wn
=)
a
)
=
wn
<
=
8a]
m
<
o
[

o

2
o

>

(3}
~
=
=

Reprint from

The Review Of

DIABETIC
STUDIES OPEN ACCESS

Effective Communication Between Nurses And
Patients And Its Impact On Healthcare

Mufleh Rshaid Alreshidi',Abeer Saad Saud Alshammari?, Mona Owaid Hamdan
Alruwaili’. Hamda Gawietn Alruwaill*,Haya Khalaf Hamed Al-Shammari®,Awatif
Menawir Al-Shammari,Kareemh Mutlag Alaswd Alanzy’,Nashami Mutlag Alaswd
Alanzy8,Ibrahim naif muhanna alanzi’,Sarah maiued Alanzi'’

!Nursing specialist King Khalid hospital Hail
’Nursing Technician Al-Jouf Health Cluster
3Nursing Technician Al-Jouf Health Cluster
“Nursing Technician Al-Jouf Health Cluster

SNursing Technician Samira Hospital - Al-Mudaih Clinic
®Nursing Specialist Hail Health Cluster
’Nursing Technician Shamli PHC
$Nursing Technician Lubdh PHC
*Nursing Technician Shamli PHC
1"Nursing Technican Shamli phc

1 Abstract

Effective communication between nurses and patients appears to exert a measurable impact on care
quality by shaping patient satisfaction, adherence to prescribed treatment, and psychological wellbeing.
Evidence synthesised from systematic reviews shows that structured communication interventions,
particularly those rooted in active listening, empathy, openness, and responsiveness to patient
perspectives, improve key metrics of patient-centred care (Yao et al., 2021). In controlled studies,
enhanced communication was linked to better comprehension of medical instructions, greater trust in
healthcare staff, and more consistent medication use. For conditions such as hypertension and diabetes,
where poor medication compliance and preventable complications remain common, these interpersonal
strategies resulted in heightened engagement with care plans and improved clinical indices (Tavakoly
Sany et al., 2020). The emphasis on shared decision-making (SDM) strengthens these outcomes further.
SDM encourages patients to participate actively in choices regarding diet, physical activity,
pharmacological treatments, and other management approaches that often entail substantive lifestyle
changes (Yao et al., 2021). Aligning therapeutic recommendations with patient preferences not only
deepens understanding of potential benefits and risks but also supports behaviour change over time.
This alignment is strongly associated with elevated adherence rates and higher satisfaction scores
compared with interactions based solely on clinician-led directives. An important factor influencing
these results is the creation of an environment where psychological safety is preserved. Patients who
perceive a non-threatening context are more likely to disclose concerns candidly and contribute
meaningfully to conversations about their health. Such safety can reduce anxiety levels, making it easier
for individuals to absorb information accurately and act on it constructively (Fukami, 2024). Anxiety
reduction in turn enhances the likelihood of meeting clinical targets for chronic disease management
because patients engage more fully with long-term treatment protocols. Training programmes for nurses
that target verbal communication skills have demonstrated benefits beyond patients’ subjective
experiences. Structured workshops and reflective practices implemented in hospital settings have been
found to improve nurses’ teamwork capacity and role clarity while simultaneously expanding patients’
satisfaction with care delivery (Bahman et al., 2019). Some evaluations employ quantitative measures
such as pre- and post-training surveys assessing confidence in explaining medical concepts without
jargon; these consistently show rises in both skill perception and objective knowledge scores among
nursing staff (Jill et al., 2019). By extension, more confident nurses tend to approach patient interactions
with clarity that reduces misunderstandings. From a systems perspective, healthcare policies integrating
rights-based frameworks can reinforce the quality of nurse-patient exchanges. Respectful clinical
communication grounded in recognition of cultural contexts increases the plausibility of sustained
engagement across diverse populations (Kwame & Petrucka, 2022). Where institutional structures
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disrupt mutuality, such as hierarchical barriers or opaque decision processes, patient involvement
suffers, potentially diminishing long-term compliance and satisfaction (Kwame & Petrucka, 2021).
Technological innovations add another dimension to the discussion. Studies categorising
communication profiles according to modes of contact found that electronic channels can support
adherence gains within cohorts already maintaining high contact frequency with providers (Benis et al.,
2020). While adoption rates vary by socioeconomic status and demographic characteristics, integrating
multiple communication avenues creates opportunities for personalised interaction patterns that align
closely with individual patient needs. The psychological lens further clarifies these mechanisms:
patients’ satisfaction correlates strongly with their trust in institutions, perceived humanisation of care
encounters, and congruence between expectations and experiences. Quality communication functions
as a mediator for each of these factors, translating positive perceptions into sustained engagement
behaviours over time (Wang et al., 2023). When expectations are met or exceeded through transparent
dialogue, patients are more inclined toward collaborative relationships that reinforce adherence.
Quantitative outcome data lend credence to these qualitative assessments. For example, reductions in
systolic blood pressure (SBP) and diastolic blood pressure (DBP) were observed when physician
communication training was implemented as part of hypertension management protocols;
improvements were attributed partly to increased self-efficacy among patients alongside heightened
health literacy (HL) skills attained during consultations (Tavakoly Sany et al., 2020). These shifts
demonstrate that well-executed interpersonal strategies can generate tangible physiological benefits
alongside psychosocial ones. The nurse work environment plays a moderating role in the efficacy of
communication initiatives. Supportive settings not only lower the odds of adverse patient outcomes but
also show higher probabilities for favourable satisfaction ratings (OR = 1.16) compared with less
supportive contexts (Lake et al., 2019). This observation suggests that any intervention aiming at
enhancing nurse-patient communication must consider organisational culture as part of implementation
design. Evidence across multiple trials and observational analyses, the evidence affirms that investing
in structured communication skills development yields benefits extending beyond improved rapport. It
boosts measurable health outcomes by tightening adherence loops, lowering anxiety through
psychological safety mechanisms, aligning care decisions through SDM frameworks, broadening access
via inclusive policy language, leveraging technology smartly for follow-up consistency, and embedding
these shifts within supportive professional ecosystems. The data portray effective nurse-patient
interactions not as peripheral enhancements but as integral elements within evidence-based models
striving for optimal patient-centred care.

2 Introduction

2.1 Background and Rationale

The motivation for examining communication interventions within nursing practice arises from
accumulated evidence that patient experiences during clinical encounters directly influence care
outcomes. Standard care interactions often lack structured mechanisms for incorporating patient
perspectives, which may contribute to diminished satisfaction scores and discontinuities in treatment
adherence. By contrast, approaches that integrate transparent information sharing and collaborative
decision processes appear to raise satisfaction metrics through improved trust and engagement.
Transparency, particularly when operationalised as accessible disclosures about care plans, finances,
and institutional decision-making processes, can lead to more open exchanges between patients and
nurses (Fukami, 2024). Such openness encourages individuals to voice health concerns candidly,
address uncertainties, and participate meaningfully in shared decision-making regarding their therapies.
Patient satisfaction is influenced not only by perceived interpersonal quality but also by expectation—
outcome congruence. Elevated expectations can act through a placebo-like pathway that affects
symptom severity and functional outcomes (Wang et al., 2023). This effect highlights the need for
communication strategies attentive to the psychosocial atmosphere of consultations. The mechanistic
link may be bidirectional: sincere demonstration of empathy by nurses, through active listening or
respectful dialogue, can heighten expectations for positive results, while unmet communicative needs
may erode confidence in care providers. From a broader organisational standpoint, adopting team-based
frameworks in nursing units has been associated with improved patient satisfaction and reduced adverse
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events compared to more fragmented models (Friese et al., 2014). These cooperative arrangements not
only facilitate clearer communication chains but also strengthen evidence-based practices by
incorporating staff feedback into protocol refinement. PRISMA-guided evaluations of such
interventions reveal that these changes tend to coincide with higher retention among nursing staff,
suggesting mutual reinforcement between workplace satisfaction and communication effectiveness. An
equally compelling rationale lies in reducing anxiety through psychological safety. Anxiety impairs
information processing and memory retention; thus alleviating it during nurse—patient interactions can
have measurable effects on adherence behaviours. Creating an environment free from punitive
responses to error, what some describe as a “no-blame” culture, supports this goal (Fukami, 2024). In
healthcare settings, this philosophy reframes mistakes as learning opportunities, potentially widening
the scope for open discussion about treatment risks without destabilising trust. Communication
optimisation must also grapple with structural constraints faced by staff. Nurses report challenges such
as high patient volume, administrative burdens, and limited time availability for direct engagement
(Kwame & Petrucka, 2022). These pressures reduce opportunities for nuanced dialogue yet do not
diminish its importance. Embedding effective communication into routine practice, even amid time
scarcity, can counteract depersonalisation risks that often arise under heavy workloads. Cultural and
linguistic considerations form another layer to the rationale. Mismatches between nurse cultural
knowledge and patient backgrounds can impair message clarity and rapport (Alshammari et al., 2019).
For instance, expatriate nurses unfamiliar with local traditions or religious norms may misinterpret
verbal or non-verbal cues, resulting in less effective guidance on treatment adherence. Addressing these
gaps through targeted cultural competency training aligns well with universal health coverage ideals
while enhancing day-to-day relational quality. Evidence also points to the therapeutic nature of
engaging patients actively in care decisions. Patients who are informed about their conditions, given
space to choose among alternatives, and treated as dialogic partners typically exhibit higher adherence
rates (Kwame & Petrucka, 2022). This participatory approach diminishes negative interpersonal
behaviours like discrimination or disrespect that can otherwise emerge during stressful care episodes.
Anxiety mitigation links closely with communication about complex or distressing information.
Intensive care contexts offer illustrative examples where assistive strategies are underutilised despite
clear potential benefits for nonspeaking patients (Happ et al., 2011). Implementing tools such as
alphabet boards or writing materials might seem ancillary but could markedly improve how patients
express discomfort or pain, a factor directly relevant to reducing physiological stress responses. Quality
improvement efforts illustrate how incremental changes in communicative practice can generate notable
outcome shifts. For chronic conditions managed largely in primary care contexts, empirical
observations show that rigid adherence to standardised checklists might limit responsiveness to
individualised patient concerns (Macdonald et al., 2013). Allowing flexibility within structured
guidelines can permit tailored interactions without diluting procedural integrity. Nursing environments
characterised by enriched interpersonal skills training further validate this rationale. Group oral
reflection sessions have been proposed as a mechanism for enhancing clinical competencies like safety
awareness while fine-tuning verbal communication skills (Bahman et al., 2019). Such reflective
exercises promote self-awareness regarding language choice, tone modulation, and non-verbal signals,
all critical elements for sustaining attention and cooperation among patients. Finally, consideration
should be given to personal connection techniques embedded within person-centred care models.
Casual conversation (“chit-chat”) or humour employed judiciously can help maintain rapport over
extended treatment timelines (Kwame & Petrucka, 2021). Even deliberate silences have contextual
value when strategically integrated into conversations about sensitive topics. These diverse threads
provide a coherent justification for advancing research into nurse-patient communication strategies
grounded in empirical measurement of satisfaction improvements, medication adherence gains, and
anxiety reductions relative to baseline practices. Each component, from transparency norms to humour
use, intersects at the point where human interaction measurably influences biomedical outcomes,
making it a domain warranting sustained analytical focus.

2.2 Definitions and Key Concepts

Specifying operational definitions ensures consistency in this analysis. Patient satisfaction refers here
to the self-reported appraisal of care quality, encompassing interpersonal interactions, fulfilment of
expectations, perceived competence of the provider, and the degree to which communication enables
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comprehension of health information. This construct is multidimensional, shaped by psychological
factors such as trust, stereotyping biases, and expectancy effects (Wang et al., 2023). It extends beyond
hedonic assessment to include outcome-related perceptions; this breadth makes it a sensitive indicator
when evaluating communication interventions against standard care. In empirical studies, satisfaction
is typically measured via validated survey instruments or standardised patient-reported outcome
measures, often aggregated for institutional comparisons. Medication adherence in this context is
defined as the extent to which a patient’s behaviour aligns with agreed therapeutic regimens in terms of
timing, dosage, and frequency. It reflects both the capacity and willingness to follow recommendations,
with adherence lapses frequently linked to miscommunication or low health literacy (HL). HL itself
denotes the ability to locate, comprehend, evaluate, and apply health-related information effectively in
decision-making about one’s care (Tavakoly Sany et al., 2020). Adequate HL is a mediator between
provider—patient interactions and adherence rates; patients with limited HL skillsets are more prone to
misunderstanding dosing schedules or missing critical safety instructions. Communication strategies
that attend explicitly to HL disparities, such as simplifying language without sacrificing accuracy, tend
to produce measurable gains in adherence metrics. Anxiety reduction is another key endpoint for
assessing communication quality. For this work, anxiety is conceptualised as a transient but influential
emotional state occurring during care processes that can impede cognitive processing and recall of
medical advice. Clinical anxiety levels are modifiable through interpersonal factors including tone of
voice, active listening signals, and consistency in caregiver assignment (Kwame & Petrucka, 2021).
Even subtle environmental or procedural cues, like updating patients about wait times or recalling prior
conversations, feed into perceptions of safety and visibility that help mitigate anxiety. The term
effective communication refers here to verbal and non-verbal exchanges between nurse and patient that
are accurate, empathic, responsive to individual needs, culturally attuned, and organised in a way that
promotes shared decision-making (SDM) (Cutler et al.). SDM itself can be defined as a collaborative
model wherein clinical choices are made jointly by patient and provider after consideration of best-
available evidence alongside patient values and preferences. This process necessitates transparent
presentation of options and potential consequences in accessible formats. Operationalising SDM within
nursing practice entails iterative exchanges where questions are encouraged openly without fear of
negative judgment, a dynamic that fosters engagement and partnership. Nurse engagement also figures
prominently in these definitions because it represents the provider-side commitment to participating
actively in governance structures or quality improvement activities related to patient care
communication (Kutney-Lee et al., 2016). Higher engagement correlates with increased patient-centred
behaviours during consultations. It incorporates motivation levels for sustaining clear dialogue under
workload pressures and reflects alignment between organisational priorities and relational care goals.
From an institutional perspective, engagement extends into cultural competence, defined as the
integration of knowledge about individuals’ cultural backgrounds into clinical practice patterns
(Kwame & Petrucka, 2021). Cultural competence in nurse—patient communication ensures messages
account for differences in language use, social norms, health beliefs, and non-verbal expression.
Training programs aimed at cultivating such competence often integrate role-playing scenarios with
diverse demographic profiles to reduce unintentional bias (Hausmann et al., 2011). Trust operates here
as both a mediator and outcome variable within communication interventions. Clinically relevant trust
can be described as the belief held by a patient that a healthcare provider will act competently and
prioritize their wellbeing without exploitation or neglect (Gilbert & Hayes, 2009). Trust interacts
recursively with satisfaction: higher trust tends to boost receptivity toward clinical advice (and hence
adherence), while consistent follow-through on promises strengthens trust over time. Interpersonal tone
warrants separate definitional status given its recurring appearance in literature linking affective
elements with treatment outcomes. Affective tone includes qualities such as warmth or concern
conveyed through speech prosody or facial expression; these qualities often mirror patient tone during
encounters (Hausmann et al., 2011). Positive affective tone has been shown to buffer negative emotional
states like stress during complex diagnostic discussions. The definition of environment within this
framework extends beyond physical space to encompass the immediate psychosocial context where
nurse—patient interactions occur (Rising et al., 2016). Elements such as noise level, privacy assurance
during discussions, urgency due to acute conditions, or institutional policies regulating conversation
length can all modulate how messages are sent and received. Finally, structured communication
interventions denote planned strategies implemented systematically across encounters rather than ad
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hoc conversational adjustments. Examples include adopting standard questions verified for eliciting
comprehensive histories from patients with varying HL levels or using agreed documentation templates
aligned with SDM principles (Priebe et al., 2007). These interventions differ from unstructured
communication insofar as they seek replicable outcomes across providers while retaining adaptability
for individualised tailoring. By specifying these concepts precisely at the outset, as recommended
within PRISMA-guided frameworks, comparisons between intervention-based studies and routine care
become more valid. Such clarity ensures that changes observed in satisfaction scores derive from
definable aspects of communication practice rather than extraneous variables embedded within broader
care processes.

3 Methodology

3.1 PICO Framework

Within the PICO framework, the population definition extends from the operational concepts, focusing
on individuals receiving nursing care where communication patterns between provider and patient
constitute a measurable intervention component. This includes diverse demographic groups, ranging
from those with chronic diseases such as diabetes and hypertension, where medication adherence is a
persistent concern, to critical care patients whose anxiety levels can affect physiological stability during
hospitalisation (Kwame & Petrucka, 2022; Yao et al., 2021). This population encompasses both high-
acuity inpatients and community-based outpatients, recognising variation in encounter frequency and
communicative demands across care settings. Inclusion criteria align with studies measuring at least
one of the following primary endpoints: patient satisfaction score shifts, adherence rate changes, or
validated anxiety scale outcomes post-intervention compared to baseline or control conditions. The
intervention within this framework consists of structured nurse—patient communication strategies
implemented either as standalone approaches or embedded into broader clinical workflows. These
interventions may include active listening protocols, shared decision-making (SDM) frameworks,
health literacy-adjusted explanations, culturally sensitive dialogue techniques, and use of
communication aids for special populations (e.g., nonspeaking ICU patients). Evidence suggests that
role clarity within healthcare teams enhances these interventions by ensuring consistency in messaging
and reducing contradictory information that might erode patient trust (Kilpatrick et al., 2021).
Implementation methods can range from manualised training modules to technology-supported systems
such as electronic health record-embedded prompts or visualisation tools designed to guide
conversations (Foraker et al., 2015). Such integration is most effective when aligned with organisational
culture supporting psychological safety for both patients and staff. The comparison condition typically
refers to standard care practices without targeted communication enhancements. In many reviewed
studies, this means nurse—patient interactions guided primarily by clinical necessity and time constraints
rather than by protocols aimed explicitly at improving satisfaction, adherence, or anxiety reduction.
Standard care environments often lack systematic role clarification or collaborative planning with
patients and families (Aasmul et al., 2018), which may contribute to fragmented messaging and reduced
opportunity for SDM-based engagement. Where technological support exists in control arms, it often
lacks patient-personalisation or structured feedback loops critical to sustained behavioural change
(Cutler et al.). Outcomes are stratified into primary and secondary categories under PRISMA guidelines
to enhance interpretability across heterogeneous study designs. Primary outcomes include quantifiable
changes in patient satisfaction scores as measured by validated survey instruments; differences in
medication adherence expressed as proportion of doses taken correctly or appointment attendance rates;
and reduction in anxiety levels documented through tools like the Hospital Anxiety and Depression
Scale (HADS) or comparable measures. For instance, prior analyses have observed that targeted
communication training, even without modifying therapeutic regimens, can yield positive shifts in both
subjective wellbeing reports and biometric parameters linked to treatment compliance (Lake et al.,
2019).

Table 1: PICO Framework for Communication Interventions

Component  Definition & Inclusion Criteria

Patients in acute/community settings; inclusive of chronic diseases (diabetes) and
Population (P) ICU.
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Intervention  Structured communication strategies: Active listening, Shared Decision-Making
D (SDM), Cultural Competence.

Comparison  Standard care interactions driven by clinical necessity rather than structured
©) engagement protocols.

Outcome (O) Primary: Patient Satisfaction, Medication Adherence, Anxiety Reduction.

Secondary outcomes often capture intermediary mechanisms such as improved interdisciplinary
communication among providers (Liu et al., 2021), heightened staff competence relevant to navigating
ACP discussions (Aasmul et al., 2018), or policy adoption rates favouring inclusive language standards
(Kwame & Petrucka, 2022). Distinguishing between acute-phase and longitudinal effects is essential in
interpreting outcome data. Short-term gains may appear rapidly through reduced anxiety immediately
after a clear conversation about treatment steps; however, sustained improvement in medication
adherence requires reinforcement over multiple contacts. Studies using PROMs frameworks highlight
how iterative measurement of patient-reported outcomes can reinforce feedback cycles between nurse
and patient while adapting intervention delivery to evolving circumstances (Porter et al., 2021). This
dynamic responsiveness offers a plausible explanation for more durable shifts in behaviour compared
to static interventions. The PICO articulation also necessitates consideration of contextual moderators
that influence effect sizes across trials. Organisational work environments represent one such
moderator: supportive contexts correlate with higher likelihood of reporting improved satisfaction
metrics post-intervention (Lake et al., 2019), which may stem from increased nurse engagement levels
leading to more consistent application of communicative protocols. Interprofessional dynamics further
shape efficacy; collaboration between nurses, physicians, therapists, and other specialists mitigates risks
of inconsistent messaging that can undermine adherence efforts. At the policy level, integrating rights-
based approaches can embed these communicative shifts into institutional norms so they persist beyond
research periods. Operationalising this PICO framework involves specifying inclusion thresholds for
methodological rigour, such as randomisation procedures or pre-post design validity, and justifying
comparator choices based on prevailing standards within the study setting. Where variability exists in
outcome reporting (e.g., different scales for satisfaction), normalisation techniques may be necessary
before synthesis. Consistent with the emphasis on evidence-informed practice articulated by
implementation science literature (Kilpatrick et al., 2021), co-developing intervention content with
patients, families, and frontline nurses ensures greater contextual fit while maintaining fidelity to tested
communicative elements. Aligning each PICO element with clearly defined measures strengthens
causal inference about whether structured nurse—patient communication interventions outperform usual
care in producing meaningful improvements across satisfaction indices, adherence behaviours, and
anxiety reduction benchmarks. This alignment also supports future replication studies seeking not only
to confirm efficacy but also to refine delivery models suited for varied cultural contexts and healthcare
infrastructures.

3.2 Search Strategy

The search process followed the systematic approach mandated by PRISMA guidelines, with explicit
effort to ensure that relevant literature addressing structured nurse—patient communication interventions
and their measurable effects on patient satisfaction, medication adherence, and anxiety reduction was
identified comprehensively. Building on the population and intervention definitions, the aim was to
retrieve studies capturing both qualitative and quantitative evidence across diverse healthcare contexts.
The inclusion of mixed-method designs was considered essential, given the dual importance of
experiential patient data and statistical outcome measures in assessing communication efficacy
(Alshammari et al., 2019). Queries were constructed to balance sensitivity with specificity, recognising
that overly narrow terms might exclude pertinent studies, while excessively broad strings could yield
unmanageable volumes of irrelevant records. Keywords integrated clinical descriptors (e.g.,
“medication adherence,” “anxiety reduction,” “patient satisfaction”), professional role-aligned terms
“nurse,” “nursing communication,” “shared decision-making”), and methodological qualifiers
(“systematic review,” “randomised controlled trial,” “qualitative study”) (Weaver et al., 2014).
Synonyms and related phrase variants were applied through Boolean operators; for example,
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combinations like (“effective communication” OR “structured communication”) AND (“nursing”)
AND (“patient outcomes”) helped ensure capture of terminologically diverse publications. Databases
selected reflected both biomedical scope and nursing-specific repositories. Major platforms such as
PubMed/MEDLINE, CINAHL, Embase, and the Cochrane Library formed the core search environment
(Butler et al., 2019). The inclusion of Cochrane was critical for accessing rigorously vetted systematic
reviews on healthcare staffing models that indirectly influence communication quality through
workload management. Complementary searches in PsycINFO allowed coverage of psychological
dimensions embedded in anxiety-reduction outcomes (Wang et al., 2023). Filters were set
pragmatically: English-language full texts published after 1990 were prioritised given changes in
nursing scope-of-practice standards and the emergence of SDM models over recent decades (Butler et
al., 2019). Acute care settings received special attention by employing targeted strings combined with
context qualifiers (e.g., “ICU communication aids” AND “critical care nursing”) due to known
complexities in those environments (Happ et al., 2011). The initial search employed broad inclusion
criteria to maximise sensitivity; subsequent rounds refined parameters based on abstract screening
outcomes. Abstracts underwent dual independent review to reduce bias, as outlined in validated
selection procedures analogous to Mendeley-assisted duplicate removal workflows described by prior
authors (Yao et al., 2021). Where disagreements arose regarding relevance, such as whether a general
healthcare team-training study without nurse-specific stratification should be included, resolution
occurred via discussion or involvement of a third reviewer to arbitrate (Weaver et al., 2014). This multi-
layered screening preserved both methodological rigor and conceptual relevance. Hand-searching
reference lists from included studies augmented database findings. This technique often surfaced
seminal works not captured by keyword matches alone, particularly valuable for older foundational
research on nurse—patient rapport-building practices before standardised indexing conventions became
prevalent (Kwame & Petrucka, 2021). Grey literature channels were also consulted, including
conference proceedings from international nursing research assemblies and institutional reports that
documented pilot interventions with communicative components but had not yet undergone peer-
reviewed publication (Santandreu-Calonge, 2023). The rationale for including grey literature lay in
anticipating practice innovations that may precede formal dissemination. To control for scope drift,
each potentially includable record was cross-checked against predefined outcome domains. For patient
satisfaction endpoints, studies needed explicit measurement using validated instruments rather than
anecdotal narrative alone (Wang et al., 2023). Adherence-focused articles required operational
indicators such as pill counts, prescription refill rates, or self-reported treatment consistency
assessments (Tavakoly Sany et al., 2020). Anxiety reduction evidence had to derive from formally
administered psychological scales or symptom checklists rather than solely inferred emotional states
from qualitative interviews (Kwame & Petrucka, 2021). An important strategy in balancing
comprehensiveness with manageability involved hierarchical categorisation during full-text review.
Retrieved studies were classified according to setting type (acute inpatient vs. community-based
outpatient), intervention formality (manualised training program vs. informal practice change), and use
of adjunct technologies (mobile applications, electronic prompts) (Santandreu-Calonge, 2023). This
categorisation allowed subanalysis aligned with planned secondary outcomes such as differences in
effect between ICU environments requiring specialised communication aids and outpatient clinics
reliant more on HL-adjusted dialogue. To avoid inadvertent duplication bias, where multiple reports of
the same intervention could skew synthesis, publication histories for included trials were examined
carefully. Instances where conference abstracts later evolved into journal articles resulted in
consolidation under the most complete dataset version while documenting linkage for transparency.
Furthermore, data extraction templates integrated metadata fields specifying study design type, sample
size adequacy relative to endpoint variance expectations, and clarity of intervention description suitable
for replication. Throughout the process, documentation adhered strictly to PRISMA’s requirement for
reproducibility: detailed recording of query strings for each database, date-stamped logs of retrieval
counts pre- and post-duplicate removal, and notes explaining exclusion decisions during abstract/full-
text stages. These procedural records will enable a future researcher replicating this review to
reconstruct identical search conditions, a safeguard against selection bias enhancing reliability. The
strategic blending of broad-spectrum database retrievals with narrowly focused manual checks reflects
an appreciation that effective nurse—patient communication is variably labelled across disciplines
ranging from medical sociology to clinical trials literature. Its manifestations, in empathy training

WWW.DIABETICSTUDIES.ORG 595


http://www.diabeticstudies.org/

The Review of DIABETIC STUDIES
Vol. 20 No. S6 2024

modules (Kwame & Petrucka, 2021), technology-mediated health guidance (Santandreu-Calonge,
2023), or acute care assistive strategies (Happ et al., 2011), require a search methodology agile enough
to traverse disciplinary silos while loyal to inclusion benchmarks tied directly to measurable shifts in
satisfaction scores, adherence behaviours, or anxiety indices compared against no-intervention
baselines. Upon completion of the search process, the initial retrieval yielded a diverse range of
citations. Following duplicate removal and title/abstract screening based on the PICO criteria defined
in Table 1, studies were critically appraised for relevance. The final selection included a mix of
systematic reviews, randomized controlled trials, and observational studies that specifically addressed
the intersection of nurse-patient communication with the primary outcomes of satisfaction, adherence,
and anxiety. This synthesized body of evidence forms the basis of the subsequent review.

4 Literature Review

4.1Theoretical Foundations of Effective Communication

Understanding the theoretical basis for effective communication between nurses and patients allows for
a more precise framing of why such interactions lead to measurable improvements in patient
satisfaction, medication adherence, and reductions in anxiety. Multiple conceptual models inform this
area, each highlighting different mechanisms through which interpersonal exchanges in healthcare
produce tangible outcomes. Building on the methodological clarity, these foundations offer structured
explanations that connect communicative behaviours to clinical endpoints. One widely recognised
position conceptualises communication as a cyclical exchange between sender and receiver
incorporating essential components like context, medium, message, and feedback (Alshammari et al.,
2019). In nursing contexts, this model underscores that feedback is not merely optional but instrumental,
it acts as a corrective loop enabling adaptation of messages to patient comprehension levels. When these
loops are absent or poorly executed, such as when nurses do not check understanding, the likelihood of
misinterpretation rises, which can compromise adherence to treatment regimens. Here, feed-forward
elements also matter: anticipating potential misunderstandings before they occur aligns with higher
satisfaction scores because it preempts information gaps that might otherwise provoke anxiety. From
the perspective of cultural competence theory, effective communication is seen as contingent on the
provider’s ability to integrate awareness of diverse cultural norms into dialogue structures (Kwame &
Petrucka, 2021). This capacity requires openness and sensitivity to values and practices distinct from
the nurse’s own experience. Cultural mismatch can manifest in subtle ways, such as differing
interpretations of non-verbal cues or tone. Such misalignment can reduce trust and, by extension,
diminish behavioural outcomes like medication adherence. The theory suggests interventions should
embed continuous education on cultural parameters so that communication retains congruence with
patient worldviews. This approach integrates respect for dignity into every exchange, a factor shown to
facilitate anxiety reduction by reinforcing feelings of being heard and valued. Shared governance
frameworks expand the theoretical landscape by linking frontline nurse empowerment with improved
relational dynamics (Kutney-Lee et al., 2016). Kanter’s structural empowerment model posits that
employees granted decision-making authority within their sphere show greater engagement, and in
nursing practice this engagement often translates into more thorough patient interactions. Empowered
nurses can shape institutional policies with direct implications for care conversations; if a ward policy
mandates explanation of each procedure in plain language before initiation, patients experience
heightened transparency. Such measures correlate strongly with improved satisfaction because they
validate a patient’s role in their own care decision-making processes. Ecodevelopmental theory offers
another lens by describing how clinicians’ and patients’ behaviours influence one another reciprocally
within a shared ecology. For adolescents managing sensitive topics such as HIV or STI risk behaviours,
fear of disclosure, especially where confidentiality is uncertain, can suppress health-relevant
communication.
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Figure 1: The Therapeutic Communication Cycle
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This theoretical frame implies that structural assurance of privacy at the institutional level can modify
both parties’ behaviour: clinicians become more open in asking difficult questions when patients are
reassured they control information flow; patients reciprocate by sharing candid details that enhance
diagnostic accuracy and treatment appropriateness. Interpersonal communication theory integrates
affective dimensions such as empathy, sensitivity, and altruism into its core skill set for healthcare
providers (Cordova et al., 2018). The proposition here is that relational warmth expressed via tone and
attentive body language not only augments patient satisfaction but also acts physiologically to dampen
stress responses, anxiety markers like elevated heart rate or blood pressure may ease under such
conditions. Reduced anxiety enhances cognitive receptivity, increasing the likelihood that medication
schedules will be remembered accurately and followed over time. Team-based healthcare theories
further outline how effective nurse—patient communication benefits from clear intra-team messaging.
For example, structures-processes-outcomes models adapted for nurse practitioner-inclusive teams
place trust and perceived team effectiveness as mediators between organisational characteristics and
patient-reported experiences (Kilpatrick et al., 2021). When internal team coordination functions
smoothly, communication breakdowns among staff are minimised, patients encounter consistent
narratives about their care plans across all touchpoints. Consistency fosters trust; inconsistent
messaging breeds confusion, an established barrier to adherence. Social interaction theory complements
these perspectives by emphasising dynamic reciprocity: clinician—patient conversations evolve based
on each participant’s immediate responses rather than following static scripts (Cordova et al., 2018).
This recognition challenges rigidly standardised protocols where adaptability may be limited; instead it
supports iterative refinement mid-encounter according to cues such as patient hesitation or
misunderstanding. Anxiety reduction benefits particularly from this flexibility: a nurse detecting signs
of distress can slow pacing or change phrasing before anxiety escalates enough to impair
comprehension. Theoretical insights into hierarchical organisational dynamics reveal additional layers
impacting communicative outcomes. Studies examining power distance illustrate how stronger
hierarchies may delay voice expression from nurses without necessarily reducing frequency overall
(Lainidi et al., 2023). In environments where speaking up is delayed but possible, careful timing
becomes part of strategic communication, critical information must reach patients before decisions are
finalised if SDM processes are to remain authentic. In acute care units housing nonspeaking ICU
patients, assistive communication theories inform multilevel intervention design combining training
modules with tools like electronic devices or alphabet boards (Happ et al., 2011). These frameworks
argue that physical limitations necessitate adapted modes of interaction without lowering informational
richness; when implemented systematically they can match non-verbal expressiveness with clinical
needs effectively enough to maintain adherence even under compromised verbal conditions. By
synthesising these varied models, from structural empowerment through cultural competence to
interpersonal sensitivity, the theoretical foundation for effective nurse—patient communication emerges
as inherently interdisciplinary. It treats satisfaction improvements as outcomes linked explicitly to
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respectful reciprocity; regards adherence gains as products of clarity merged with patient agency;
frames anxiety reduction not simply through emotional soothing but through modulating environmental
and procedural stresses affecting psychological states (Ghahramanian et al., 2017). Viewing nurse—
patient exchanges through these lenses creates robust explanatory pathways linking specific
communicative behaviours with quantifiable health outcomes measured under PRISMA -aligned review
protocols.

4.2 Historical Evolution of Nurse-Patient Communication

Tracing the historical trajectory of nurse—patient communication reveals an interplay between changing
professional norms, institutional contexts, and evolving understandings of what constitutes “effective”
interaction. Early records of hospital care indicate a largely paternalistic model in which nurses were
expected to execute physicians’ orders with minimal verbal engagement beyond functional directives.
Patient perspectives seldom informed decision-making, and satisfaction levels were rarely measured
systematically, making it difficult to quantify how communication influenced adherence or emotional
states. This limited exchange reflected both hierarchical constraints and the absence of formal training
in interpersonal skills; non-verbal cues such as task-oriented gestures predominated and written
documentation was primarily aimed at internal clinical use rather than fostering transparency for the
patient (Cutler et al.). As nursing began to professionalise during the mid-20th century, curricula started
incorporating concepts from psychology and sociology alongside clinical instruction. Communication
became recognised as integral to compassionate care rather than merely ancillary to technical
competence (Alshammari et al., 2019). Still, modes of delivery remained prescriptive, patients were
informed about procedures but not invited into collaborative dialogues. Medication adherence at this
stage was understood mechanistically; compliance failures were attributed to patient behaviour without
considering whether unclear instructions or insufficient engagement constituted underlying causes.
Anxiety mitigation tended to be incidental rather than intentional, achieved more through bedside
manner than through structured therapeutic conversation. The late 20th century introduced a pivot
toward patient rights frameworks, influenced heavily by global health policy initiatives linking dignity
and respect to care quality (Kwame & Petrucka, 2022). In practice, this translated to increased emphasis
on informing patients about their conditions and treatment options. Written materials, such as consent
forms and educational pamphlets, grew more accessible in language and design, aiming to improve
health literacy. Nurses began acting as interpreters of medical jargon, a shift crucial for adherence
improvements because it helped bridge comprehension gaps that previously undermined medication
routines (Kwame & Petrucka, 2021). Alongside this expansion of verbal communication tools came
greater sensitivity toward cultural context; recognising that norms concerning eye contact, touch, or
disclosure vary across populations reduced misinterpretations that had historically strained rapport.
These changes also directly impacted anxiety levels: allowing patients to express concerns within their
cultural idioms validated emotional experience, lowering stress linked to alienation in clinical settings.
Technological advancements in the early 2000s accelerated transformation further by introducing
electronic health records (EHR) with patient-facing portals. While initially designed for administrative
efficiency, these systems opened new channels for asynchronous communication between nurses and
patients. Secure messaging functions offered opportunities to clarify prescription regimens post-
discharge, an intervention associated with increased adherence rates when messages reinforced dosage
timing in plain language (Kilpatrick et al., 2021). Additionally, structured templates embedded in EHRs
began standardising explanation duties prior to interventions, which supported consistent satisfaction
outcomes across differing providers by reducing variability in informational depth (Cutler et al.).
Anxiety reduction benefitted indirectly from these systems through timely updates and remote
reassurance during symptom changes that would have otherwise necessitated stressful in-person visits.
Concurrently, training methods evolved from didactic lectures on communication theory toward
experiential learning approaches. Video Interaction Analysis emerged as a particularly influential tool:
by reviewing recordings of actual nurse—patient exchanges, trainees could reflect on verbal pacing, tone
modulation, and non-verbal alignment with intended empathy cues (Caris-Verhallen et al., 2000). This
reflective practice refined not only personal style but also awareness of moments where small
adjustments, pausing for confirmation questions or adjusting proximity, could notably alter patient
reception. In terms of measurable outcomes, studies showed such interventions improved reported
satisfaction scores more consistently than older lecture-based curricula precisely because they targeted
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observable behaviours influencing real-time comprehension and trust building. The link with
medication adherence arose when nurses demonstrated greater skill in eliciting patient restatement of
dosing plans after undergoing such training; anxiety reductions stemmed from heightened sensitivity to
distress signals during observations and the immediate adaptation these prompted. In high-acuity
environments like intensive care units (ICUs), historical patterns demonstrate some resistance to
broader communicative reforms due to workload intensity and staff shortages (Shafipour et al., 2014).
Intensive focus on physiological stabilisation often overshadowed extended dialogue, with anxiety
mitigation deprioritised unless symptoms escalated visibly. Over time, however, institutional
recognition grew that even brief but clear exchanges about procedural steps or vital sign changes could
enhance perceived safety, critical for anxious patients unable to communicate verbally due to illness
severity. Innovations such as alphabet boards or simplified writing aids became standard adjuncts here,
marking a departure from reliance solely on interpretive guesswork about patient needs (Chan et al.,
2018). Historical analysis suggests that such pragmatic adaptations contributed both to reducing anxiety
spikes during critical episodes and maintaining basic medication synchronisation once conscious
participation resumed post-crisis. Another turning point came with policy-level incorporation of nurse
engagement into value-based purchasing (VBP) models comprising patient satisfaction metrics like
HCAHPS scores (Kutney-Lee et al., 2016). Linking financial incentives directly to reported
interpersonal quality reframed communication as not just ethically desirable but economically strategic
for healthcare organisations. This era saw hospital administrations investing more deliberately in
ongoing in-service training focused on balancing workload pressures with relational competencies
(Kwame & Petrucka, 2022). As historical trajectories show, aligning institutional priorities with
communicative excellence catalysed measurable gains across all target domains: satisfaction improved
via consistent message delivery protocols; adherence strengthened when nurses gained more autonomy
over follow-up processes; anxiety reduction benefited from managerial support enabling longer or
better-prepared conversations despite rising caseloads. The evolution reveals a shift from constrained
information delivery under hierarchical models toward collaborative dialogue supported both by
cultural sensitivity and technological innovation. Throughout this progression and consistent with
findings, evidence validates each major historical refinement by correlating them with observable
increases in patient satisfaction scores relative to older practices, better medication adherence through
clarity-enhancing strategies rooted in active listening and feedback loops, and notable reductions in
patient anxiety where environmental or procedural adaptations prioritised psychological safety
alongside biomedical care objectives. The historical arc illustrates how practice adaptation, and not
merely theoretical endorsement, drives substantive outcome improvements in nurse—patient
relationships over time.

5 Data Synthesis

5.1 Impact on Patient Satisfaction

Patient satisfaction is a multidimensional construct shaped by the nature and quality of communication
during nurse—patient interactions. Evidence drawn from systematic reviews and controlled studies
demonstrates that satisfaction levels are not simply the product of technical care competence but are
deeply moderated by interpersonal behaviours, clarity of explanations, and perceived respect within the
clinical encounter. Patients respond positively when nurses convey procedural and medical information
in a manner congruent with their expectations, health literacy capacity, and cultural background. This
alignment is reinforced by role perception theory, which suggests an evaluative boost occurs when
provider behaviour matches patient role expectations, resulting in higher satisfaction ratings (Wang et
al., 2023). Structured communication interventions yield discernible improvements compared to
standard care interactions where messaging is predominantly task-oriented. In conventional settings,
communication can be authoritative or laden with medical jargon, potentially alienating patients who
wish to contribute actively to decision-making (Kwame & Petrucka, 2021). Changing this dynamic to
one where nurses adopt person-centred approaches, inviting questions, allowing adequate response
time, and tailoring information delivery, has been shown to heighten satisfaction scores. For example,
interventions integrating shared decision-making (SDM) frameworks encourage patients to weigh
options collaboratively with nurses, enhancing trust in the process and fostering a perception that their
values materially guide care trajectories (Cutler et al.). Trust itself acts as both a driver and a reinforcing
outcome; higher trust levels correlate strongly with more favourable satisfaction appraisals because they
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underpin perceptions of competence and benevolence within the care relationship (Hausmann et al.,
2011). In acute settings such as intensive care units (ICUs), where verbal communication barriers may
be present due to mechanical ventilation or critical illness severity, evidence points to considerable
gains in satisfaction following targeted use of augmentative and alternative communication (AAC) tools
(Happ et al., 2011). These interventions enable expression of discomforts or needs that would otherwise
remain unvoiced. Even when patient conditions preclude speech, opportunities to signal using eye
movements or gestures, interpreted consistently by trained nursing staff, can improve perceptions of
being attended to respectfully and comprehensively. The systematic testing of multi-tiered AAC
programs has demonstrated feasibility in improving not just the ease but also the quality of nurse—
patient exchanges (Happ et al., 2014), which directly contributes to patient-reported satisfaction by
alleviating feelings of isolation during critical care episodes. Outside ICU contexts, cultural competence
represents another decisive factor in satisfaction outcomes. Patients treated by nurses attuned to local
customs, religious sensitivities, and language nuances often report higher confidence in their providers’
commitment to personalised care (Alshammari et al., 2019). Misinterpretation of non-verbal cues or
ignorance of cultural norms can be perceived as disrespectful, degrading satisfaction scores irrespective
of technical proficiency. As institutions recognise these variables’ impact on experience metrics like
HCAHPS scores, cultural competency training has been increasingly paired with communication skills
development programs. Such integration promotes respect narratives within encounters, a dimension
consistently rated highly in patient satisfaction surveys. Quantitatively, multivariate analyses have
linked “respect” behaviours and information sharing to substantial increases in perceived quality ratings
among surgical ward patients (Ghahramanian et al., 2017), signalling tangible benefits from
communications grounded in mutual regard. Team-based care structures also play a notable role. While
direct nurse—patient dialogue sets the tone for individual encounters, behind-the-scenes collaboration
among healthcare professionals ensures continuity and coherence across touchpoints (Butler et al.,
2019). Studies comparing total-patient-care models with team nursing reveal mixed results for patient
satisfaction overall; however, where job satisfaction among nurses improved under team-based
approaches, downstream effects included better morale that transferred into richer interpersonal
engagement during patient contact. Better internal communication mitigates risks of contradictory
messages reaching patients, an occurrence detrimental to satisfaction because it undermines trust in
institutional coordination. Another axis influencing patient-perceived quality lies in the avoidance or
mitigation of discriminatory experiences during prior care visits (Hausmann et al., 2011). Patients who
have felt marginalised tend to anticipate negative future encounters; structured interventions aiming to
dismantle discriminatory patterns counteract these expectations by demonstrating inclusivity through
consistent verbal affirmation and equitable attentiveness. This shift can recalibrate outlooks on
healthcare interactions more broadly, raising willingness to engage fully with nurses as credible
partners, which is reflected in heightened satisfaction survey responses post-intervention compared to
baseline assessments gathered under routine practice conditions. Technological adjuncts deployed
within follow-up care illustrate how modality choice intersects with engagement quality. Electronic
channels facilitate asynchronous reassurance and clarification without imposing burdensome travel or
wait times on patients (Happ et al., 2014). When these communications replicate empathetic tone and
thoroughness found in face-to-face exchanges, they can sustain high satisfaction levels between
appointments while maintaining adherence continuity established during initial visits. The added
flexibility is particularly valued by patients managing chronic illnesses whose routines must
accommodate ongoing treatment regimens alongside personal obligations; feeling acknowledged
digitally reinforces perceptions that nursing care is both responsive and adaptable. It appears likely that
psychological safety mechanisms embedded into communicative practice underpin many of these
observed shifts. Creating environments free from punitive judgement encourages candour during
dialogue about symptoms or concerns (Fukami, 2024). This openness allows nurses to address issues
promptly before they escalate clinically, thus avoiding negative experiences that could erode
satisfaction ratings over time. Anxiety reduction through predictable conversation patterns further
supports positive evaluations: acknowledging uncertainties without dismissal helps maintain rapport
even when prognoses are unclear (Kwame & Petrucka, 2021). Patients tend to appreciate transparency
even if news includes adverse developments because it conveys respect for their right to know, a
sentiment commonly expressed through improved post-consultation ratings on elements like clarity and
empathy within standardised instruments. Analyses integrating quantitative metrics with qualitative
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narratives from diverse settings, structured nurse—patient communication delivers consistent uplifts in
reported satisfaction relative to control conditions that lack intentional interaction design. Gains occur
across a spectrum, from acute ICU contexts employing AAC devices for complex cases through
community clinics incorporating culturally sensitive SDM protocols, each aligning message delivery
closely with individual needs and expectations identified earlier at intake or through ongoing exchange
processes (Cutler et al.). This breadth strengthens external validity for generalising these approaches
beyond isolated populations while highlighting that sustained application requires organisational
support systems facilitating role clarity, training availability, resource provisioning for assistive
technology use, and reinforcement loops through feedback collection embedded into regular practice
cycles (Stojan et al., 2016). By operationalising these dimensions deliberately rather than leaving them
emergent from personal style alone, institutions maximise their ability to consistently convert everyday
clinical communication into elevated patient experiences measurable via robust survey instruments
designed expressly for cross-comparison over time.

5.2 Effect on Medication Adherence

Medication adherence is strongly influenced by the clarity, consistency, and responsiveness of nurse—
patient communication, with structured and patient-centred interactions substantially outperforming
standard care in multiple contexts. communication quality sets the tone for trust and engagement; these
same processes extend into adherence behaviours because they determine how well patients understand,
remember, and prioritise their treatment plans over time. Empirical data link higher adherence rates to
encounters where nurses actively assess comprehension, encourage patient queries, and provide
supportive reinforcement rather than focusing solely on potential penalties for non-compliance (Oreja-
Guevara et al., 2019). Positive reinforcement models, illustrated in diabetes responsibility contracts,
frame adherence as an achievement to be acknowledged, which contrasts with punitive systems like
some opioid agreements that have been shown to undermine trust. This strategic difference matters
because undermined trust can attenuate motivation to comply with medication schedules. Health
literacy (HL) acts as a primary mediating variable between effective communication and adherence
outcomes. Patients with higher HL, often correlated with educational attainment, generally manage
medication routines more accurately and are better at integrating instructions into daily life. Structural
barriers persist for those with lower HL skills who may misinterpret dosage sequencing or frequency
when information is presented densely or using uncontextualised medical terminology. Adjusting nurse
explanations to account for HL variability, including simplifying complex instructions without
compromising accuracy, improves both short-term pill-taking behaviour and longer-term regimen
consistency (Tavakoly Sany et al., 2020). Communication training for nurses that includes HL-
awareness modules enhances this adaptation capacity, thus amplifying intervention effect size. In
contrast, failure to recognise HL disparities can silently erode adherence through repeated minor
misunderstandings that accumulate into clinically relevant dosing gaps. Trust-building through
personalised care also directly contributes to stronger medication-taking behaviours. Evidence suggests
that patients who perceive their nurses as attentive facilitators, listening to concerns about side effects
or integrating lifestyle realities into scheduling advice, are likelier to sustain adherence (Wang et al.,
2023). Institutional trust complements interpersonal rapport: when patients believe the system will
safeguard their wellbeing at a macro level, they are more inclined to follow through on prescribed
regimens even in complex multi-drug protocols. Conversely, contradictory messages from different
providers or rushed explanations under workload pressures disrupt this confidence chain (Kwame &
Petrucka, 2021), undermining not only satisfaction but tangible behavioural commitments such as
prescription refilling. Reflective practice interventions for nurses have demonstrated capacity to
influence medication adherence indirectly by sharpening awareness of verbal habits that impact patient
uptake of information (Bahman et al., 2019).
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Figure 2: Impact of Structured Communication on Medication Adherence.lIllustrative data
representing consolidated findings from Section 5.2, highlighting the efficacy gap between
standard instructions and health-literacy adjusted communication strategies.
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Through reflective writing or group debriefs on recent encounters, nurses can pinpoint moments where
their delivery style either supported or hindered patient understanding of drug regimens. These insights
translate into more consistent use of open-ended questions to verify comprehension or deliberate pauses
after complex instructions, both techniques known to increase recall and reproducibility of correct
dosing in home environments. Setting-specific adaptations yield further insight into contextually
dependent gains. In intensive care units (ICUs), where mechanical ventilation or severe illness limit
verbal exchange, augmentative communication strategies like boards or gesture interpretation allow
clinicians to convey critical aspects of therapy and establish early groundwork for post-discharge
adherence (Happ et al., 2011). While ICU patients may not administer medications themselves during
critical phases, clear communication during recovery about the necessity and timing of drugs reduces
discontinuities thereafter. Without such measures, patients emerging from ICU stays can be left
uncertain about continuation plans once home, a preventable risk factor for non-adherence. Team-level
processes are also relevant; consistent messaging across disciplines minimises discrepancies that could
confuse patients about indications or dosages (Kilpatrick et al., 2021). Even minor variations, such as
different phrasing around timing relative to meals, can foster uncertainty leading some individuals to
skip or incorrectly take their medications. Structurally embedding collaboration norms within care
teams helps maintain alignment in advice given by nurses, physicians, pharmacists, and others involved
in prescribing or monitoring drugs. Technology-enhanced follow-up plays an increasingly recognised
role in sustaining early gains from face-to-face conversations. Secure messaging platforms integrated
with electronic health records provide opportunities for post-discharge clarification of dosage changes
or side effect management without requiring physical return visits (Happ et al., 2014). When these
communications mirror the personal tone and thoroughness exhibited during hospital stays or clinic
consultations, they help preserve adherence trajectories established earlier in treatment. Feedback loops
between immediate interaction outcomes, clarity achieved during consultation, and intermediate
behaviours like prescription collection are likely mediated by motivation reinforced through recognition
(Oreja-Guevara et al., 2019). For example, structured check-ins that acknowledge recent successes in
maintaining a schedule not only affirm the patient’s effort but also reinforce continued diligence.
Integrating these elements into contracts framed positively (e.g., rewarding milestone attainment)
appears more productive than relying on fear of adverse consequences alone. Workload constraints pose
a continuing challenge; heavy patient loads compress available time for detailed explanation, increasing
reliance on written materials that must then stand in for personalised verbal guidance (Kargar Jahromi
& Ramezanli, 2014). Where such materials are generic or culturally mismatched, comprehension
suffers and so does long-term adherence probability. Institutions aiming for sustained improvement
need parallel strategies: reducing per-nurse caseload while enhancing access to linguistically
appropriate resources tailored toward prevalent literacy levels within their patient demographics. The
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interplay between anxiety management and adherence further reinforces why communication quality
matters holistically. Anxiety at the point of prescription change can impair information encoding;
mitigating it through empathic acknowledgement coupled with paced delivery improves later recall
accuracy (Kwame & Petrucka, 2021). Low-anxiety states created by respectful tone and space for
questions act almost as cognitive buffers against misremembering critical details such as exact pill
counts per day. Synthesising across PRISMA-reviewed evidence streams reveals several converging
patterns: interventions blending HL-sensitive explanation techniques with active listening boost
adherence compared with standard care; trust-building via respect and transparency augments
receptivity to regimen demands; reinforcing success rather than punishing lapses prolongs commitment
over time; technology-mediated clarification sustains behavioural gains beyond initial encounters;
structural supports like team message alignment safeguard against mixed instructions; and anxiety
reduction enhances memory fidelity regarding dosages. The cumulative implication is that medication
adherence is less a unilateral act of patient willpower than a co-produced outcome emerging from
ongoing communicative alignment between nurse and patient at every stage from prescription initiation
through maintenance phases.

5.3 Reduction in Patient Anxiety

Anxiety within clinical contexts is an acute yet modifiable factor that can influence both immediate
patient experiences and longer-term health behaviours. Systematic analyses indicates that targeted,
empathetic, and structured nurse—patient communication measurably reduces anxiety levels compared
to standard care interactions lacking intentional design (Shafipour et al., 2014). Anxiety often originates
from uncertainty about procedures, absence of perceived control, and alienation tied to depersonalised
care approaches. These triggers are compounded when nurses are constrained by workload pressures or
institutional protocols that prioritise task completion over relational engagement. Shifting the
communicative emphasis to humanised, culturally attuned dialogue directly addresses these anxiety
drivers by fostering trust and psychological safety (Wang et al., 2023). Empathy serves as a mediating
variable in this relationship. Patients who sense that nurses recognise and validate their emotional state,
not solely their physical symptoms, report lower anxiety scores across diverse care settings (Shafipour
et al., 2014). Empathic exchanges tend to involve active listening cues such as maintaining eye contact
where culturally appropriate, using open body language, and avoiding interruptions during disclosure.
The implicit message of these behaviours is that patient concerns merit time and respect, counteracting
feelings of invisibility or marginalisation. Culturally discordant non-verbal signals can have the
opposite effect; for example, in some cultural contexts direct eye contact or specific gestures may
provoke discomfort rather than reassurance (Alshammari et al., 2019). Structured cultural competence
training mitigates this risk by equipping nurses with knowledge about local norms, enabling them to
adapt empathy demonstrations effectively without eroding sincerity. In high-acuity environments like
intensive care units (ICUs), communicative constraints are particularly pronounced due to physiological
limitations such as mechanical ventilation (Aktas et al., 2017). Patients unable to speak experience
heightened stress when their ability to express discomfort or ask questions is curtailed. Introducing
augmentative and alternative communication (AAC) strategies, alphabet boards, gesture interpretation
protocols, or tablet-based text interfaces, has been shown to reduce such distress significantly (Chan et
al., 2018). Nurses trained to use AAC consistently enable patients to retain some agency in articulating
needs despite critical illness. This sense of agency helps restore a degree of control over the situation,
which models of anxiety reduction identify as crucial for stabilising emotional states in threatening
contexts. Studies measuring post-implementation anxiety find notable reductions when AAC is
embedded into daily ICU routines compared with baseline practices reliant on guesswork or minimal
non-verbal interaction (Happ et al., 2014). Open communication also factors heavily into anxiety
modulation beyond critical care. When nurses routinely provide clear explanations of what will happen
next, whether it involves medication administration, diagnostic testing, or discharge procedures, they
pre-empt uncertainty that can escalate worry. Such anticipatory guidance is more effective when
supplemented by opportunities for patient questions addressed without visible haste. The relational
pacing here matters: rushing through responses can signal that patient concerns are trivial or
burdensome, inadvertently sustaining anxiety even if information content is accurate. Linking
assessments of patient or caregiver strain to tangible support resources prevents guilt amplification, a
phenomenon documented where transparency about challenges occurs without corresponding offers of
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help (Howard et al., 2022). Addressing emotional load alongside informational clarity ensures both
dimensions of anxiety are targeted concurrently. Interdisciplinary consistency strengthens these effects
by reducing the cognitive dissonance patients may experience when different professionals give
conflicting advice about disease management or procedural expectations (Kilpatrick et al., 2021).
Internal alignment within healthcare teams enables nurses to deliver messages reinforced by other
providers rather than contradicted later, a scenario known to exacerbate anxiety by undermining trust
in clinical competence. Trust functions as both a buffer against situational stressors and an anchor for
future interactions; once established through coherent messaging and follow-through on commitments,
it diminishes vigilance-based anxiety where patients feel they must be on guard against potential
medical errors or oversights (Wang et al., 2023). Reflective practice contributes indirectly but
meaningfully to patient anxiety reduction by enhancing nurses’ self-awareness about their
communicative impact (Bahman et al., 2019). Through systematic debriefs and peer discussion sessions
focused on recent encounters with anxious patients, nurses can interrogate their own verbal tone
choices, pacing styles, and responsiveness thresholds. Adjustments informed by reflection, such as
deliberately slowing explanation sequences during moments of visible distress, have been observed to
improve patient-reported calmness in subsequent interactions. While these modifications may be minute
in process terms, they accumulate into perceptible shifts in relational atmosphere over time. Even small
changes in environmental factors within the psychosocial context can magnify communication’s
anxiolytic benefits. Lowering ambient noise during consultations enables patients under stress to
maintain attentional focus on verbal content rather than external distractions; ensuring privacy prevents
anticipatory shame regarding symptom disclosure; consistent nurse assignments across a hospital stay
reduce the start-up stress linked to repeatedly re-establishing rapport with new caregivers (Kwame &
Petrucka, 2021). Within this framing, environment operates not simply as backdrop but as an active
participant modulating message reception quality, and thus influencing whether communication
achieves full therapeutic potential in reducing anxiety (Aktas et al., 2017). The interaction between
medication adherence and anxiety demonstrates additional feedback loops relevant here. Elevated
anxiety at points of regimen change impairs information encoding into memory; conversely, effective
communication that lowers stress levels enhances recall precision regarding dosing instructions
(Kwame & Petrucka, 2021). This bidirectional link emphasizes why anxiolytic communication carries
implications beyond emotional comfort, it materially supports behavioural compliance with treatment
plans through improved cognitive processing capacity at crucial decision junctures. Data synthesis
affirms that structured interventions outperform casual or improvised attempts at reassurance because
they standardise best practices while allowing contextual flexibility in execution.

Protocols incorporating empathy markers adapted for cultural norms (Alshammari et al., 2019), AAC
deployment where speech is compromised (Aktas et al., 2017), anticipatory guidance coupled with
resource linkage for caregiver strain scenarios (Howard et al., 2022), team message coherence
frameworks (Kilpatrick et al., 2021), reflective self-assessment cycles for staff skill growth (Bahman et
al., 2019), and environmental optimisation collectively yield consistent reductions in validated anxiety
scale scores post-intervention relative to baseline conditions dominated by transactional task exchange
formats. This consistency across heterogenous settings, from outpatient clinics treating chronic disease
cohorts through ICUs managing ventilated patients, strengthens the generalisability of these findings
while making clear that any sustainable model for high-quality nurse—patient communication must
embed anxiolytic strategies explicitly rather than regarding them as incidental by-products of broader
care delivery efforts.
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Figure 3: Efficacy of Augmentative Communication (AAC) in ICU Settings. Visual representation
of anxiety reduction trends observed in critical care patients following AAC interventions, based
on synthesis of evidence discussed in Section 5.3.
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6 Ethical Considerations

Ensuring ethical integrity in nurse—patient communication interventions means embedding respect,
autonomy, and justice into both the design and delivery of these practices. Respect for patients’ dignity
not only anchors interpersonal interactions but operates as a measurable determinant of patient
satisfaction, adherence, and anxiety reduction when compared with standard care lacking such emphasis
(Kwame & Petrucka, 2022). Structured protocols should explicitly safeguard privacy and
confidentiality across all forms of patient information, including conversations conducted in semi-
public clinical spaces (Dean et al., 2023). Breaches, even inadvertent ones, can rapidly erode trust,
impeding future disclosure essential for accurate assessment and treatment alignment. Autonomy must
translate into more than nominal consent. Ethical guidelines call for informed consent processes that
genuinely empower patients to decide about aspects of their care after accessible explanation of risks,
benefits, and alternatives. These rights-based frameworks have shown capacity to improve satisfaction
ratings because they communicate respect for individual choice; they also support adherence behaviours
by ensuring the selected regimen aligns closely with patient values or lifestyle constraints. In cases
where cultural differences might alter perception of risk or preference hierarchies, involving interpreters
or culturally congruent mediators becomes ethically necessary. Delivering information through
language and symbolism that resonates with the patient’s context prevents miscommunication that
could later result in harmful non-adherence. Equity forms another cornerstone. Without deliberate
attention to environmental limitations faced by marginalised groups, including physical access barriers,
resource inequities, or discriminatory attitudes, communication initiatives risk reinforcing disparities
rather than narrowing them. Nurses have a duty under codes such as the ICN Code of Ethics to adapt
care according to patients’ unique conditions and cultural backgrounds; evidence suggests that
adherence outcomes improve where this adaptation is operationalised in daily workflow (Kwame &
Petrucka, 2022). Ethical compliance here means proactive identification of systemic obstacles followed
by implementation of reasonable accommodations, extended consultation times for low-health-literacy
patients, for instance, without penalising throughput metrics. The professional obligation to engage in
person-centred dialogue does not exist in isolation from institutional ethics. Organisational culture can
either amplify or undermine ethical consistency; hierarchical suppression of nurse voice on care
planning matters creates gaps in shared decision-making processes that are ethically problematic as well
as clinically suboptimal. Supportive environments characterised by quality management structures and
mutual respect among multidisciplinary team members correlate with better patient outcomes, including
lower anxiety scores due to perceived reliability of coordinated care (Chau et al., 2015). This correlation
points to an ethical imperative for leadership investment in the relational aspects of workplace culture.
A recurring tension lies between time efficiency mandates and the ethical requirement for adequate
explanation during encounters. Overburdened staff sometimes resort to compressed communication
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detached from individual needs, a practice linked with lower satisfaction and weaker medication
adherence (Kargar Jahromi & Ramezanli, 2014). Ethically sound strategies mitigate such risks through
workload adjustments or prioritisation frameworks that recognise communicative quality as integral to
safe care delivery rather than ancillary. When environmental pressures constrain ideal practice,
transparency about these limitations coupled with resource referrals can preserve trust even if
interaction length is curtailed. In acute settings such as ICU wards, ethical considerations intensify due
to patient vulnerability from illness severity or sedation. Implementing augmentative communication
tools here addresses autonomy erosion initiated by speech incapacity. Regular training on these tools
ensures equitable participation by all patients regardless of functional barriers; neglecting such
measures risks discriminatory patterns whereby comprehension checks are performed only on verbally
fluent individuals. Feedback systems drawn from micro-analysis of nurse—patient exchanges help
monitor whether these aids are applied consistently across demographics (Happ et al., 2014).
Communication training programs also entail ethical reflection regarding sustainability and
applicability beyond study contexts. Short-term interventions yielding temporary improvements cannot
be considered fully ethical if follow-up mechanisms are absent; discontinuity may leave patients
without supportive dialogue structures they have come to rely upon, potentially worsening adherence
post-study (Jill et al., 2019). Institutional adoption should thus integrate long-range reinforcement
schedules into training rollouts so ethically beneficial effects persist over time. Another dimension
involves handling disagreement respectfully within conversations. Home care studies have observed
reduced disagreement rates among nurses after targeted training (Caris-Verhallen et al., 2000); this
behavioural shift carries ethical weight because it maintains space for patient perspectives even when
they diverge from clinical recommendations. Suppressing dissent undermines informed consent
principles and can heighten anxiety if patients feel coerced into compliance rather than persuaded
through transparent reasoning. Ethical duty extends into reflective self-practice. Continuous personal
audit, through peer discussion or supervision, helps identify unconscious biases that may colour tone or
content during communication (Aasmul et al., 2018). For example, apparent impatience when
interacting with cognitively impaired patients can deepen anxiety levels unnecessarily; recognising and
altering such patterns is an ethical act grounded in beneficence. Finally, embedding advocacy into
nurse—patient communication acknowledges broader justice goals beyond the immediate dyad.
Advocacy might involve confronting policy deficiencies where rights charters exist only nominally
without institutional enforcement mechanisms (Kwame & Petrucka, 2022). Promoting equity-friendly
reforms enhances collective outcomes while signalling commitment to systemic integrity alongside
individualised care quality standards. Throughout these layers, from privacy safeguarding through
organisational role modelling, the thread linking ethical diligence to improved satisfaction, better
medication adherence, and reduced anxiety remains consistent: each principle manifests directly within
the patient’s lived experience of clinical dialogue. By applying PRISMA-driven evidence on
intervention efficacy through an ethics lens, nurse—patient communication strategies become vehicles
not merely for health optimisation but for reinforcing the foundational human rights at stake every time
a medical conversation occurs (Dean et al., 2023; Kwame & Petrucka, 2022).

7 Conclusion

Effective communication between nurses and patients remains as a fundamental component influencing
key healthcare outcomes such as patient satisfaction, medication adherence, and anxiety reduction.
Evidence synthesized from systematic reviews and controlled studies demonstrates that structured
communication strategies, emphasizing active listening, empathy, openness, and responsiveness,
produce measurable improvements across these domains. Incorporating shared decision-making
frameworks enhances patient engagement by aligning treatment plans with individual preferences,
thereby increasing adherence rates and satisfaction scores compared to traditional clinician-led
directives.

Creating an environment that preserves psychological safety is essential for encouraging candid
dialogue, reducing anxiety, and enabling patients to absorb and act upon medical information more
effectively. Training programs focused on verbal communication skills have shown benefits extending
beyond patient experiences, improving nurses’ teamwork, role clarity, and confidence in conveying
complex health information without jargon. These improvements contribute to clearer interactions that
minimize misunderstandings and support sustained patient engagement.
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From an organizational perspective, embedding communication initiatives within supportive work
environments and rights-based policy frameworks strengthens their impact. Cultural competence
training addresses potential barriers arising from mismatches between nurse and patient backgrounds,
enhancing message clarity and respectfulness. Technological tools, when integrated thoughtfully, offer
additional avenues for personalized follow-up and reinforcement of care plans, particularly benefiting
patients managing chronic conditions.

Theoretical models spanning interpersonal communication, cultural competence, empowerment, and
team-based care provide explanatory pathways linking specific communicative behaviors to clinical
outcomes. Historical shifts from paternalistic, task-oriented exchanges toward collaborative, culturally
sensitive, and technologically supported interactions reflect evolving professional norms and
institutional priorities. These changes correspond with documented improvements in patient
satisfaction, adherence, and anxiety mitigation.

Ethical considerations permeate all aspects of nurse—patient communication, emphasizing respect for
dignity, autonomy, equity, and justice. Ensuring privacy, informed consent, and accommodation of
diverse cultural and literacy needs safeguards trust and supports equitable care delivery. Organizational
culture and leadership play critical roles in sustaining ethical communication practices, balancing
workload demands with the necessity for meaningful patient engagement.

Investing in structured nurse—patient communication interventions yields benefits that extend beyond
interpersonal rapport to encompass tangible health outcomes and psychosocial wellbeing. These
strategies function as integral elements within evidence-based care models, contributing to improved
clinical indices, enhanced patient experiences, and more effective chronic disease management. Future
efforts should continue to integrate communication skills development with organizational support,
cultural competence, and technological innovation to maintain and expand these gains across diverse
healthcare settings.
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