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In various industries, individuals from different professions have to work together in
a team to achieve their collective goal. Having gone through different educations,
team members speak different professional languages, which poses a challenge to
communication, and coordination in interprofessional teams. A shared language is
believed to improve collaboration. In this study, we examine if a shared language in
interprofessional healthcare teams is associated with better relational coordination and
if both are connected to higher quality of care as well as job satisfaction of the staff.
We shed light on possible mechanisms between shared language, and quality of care
and job satisfaction, respectively, investigating relational coordination and psychological
safety as mediators. We surveyed 197 healthcare workers (HCWs) from different
professions in three rehabilitation centers in Switzerland. Multiple regression analyses
showed that shared language was positively related to perceived quality of care and job
satisfaction. Moreover, we found evidence for a serial mediation of these relationships by
relational coordination and psychological safety. We discuss implications for healthcare
and other types of interprofessional teams.

Keywords: shared language, relational coordination, interprofessional collaboration, teamwork, psychological
safety, quality of care, job satisfaction, patient safety

INTRODUCTION

Every year, a large number of people die in hospitals because of preventable adverse events.
Estimations for the United States vary from 44,000 to 98,000 deaths (Kohn et al., 2000) up to
440,000 deaths per year that preventable adverse events contribute to (James, 2013). In various
other countries around the world, comparable incidences are reported (e.g., Vincent et al., 2001;
Davis et al., 2002; Aranaz-Andres et al., 2008; Zegers et al., 2009). Given that communication
errors are found to be a root cause of many adverse events (e.g., Morris et al., 2003; Leonard et al.,
2004; Lingard et al., 2004) such as medication error or delayed treatment (Rabøl et al., 2011), we
can assume that several thousand patients die in the United States alone every year because of
inadequate communication in interprofessional healthcare teams.

Today, interprofessional teams are used in a variety of industries, because work gets more and
more complex and therefore, requires a wide range of knowledge and skills that cannot be provided
by one profession alone (Fay et al., 2006). This is especially true for the healthcare sector, where
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interprofessional collaboration between nurses, physicians, and
other healthcare workers (HCWs) is required. Having run
through different educational paths, the members of these teams
often develop different values, beliefs, attitudes, and behaviors
(Hall, 2005). This includes differences in understanding of patient
conditions and treatments and in terminology. Put simply, each
profession develops its own language (Frank, 1961; Hall, 2005).
This is illustrated by the finding that rehabilitation staff, when
presented with a description of a patient and her performance in
cognitive tests, labeled her cognitive state anywhere from “normal
for her age” to “severely impaired” (Wanlass et al., 1992). It is
obvious that such differences in the use of basic terminology can
lead to severe misunderstandings, which can slow down processes
and potentially cause critical errors.

The importance of creating a shared language in
interprofessional healthcare teams for avoiding communication-
based errors has been recognized (e.g., Swayne, 1993; Pamplin
et al., 2011). To promote the development of a shared language,
interprofessional education is one option (Priddis and Wells,
2011), although interprofessional education itself needs a
shared language at its base (e.g., Thistlethwaite et al., 2014;
de Vries-Erich et al., 2017). Another option is to introduce
classification systems which provide clear guidance on the
use of medical terminology and therefore, help to establish
a shared language among HCWs. One example is the
International Classification of Functioning, Disability, and
Health (ICF) by the World Health Organization [WHO]
(2001). The ICF is a manual which provides HCWs with a
framework to define and evaluate disabilities and functions
of patients by using common classifications and codes
(World Health Organization [WHO], 2001). For example,
the ICF defines what a body function is and differentiates
between different types of functions such as voice and
speech functions. Speech functions are further divided into
different aspects like fluency and speed of speech. With
these classifications and definitions the ICF provides HCWs
with a universal language to discuss patients’ insufficiencies
and needs (Jette, 2006). The World Health Organization
[WHO] (2013) states about the ICF that using a shared
language makes collaboration between people from different
professions more efficient.

Despite common belief that a shared language has positive
effects on collaboration in interprofessional healthcare teams,
quantitative research on the topic is scarce. Intervention studies
have evaluated some of the instruments which are supposed
to affect shared language (e.g., Cheung et al., 2012). However,
to our knowledge, no study has quantitatively investigated
whether a shared language actually has the anticipated positive
consequences. Closest to this, one study has found a positive
relationship between social capital (i.e., social resources available
to a person, Coleman, 1988) and relational coordination, where
shared language is a part of the cognitive dimension of social
capital (Lee, 2013).

Our study tests the assumption that shared language
is associated with better collaboration in interprofessional
healthcare teams. We further examine if shared language is
related to patient and staff outcomes (i.e., quality of care and job

satisfaction) and we look at potential intermediate mechanisms,
namely relational coordination and psychological safety.

With our study, we contribute to research and practice in
two ways. First, our study empirically tests the relationship
of a shared language in interprofessional healthcare teams
with patient safety and staff outcomes. We aim to advance
the conversation about whether striving for a shared language
through the implementation of instruments like the ICF is
worthwhile. Second, we help to improve the understanding of
how shared language is related to patient and staff outcomes by
suggesting possible mediating mechanisms. These insights could
offer decision-makers potential starting points for interventions
to improve team collaboration, overall quality of care, and
job satisfaction. We hope our results prove instrumental
for the prevention of communication errors which still cost
lives every day.

THEORY AND HYPOTHESES

Effect of Shared Language and
Mediation Through Relational
Coordination
We are interested in understanding whether and how shared
language is associated with quality of care and job satisfaction.
We assume positive relationships between shared language
and these outcomes. Furthermore, we hypothesize that these
relationships operate through improved collaboration captured
by the concept of relational coordination. Relational coordination
comprises two basic components: communication quality and
relationship quality among groups of people working together
(Gittell, 2006). Communication quality includes frequent, timely,
accurate, and problem-solving focused communication (Gittell
et al., 2008a). Relationship quality includes shared goals, shared
knowledge, and mutual respect (Gittell, 2006).

We suggest that a shared language (e.g., using the
same medical expressions and definitions) improves
both, communication and relationship quality, within the
interprofessional healthcare team in several ways. For example,
a shared language facilitates communication between HCWs by
promoting a shared understanding of patient conditions and
their demands. If HCWs can resort to the same terminology, this
reduces the potential for misunderstanding and error, thereby
increasing communication accuracy.

The relationship quality should also improve. For example,
based on Nahapiet and Ghoshal’s (1998) take on social
capital theory, shared language acts as a medium of social
interaction through which members of an interprofessional team
can exchange and combine knowledge. This leads to shared
knowledge among the team members.

Previous studies have shown that relational coordination is
related to increased quality of care (e.g., Gittell et al., 2000;
Havens et al., 2010; Cramm and Nieboer, 2012) and higher
job satisfaction of team members (Gittell et al., 2008a). High-
quality communication allows team members to perform better.
For example, frequent and timely communication gives team
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members more opportunities to update other team members
regarding their actions, plans, and unexpected events, allowing
them to adapt to the new situation. Also, fewer communication
failures should occur, eventually translating into a better
care quality (Williams et al., 2010). Furthermore, high-quality
relationships, characterized by shared goals, shared knowledge
and mutual respect, positively affect job satisfaction (Gittell
et al., 2008a). Therefore, we hypothesize that shared language is
positively related to quality of care and job satisfaction and that
relational coordination in interprofessional healthcare teams acts
as a mechanism for the two relationships.

Hypothesis 1: Shared language between HCWs is positively
associated with (a) quality of care and (b)
HCWs’ job satisfaction.

Hypothesis 2: Relational coordination between HCWs
mediates the relationships of shared language
between HCWs with (a) quality of care and (b)
HCWs’ job satisfaction.

Mediation Through Psychological Safety
We argue that psychological safety mediates the relationships of
relational coordination with quality of care and job satisfaction.
Psychological safety can be described as team members’ belief that
their team is safe to take interpersonal risks (e.g., to speak up
about issues), without fearing negative reactions or consequences
by the other members (Edmondson, 1999).

Relational coordination incorporates high-quality
relationships and communication, which should foster
psychological safety in interprofessional teams. According to
social exchange theory, reciprocal exchange evoke trust between
the exchanging individuals (Blau, 1964). Relational coordination,
including mutual respect, knowledge sharing, frequent, and
timely communication, is characterized by positive, reciprocal
social exchange between members from the interprofessional
team and should therefore promote an open and trusting
working climate (Carmeli and Gittell, 2009). Social exchange
also reduces uncertainty regarding the behavior of other team
members, thereby diminishing their fear of unforeseen negative
reactions by other team members (Siemsen et al., 2009). This
suggests that relational coordination is positively associated with
psychological safety, where team members feel safe to challenge
the status quo by speaking about errors that occurred or making
suggestions for improvement. Supporting our assumption,
psychological safety has been found to mediate the relationship
between high-quality relationships (operationalized by relational
coordination’s relationship qualities) and learning from failures
(Carmeli and Gittell, 2009).

Psychological safety, in turn, has been found to be positively
associated with a number of desirable outcomes such as speaking
up (e.g., Detert and Burris, 2007; Walumbwa and Schaubroeck,
2009; Liang et al., 2012; Bienefeld and Grote, 2014), learning
behaviors (e.g., Edmondson, 1999; Carmeli and Gittell, 2009;
Hirak et al., 2012), and performance (e.g., Baer and Frese, 2003;
Kessel et al., 2012). We expect that these positive outcomes
translate into increased quality of care in the healthcare context.
For example, speaking up is considered an important factor in

preventing medical errors (Okuyama et al., 2014). Psychological
safety should therefore, help to improve quality of care.

Psychological safety also enables an open team atmosphere
(Edmondson, 1999). This climate is beneficial for the employees’
well-being (Kark and Carmeli, 2009) and is associated with
the confidence that even when taking interpersonal risks, team
members will not react negatively (Edmondson, 1999). Moreover,
psychological safety is negatively related to conflict frequency
in a team (Bunderson and Boumgarden, 2010). Therefore, we
expect that in a team with high psychological safety, members
feel more comfortable working together, which improves team
members’ job satisfaction. These thoughts taken together, we
hypothesize that relational coordination within interprofessional
healthcare teams is positively related to quality of care and job
satisfaction and that psychological safety acts as a mechanism for
the two relationships.

Hypothesis 3: Psychological safety mediates the relationships
of relational coordination between HCWs
with (a) quality of care and (b) HCWs’
job satisfaction.

Combining the above-stated hypotheses leads us to a serial
mediation model, where shared language is positively related
to relational coordination within interprofessional healthcare
teams, which in turn is positively related to psychological safety,
which in turn is positively related to quality of care and job
satisfaction (see Figure 1).

Hypothesis 4: Relational coordination between HCWs and
psychological safety serially mediate the
relationships of shared language between
HCWs with (a) quality of care and (b) HCWs’
job satisfaction.

MATERIALS AND METHODS

Sample and Procedure
We gathered data from three Swiss rehabilitation centers. All
three centers had, either recently or some time ago, implemented
the ICF framework. The ICF was intended to facilitate the
development of a shared language across professions. We expect
that the development would only gradually be realized, therefore
creating variance in the degree of shared language across
professions. This created the opportunity to test the impact of
shared language on the hypothesized outcomes, and the path
through which shared language impacts those outcomes. We
contacted currently employed HCWs from the three centers
and encouraged them to complete our questionnaire either
online or on paper.

In total, 237 employees started the questionnaire, of which we
excluded 40 participants (16.9%) because their data was missing
either for all (N = 29) or some (N = 11) of our model constructs
completely, resulting in a final sample of 197 participants.
Where we had item missing data, we used the remaining item
data for scale means (Newman, 2014). From the final sample,
79 participants (40.1%) worked at rehabilitation center A, 59
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FIGURE 1 | Serial mediation model showing the effect of shared language on (a) quality of care and (b) job satisfaction mediated by relational coordination and
psychological safety.

participants (29.9%) worked at center B, and 59 participants
(29.9%) worked at center C. We registered a response rate of
19.3% for center A and a response rate of 67.8% for center C.1

The final sample of 197 consisted of 150 women (76.1%) and
46 men (23.4%) with one participant not answering the question.
The average age was 38.49 years (SD = 10.27), ranging from 22
to 66 years. Most participants were Swiss (71.1%) followed by
German (20.3%), French (2.0%), Dutch (2.0%), Austrian (1.5%),
and other nationalities (3.1%). Most participants were nurses and
other care workers (55.8%) followed by occupational, physical
and speech therapists (26.4%), social and psychological workers
(7.6%), physicians (6.1%) and administrative staff (3%) with
2 participants not answering this question. Respondents from
the nursing profession were slightly over- and the physicians
under-represented. On average the participants had worked for
13.06 years (SD = 9.57) in their jobs and for 7.11 years (SD = 6.69)
in their current institution. Table 1 provides a summary of sample
characteristics segmented by study site.

Measures
Shared Language
Healthcare workers reported the degree to which a shared
language is used with different professions. The measure
was constructed to be similar to the measure of relational
coordination (Gittell, 2002). Participants were asked “All in all,
how uniformly do the members of the following professions
speak a shared language?” and rated the degree of shared language
with each of the professional groups that are involved in the
rehabilitation process of the institution (e.g., physicians, nurses
and other care staff, occupational therapists, and social workers)
separately. The mean of all the ratings was used for data analysis.
The response scale ranged from 1 = not at all to 5 = completely.

Relational Coordination
Relational coordination was measured using the items from
Gittell (2002). They were slightly adapted to better suit
our setting, e.g., by referring to “the patient” instead of
“the status of joint replacement patients.” Five of the seven
relational coordination qualities were included in our survey:

1Since the HCWs were contacted via a contact person from within the center, we
do not have the exact number of HCW who have been contacted for the study for
center B. Therefore, we cannot provide a response rate for center B.

mutual respect, shared knowledge, shared goals, communication
frequency, and communication timeliness. The remaining
two qualities, communication accuracy and problem-solving
communication, were dropped due to constraints regarding
the length of the questionnaire. Similarly to Gittell et al.
(2008a), who also assessed only two communication qualities,
we assume that the overall score still represents the relational
coordination construct.

Similar to shared language, participants rated each relational
coordination quality with regard to each of the professional
groups involved in the rehabilitation process. Two sample items
were: “All in all, how frequently do you communicate with
the members of the following professions?” for communication
frequency, and “All in all, how much do the members of the
following professions respect you and the work you do with the
patient?” for mutual respect. The two communication qualities
included two ratings per profession, one referring to ad hoc
communication, the other referring to communication using
official communication platforms. Since we were interested in all
communication channels, we averaged the two ratings. Answers
were measured on a 5-point scale with anchors that matched the
corresponding quality (α = 0.81).

To arrive at an overall relational coordination score, consistent
with previous research (e.g., Gittell et al., 2008b; Havens et al.,
2010), we first averaged the ratings for each quality, and
then computed the mean of the five quality scores. Principal
component analysis showed that the five quality scores yielded
one factor with an eigenvalue of 2.86 and factor loadings for all
dimensions ≥0.73.

Psychological Safety
We used four items by Edmondson (1999) to assess psychological
safety. A sample item was: “All members of the team are able to
bring up problems and tough issues.” The items were assessed
with regard to the interprofessional team and the own profession.
For our analysis, we used the mean of all eight ratings. The
response scale ranged from 1 = strongly disagree to 5 = strongly
agree (α = 0.73).

Job Satisfaction
To measure overall job satisfaction, we used one item similar to
the one used by Scarpello and Campbell (1983). The item read:
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TABLE 1 | Sample characteristics segmented by rehabilitation centers.

Characteristic Center A (n = 79) Center B (n = 59) Center C (n = 59) Total (N = 197)

Age 37.08 (9.15) 38.44 (10.92) 40.47 (10.90) 38.49 (10.27)

Job tenure 11.83 (8.17) 12.86 (9.78) 14.93 (10.88) 13.06 (9.57)

Organizational tenure 6.32 (5.43) 6.30 (6.47) 8.99 (8.02) 7.11 (6.69)

Gender (% female) 78.5 66.1 83.1 76.5

Nationality (% non-Swiss) 30.4 45.8 10.2 28.9

Occupation

Nursing staff 68.4 55.9 39.0 56.4

Therapists 13.9 20.3 49.2 26.7

Social care staff 6.3 10.2 6.8 7.7

Physicians 6.3 8.5 3.4 6.2

Administrative staff 2.5 5.1 1.7 3.1

Means with standard deviations in parentheses are presented for variables age, job tenure, and organizational tenure; percentages are presented for all other variables.

“All in all, I am very satisfied with my job.” Previous research
showed that for global or overall job satisfaction, a single-item
measure is appropriate, and has good psychometric properties
(Scarpello and Campbell, 1983; Wanous et al., 1997; Wanous and
Hudy, 2001). The response scale ranged from 1 = strongly disagree
to 5 = strongly agree.

Quality of Care
We assessed quality of care with self-developed items based on
the definition of quality care by Brook et al. (2000). As postulated
by Brook et al. (2000), the two most important aspects of high
quality of care are technical quality and respect toward patients.
High technical quality means that treatments are performed in a
professional way and based on the latest knowledge. Respectful
treatment means to allow patients to participate in decisions
regarding their therapy and, for example, incorporating their
goals and obtaining their approval regarding the treatment.
Quality of care was measured using 6 items: “The benefit of
every treatment is evident”; “All treatments are performed in
a professional way”; “All treatments are in accordance with
the newest state of knowledge”; “The goals of the patient are
considered when setting objectives”; “We take it very seriously
that the patient agrees to the treatment objectives”; “In my
opinion, the rehabilitation quality is very good here.” As with all
the other measures, the items were rated by the HCWs and not
the patients. The response scale ranged from 1 = strongly disagree
to 5 = strongly agree (α = 0.85).

Control Variables
We included participants’ affiliation to rehabilitation centers
as a control variable, because we expected differences between
centers for all our model variables. To control for affiliation to
rehabilitation center we used dummy coding with the center with
the highest subsample, center A, as reference group.

Confirmatory Factor Analyses
Since all model constructs were rated by HCWs, we conducted
a confirmatory factor analysis (CFA) to test if the items used
to measure the constructs load on corresponding latent factors.
We conducted the CFA using R 3.5.0 (R Core Team, 2017)

and the R package lavaan (Rosseel, 2012), and specified a five-
factor model including all items used to measure shared language,
relational coordination, psychological safety, quality of care, and
job satisfaction. For psychological safety, we used four parcels,
each incorporating the same item asked with regard to the
two different reference groups (i.e., interprofessional team and
own profession). Four cases (2.5%) of our total sample of 197
had missing on at least one of the items or parcels and were
excluded for this analysis. Results showed that all items loaded
significantly on the corresponding latent factors (ps < 0.001)
and our measurement model had a reasonable model fit overall:
χ2(111) = 227.48, p < 0.001; comparative fit index (CFI) = 0.90;
root mean square error of approximation (RMSEA) = 0.07, 90%
confidence interval (CI) [0.06, 0.09]; standardized root mean
square residual (SRMR) = 0.05. This five-factor model had a
significantly better fit than a one-factor model, where all items
and parcels loaded onto one single latent factor: χ2(119) = 386.21,
p < 0.001; CFI = 0.77; RMSEA = 0.11, 90% CI [0.10, 0.12];
SRMR = 0.08; 1χ2 = 158.72, p < 0.001.

RESULTS

Data Analysis
We used SPSS 24 for data analysis. Intercorrelations, means,
and standard deviations for key study variables are presented
in Table 2. To test our hypotheses, we conducted multiple
regression analyses with Hayes’ (2013) PROCESS macro for
SPSS. Mediation was tested with PROCESS by computing an
indirect effect and constructing a 95% bootstrap CI using 10,000
bootstrapped samples (Preacher and Hayes, 2008). We tested
separate models for each of our hypotheses and our two outcome
variables, quality of care, and job satisfaction. For missing data,
we used pairwise deletion. All significance tests were two-tailed.

Test of Hypotheses
Hypothesis 1 proposed that a shared language between HCWs
is positively associated with (a) quality of care and (b) HCWs’
job satisfaction. We found significant total effects of shared
language on quality of care (β = 0.41, p < 0.001) and on job
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TABLE 2 | Intercorrelations, means, and standard deviations for key study variables.

Measure M SD 1 2 3 4 5 6

1. Center Ba 0.30 −

2. Center Ca 0.30 −0.43∗∗∗
−

3. Shared language 3.79 0.64 0.16∗ 0.23∗∗
−

4. Relational coordination 3.67 0.41 0.20∗∗ 0.16∗ 0.59∗∗∗
−

5. Psychological safety 4.03 0.60 0.03 0.23∗∗∗ 0.37∗∗∗ 0.42∗∗∗
−

6. Quality of care 4.04 0.59 0.20∗∗ 0.26∗∗∗ 0.51∗∗∗ 0.54∗∗∗ 0.51∗∗∗
−

7. Job satisfaction 4.34 0.69 0.18∗ 0.14∗ 0.26∗∗∗ 0.31∗∗∗ 0.46∗∗∗ 0.57∗∗∗

Ns range from 194 to 197 due to missing data.
aAffiliation to rehabilitation center was dummy coded with center A as reference group, 1 indicates affiliation to that center and 0 indicates affiliation to one of the other
two centers. ∗p < 0.05, ∗∗p < 0.01, and ∗∗∗p < 0.001.

satisfaction (β = 0.17, p = 0.018). Therefore, Hypotheses 1a and
1b were supported.

Hypothesis 2 predicted that the relationships of shared
language among HCWs with (a) quality of care and (b) HCWs’
job satisfaction will be mediated by relational coordination
among HCWs. We found a significant indirect effect of
0.17, 95% CI [0.09, 0.26], from shared language through
relational coordination (β = 0.54, p < 0.001) to quality of
care (β = 0.33, p < 0.001). Similarly, we found a significant
indirect effect of 0.12, 95% CI [0.01, 0.25], from shared language
through relational coordination (β = 0.54, p < 0.001) to job
satisfaction (β = 0.20, p = 0.020). Thus, Hypotheses 2a and
2b were supported.

Hypothesis 3 proposed that psychological safety mediates
the relationships of relational coordination between HCWs
with (a) quality of care and (b) HCWs’ job satisfaction.
We found a significant indirect effect of 0.17, 95% CI
[0.09, 0.28], from relational coordination through psychological
safety (β = 0.39, p < 0.001) to quality of care (β = 0.30,
p < 0.001). Similarly, we found a significant indirect effect
of 0.25, 95% CI [0.14, 0.41], from relational coordination
through psychological safety (β = 0.39, p < 0.001) to job
satisfaction (β = 0.39, p < 0.001). Therefore, Hypotheses 3a and
3b were supported.

Hypothesis 4 predicted that relational coordination between
HCWs and psychological safety serially mediate the relationships

of shared language between HCWs with (a) quality of care and
(b) HCWs’ job satisfaction. As depicted in Table 3 and Figure 2,
We found a significant indirect effect of 0.04, 95% CI [0.02,
0.09], from shared language through relational coordination
(β = 0.54, p < 0.001), next through psychological safety
(β = 0.31, p < 0.001) to quality of care (β = 0.28, p < 0.001).
Controlling for the two mediators reduced the total effect of
shared language on quality of care (β = 0.41, p < 0.001) to a still
significant direct effect (β = 0.18, p = 0.008). Thus, Hypothesis
4a was supported.

Similarly, as depicted in Table 3 and Figure 3, we found a
significant indirect effect of 0.07, 95% CI [0.03, 0.13] from shared
language through relational coordination (β = 0.54, p < 0.001),
next through psychological safety (β = 0.31, p < 0.001) to
job satisfaction (β = 0.39, p < 0.001). Controlling for the
two mediators reduced the total effect of shared language on
job satisfaction (β = 0.17, p = 0.018) to a non-significant
direct effect (β = 0.01, p = 0.929). Therefore, Hypothesis
4b was supported.

DISCUSSION

The main goal of our study was to examine the role of
shared language in the context of interprofessional collaboration
in healthcare. To test the assumption of the ICF and other

TABLE 3 | Multiple linear regression analyses for the serial mediation models predicting quality of care and job satisfaction.

Quality of care Job satisfaction

Relational coordination Psychological safety Model 1 Model 2 Model 1 Model 2

Predictor β p β p β p β p β p β p

Center B (vs. A) 0.16 0.018 0.01 0.856 0.25 0.000 0.19 0.002 0.24 0.003 0.20 0.007

Center C (vs. A) 0.10 0.122 0.15 0.040 0.27 0.000 0.19 0.003 0.20 0.011 0.12 0.100

Shared language 0.54 0.000 0.15 0.058 0.41 0.000 0.18 0.008 0.17 0.018 0.01 0.929

Relational coordination 0.31 0.000 0.25 0.000 0.08 0.329

Psychological safety 0.28 0.000 0.39 0.000

R2 0.37 0.22 0.33 0.46 0.12 0.26

F 37.36 0.000 13.88 0.000 31.23 0.000 32.4 0.000 8.37 0.000 13.12 0.000

N = 197. β values are standardized regression coefficients.
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FIGURE 2 | Serial mediation model showing the effect of shared language on quality of care mediated by relational coordination and psychological safety. Values
depicted are standardized regression coefficients. The total effect of shared language on quality of care is written in parentheses. ∗∗p < 0.01. ∗∗∗p < 0.001.

FIGURE 3 | Serial mediation model showing the effect of shared language on job satisfaction mediated by relational coordination and psychological safety. Values
depicted are standardized regression coefficients. The total effect of shared language on job satisfaction is written in parentheses. ∗p < 0.05. ∗∗∗p < 0.001.

classification systems that a shared language among HCWs is
vital, we investigated the relationship of shared language with
important outcomes and underlying mechanisms. The results
support our proposed models. We found a positive relationship
of shared language with quality of care and job satisfaction.
Both of these relationships were serially mediated by relational
coordination and psychological safety.

The results indicate that the relationship with quality of care
as the outcome was partially mediated whereas the relationship
with job satisfaction was fully mediated. This suggests that in the
case of quality of care, shared language explains variance which is
not captured by relational coordination or psychological safety.
One possibility is that shared language directly leads to fewer
communication errors. For example, using the same terminology
should eliminate certain types of communication problems,
which might not be captured by relational coordination’s
communication qualities, therefore exerting a direct effect on
quality of care. In contrast, our two tested mediators explain
most of the shared variance between shared language and
job satisfaction, rendering the direct effect non-significant.
Therefore, we may have caught the most important mediators
with relational coordination and psychological safety.

Overall, our findings indicate that a shared language between
HCWs is associated with better interprofessional collaboration
in healthcare teams and with higher quality of care as well as
higher job satisfaction of HCWs. Psychological safety in those
interprofessional teams seems to play an important role in
mediating these effects.

Theoretical Implications
Our study contributes to the existing literature in three ways.
First, it provides quantitative evidence for a positive relationship
between shared language, relational coordination, and beneficial
outcomes, namely quality of care and job satisfaction. Previous
literature on the potential positive effects of shared language
in the healthcare sector has mainly used qualitative methods
(e.g., Cedraschi et al., 1998; Cheung et al., 2012) without directly
addressing the relationship between shared language and quality
of care or job satisfaction. Our study therefore extends previous
literature with quantitative and more specific support for the
assumed beneficial effects of shared language.

Second, with shared language we have identified a valuable
antecedent of relational coordination, extending the existing
theory. Previous studies have explored a number of antecedents,
for example, supervisory span (Gittell, 2001), high performance
work practices (Gittell et al., 2010), boundary spanners, and team
meetings (Gittell, 2002). However, this study is the first to explore
the impact of shared language on relational coordination. Given
the strong relationship between them, we think shared language
is an important antecedent and might even be a prerequisite for
developing relational coordination.

Third, we shed light on the mechanisms that act between
shared language and outcomes. Besides relational coordination
we found that psychological safety mediates said relationships.
Based in part on previous findings (Carmeli and Gittell, 2009),
we proposed psychological safety to be a mechanism between
relational coordination, and our outcome variables. Whereas
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Carmeli and Gittell (2009) solely looked at the relationship
quality of relational coordination, we considered the whole
relational coordination construct, including communication
quality. Communication quality, which includes frequent, timely,
accurate, and problem-solving focused communication, is critical
for a successful coordination in care. This is illustrated by the
finding that communication failures (e.g., due to poor timing
or inaccurate information) can lead to inefficiency, delay, and
even errors (Lingard et al., 2004). Therefore, our study advances
the work of Carmeli and Gittell (2009) by including care-
critical communication quality. Our results are consistent with
the notion that relational coordination could help to foster
psychological safety in teams, enriching our understanding of
how psychological safety is created in teams and organizations.

Limitations
A limitation of our study is that we cannot rule out that the chain
of causality between shared language, relational coordination,
psychological safety, and quality of care and job satisfaction is
different. For example, it is possible that a psychologically safe
climate in an interprofessional team promotes the development
of relational coordination, because in psychologically safe teams,
individuals feel safer to share information, and knowledge (Kessel
et al., 2012). Theoretically, one could also argue for a mutually
enforcing relationship between relational coordination and
psychological safety. To gain certainty over the causal processes,
longitudinal data is necessary, with which developmental aspects
can be captured.

Gathering all data from one source (i.e., the HCW) can lead
to common method bias, resulting in statistically inflated or
deflated observed relationships (Podsakoff et al., 2003). Yet, we
sought to reduce the common method bias through psychological
separation (Podsakoff et al., 2003) by using different response
formats for shared language and relational coordination (items
referring to each professions) on the one hand, and psychological
safety, quality of care, and job satisfaction (items referring to team
or general situation) on the other.

Finally, we used a new measure for quality of care. Our
reliability test and CFA looked promising. However, to gain
further confidence in the validity of this measure it should be
tested in other samples and future studies should aim to include
objective quality indicators (e.g., objective patient outcomes).

Future Research on Shared Language
Future research could take a closer look at the construct of
shared language and try to further dissect it. In our study, we
provided positive results by measuring shared language in a
general way. It would be interesting to see what is needed to
create shared language and which specific elements constitute
a successful shared language. A more detailed look at the
term “shared language” and its elements could help to gain
further insights into what exactly is necessary to improve
interprofessional collaboration.

Moreover, the implementation of interprofessional education
or of frameworks such as the ICF, which are aimed at
creating a shared language, should generally be accompanied by
quantitative research to test its success more objectively (e.g.,

Cheung et al., 2012). Such studies would allow to gain further
insights into the efficacy and practicability of interventions
targeted at shared language.

Our study provides first evidence that a shared language
in interprofessional healthcare teams is associated with
better performance in the form of quality of care. Future
studies could try to replicate and further develop our
model in other contexts. There is an increasing number
of organizational contexts today, where employees with
different professions or different educational backgrounds
have to work together. We expect that shared language in
interprofessional teams from other industries such as research
or product development works in similar psychological
mechanisms and therefore also leads to higher quality
work and higher employee job satisfaction via increased
relational coordination and psychological safety. We hope
that our research can be the starting point of further studies
investigating shared language in interprofessional teams from a
variety of industries.

Practical Implications and Conclusion
Our findings reinforce the calls for a shared language in
the interprofessional healthcare sector (e.g., Swayne, 1993;
Pamplin et al., 2011). The results provide quantitative support
for the importance of shared language for interprofessional
collaboration. Therefore, it is important to promote efforts
to enhance shared language in interprofessional teams, for
example by means of interprofessional education or the use of
classification systems like the ICF.

Our findings also provide insights into possible mechanisms,
through which a shared language may influence outcomes.
For practitioners, these represent potential starting points for
alternative interventions in areas, where a shared language
might be very difficult to achieve. Supporting leaders in
establishing relational coordination and psychological
safety could be a possible course of action. For example,
supportive (Edmondson, 1999) and inclusive (Nembhard
and Edmondson, 2006) leaders who are open to and invite
speaking up behavior have been shown to be associated with a
psychologically safer climate.

In conclusion, we hope that our findings will engender a new
research stream on shared language. Learning more about how
shared language develops and what specific characteristics of
shared language improves collaboration as well as psychological
safety in interprofessional teams will contribute to enhance
team performance and deliver better care. In healthcare, we
believe that a new perspective and focus on shared language
can help prevent at least some of the futile deaths caused by
communication errors.

ETHICS STATEMENT

For this study, we gathered survey data. Participants received
written information about the study prior to answering the
questions and had the opportunity to decline to participate in
the study without any negative consequences. Participants gave

Frontiers in Psychology | www.frontiersin.org 8 June 2019 | Volume 10 | Article 1310

https://www.frontiersin.org/journals/psychology/
https://www.frontiersin.org/
https://www.frontiersin.org/journals/psychology#articles


fpsyg-10-01310 June 2, 2019 Time: 14:4 # 9

Stühlinger et al. Shared Language Among Healthcare Workers

their consent by continuing with the study either by clicking
on a button (online version) or by filling in the questionnaire
(paper version). No personal health-related or patient-related
data were assessed. Furthermore, the survey was completely
confidential and the data anonymized after completion of the
study. Therefore, in compliance with Swiss national law, no ethics
approval was necessary.

AUTHOR CONTRIBUTIONS

MS was responsible for developing the theoretical model,
analyzing the data, and drafting and revising the manuscript.
GG contributed to project planning. GG and JS contributed
to drafting and revising the manuscript and approved the
submitted version.

FUNDING

This research was supported by the Schweizer Paraplegiker-
Forschung (Swiss Paraplegic Research) and the Stiftung Suzanne
und Hans Biäsch zur Förderung der Angewandten Psychologie
(Suzanne and Hans Biäsch Foundation for the Promotion of
Applied Psychology).

ACKNOWLEDGMENTS

We thank Julia Belting and Mareike Haase for their work
regarding the planning of the project and data collection. We also
thank the three rehabilitation centers for taking part in our study
and Jody Hoffer Gittell for her feedback on an earlier version
of the manuscript.

REFERENCES
Aranaz-Andres, J. M., Aibar-Remon, C., Vitaller-Murillo, J., Ruiz-Lopez, P.,

Limon-Ramirez, R., Terol-Garcia, E., et al. (2008). Incidence of adverse events
related to health care in spain: results of the spanish national study of adverse
events. J. Epidemiol. Community Health 62, 1022–1029. doi: 10.1136/jech.2007.
065227

Baer, M., and Frese, M. (2003). Innovation is not enough: climates for initiative
and psychological safety, process innovations, and firm performance. J. Organ.
Behav. 24, 45–68. doi: 10.1002/job.179

Bienefeld, N., and Grote, G. (2014). Speaking up in ad hoc multiteam systems:
individual-level effects of psychological safety, status, and leadership within and
across teams. Eur. J. Work Organ. Psychol. 23, 930–945. doi: 10.1080/1359432x.
2013.808398

Blau, P. (1964). Exchange and Power in Social Life. New York, NY: John Wiley.
Brook, R. H., McGlynn, E. A., and Shekelle, P. G. (2000). Defining and measuring

quality of care: a perspective from US researchers. Int. J. Qual. Health Care 12,
281–295. doi: 10.1093/intqhc/12.4.281

Bunderson, J. S., and Boumgarden, P. (2010). Structure and learning in self-
managed teams: why ”bureaucratic” teams can be better learners. Organ. Sci.
21, 609–624. doi: 10.1287/orsc.1090.0483

Carmeli, A., and Gittell, J. H. (2009). High-quality relationships, psychological
safety, and learning from failures in work organizations. J. Organ. Behav. 30,
709–729. doi: 10.1002/Job.565

Cedraschi, C., Nordin, M., Nachemson, A. L., and Vischer, T. L. (1998). Health care
providers should use a common language in relation to low back pain patients.
Baillière’s Clin. Rheumatol. 12, 1–15. doi: 10.1016/S0950-3579(98)80003-4

Cheung, D., McKellar, J., Parsons, J., Lowe, M., Willems, J., Heus, L., et al. (2012).
Community re-engagement and interprofessional education: the impact on
health care providers and persons living with stroke. Top. Stroke Rehabil. 19,
63–74. doi: 10.1310/tsr1901-63

Coleman, J. S. (1988). Social capital in the creation of human capital. Am. J. Sociol.
94, S95–S120. doi: 10.1086/228943

Cramm, J. M., and Nieboer, A. P. (2012). Relational coordination promotes quality
of chronic care delivery in dutch disease-management programs. Health Care
Manag. Rev. 37, 301–309. doi: 10.1097/HMR.0b013e3182355ea4

Davis, P., Lay-Yee, R., Briant, R., Ali, W., Scott, A., and Schug, S. (2002). Adverse
events in New Zealand public hospitals I: occurrence and impact. N. Z. Med. J.
115:U271.

de Vries-Erich, J., Reuchlin, K., de Maaijer, P., and van de Ridder, J. M. (2017).
Identifying facilitators and barriers for implementation of interprofessional
education: perspectives from medical educators in the Netherlands. J. Interprof.
Care 31, 170–174. doi: 10.1080/13561820.2016.1261099

Detert, J. R., and Burris, E. R. (2007). Leadership behavior and employee voice: is
the door really open? Acad. Manag. J. 50, 869–884. doi: 10.2307/20159894

Edmondson, A. (1999). Psychological safety and learning behavior in work teams.
Adm. Sci. Q. 44, 350–383. doi: 10.2307/2666999

Fay, D., Borrill, C., Amir, Z., Haward, R., and West, M. A. (2006). Getting
the most out of multidisciplinary teams: a multi-sample study of team
innovation in health care. J. Occup. Organ. Psychol. 79, 553–567. doi: 10.1348/
096317905x72128

Frank, L. K. (1961). Interprofessional communication. Am. J. Public Health 51,
1798–1804. doi: 10.2105/AJPH.51.12.1798

Gittell, J. H. (2001). Supervisory span, relational coordination, and flight departure
performance: a reassessment of postbureaucracy theory. Organ. Sci. 12,
468–483. doi: 10.1287/orsc.12.4.468.10636

Gittell, J. H. (2002). Coordinating mechanisms in care provider groups: relational
coordination as a mediator and input uncertainty as a moderator of
performance effects. Manag. Sci. 48, 1408–1426. doi: 10.1287/mnsc.48.11.14
08.268

Gittell, J. H. (2006). “Relational coordination: coordinating work through
relationships of shared goals, shared knowledge and mutual respect,” in
Relational Perspectives in Organizational Studies: A Research Companion, eds
O. Kyriakidou and M. Ozbilgin (Cheltenham: Edward Elgar Publishers), 74–94.

Gittell, J. H., Fairfield, K. M., Bierbaum, B., Head, W., Jackson, R., Kelly,
M., et al. (2000). Impact of relational coordination on quality of care,
postoperative pain and functioning, and length of stay - a nine-hospital study
of surgical patients. Med. Care 38, 807–819. doi: 10.1097/00005650-200008000-
00005

Gittell, J. H., Seidner, R., and Wimbush, J. (2010). A relational model of how high-
performance work systems work. Organ. Sci. 21, 490–506. doi: 10.1287/orsc.
1090.0446

Gittell, J. H., Weinberg, D., Pfefferle, S., and Bishop, C. (2008a). Impact of relational
coordination on job satisfaction and quality outcomes: a study of nursing
homes. Hum. Res. Manag. J. 18, 154–170. doi: 10.1111/j.1748-8583.2007.0
0063.x

Gittell, J. H., Weinberg, D. B., Bennett, A. L., and Miller, J. A. (2008b). Is the doctor
In? A relational approach to job design and the coordination of work. Hum. Res.
Manag. 47, 729–755. doi: 10.1002/Hrm.20242

Hall, P. (2005). Interprofessional teamwork: professional cultures as barriers.
J. Interprof. Care 19, 188–196. doi: 10.1080/13561820500081745

Havens, D. S., Vasey, J., Gittell, J. H., and Lin, W. T. (2010). Relational coordination
among nurses and other providers: impact on the quality of patient care. J. Nurs.
Manag. 18, 926–937. doi: 10.1111/j.1365-2834.2010.01138.x

Hayes, A. F. (2013). Introduction to Mediation, Moderation, and Conditional
Process Analysis: A Regression-Based Approach, 1st Edn. New York, NY: The
Guilford Press.

Hirak, R., Peng, A. C., Carmeli, A., and Schaubroeck, J. M. (2012). Linking leader
inclusiveness to work unit performance: the importance of psychological safety
and learning from failures. Leader. Q. 23, 107–117. doi: 10.1016/j.leaqua.2011.
11.009

James, J. T. (2013). A new, evidence-based estimate of patient harms
associated with hospital care. J. Patient Saf. 9, 122–128. doi: 10.1097/pts.
0b013e3182948a69

Frontiers in Psychology | www.frontiersin.org 9 June 2019 | Volume 10 | Article 1310

https://doi.org/10.1136/jech.2007.065227
https://doi.org/10.1136/jech.2007.065227
https://doi.org/10.1002/job.179
https://doi.org/10.1080/1359432x.2013.808398
https://doi.org/10.1080/1359432x.2013.808398
https://doi.org/10.1093/intqhc/12.4.281
https://doi.org/10.1287/orsc.1090.0483
https://doi.org/10.1002/Job.565
https://doi.org/10.1016/S0950-3579(98)80003-4
https://doi.org/10.1310/tsr1901-63
https://doi.org/10.1086/228943
https://doi.org/10.1097/HMR.0b013e3182355ea4
https://doi.org/10.1080/13561820.2016.1261099
https://doi.org/10.2307/20159894
https://doi.org/10.2307/2666999
https://doi.org/10.1348/096317905x72128
https://doi.org/10.1348/096317905x72128
https://doi.org/10.2105/AJPH.51.12.1798
https://doi.org/10.1287/orsc.12.4.468.10636
https://doi.org/10.1287/mnsc.48.11.1408.268
https://doi.org/10.1287/mnsc.48.11.1408.268
https://doi.org/10.1097/00005650-200008000-00005
https://doi.org/10.1097/00005650-200008000-00005
https://doi.org/10.1287/orsc.1090.0446
https://doi.org/10.1287/orsc.1090.0446
https://doi.org/10.1111/j.1748-8583.2007.00063.x
https://doi.org/10.1111/j.1748-8583.2007.00063.x
https://doi.org/10.1002/Hrm.20242
https://doi.org/10.1080/13561820500081745
https://doi.org/10.1111/j.1365-2834.2010.01138.x
https://doi.org/10.1016/j.leaqua.2011.11.009
https://doi.org/10.1016/j.leaqua.2011.11.009
https://doi.org/10.1097/pts.0b013e3182948a69
https://doi.org/10.1097/pts.0b013e3182948a69
https://www.frontiersin.org/journals/psychology/
https://www.frontiersin.org/
https://www.frontiersin.org/journals/psychology#articles


fpsyg-10-01310 June 2, 2019 Time: 14:4 # 10

Stühlinger et al. Shared Language Among Healthcare Workers

Jette, A. M. (2006). Toward a common language for function, disability, and health.
Phys. Ther. 86, 726–734. doi: 10.1093/ptj/86.5.726

Kark, R., and Carmeli, A. (2009). Alive and creating: the mediating role of vitality
and aliveness in the relationship between psychological safety and creative work
involvement. J. Organ. Behav. 30, 785–804. doi: 10.1002/job.571

Kessel, M., Kratzer, J., and Schultz, C. (2012). Psychological safety, knowledge
sharing, and creative performance in healthcare teams. Creat. Innov. Manag.
21, 147–157. doi: 10.1111/j.1467-8691.2012.00635.x

Kohn, L. T., Corrigan, J., and Donaldson, M. S. (2000). To Err is Human: Building
a Safer Health System. Washington, D.C: National Academies Press.

Lee, C. T. (2013). Social capital and relational coordination in outpatient clinics: an
interprofessional analysis. J. Interprof. Care 27, 81–87. doi: 10.3109/13561820.
2012.736094

Leonard, M., Graham, S., and Bonacum, D. (2004). The human factor: the critical
importance of effective teamwork and communication in providing safe care.
Qual. Saf. Health Care 13, i85–i90. doi: 10.1136/qshc.2004.010033

Liang, J., Farh, C. I. C., and Farh, J. L. (2012). Psychological antecedents of
promotive and prohibitive voice: a two-wave examination. Acad. Manag. J. 55,
71–92. doi: 10.5465/amj.2010.0176

Lingard, L., Espin, S., Whyte, S., Regehr, G., Baker, G. R., Reznick, R., et al. (2004).
Communication failures in the operating room: an observational classification
of recurrent types and effects. Qual. Saf. Health Care 13, 330–334. doi: 10.1136/
qshc.2003.008425

Morris, J. A., Carrillo, Y., Jenkins, J. M., Smith, P. W., Bledsoe, S., Pichert, J., et al.
(2003). Surgical adverse events, risk management, and malpractice outcome:
morbidity and mortality review is not enough. Ann. Surg. 237, 844–852.
doi: 10.1097/00000658-200306000-00013

Nahapiet, J., and Ghoshal, S. (1998). Social capital, intellectual capital, and the
organizational advantage. Acad. Manag. Rev. 23, 242–266. doi: 10.2307/259373

Nembhard, I. M., and Edmondson, A. C. (2006). Making it safe: the effects of leader
inclusiveness and professional status on psychological safety and improvement
efforts in health care teams. J. Organ. Behav. 27, 941–966. doi: 10.1002/job.413

Newman, D. A. (2014). Missing data: five practical guidelines. Organ. Res. Methods
17, 372–411. doi: 10.1177/1094428114548590

Okuyama, A., Wagner, C., and Bijnen, B. (2014). Speaking up for patient safety by
hospital-based health care professionals: a literature review. BMC Health Serv.
Res. 14:61. doi: 10.1186/1472-6963-14-61

Pamplin, J. C., Murray, S. J., and Chung, K. K. (2011). Phases-of-illness paradigm:
better communication, better outcomes. Crit. Care 15:309. doi: 10.1186/
cc10335

Podsakoff, P. M., MacKenzie, S. B., Lee, J. Y., and Podsakoff, N. P. (2003). Common
method biases in behavioral research: a critical review of the literature and
recommended remedies. J. Appl. Psychol. 88, 879–903. doi: 10.1037/0021-9101.
88.5.879

Preacher, K. J., and Hayes, A. F. (2008). Asymptotic and resampling strategies for
assessing and comparing indirect effects in multiple mediator models. Behav.
Res. Methods 40, 879–891. doi: 10.3758/Brm.40.3.879

Priddis, L. E., and Wells, G. (2011). Innovations in interprofessional education and
collaboration in a West Australian community health organisation. J. Interprof.
Care 25, 154–155. doi: 10.3109/13561820.2010.486874

R Core Team (2017). R: A Language and Environment for Statistical Computing.
Vienna: R Foundation for Statistical Computing.

Rabøl, L. I., Andersen, M. L., Østergaard, D., Bjørn, B., Lilja, B., and Mogensen, T.
(2011). Descriptions of verbal communication errors between staff. An analysis

of 84 root cause analysis-reports from Danish hospitals. BMJ Qual. Saf. 20,
268–274. doi: 10.1136/bmjqs.2010.040238

Rosseel, Y. (2012). lavaan: an R package for structural equation modeling. J. Stat.
Softw. 48, 1–36. doi: 10.18637/jss.v048.i02

Scarpello, V., and Campbell, J. P. (1983). Job-satisfaction: are all the parts there?
Pers. Psychol. 36, 577–600. doi: 10.1111/j.1744-6570.1983.tb02236.x

Siemsen, E., Roth, A. V., Balasubramanian, S., and Anand, G. (2009). The influence
of psychological safety and confidence in knowledge on employee knowledge
sharing. Manuf. Serv. Oper. Manag. 11, 429–447. doi: 10.1287/msom.1080.
0233

Swayne, J. (1993). A common language of care? J. Interprof. Care 7, 29–35.
doi: 10.3109/13561829309014956

Thistlethwaite, J. E., Forman, D., Matthews, L. R., Rogers, G. D., Steketee, C.,
and Yassine, T. (2014). Competencies and frameworks in interprofessional
education: a comparative analysis. Acad. Med. 89, 869–875. doi: 10.1097/ACM.
0000000000000249

Vincent, C., Neale, G., and Woloshynowych, M. (2001). Adverse events in British
hospitals: preliminary retrospective record review. Br. Med. J. 322, 517–519.
doi: 10.1136/bmj.322.7285.517

Walumbwa, F. O., and Schaubroeck, J. (2009). Leader personality traits and
employee voice behavior: mediating roles of ethical leadership and work group
psychological safety. J. Appl. Psychol. 94, 1275–1286. doi: 10.1037/a0015848

Wanlass, R. L., Reutter, S. L., and Kline, A. E. (1992). Communication among
rehabilitation staff: “mild,” “moderate,” or “severe” deficits? Arch. Phys. Med.
Rehabil. 73, 477–481.

Wanous, J. P., and Hudy, M. J. (2001). Single-item reliability: a replication and
extension. Organ. Res. Methods 4, 361–375. doi: 10.1177/109442810144003

Wanous, J. P., Reichers, A. E., and Hudy, M. J. (1997). Overall job satisfaction: how
good are single-item measures? J. Appl. Psychol. 82, 247–252. doi: 10.1037/0021-
9010.82.2.247

Williams, M., Hevelone, N., Alban, R. F., Hardy, J. P., Oxman, D. A., Garcia,
E., et al. (2010). Measuring communication in the surgical ICU: better
communication equals better care. J. Am. Coll. Surg. 210, 17–22. doi: 10.1016/j.
jamcollsurg.2009.09.025

World Health Organization [WHO] (2001). International Classification of
Functioning, Disability and Health: ICF. Geneva: World Health Organization.

World Health Organization [WHO] (2013). How to Use the ICF: A Practical
Manual for Using the International Classification of Functioning, Disability and
Health (ICF). Geneva: World Health Organization.

Zegers, M., de Bruijne, M. C., Wagner, C., Hoonhout, L. H. F., Waaijman, R.,
Smits, M., et al. (2009). Adverse events and potentially preventable deaths in
Dutch hospitals: results of a retrospective patient record review study. Qual.
Saf. Health Care 18, 297–302. doi: 10.1136/qshc.2007.025924

Conflict of Interest Statement: The authors declare that the research was
conducted in the absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Copyright © 2019 Stühlinger, Schmutz and Grote. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (CC BY).
The use, distribution or reproduction in other forums is permitted, provided the
original author(s) and the copyright owner(s) are credited and that the original
publication in this journal is cited, in accordance with accepted academic practice. No
use, distribution or reproduction is permitted which does not comply with these terms.

Frontiers in Psychology | www.frontiersin.org 10 June 2019 | Volume 10 | Article 1310

https://doi.org/10.1093/ptj/86.5.726
https://doi.org/10.1002/job.571
https://doi.org/10.1111/j.1467-8691.2012.00635.x
https://doi.org/10.3109/13561820.2012.736094
https://doi.org/10.3109/13561820.2012.736094
https://doi.org/10.1136/qshc.2004.010033
https://doi.org/10.5465/amj.2010.0176
https://doi.org/10.1136/qshc.2003.008425
https://doi.org/10.1136/qshc.2003.008425
https://doi.org/10.1097/00000658-200306000-00013
https://doi.org/10.2307/259373
https://doi.org/10.1002/job.413
https://doi.org/10.1177/1094428114548590
https://doi.org/10.1186/1472-6963-14-61
https://doi.org/10.1186/cc10335
https://doi.org/10.1186/cc10335
https://doi.org/10.1037/0021-9101.88.5.879
https://doi.org/10.1037/0021-9101.88.5.879
https://doi.org/10.3758/Brm.40.3.879
https://doi.org/10.3109/13561820.2010.486874
https://doi.org/10.1136/bmjqs.2010.040238
https://doi.org/10.18637/jss.v048.i02
https://doi.org/10.1111/j.1744-6570.1983.tb02236.x
https://doi.org/10.1287/msom.1080.0233
https://doi.org/10.1287/msom.1080.0233
https://doi.org/10.3109/13561829309014956
https://doi.org/10.1097/ACM.0000000000000249
https://doi.org/10.1097/ACM.0000000000000249
https://doi.org/10.1136/bmj.322.7285.517
https://doi.org/10.1037/a0015848
https://doi.org/10.1177/109442810144003
https://doi.org/10.1037/0021-9010.82.2.247
https://doi.org/10.1037/0021-9010.82.2.247
https://doi.org/10.1016/j.jamcollsurg.2009.09.025
https://doi.org/10.1016/j.jamcollsurg.2009.09.025
https://doi.org/10.1136/qshc.2007.025924
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychology/
https://www.frontiersin.org/
https://www.frontiersin.org/journals/psychology#articles

	I Hear You, but Do I Understand? The Relationship of a Shared Professional Language With Quality of Care and Job Satisfaction
	Introduction
	Theory and Hypotheses
	Effect of Shared Language and Mediation Through Relational Coordination
	Mediation Through Psychological Safety

	Materials and Methods
	Sample and Procedure
	Measures
	Shared Language
	Relational Coordination
	Psychological Safety
	Job Satisfaction
	Quality of Care
	Control Variables

	Confirmatory Factor Analyses

	Results
	Data Analysis
	Test of Hypotheses

	Discussion
	Theoretical Implications
	Limitations
	Future Research on Shared Language
	Practical Implications and Conclusion

	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References


