DOCUMENT	  TYPE	   ABSTRACT	  

 

	  

(Deering et al., 2011) 

United States 

	  

	  

Review	  article	  

Adverse events in pediatric contexts 

	  This	   article	   describes	   that	   most	   cases	   of	   perinatal	   deaths	   and	  

pediatric	   lesions	   are	   caused	   by	   problems	   with	   the	   culture	   of	   an	  

organization	   and	   communication	   failures.	   It	   mentions	   the	  

importance	   of	   a	   skills	   training	   program	   for	   health	   professionals	   in	  

communication	  and	  clarification	  of	  roles	  and	  mutual	  support.	  

 

	  

(Alderman, 2012) 

United States 

	  

	  

Reflection	  Article	  

Adverse events in obstetric contexts	  

This	   article	   states	   that	   in	   obstetrics,	   poor	   communication	   and	  

teamwork	   are	   causal	   factors	   of	   sentinel	   events.	   It	   refers	   to	   the	  

possibility	   of	   using	   simulation	   techniques	   as	   a	   teaching	   strategy	   to	  

improve	  communication	  skills	  and	  teamwork.	  

	  

	  

(Healey	  et	  al.,	  2010)	  

United Kingdom 

	  

	  

	  

Review	  article	  

Adverse events in surgical contexts	  

This	  article	  mentions	  that	  communication	  failures	  are	  a	  major	  cause	  

of	   errors	   in	   surgery.	   Several	   researchers	   and	   practitioners	   have	  

developed	   different	   interventions	   to	   improve	   communication	  

preoperatively	  using	  checklists.	  

	  

	  

(Bohomol	  &	  Tartali,	  2013)	  

Brasil 

	  

	  

Research	  Paper	  

Adverse events in surgical contexts 

Study	   of	   descriptiveness	   character	  with	   31	  nurses	   in	   the	   operating	  

room	  of	   a	   private	   hospital,	  which	   has	   shown	   the	   knowledge	   of	   the	  

nursing	   team	  about	  adverse	  events	  on	  patients	  of	  a	  surgical	  center,	  

pointing	   out	   possible	   causes	   for	   the	   occurrence	   of	   adverse	   events,	  

particularly	  at	  the	  level	  of	  communication.	  

	  

	  

(Mistry	  et	  al.,	  2010)	  

Canada	  

	  

	  

Research	  Paper	  

Adverse events in the continuity of care 

Quantitative	   and	   qualitative	   study	   aiming	   to	   identify	   a	   structured	  

process	   in	   times	  of	  handover	  that	  allows	  a	  direct	  exchange	  of	  more	  

accurate	   information	   among	   health	   professionals.	   It	   addresses	   the	  

need	  for	  data	  accuracy	  for	  the	  safety	  of	  the	  patient.	  

	  

	  

(Kerckhoffs	  et	  al.,	  2013)	  

United States	  

	  

	  

	  

Research	  Paper	  

Adverse events in the continuity of care	  	  

Prospective	  study	  with	  the	  target	  population	  of	  nursing	  and	  medical	  

professionals	   in	  an	  intensive	  care	  unit,	  using	  the	  model	  of	  Bow	  -‐Tie	  

to	   identify	   the	   existence	   of	   potential	   causes	   for	   critical	   events	  

specifically	  related	  to	  the	  transfer	  of	  information.	  

	  

	  

(Symons	  et	  al.,	  2013)	  

United Kingdom 

	  

	  

	  

Research	  Paper	  

Adverse events with medication  

An	   observational	   study	   of	   50	   patients	   undergoing	   surgery,	  

evaluating	  the	  frequency,	  severity	  and	  etiology	  of	  failure	  in	  the	  post-‐	  

operative	  care.	  A	  total	  of	  256	  faults	  were	  identified	  that	  occurred	  in	  

the	   process	   of	   care,	   the	   most	   common	   being	   those,	   related	   to	   the	  

prescription	  and	  administration	  of	  medication.	  

	  

	  

(Cox	  &	  Butt,	  2012)	  

United Kingdom 

	  

	  

	  

Review	  article	  

Adverse events with medication  

This	   article	   describes	   that	   the	   communication	   on	   drugs	   safety	   is	  

complex	   and	  often	  poorly	   executed.	   Failures	   in	   communication	   can	  

cause	  difficulties,	  recognizing	  that	  a	  common	  language	  among	  health	  

professionals	  should	  be	  designed	  to	  minimize	  the	  risks.	  
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6. Findings 

The analysis of the articles through critical and qualitative reading identified convergences allowing 

the following grouping by themes: adverse events in obstetric and pediatric contexts, adverse events in 

surgical contexts, adverse events in the continuity of care and related adverse events with medication. 

In Table 4 (below) the most mentioned contexts in which communication failures and adverse events 

occur, were related along the bibliography and presented succinctly in the areas of nursing and 

medicine.  

 

Table 4. Summary of evidence - Communication as a source of adverse events in health 
 
Adverse events in obstetric and pediatric contexts (Deering et al., 2011) 

(Alderman, 2012)	  

Adverse events in surgical contexts (Healey et al., 2010) 

(Bohomol & Tartali, 2013) 

Adverse events in the continuity of care (Mistry et al., 2010) 

(Kerckhoffs et al., 2013) 

Adverse events related with medication (Symons et al., 2013) 

(Cox & Butt, 2012) 

 
 

6.1 Adverse events in the obstetric and pediatric contexts 

The miscommunication and deficits in team work are the main cause of cases of sentinel events in 

obstetric specialty. According to Alderman (2012), childbirth is a multidisciplinary process involving 

nurses, obstetricians, anesthetists and pediatricians, and a process that itself can take hours, involving 

professionals from various shifts, and an increased risk of adverse events if the communication is not 

effective. In the context of a pediatric hospital, a study described a sentinel alert issued by the Joint 

Commission which revealed that the majority of deaths and injuries in the perinatal period are caused 

by fragile organization's safety culture and communication failures. Some common barriers to effective 

communication include the small number of team members, distractions, fatigue and different styles of 

communication. This study also clarifies the importance of a skills training program for health 

professionals in communication, clarification of roles and mutual support (Deering, Johnston, & 

Colacchio, 2011). 

 
6.2 Adverse events in surgical contexts                                                                                                                                                        

The authors refer to the operating room as an environment where the patient's injury is more likely 

to be a place with high levels of stress, high complexity and high risk, where the communication within 

a team can clearly fail. Communicational and organizational structures prove to be the greatest source 

of errors in this environment, and for this reason the authors suggest the creation of checklists to 

streamline the information processes (Healey, Nagpal, Moorthy, & Vincent, 2010). In a study with 

patients undergoing surgery in Brazil, the authors report that 32.2% of nurses mentioned the lack of 

communication between elements of the health teams as one of the causes for the occurrence of 

adverse events, suggesting that quality care depends on effective communication (Bohomol & Tartali, 

2013). This is confirmed by the data from the events of an American Program Accreditation Report 
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where 843 events were recorded and the analysis showed that 533 (63.2%) of these events were due to 

problems with communication in a surgical center. 

 

6.3 Adverse events in the continuity of care  

A huge flow of information, a large number of professionals from different teams and numerous 

interventions entail a constant need to update and exchange information. Some authors studied the 

optimization of transfers of patients, using specific methods and strategies involving patients and 

professionals to improve this communication process. Failures in these communication processes are 

recognized as potentially dangerous to the safety of patients and are associated to adverse events. An 

ineffective "handover" may lead to inappropriate treatment, increased health care costs, increased 

morbidity and mortality (Mistry, Toulany, Edmonds, & Matlow, 2010). Other authors address this 

context of information transfer in a study by applying risk analysis methodology "Bow-Tie", noting 

that there are several barriers to patient safety, related with communication. With this method it is 

possible to get a general and clarified overview of the adverse scenarios as well as the identification of 

causes and consequences of the central point of the critical event (Kerckhoffs, van der Sluijs, 

Binnekade, & Dongelmans,2013). 

 

6.4 Adverse events related to medication 

A study made by several authors has proven, that about 75% of the adverse events could have been 

prevented, being the most common related with the prescription and administration of medicines, 

whose origin in 54% of cases relates to miscommunication (Symons, Almoudaris, Nagpal, Vincent, & 

Moorthy, 2013). Other authors pored up on the issue of errors and adverse events resulting from 

failures related to the medication, referring to the lack of openness in communication between 

professionals and generating errors related adverse drug reactions (Cox & Butt, 2012). The 

International Council of Nurses (2012) recognizes that nurses play a key role in the safety of the 

patient, in particular when regarding medication errors, remembering that nurses are often responsible 

for the detection and correction of errors committed by other professionals. 

 

7. Conclusions 

 
Adverse events are an undeniable reality in health care as a source of serious damage to patients, 

complications that can lead to death, suffering, impaired quality of life of the patients and their 

families. These events also involve social and economic costs in organizations and in society in 

general.  

For the development of quality and safe care practices it is urgent to identify the causes of adverse 

events. This study shows us that communication processes are responsible for adverse events in various 

contexts of health by being complex and dynamic processes.  

Communication is the basis of care and requires a high performance from the health teams, and 

hence, interpersonal conflicts arise and operational errors caused by the deficiency or lack of 
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communication. Ineffective communication and differences in perceptions of communication between 

members of a team in the various scenarios of care practices create opportunities for committing errors.  

We detected in this research that there are many times when communication cannot be effective, 

given the high-risk settings, environments with high levels of stress and where many professionals 

connect, such as surgical environments, pediatric and obstetric areas. The lack of information also 

increases the occurrence of errors during the transfer of patients in times of passing the shift and in 

times of prescription and administration of medication. Patient safety is a multidisciplinary 

responsibility, but it is the nurses who play a key role in the development of health care insurance, 

since nurses ensure the continuity of care and provide the most direct patient care, articulating its 

interventions with various professionals. The results of this research alert us, not only to the need to 

notify the errors, but also to identify the problems that caused the error and to implement the necessary 

changes, solving the inherent miscommunication issues to promote an improved quality of care. 
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