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Reflective Essay on the Role of Communication in a Patient-Care Scenario: 

Gibbs Reflective Cycle (1988) 

 

Introduction 

Effective communication—anchored in empathy, clarity, and trust—is 

foundational to safe, person-centred mental healthcare. In psychiatric settings, 

where perception, meaning, and threat appraisal are altered, the stakes are 

especially high: miscommunication can escalate distress, undermine alliance, 

and jeopardise safety. This reflective essay applies Gibbs’s Reflective Cycle 

(1988) to a psychiatric inpatient scenario in which communication decisively 

shaped risk assessment and rapport. Gibbs’s staged approach supports a 

disciplined review of description, feelings, evaluation, analysis, and action 

planning to translate experience into improved practice (Sundgren et al., 2021). 

In doing so, I draw on guidance for communication in psychosis (Hamelijnk et al., 

2023), relational frameworks in nursing (Mersha et al., 2023), and evidence on 

cognitive distortions in meaning-making (Rnic, Dozois, & Martin, 2016). 

Context of the Reflection 

The event occurred in a psychiatric intensive care unit with a patient in acute 

psychosis marked by persecutory delusions and hypervigilance. My dual tasks 

were to conduct a risk assessment and initiate a therapeutic alliance that could 

contain anxiety and foster engagement. As I began routine questions, the patient 

construed them as hostile surveillance, responded with verbal abuse, and 

retreated. This illustrated a known challenge in psychosis: neutral clinical 

prompts can be imbued with threatening intent, necessitating adjustments in 

pacing, wording, sequencing, and non-verbal signalling to maintain safety and 

trust (Hamelijnk et al., 2023). The scenario highlighted a recurring dilemma—

completing essential assessments while preserving the relational ground on 

which effective care depends. 

Description 

During an evening shift, I initiated a mental state examination with a patient after 

a first-episode psychosis with prominent paranoia. As I progressed through a 

standardised series of questions (orientation, perceptual experiences, risk), the 



patient abruptly rose, accused me of “working with the voices,” and shouted for 

me to leave. Two colleagues arrived quickly; we reduced environmental stimuli, 

ensured space, and adopted calmer tones. The breakdown centred on my 

protocol-driven, closed questioning which, unadapted to acute paranoia, was 

perceived as intrusive. In such contexts, conventional questioning can escalate 

mistrust; flexible, person-centred strategies are required when cognitive 

distortions and threat appraisals are active (Rnic et al., 2016). 

Feelings 

I experienced a rapid surge of adrenaline, followed by disappointment and 

self-doubt—concern that my approach had precipitated harm. There was relief 

as colleagues supported de-escalation, coupled with guilt over the distress 

caused. On reflection, what I initially labelled “defiance” I came to recognise as 

fear. The incident unsettled my reliance on routine interviewing but also 

energised me to refine communication for psychosis-related perceptual and 

interpretive disturbances. Emotionally, the experience underscored the 

vulnerability of both patient and practitioner in high-acuity settings and 

reinforced the value of team containment and post-event reflection for learning 

and wellbeing (Sundgren et al., 2021). 

Evaluation 

Negatives: 

• My closed, sequential questioning likely intensified persecutory 

interpretations, extended the interaction, and raised risk of escalation. 

• Initial reliance on task completion over relational safety delayed 

therapeutic joining. 

Positives: 

• Team actions—lowered voice, simplified language, greater physical 

space, and removal of excess stimuli—helped settle arousal. 

• Switching to brief, concrete statements and validating distress reduced 

perceived threat. 

• The event created a shared learning moment to recalibrate interviewing 



stance, vocabulary, and sequencing. 

Overall, the encounter exposed the limits of rigid formats and jargon, and the 

value of micro-adjustments—timing, tone, posture, and permission-seeking—to 

maintain alliance under stress. 

Analysis 

Peplau’s interpersonal relations theory positions the nurse–patient relationship 

as the vehicle of therapy; communication should be phase-matched 

(orientation, working, resolution) and responsive to the person’s current capacity 

(Mersha et al., 2023). My approach initially reflected the task rather than the 

person. In acute paranoia, even neutral questions can be received as 

accusatory; psychosis-specific guidance recommends establishing non-verbal 

safety first (open posture, calm rhythm), validating experience (“I can see this 

feels unsafe”), and offering choices to preserve agency before probing content 

(Hamelijnk et al., 2023). Open prompts (“What would help right now?”), graded 

inquiry, and collaborative framing (“We can go slowly; you’re in charge of the 

pace”) can reduce persecutory appraisals by enhancing predictability and 

control. 

From a cognitive lens, distortions bias interpretations toward threat (Rnic et al., 

2016). The clinician’s task is to anticipate misattributions, minimise ambiguous 

or technical wording, and check meaning frequently. This aligns with universal 

health-literacy precautions and therapeutic communication principles: short 

sentences, one idea at a time, explicit rationale for questions, and continuous 

consent to proceed. Importantly, mental-state work can proceed indirectly (e.g., 

via observations, later collateral, or narrative prompts) while rapport 

consolidates. The analysis also affirms that communication is a team 

endeavour—roles, choreography, and shared language for de-escalation matter. 

Conclusion 

The core learning is that assessment processes must be tailored dynamically to 

the patient’s mental state. Beginning with relational safety—stance, tone, 

validation, and shared control—would likely have prevented escalation and 

permitted a more humane, efficient assessment. Allowing additional response 

time, simplifying language, sequencing from least to most sensitive topics, and 



explicitly offering pauses are small changes with significant impact. My 

threshold for noticing micro-cues of rising arousal has lowered, and I will 

preferentially privilege alliance over protocol where risk permits, recognising that 

alliance itself mitigates risk. 

Action Plan 

• Skills development: complete targeted training in psychosis-specific 

communication and simulated OSCE-style consultations focused on 

information gathering and shared decision-making in psychosis 

(Hamelijnk et al., 2023). 

• Apply LEAP early: Listen, Empathise, Agree, Partner to build alliance in the 

context of paranoia/anosognosia; prioritise “Listen” and “Empathise” 

before negotiation (Zentner et al., 2023). 

• Structured de-escalation checklist: pre-assessment scan (environmental 

stimuli, exits, team positioning), micro-skills (voice, posture, distance), 

validation phrases, choice-offering, and clear “stop” points. 

• Phase-matched interviewing: use Peplau’s phases—orientation 

(safety/rapport), working (collaborative exploration), resolution 

(summarise/agree next steps)—as a cognitive scaffold to pace dialogue 

(Mersha et al., 2023). 

• Language discipline and meaning checks: avoid technical terms; use 

short, concrete statements; preview why a question is asked; ask, “How 

did that land?” to detect misattribution early. 

• Team learning and supervision: schedule regular debriefs to review 

challenging interactions; use brief reflective huddles post-incident to 

capture cues and alternatives (Sundgren et al., 2021). 

• Carer involvement where appropriate: with consent, involve family 

psychoeducation allies to enhance continuity of communication and 

alliance across settings (Zentner et al., 2023). 

• Personal resilience: incorporate quick self-regulation strategies (paced 

breathing, brief grounding) before high-acuity assessments to optimise 



presence and voice control. 

Final Conclusion 

This reflection reinforces that flexible, person-centred communication is a 

clinical intervention in its own right—particularly in acute psychosis, where 

misinterpretations are likely and rapport is fragile. Gibbs’s model enabled a 

structured conversion of a difficult encounter into actionable learning: signal 

safety first, validate experience, and pace assessment collaboratively. 

Embedding these practices, alongside team reflection and targeted skills 

training, can enhance professional quality of life and improve therapeutic 

outcomes. 
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