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Errors in telephone communication can result in outcomes ranging from
inconvenience and anxiety to serious compromises in patient safety. Al-
though 25% of interactions between physicians and patients take place on
the telephone, little has been written about telephone communication and
medical mishaps. Similarly, training in telephone medicine skills is limit-
ed; only 6% of residency programs teach any aspect of telephone medicine.
Increasing familiarity with common telephone challenges with patients
may help physicians decrease the likelihood of negative outcomes. We use
case vignettes to highlight communication errors in common telephone
scenarios. These scenarios include giving sensitive test results, requests
for narcotics, managing ill patients who are not sick enough for the emer-
gency room, dealing with late-night calls, communicating with unintelli-
gible patients, and handling calls from family members. We provide
management strategies to minimize the occurrence of these errors.
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C ommunication failures have been shown to play a key
role in medical mishaps.! Telephone communication—
the primary mode of communication between physicians and
patients outside of the office visit—is rife with potential errors.
These errors stem from both the inherent challenges of tele-
phone communication and from the frequent disconnect be-
tween physicians and patients®>* because of a lack of visual
cues, technical difficulties, and cross-coverage. In almost one
third of telephone encounters, physicians and patients see the
reason for the call differently, with patients viewing a higher
number of their calls as “true emergencies” than physicians.>*

Communication errors in telephone medicine can result in
adverse outcomes ranging from inconvenience and anxiety to
serious compromises in patient safety. In 1 study using simu-
lated patients, less than one half of resident and attending pe-
diatricians took an adequate history, and more than one third
made inappropriate management decisions.® In Internal Med-
icine, the literature on patient safety and medical errors re-
garding telephone issues has focused less on communication
between physicians and patients and more on communication
between physicians and answering services or lab personnel.®”

Familiarity with common telephone communication chal-
lenges may help physicians decrease the likelihood of serious
negative outcomes. We chose 6 common situations in adult
medicine in which communication errors often occur. These
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were selected from a larger number that was culled during 7
years of teaching telephone medicine to Internal Medicine res-
idents, attendings, medical students, and support staff, as
well as from our clinical experience. Each challenge is pre-
sented as a case vignette, followed by a brief discussion.

CASE I. SENSITIVE TEST RESULTS

Dr. J.: Mr. H., I have your results. We can talk now or you can come
to the office.

Mr. H.: Now would be great!

Dr. J.: Everything was normal except the hepatitis C test . .. it was
positive.

Mr. H.: What does this mean?

Mr. H. listened to Dr. J.’s description and had no questions. When he
came to the office a few weeks later, his fists were clenched.

Dr. J.: You look anxious.

Mr. H.: I haven't slept in weeks.

Mr. H. adds that he couldn’t speak freely during the call; his children
were in the room.

Challenge

Determine when and how abnormal test results can be given
over the phone.

Discussion

Unable to see the patient’s expression, Dr. J. assumed, incor-
rectly, that he took the news well. When calling with test results,
the physician should first check whether the patient can speak
freely. He or she should take time to listen and explain carefully
because of the lack of visual cues that might indicate emotion.®

Most patients wish to be notified about test results. Most
prefer doctor-initiated methods, such as a letter, call, or fol-
low-up appointment.®! For normal results, the telephone
can be a useful mode of informing patients; such calls can
often be delegated to nurses or other assistants.

When ordering a test for hepatitis C virus, HIV, or as part
of a malignancy evaluation, it is most prudent to schedule an
office visit soon after the test is completed. A call from the
physician or other staff member to set up an appointment to
review test results might prompt further anxiety. In 1 study,
patients who were given a cancer diagnosis over the telephone
were more likely to describe the interaction negatively than
patients who received the diagnosis in an office setting.'? If the
result is normal, the scheduled visit can, in many cases, be
cancelled. For a negative HIV test in a patient with no current
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HIV-risk behaviors, the telephone is a reasonable option.'®

Reportable results should be given in person.

An abnormal result that requires immediate attention
should be given over the phone in most cases. For a result re-
lated to a chronic disease, such as the glycosylated hemoglo-
bin, a telephone call is usually efficient and appropriate.

The physician should not give test results to a family
member without the patient’s specific request. Results should
not be left on an answering machine; the physician should
leave a message asking the patient to return the call.

Approach

(1) Clarify at the office visit how results will be reported.

(2) When ordering a test that might have significant results,
schedule a follow-up appointment. Negative results can
often be given via telephone.

(3) When calling with a result, ensure that the patient can

speak freely.

Do not leave results with family members (without specific

permission) or on answering machines.

(4

=

CASE Il. REQUESTS FOR NARCOTICS

Ms. A. calls Dr. Q. on a Friday evening to ask for “just a few
Percocets” because she strained her back lifting her nephew
and “it’s the only thing that works.” She explains that she
saw Dr. Q.’s colleague earlier that day but misplaced the
prescription.

Dr. Q.: I suppose I can write you enough for the weekend. Let
me talk to your pharmacist and I'll see what I can do.
Monday morning investigation showed that Ms. A. was
never seen in his office.

Challenge

Be comfortable denying inappropriate requests.

Discussion

Dr. Q. tried to be understanding by providing a limited supply
of the narcotic, but he should have either denied it completely
or insisted that the patient be evaluated in person. Physicians
should be familiar with typical warning signs of prescription
drug abuse, such as demands for specific brand-name medi-
cations, frequent lost prescriptions, and attempts to acquire
prescriptions from multiple providers.'* Many practices deny
after-hour requests for controlled medications by policy. This
is especially important in large group practices where physi-
cians on call may have no access to medical records. The in-
creasing implementation of electronic medical records with
home access is an effective way to thwart prescription drug
abuse. Practices may also consider a list of patients with a
history of proven prescription drug abuse.

“Controlled substance contracts” can educate patients in
advance about policies regarding after-hours requests.'® The
covering physician should clarify that the patient’s regular
physician follows such a policy and then focus on other ways
of helping. If the clinician does prescribe controlled substances
over the telephone, small quantities pending visit or record re-
view may satisfy both physician and patient.'® Phrases such
as “I wish I could, but ... ” make a patient feel heard when a
physician finds it difficult to decline a patient’s request.®

Approach

(1) Establish standard telephone policies about prescribing
controlled (and other) medications. Routine use of “con-
trolled substance contracts” ensures that patients are
aware of these policies.

(2) Use phrases that maintain rapport and convey empathy
such as “I'wish I could, but. .. ” when it is difficult to say no.

CAGSE Ill. THE PATIENT WHO IS NOT SICK ENOUGH
FOR THE EMERGENCY ROOM

Mrs. G., a 78-year-old talkative widow with severe
osteoarthritis calls Dr. N. reporting diarrhea since the prior
night. After assessing her symptoms, Dr. N. tells Mrs. G.
that she probably has a stomach flu.

Mrs. G.: (silent for a moment) ... oh ...

Dr. N.: You'll probably feel better within a day, but just in
case, you should probably go to the emergency room
tonight. If you don’t go, make sure to drink plenty of fluids.
Can you repeat back what I just said?

Mrs. G.: You want me to go to the hospital, but if I don’t go,
to ... what was that again?

Dr. N.: To drink plenty of fluids.

Challenge

Recognize when a patient does not need emergency care but
needs follow-up before an office visit is possible. Recognize the
importance of repeating back instructions.

Discussion

Dr. N. believed that this was likely a self-limited gastroenteritis
but feared missing a more serious illness. Sending a patient to
the emergency room may be the safest option from a medico-
legal perspective, but may be inconvenient and unnecessary.
It can be difficult to make a triage decision in the moment; a
follow-up call within a few hours can provide important infor-
mation regarding the evolution of an illness.

Ideally, Dr. N. should have let Mrs. G. know what to expect
and provided some reassurance. Almost half of patients sur-
veyed about after-hours telephone encounters in one study
reported that reassurance was more important than relief of
symptoms.2

Dr. N.’s request for Mrs. G. to repeat back his recommen-
dations was appropriate. When face-to-face communication is
not possible, repeating back instructions can ensure compre-
hension and minimize the risk for errors.”

Paralanguage (tone, speech patterns, pauses, and pitch)
can yield important information about a patient’s feelings or
intentions. A change in speech pattern can be a clue to emo-
tion. When Mrs. G. became silent, Dr. N. missed an opportu-
nity. He might have remarked on her silence as an invitation
for elaboration or made a comment such as: “You sound ap-
prehensive,” or “I get the sense you might not understand ex-
actly what I'm telling you.” The physician should also be aware
of her own paralanguage and its effect on a patient; a physician
who speaks quickly or interrupts frequently, for example, may
give the impression of being rushed and not listening.



JGIM Reisman and Brown, Preventing Communication Errors in Telephone Medicine 961

Approach

(1) Use a “check-in” call when symptoms do not warrant
emergency evaluation.

(2) Remember that reassurance is at least as important as
symptom relief for many patients.

(38) Ask the patient to repeat back instructions to ensure com-
prehension.

(4) Be explicit about paralanguage (i.e., tone, speech pattern,
pauses, pitch) when a patient’s feelings or motivations are
unclear, and be aware of your own paralanguage.

CASE 1V. “INAPPROPRIATE’’ LATE NIGHT CALLS

3:30 a.m.:

Mr. W.: Doc, I can’t sleep ... my back hurts . ..

Dr. R.: Have you had back pain before? Is this different?
Mr. W.: I always have it to some degree . . . it's about the same.
Dr. R.: This couldn’t wait? It’s the middle of the night!

Mr. W.: I'm sorry, doc. I'll wait until the morning.

The next day, Dr. R. learns that Mr. W. had been
hospitalized with a mild myocardial infarction. Dr. R.
realizes that he never gave the patient the chance to mention
his concurrent chest pain.

Challenge

Consider hidden concerns in calls that seem inappropriate.

Discussion

When a patient calls late at night with a seemingly petty con-
cern, physicians might be tempted to reprimand the patient.
Dr. R, feeling annoyed, interrupted Mr. W.’s story immediately;
his brusqueness discouraged the patient from mentioning his
chest pain. Patients should have the opportunity to describe
the full chief complaint before the physician interrupts, even at
the most inopportune times. The proportion of “serious” symp-
toms has been shown to increase as the hour becomes later.'”

The question “Why are you calling now?” is critical. Care-
ful questioning can reveal a variety of unexpected but mean-
ingful responses, such as a patient calling with an important
change in a chronic symptom, or an abused patient confiding
fear of calling until her husband goes to sleep.

Approach

(1) Consider the possibility of a hidden concern, especially
during late night calls.

(2) After the patient’s first stated concern ask, “Is there any-
thing else you want me to know about?”

(3) Allow the patient time to describe the full chief complaint
before interrupting.

CASE V. UNINTELLIGIBLE PATIENTS

Dr.R.:...Ididn’'t understand the question—can you repeat it?
Mr. B.: (mumbles unintelligibly) . . .
Dr. R.: I'm having trouble understanding you. I'm going to
ask you to come to the office in the morning to see your
regular doctor.

Dr. R. learns the next day that Mr. B. had been admitted to
a hospital with anaphylaxis to a new medication.

Challenge

Transcend aural barriers to communication.

Discussion

Patients who are difficult to understand or hear (or who have
trouble understanding or hearing) are particularly challenging
on the telephone. This includes patients who are dysarthric,
aphasic, hearing-impaired, non-English speakers, or develop-
mentally disabled as well as patients who call from a noisy
place or use voice vibrators. In these circumstances, the phy-
sician can consider asking whether another person can facil-
itate the call.

If this is not a possibility, the physician should be direct
about the problem and the proposed solution. If an open-end-
ed question provokes an unintelligible response, the physician
should be frank about his difficulty in comprehending the pa-
tient and switch to a more directed style. It is helpful to sum-
marize pieces of the story as they emerge in order to check for
accuracy. Short, simple, repetitive statements should be
used.'® The physician should ask the patient to repeat any in-
structions. When a telephone operator reports difficulty in
communicating with a patient, the physician should let the
telephone ring for at least 1 minute to allow the patient time to
reach the phone.!81°

If background noise or poor cell phone signal quality af-
fects communication, the physician should request that the
patient change location; if not, the physician should rule out
an emergency and then suggest postponing the conversation.

When a non-English speaker calls, the physician might
ask the patient to call back with a person who can translate
(after grossly assessing the situation). Alternatively, a hospital
or practice can set up an account with the ATT language line
service (831-648-5871), which can arrange a 3-way call with
an interpreter.

Approach

(1) Be frank about difficulties comprehending the patient.

(2) Use simple statements, directed questions, summarize fre-
quently, and check with the patient for accuracy.

(3) Ask whether a family member or neighbor can “translate.”

(4) Be familiar with the ATT language service.

CASE VI. GETTING INFORMATION FROM FAMILY
MEMBERS

Dr. X. receives a call on Saturday.

Mrs. D.: Doctor, since my husband came home from the
hospital yesterday, he’s not himself. He’s tired, not eating
that much. But I don’t think he needs to go back to the
hospital—we have an appointment Monday with Dr. M.
Dr. X.: Why don’t you put him on the phone.

Mrs. D.: Oh, he wouldn’t want me to be bothering you. I
think he’s just worn out, but it could be me . ..

Dr. X.: I'd still like to talk to him.

Mrs. D. returns to the phone a minute later.

Mrs. D.: He’s sleeping. I'd rather not wake him.

Dr. X.: Well, I suppose he’s still recuperating. Call back if
anything changes.

Later, Dr. X. learns that the patient was admitted the next
day with urosepsis and delirium.
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Challenge

Recognize the importance of speaking with the patient.

Discussion

Failure to collect available information can compromise pa-
tient safety. In this case, the physician’s error lay in not in-
sisting on speaking with the patient. His assumption that the
patient was “still recuperating” was groundless. A few ques-
tions to Mr. D. to assess his orientation would probably have
triggered suspicion that he was indeed quite ill.

In person, a patient’s appearance can provide important
clues to his health status. Without visual cues, the patient’s
words are far more critical. Information on the telephone re-
ceived by a physician from others is hearsay until proven oth-
erwise. There is no substitute for speaking directly with the
patient (provided the patient is able to speak).

Approach

(1) Be cautious about interpreting information provided by
others, especially on the telephone.
(2) Always speak with the patient directly.

CONCLUSIONS

Communication challenges can generate common and in some
cases serious errors in clinical case management by telephone.
The paucity of training in telephone medicine in residency pro-
grams may be a significant contributor to telephone commu-
nication errors. Although 25% of interactions between
physicians and patients occur on the telephone, only 6% of
residency programs teach telephone medicine.??! Textbooks,
books of protocols, and review articles designed for internists
exist but are not widely available to residents and physi-
cians.??72® Physicians in practice and in training can benefit
from regular review of telephone cases, both for educational
purposes and for making practice policies.?®

Case vignettes such as those presented here can formu-
late part of a curriculum either in telephone medicine or in
medical errors. A brief curriculum for residents in telephone
error prevention might include discussion of typical and chal-
lenging cases such as those described in this manuscript, with
a focus on identifying specific individual and systems ap-
proaches that could reduce or prevent such errors.?® Audio-
taped vignettes are excellent triggers for discussion. In our
experience, residents are enthusiastic about case-based dis-
cussions of errors in clinical management by telephone and
vignettes frequently prompt discussions about key issues.
Simulations of medical events with scripted dialogue (in which
participants read the script aloud and then discuss it) have
also been described as an effective mode of teaching about pa-
tient safety. Simulations minimize emotional threats to train-
ees and serve as a comprehensible and engaging means of
addressing systems issues.?” A curriculum in telephone error
prevention could be evaluated using standardized patients in
an objective structured clinical examination.?® For practicing
physicians, continuing medical education courses on patient
safety might be expanded to include telephone cases such as
those presented in this paper.

Asynchronous communication using technologies such
as e-mail, web-based communication, and telemedicine is be-

coming increasingly popular between physicians and pa-
tients.?° Some principles discussed here, such as how and
when to notify patients of significant test results to ensure
confidentiality and avoid excess stress, are relevant to e-mail
and web-based communication, as are establishing standard
practice policies for prescribing controlled medications outside
the office visit.

In other situations, what works on the phone may not fit
into the framework of other non face-to-face technologies. With
e-mail, for example, clues to a patient’s emotion that might be
uncovered through careful listening are unavailable. The asyn-
chronous nature of e-mail and web-based communication
makes it difficult to follow the evolution of an acute illness
over a short period of time.

In addition to preventing management errors, good doc-
tor-patient communication has been associated with many
other clinically significant benefits, including enhanced diag-
nostic accuracy®®3! and improved patient satisfaction,>?
whereas poor communication has been associated with
increased risk of malpractice lawsuits.?>3* Telephone com-
munication will remain a major part of doctor-patient com-
munication for the foreseeable future, despite the advances in
other distance technologies. Recognizing and learning about
communication challenges in telephone medicine is essential
for good clinical practice.
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Marc Mann, Rosemary Conigliaro, and Lisa Reisman for their
comments and suggestions.

REFERENCES

1. Sutcliffe KM, Lewton E, Rosenthal MM. Communication failures: an
insidious contributor to medical mishaps. Acad Med. 2004;79:186-94.

2. Curtis P, Talbot A. The after-hours call in family practice. J Fam Pract.
1979;9:901-9.

3. Hannis M, Elnicki M, Morris D, Flannery M. Can you hold please? How
internal medicine residents deal with patient telephone calls. Am J Med
Sci. 1994:308:349-52.

4. Greenhouse D, Probst J. After-hours telephone calls in a family practice
residency: volume, seriousness, and patient satisfaction. Fam Med.
1995;27:525-30.

5. Yanovski SZ, Yanovski JA, Malley JD, Brown RL, Balaban DJ. Tele-
phone triage by primary care physicians. Pediatrics. 1992;89:701-6.

6. Hildebrandt D, Westfall J, Smith P. After-hours telephone triage affects
patient safety. J Fam Pract. 2003;52:222-7.

7. Barenfanger J, Sautter R, Lang D, Collins S, Hacek D, Peterson L.
Improving patient safety by repeating (read-back) telephone reports of
critical information. Am J Clin Pathol. 2004;121:801-3.

8. Quill TE, Arnold RM, Platt F. “I wish things were different”: expressing
wishes in response to loss, futility, and unrealistic hopes. Ann Intern
Med. 2001;135:551-5.

9. Meza JP. Patient preferences for laboratory test results notification. Am
J Manage Care. 2000;6:1297-300.

10. Peres M, Wellman M. Notification of Papanicolau smear results: a sur-
vey of women’s experiences and preferred means of notification. Aust N Z
J Obstet Gynaecol. 2001;41:82-5.

11. Lind SE, Kopans D, Good MJ. Patient’s preferences for learning the re-
sult of mammographic examinations. Breast Cancer Res Treatment.
1992;28:223-32.

12. Lind SE, Delvacchio MJ. Telling the diagnosis of cancer. J Clin Oncol.
1989:7:583-9.

13. Anderson TJ. Revised guidelines for HIV counseling, testing, and refer-
ral. Technical Expert Panel Review of CDC HIV Counseling, Testing, and
Referral Guidelines. Atlanta, Ga: 1999.

14. Parran T Jr. Prescription drug abuse: a question of balance. Med Clin
North Am. 1997:81:967-78.



JGIM

Reisman and Brown, Preventing Communication Errors in Telephone Medicine

963

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Fishman TB, Bandman A, Edwards A, Borsook D. The opioid contract
in the management of chronic pain. J Pain Symptom Manage. 1999;18:
27-37.

Reisman AB, Lipkin M Jr., Pomerantz DH. Difficult patients. In: Reis-
man AB, Stevens DL, eds. Telephone Medicine: A Guide for the Practicing
Physician. Philadelphia, Pa: American College of Physicians; 2002.
Peters R. After-hours telephone calls to general and subspecialty in-
ternists: an observational study. J Gen Intern Med. 1994;9:554-7.
Guy DH. Telephone care for elders: physical, psychosocial, and legal as-
pects. J Gerontol Nursing. 1995;21:27-34.

Curtis P. The telephone interview. In: Reisman AB, Stevens DL, eds. Tel-
ephone Medicine: A Guide for the Practicing Physician. Philadelphia, Pa:
American College of Physicians; 2002.

Flannery MT, Moses GA, Cykert S, et al. Telephone management train-
ing in internal medicine residencies: a national survey of program direc-
tors. Acad Med. 1995;70:1138-41.

Mendenhall R. (Robert Wood Johnson Foundation). Medical Practice in
the United States: A Special Report. 1981.

Reisman AB, Stevens DL. Telephone Medicine: A Guide for the
Practicing Physician. Philadelphia, Pa: American College of Physicians;
2002.

Thompson DA. Adult Telephone Protocols: Office Version. Elk Grove
Village, IlI: American Academy of Pediatrics; 2004.

Katz HP. Telephone Medicine: Triage and Training for Primary Care. 2nd
ed. Philadelphia, Pa: F. A. Davis Company; 2001.

25

26.

27.

28.

29.

30.

31.

32.

33.

34.

. Elnicki DM, Ogden P, Flannery M, Hannis M, Cykert S. Telephone
medicine for internists. J Gen Intern Med. 2000;15:337-43.

Reisman AB. A “weak” response. In: AHRQ Web M&M: Agency for
Healthcare Research & Quality; December 2004 (http://webmm.
ahrq.gov).

Kierkegaard M, Fish J. Doc-U-Drama: using drama to teach about pa-
tient safety. Fam Med. 2004:36:628-30.

Elnicki DM, Cykert S, Linger B, Ogden P, Hannis M. Effectiveness of a
curriculum in telephone medicine. Teaching Learning Med. 1997;10:
223-7.

Katz SJ, Moyer CA. The emerging role of online communication between
patients and their providers. J Gen Intern Med. 2004;19:978-83.
Beckman HB, Frankel RM. The effect of physician behavior on the col-
lection of data. Ann Intern Med. 1984:101:692-6.

Marvel MK, Epstein RM, Flowers K, Beckman HB. Soliciting the pa-
tient’s agenda: have we improved? JAMA. 1999;281:283-7.

Korsch BM, Gozzi EK, Francis V. Gaps in doctor-patient communica-
tion. 1. Doctor-patient interaction and patient satisfaction. Pediatrics.
1968;42:855-71.

Levinson W, Rotor DL, Mullooly JP, Dull VT, Frankel RM. Physician-
patient communication. The relationship with malpractice claims among
primary care physicians and surgeons. JAMA. 1997;277:553-9.
Beckman HB, Markakis KM, Suchman AL, Frankel RM. The doctor-
patient relationship and malpractice. Lessons from plaintiff depositions.
Arch Intern Med. 1994;154:1365-70.



