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SOLE FEEDBACK – Clinical Communication

The following pages provide you with templates on which you can record your thoughts as the course proceeds. At the end of the course you can enter your views onto SOLE.

Please answer all questions by selecting the response which best reflects your view.

	
	Very Good
	Good
	Satisfactory
	Poor
	No Response

	The support materials available for this module (e.g. handouts, web pages, problem sheets and/or notes on the board).
	(
	(
	(
	(
	(

	The organisation of the module.
	(
	(
	(
	(
	(

	
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree

	Feedback on my work has been prompt (this refers to your work being commented upon within a specified time).
	(
	(
	(
	(
	(

	Feedback on my work has helped me clarify things I did not understand.
	(
	(
	(
	(
	(


Please use this box for constructive feedback and suggestions for improvement.

	


SOLE FEEDBACK - INDIVIDUAL TUTORS

This template gives you the opportunity to record your comments about your tutor.

On the following section, you have an opportunity to record any comments and constructive feedback you have for each tutor.

	
	The tutorial was well structured
	The tutor explains concepts clearly.
	The tutor engages well with the students.

	Tutor
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree
	Strongly Agree
	Agree
	Neutral
	Disagree
	Strongly Disagree

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(


Please use the space below for additional constructive feedback on each tutor.

	Tutor
	Comments

	
	

	
	

	
	

	
	


SOLE FEEDBACK - INDIVIDUAL LECTURERS

Please note that for SOLE, a Lecturer’s name will only appear once. This template gives you the opportunity to record your comments about each lecture in the order of delivery.

On the following section, you have an opportunity to record any comments and constructive feedback you have for each lecturer.

	
	The structure and delivery of the lectures.
	The explanation of concepts given by the lecturer.
	The approachability of the lecturer.
	The interest and enthusiasm generated by the lecturer.

	Lecturer and Lecture Title
	Very Good
	Good
	Satisfactory
	Poor
	Very Poor
	Very Good
	Good
	Satisfactory
	Poor
	Very Poor
	Very Good
	Good
	Satisfactory
	Poor
	Very Poor
	Very Good
	Good
	Satisfactory
	Poor
	Very Poor

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
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	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
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	(
	(
	(
	(
	(
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	(
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	(
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	(
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	(
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	(
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	(
	(
	(
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	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
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	(
	(
	(
	(
	(
	(
	(
	(
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	(
	(
	(
	(
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	(
	(
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	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(

	
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(
	(


	Lecturer and Lecture Title
	Please use this box for additional constructive feedback.

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


VERY IMPORTANT!

I

t is critical that you approach your feedback carefully and seriously. The ultimate purpose of SOLE feedback is to improve the course, so do not waste this feedback opportunity with throw away comments (e.g. ‘the lecture was a waste of time’, ‘I cannot see the relevance of this session’). The course leaders cannot do anything with comments like this as they lack any specificity or explication. If you do decide to comment on the course think about providing a rationale for your evaluation and do so with the view of how to improve the course in a reasonable way. SOLE feedback is taken very seriously by the College, so please treat it with the same level of seriousness.

Introduction

Course Structure

Clinical Communication (CC) is designed to span the six years of the undergraduate curriculum. CC is part of the theme: Foundations of Clinical Practice. It is also included in the vertical theme of ‘Patient-Centred Education and Communication’.
In the first two years of CC we introduce you to the concept of patient-centred interviewing. There is a strong evidence base supporting this approach. Although the focus of the CC is on the interpersonal communication that takes place between doctors and patients in a consultation, we interpret clinical communication in its broadest sense and explore ways in which you can communicate effectively within health care teams, using written communications for health care, and consider the influence of technology on communication.

The first year of “Clinical Communication”

By the end of the first year, you should be able to describe and demonstrate a range of basic communication skills (verbal and non-verbal) relevant for working with patients, peers and clinicians. You will be able to identify a patient-centred consultation and will have developed basic relevant skills for opening, establishing rapport gathering information and closing interviews that explore patients’ experiences. You will also be aware of your strengths and weaknesses in communicating within some health care contexts and have clear strategies for the maintenance of your effective skills and improvement of your developing skills.

The second year of “Clinical communication”

By the end of your second year, you should be able to describe and demonstrate a range of basic communication skills (verbal and non-verbal) relevant for working with patients, peers and clinicians (e.g. case presentations). You will be able to identify a patient-centred consultation and will have developed relevant skills for opening, establishing rapport, gathering information, incorporating some basic history-taking skills and closing medical interviews. You will also be aware of your strengths and weaknesses in communicating within some health care contexts and have clear strategies for the maintenance of your effective skills and improvement of your developing skills. Year 2 will cover: Medical history taking; interviewing a simulated patient; cross-cultural communication and working with interpreters written communication; case presentations.

Years 3-6

CC is increasingly integrated with clinical practice as you progress through medical school. In later years you will participate in communication sessions on a range of topics that include:

· Giving information about procedures

· Explaining risk information to patients

· Dealing with aggressive and violent patients

· Sharing difficult news patients and their relatives

· Communicating while conducting procedures

· Communicating with other health care professionals

Throughout your curriculum you will have an opportunity to interview patients in different contexts. In psychiatry you'll participate in sessions that use a range of educational methods to support the maintenance of your basic interviewing skills as well as the development of more complex skills for interacting with patients experiencing very strong emotions and psychotic states. 

In general practice you will also participate in sessions that aim to integrate clinical decision-making (e.g. steps to making a diagnosis, patient management etc) with communication skills.

In fact in all your clinical attachments there will be opportunities to focus on your clinical communication. Sometimes these are highly structured activities, other times they rely on you to recognise and learn from what you are experiencing.

VERY IMPORTANT!

T

he clinical communication programme is designed to provide you with sound fundamental skills that will enhance your ability to communicate with patients. The information that is presented here, in addition to the material covered on the course in Year 1 and subsequently in Years 2 and 3 is your blueprint for the next six years of medical education. For example, understanding the importance of demonstrating empathy and establishing rapport is just as important in Year 1, when you are learning how to gather information from patients, as it is in Year 6 when you examine more complex situations such as giving bad news. Communication skills are not an optional add-on extra, they are the key mechanisms supporting integral features of clinical practice including your knowledge base, and problem solving abilities.

Structure of sessions
For each session there is:

· A summary including time schedule

· An introduction stating aims, learning objectives, methods, activities and recommended readings

· An activity description with aim/s and prompts 

· An outline of closure including a review of the learning objectives, summary of issues, instructions for evaluation and a lead into the next session

Session reflection and evaluation

There are SOLE sheets at the beginning of this guide. Please make sure you record the name of your tutor for each session as CC is taught by a large number of different tutors. In addition, you may also be asked to complete additional “minute papers” after some sessions. The purpose of the minute papers and SOLE is two-fold;

· To provide you with the opportunity to reflect on whether you have met the learning objectives set for the session

· To provide us with feedback on the content and educational methods that is crucial for the ongoing evaluation and modification of the course. This is very important so please take time to provide thoughtful and constructive feedback
Educational methods

Group sizes vary; whole cohort (session 1), groups of 25 (sessions 2 and 3); groups of 3 (session 4).  A range of methods are used in the delivery of the programme: brainstorming, student presentations, trigger videotapes and role-play with peers, volunteer patients and professional simulated patients.

Learning Objectives – Year 1 Autumn and Spring 

These session objectives may include tasks you should be able to carry out after you have completed the relevant activity. They provide you with a way to assess how well you are keeping up with the material. Note that they are also provided to the external examiners as a guide to what you should know at the end of the course.

Based on the Background Information

· Define a patient-centred interview

· List reasons for adopting the patient-centred approach to interviewing

· Describe at least two different models of patient-centred consultations

· Identify skills used in patient-centred consultations

Session 1: Consultation skills – the initial approach 

· Describe the General Medical Council competencies expected of new graduates in relation to communication

· Outline the content of the first year of “Clinical Communication”

· Describe and understand patient centred communication

· Identify key skills that can be used when meeting patients for the first time

· Understand the relation between content and process

Session 2: Patient centred communication and Non-verbal communication 

· Further exploration of patient-centred communication

· Describe the sources of non-verbal communication

· Describe the role of non-verbal communication in conveying emotion

· Describe the importance of non-verbal communication in consultations

Session 3: Interviewing volunteer patients 

· Outline the skills necessary for approaching patients in a manner that enables you to communicate effectively and sensitively

· Identify communication and other professional skills that you used effectively

· Provide a rationale for using these skills

· Identify patient centred interviewing skills that you need to develop

· Make use of the feedback from the simulated patients to identify 

· ways in which you will maintain your strengths in communicating

· ways in which you will improve on your communication weaknesses

Session 4: Interviewing a simulated patient

· Identify skills used effectively in simulated patient-centred interviews

· Receive feedback on communication skills from a simulated patient

· Receive feedback on communication skills from a tutor

· Develop awareness of personal strengths in communicating

· Develop awareness of personal weaknesses in communicating

· Identify ways in which communication strengths will be maintained

· Identify ways in which communication weaknesses will be improved

Session 5: In course assessment – observation based exam

Assessment

There are two main types of assessment, formative and summative. Formative assessments provide you with feedback on your progress in reaching the curriculum objectives. This feedback comes in different formats - verbal from tutors, peers and simulated patients. 

Formative assessments

1. Session 2 in role play with peers

2. Session 3 in interviews with simulated patients

3. Session 4 in interviews with simulated patients

With summative assessment the stakes are higher as your performance in this test influences whether you proceed to the next level of study. The summative assessment for CC will comprise of watching a video of a clinical consultation. You will then answer questions relating specifically to the communication process in the consultation. 

Summative assessment

. 

1. A written exam in March based on observation and analysis of a recorded consultation between a doctor and a patient. This is worth 25% of the overall FOCP summative assessment package

Attendance and sickness policy

An attendance sheet will be completed at each session and absentees reported to the FEO. You must sign in for each small group session. Signing in for absent colleagues is unacceptable and is considered cheating.  Students who do this will be asked to leave the session.  Additional penalties may be applied.

Please refer to attendance policies relevant to your undergraduate medical studies.

If you are unable to attend a session, please email Dr Ged M. Murtagh (g.murtagh@imperial.ac.uk) or Dr. Athina Belsi (a.belsi@imperial.ac.uk) before or within 24 hours of the session.

Lateness

Sessions will start and finish on time. Students who arrive more than 15 minutes late are excluded from that session.

Reading list

Books 

There are many texts on basic medical interviewing skills. Although we do not recommend any particular reference, students have found the following books valuable.

Cole SA & Bird J. The Medical Interview: The Three Function Approach. 2000. 2nd edition. Mosby: Missouri

Lloyd M & Bor R. Communication Skills for Medicine. 2004. 2nd edition Churchill: London

Silverman J, Kurtz S, Draper J. Skills for Communicating with Patients. 2005. 2nd edition. Radcliffe Medical Press: Oxford

Smith RC. Patient-Centred Interviewing: An Evidence-Based Method. 2002.  2nd edition. Lippincott William and Wilkins: Philadelphia

Websites

Foundation Programme http://www.foundationprogramme.nhs.uk/pages/home 

Tomorrow’s Doctors http://www.gmc-uk.org/education/undergraduate/undergraduate_policy/tomorrows_doctors.asp 

National Patient Safety Agency http://www.npsa.nhs.uk/  

Contact details
If you have any questions relating to this programme, please contact: 

Dr Ged M. Murtagh 
(Senior Lecturer)

g.murtagh@imperial.ac.uk  

OR

Dr Athina Belsi
(Lecturer)


a.belsi@imperial.ac.uk

Dr Ged M Murtagh
Dr Murtagh is a social scientist whose research involves the application of conversation analysis to the medical encounter. He received his Postgraduate Certificate in Learning and Teaching in 2005. He has contributed to clinical communication skills teaching for Undergraduate medical students in his previous position at the University of Leicester. With colleagues at Leicester he has developed a consultation aid for Oncologists and cancer patients soon to be tested in an intervention study at the Leicester Royal Infirmary. With colleagues at Imperial and the University of Bristol he is extending this work into surgical training examining communication skills practices in surgical practice. 

Dr Athina Belsi

Dr Belsi is a social scientist with a background in public health. Her research focuses on the motivation to study and the impact of personality on clinical career pathways. She is currently developing research on communication within healthcare teams. She has previously taught at the Dental Institute and the School of Medicine in her previous position at King’s College London where she worked on developing communication stations for the OSCE. Recently, in the Department of Public Health and Primary Care here at Imperial, Dr Belsi has led work into understanding patient perceptions of integrated care pathways. She has also been involved in the Pilot Registry for the Investigation and Prevention of Alzheimer’s disease (RIPA). 
Timetable 

You must attend the session and venue to which you have been allocated.

Attendance registers will be taken at each session and unexplained absence reported to the FEO
Group allocations and venues can be found on the intranet.  

Note: For sessions 3 and 4 please check the intranet for time of arrival for volunteer and simulated patient session nearer the time

	1: Consultation skills – the initial approach
	

	
	
	
	
	
	

	
	
	
	
	
	

	2: Patient centred communication 
	

	
	
	
	
	
	

	
	
	
	
	
	

	3: Interviewing simulated patients – I
	

	
	
	
	
	
	

	
	
	
	
	
	

	4: Interviewing a simulated patient – II
	


	5: Observation based exam
	


Background information for clinical communication
This section contains information that is core to communicating in clinical contexts. It is essential that you have read and thought about this information before you attend each session 

Learning objectives

All students are expected to be able to:

· Define a patient-centred interview

· List reasons for adopting the patient-centred approach to interviewing

· Describe at least two different models of patient-centred consultations

· Identify skills used in patient-centred consultations

· Identify attitudes commensurate with patient-centred interviewing

What is a patient-centred interview (PCI)?

Much of the focus of clinical communication is based around the central concept of a “patient-centred approach”.  Over the last 30 years or so, research into what constitutes a patient-centred interview (PCI) has resulted in a number of definitions and general concepts.  An early definition by Edith Balint (1969); “understanding the patient as a unique human being” has evolved over the years into more sophisticated measures.

A PCI is one in which the interviewer identifies, acknowledges and responds to the patient in a way that encourages the patient to participate and ensures that their own agenda becomes part of the consultation process. This is in contrast to paternalism, or doctor-centredness, where doctors dominate the agenda setting, goals and decision-making in regard to information and services, where the medical condition is defined in biomedical terms and where the patients’ voice is largely absent (Roter,1977). In learning about patient centred interviewing you will become aware of the importance of not only how you can encourage patient involvement in the consultation, but also the different ways in which patients themselves participate in consultations.

The advantages of PCI for clinicians include:

The advantages of using patient centred consultations have been identified by Stewart, 2001) as; 

· the basic medical tasks are accomplished

· it is informative, (providing both technical information and expertise and recommendations for behaviour in a way that is understandable and motivating) 

· it is facilitative, (in that all the patient’s concerns are likely to be established) 

· responsive (to the patient’s emotional needs and concerns); 

· participatory (so that patients have a responsible and authentic role in the decision making).

Advantages for patients

Stewart (2001) has identified factors that patients consider as signals of the doctor offering patient-centred care. In consultations that demonstrate PCI, the clinician:

· Explores the patient’s main reason for the visit, concerns and need for information

· Seeks an integrated understanding of the patient’s world – that is, seeing them as a whole person with emotional needs and facing real life issues

· Finds common ground on what the problem is and mutually agrees on management

· Enhances prevention and health promotion

· Enhances the continuing relationship between the patient and the doctor

Outcomes of Patient-centred interviewing
Patient-centred interviewing has been shown to:

· Improve diagnostic efficiency

· Increase patient satisfaction

· Increase concordance/adherence with treatments

· Improve recovery

· Reduce the number of symptoms

In primary care (Stewart, 2001) found that patient centred communication was correlated with the patient’ perceptions of finding common ground. Also, positive perceptions were associated with better recovery from their discomfort and concern, better emotional health and fewer diagnostic tests and referrals. They conclude that patient centred communication positively influences patients’ health.

Patients’ experience of being a participating member in the discussion of the problem and the treatment process may translate in to the patients’ reduced need for further investigation or referral – simultaneously reducing the physicians’ need as well. These findings counter a common misconception: that being patient centred means responding to every whim of the patient, thereby increasing expenses to the health care system (Stewart, 2001).

The evidence base for PCI  

In a study of patient preferences, Little et al (2001a) found that patients in primary care clearly wanted a patient-centred approach, with the 3 key elements being communication, partnership and health promotion. Without a patient-centred approach, patients are less satisfied, less empowered, and may have greater symptom burden and higher rates of referral (Little et al, 2001b)

Abdel-Tawab & Roter (2002) looked at the usefulness and feasibility of client-centred models cross-culturally.  They found that a client-centred approach to the consultation was associated with a three-fold increase in the likelihood of client satisfaction and continuation of treatment at 7 months.  It is suggested that in Egypt, just as in the more developed world, client-centred models of communication are likely to produce better outcomes than the more traditional doctor or illness-centred models.  Similarly, Saha et al (2008) discuss the broad overlap in the features associated with PCIs and culturally competent healthcare interactions.
Research suggests the PCI can be classified under six broad headings (Putnam & Lipkin, 1995) which are used to outline some of the evidence base that supports the importance of PCI across clinical contexts.  

1. Allow patients to express their major concerns

2. Seek patients’ specific requests

3. Elicit patients’ explanations of their illnesses

4. Facilitate patients’ expressions of feelings

5. Give patients information

6. Involve patients in developing a treatment plan

1. Allow patients to express their major concerns

Korsch et al (1968) studied over 600 visits to a paediatric emergency room, and later Tuckett et al (1985) studied visits to general practitioners.  Both studies found that patients tend to mention only one-quarter to one-third of their major concerns.  Patients who were encouraged to express more of their concerns were more satisfied and more likely to comply with treatment. 

Korsch et al (1968) found that parent satisfaction was higher in interviews where the doctors demonstrated warmth and friendliness, took patients’ concerns and expectations into account, did not use jargon and provided clear explanations as to the cause and diagnosis.

Orth & Stiles (1987) showed that hypertensive patients who talked about their concerns in their own words (as opposed to answering yes/no questions) were more likely to have lower blood pressure.

Patients are more satisfied when they are permitted to express their concerns (Hall et al, 1988).

Kaplan et al (1989) showed that a high ratio of patient-to-physician talk was related to better overall health ratings, fewer days lost from work, and fewer functional limitations. Further, when doctors asked open-ended questions, patients reported greater satisfaction than the common practice of doctors asking a series of closed-ended questions.

When PCI was first introduced many were concerned about time and workload yet it emerged that doctors trained to obtain a complete list of patients’ concerns and worries at the beginning of a consultation spent no longer than untrained doctors in consultations (Putnam et al, 1988). Similarly assumptions that if you let the patient talk at the outset of the consultation, they’ll go on forever have been challenged by research. Langewitz et al (2002) actually found that if uninterrupted, the average talking time for patients was 92 seconds and 78% of patients had finished their initial statement within 2 minutes.  In all cases studied, doctors reported that the information that patients were giving was important and relevant. 

Doctors are often quick to redirect patient’s initial descriptions of their concerns and thus miss the opportunity to elicit other concerns or to gather potentially important information. completion.  Allowing patients time to express their worries can improve interview efficiency and efficacy. 

In a study looking at recovery from upper respiratory tract infections in patients attending a hospital-based walk-in clinic, speed of recovery was linked to the doctors’ attention to the patients’ concerns.  The other variables examined were symptom type and severity, initial level of health concern, findings on examination, culture result and therapy (Brody & Miller, 1986).

2. Seek patients’ specific requests

Patients usually have specific requests that are often not apparent from the presenting complaint however, doctors rarely ask patients about their specific requests. (Eisenthal et al, 1990; Eisenthal and Lazare 1976, 1977).  

A study where patients with headaches were interviewed found those who reported feeling the doctor had fully discussed their problem with them were 3.4 times more likely to have complete resolution of their headache (Headache Study Group, 1986)

When doctors were trained to elicit patient requests, granting the request was not necessary for patient satisfaction.  In a study of 118 patients in primary care practice, 70% of patients hoped for education about their illness, 43% wanted information about non-drug treatments (e.g. diet, exercise), 25% wanted to participate in decision-making about their illnesses, and only 24% wanted stress counselling (Brody et al, 1989).  Only 65% desired an examination, 48% wanted tests, and 30% wanted medications.

We know that doctors often fail to elicit all of a patient’s reasons for attending an appointment.  Barry et al (2000) found that only 4 of 35 patients voiced all of their agendas in the consultation.  In this study, patient agendas were classed as symptoms, diagnosis theories, illness fears, wanted and unwanted actions, self treatment and emotional and social issues.  Some of the poor outcomes in this study were associated with unvoiced agenda items.  Patients and their needs must be more fully present in the consultation in order for better healthcare to be conducted. 
3. Elicit patients’ explanations of their illnesses

Establishing patients’ own explanations of their illness is explored in depth within the Health Belief Model (Kleinman et al, 1978) within the sociology course.  We explore it from a clinical communication  perspective because developing this skill is likely to have a significant impact on the quality of medical care you offer. E.g. the ability to really listen. 

Patients who were able to get the doctor to listen to their ideas or concerns about the cause of the illness were more likely to recall what the doctor told them and felt more committed to the doctor’s view of the diagnosis and treatment (Tuckett et al, 1985).

Patients often try hard to insert their view on causation but are frequently not heard.

Studies on reduction in blood pressure have shown that improvement was greater in hypertensive patients, who were allowed to express their health concerns in their own words and without interruption, as opposed to answering closed-ended questions (Orth et al,1987; Roter et al, 1995). 
McKinley & Middleton, 1999 examined what patients wanted or expected when they consulted with a doctor almost all patients had requests they wished to make, 60% had their own ideas about what was wrong, and 38% had considered explanations about why they were unwell.  Failure of doctors to address their agendas is likely to have an adverse affect on the outcome of the consultation.

4. Facilitate patients’ expressions of feelings

The evidence shows that there is little overt discussion of emotions during medical interviews yet illness is often associated with often extreme emotional experiences and expressions.

A study of 50 tape-recorded visits to a clinic were coded for the number of times a doctor attempted to obtain patients’ feelings about their illness. Of 3,500 utterances, only 10 were overt requests for information about feelings. Of 4,500 patient utterances, 174 were overt statements (other than physical pain) of the patient’s feelings while a further 152 added emphasis to their symptoms (Putnam & Young, 1984).

It is best practice to separate fact from opinion which can aid our understanding of another person’s experience. Consider how often we hear expressions such as “I know exactly what you mean” or “I can tell you are upset / angry”. The rule of thumb is to separate out opinion from fact e.g. “I think I understand what you mean” or “I think you look upset at the moment.” Separating fact from opinion in this way helps individuals to express themselves whilst respecting it might be different for others.  

Emotional distress among patients in primary care often goes unrecognised during the consultation.  Roter et al (1995) explored the effects of communication skills training on the process and outcome of care associated with emotional distress in patients.  This randomised control trial found that patients reported a reduction in emotional distress up to six months after a consultation with a physician who had received (the intervention) communication skills training programme to help physicians address patients emotional distress,  when compared with patients who consulted with a physician in the control group (no training).  Doctors who are able to facilitate patients’ expressions of feelings and address emotional distress can improve the process and outcome of care without lengthening the time of the consultation by using patient-centred skills.

5. Give patients information

In 1964, Egbert et al showed that surgical patients who were given information by anaesthetists were discharged up to 2.7 days earlier than surgical patients who did not receive the information.  Such findings have influenced the movement towards PCI. 

By 1984, although doctors largely agreed that giving information was important, it seemed they had a tendency to grossly overestimate how much they provide. Waitzkin (1984) showed that in a 25-minute interview, doctors spent less than one minute giving information but they all thought they had spent nine times this amount. The amount of information patients receive is positively correlated with patient satisfaction.

Doctors often find it difficult to assess their patients’ preferences for involvement in decision making.  Patients may not always appreciate the implications of involvement in decision-making which may reflect lack of understanding or past experience of health care. Robinson and Thomson (2001) discuss this in light of the research and suggest that there may be differences between patients’ desire for receiving information and the desire to take responsibility for the treatment decision itself.  Assumptions cannot be made about how much information a patient wants nor can they be made about how much a patient wants to be involved in treatment decisions.  These assumptions can be avoided with a patient-centred approach to interviewing; it would seek to elicit patients’ ideas, concerns, and expectations about information exchange and decision making.

Several studies explore different ways of giving information to patients (e.g. verbally, non-verbally - patient information leaflets, internet etc).  Van Zuuren et al (2006) explored patients’ responses to receiving information on gastroscopy.  Overall, they found that patients who received the brochure experienced less anxiety before and reported greater satisfaction afterwards. 

It is important to broadly think  about the ways in which doctors can deliver information to patients – that is, not just in face to face interactions during consultations, although that is a powerful medium and, most valuable for individualising or tailoring information to patient’s needs.

6. Involve patients in developing a treatment plan

There is a definite flow in medicine towards patient-clinician partnership models of care. The journal, Patient Education and Counselling presents many examples of ways to achieve such partnerships in a wide range of contexts and methods for measuring their effectiveness.  For example a review article by Haywood et al (2006) evaluated the evidence for promoting patient involvement in care through coaching,  sharing educational materials and provision of feedback to health care providers. Many of the most effective strategies and models for patient involvement first emerged over 20 years ago.  E.g. Kaplan et al, 1989 established how if patients are coached to request more information, their questions are increased and they become more effective in obtaining information. 

Teaching patients how to read their medical records and understand their illnesses resulted in significant improvements in functional capacity (what patients are able to do) and in the physiological parameters of patients with diabetes, hypertension and ulcer disease.  The functional capacity of patients with breast cancer was also improved (Kaplan et al, 1989). 

Roter (1977) showed that patient involvement was also related to improved adherence to appointments.

The use of a patient-centred model to explore ideas, beliefs and expectations with non-adherent patients was found to improve clinical control and medication use.  Dowell et al (2002) offered patients who were using treatments sub-optimally and had poor clinical control of their illness extended consultations with doctors to help explore their situation and expose barriers to change.  Of the 22 subjects engaged in the study, 14 had improved clinical control or medication use three months after the intervention ceased.

In a study examining patient-perceived involvement in Parkinson’s disease therapy decisions, Grosset & Grosset (2005) found such involvement to be closely linked to patient satisfaction which is linked to compliance intent and also to quality of life.  These results are similar to many studies conducted in primary care.  

Disease and Illness

Disease is the biomedical cause of sickness in terms of pathophysiology.

Illness is an individual’s unique experience of sickness including their perception, experience and ways of coping with the “disease.”

When Balint et al (1970) first introduced the term “patient-centred medicine,” they contrasted it with “disease-centred medicine” or “doctor-centred medicine” 

Such traditional or “conventional medical model” have been dominant model in medical practice. This model assumes that disease can be fully accounted for by deviations from a norm of measurable biological variables. It does not consider social, psychological and behavioural dimensions of disease and illness.
Introduction to patient-centred consultation models

The research around PCIs has resulted in a number of consultation models which aim to achieve the broad concepts of patient-centredness. Although there are several other models, here, we introduce two models, the Calgary Cambridge model and the Transformed Clinical Method. Epstein et al (1993) compared consultations models and concluded that “on a theoretical level the models are complementary.  Different models represent variation in style rather than any difference in the theory that underpins them.”   
Many students find “Calgary-Cambridge” a useful starting point as it is a structural model. This means it can be followed in step-by-step manner which helps novice learners. Calgary-Cambridge is also the model of choice in Year 3 “Clinical Methods Teaching” as it is commonly used in general practice.

1. Calgary-Cambridge observation guides (Silverman et al, 2005)

This structural model sets out the medical interview in phases with specific objectives to be achieved at each stage.  There is also a set of affective skills that are relevant in all phases. Our Imperial College model is similar to this one, adapted for medical students who are learning medical interviewing and other consultation skills rather than for experienced clinicians who are already in the workplace (Figure 1).

1. Initiating the session

The basic tasks for the doctor (or student) are to establish initial rapport and to identify the reason(s) for the consultation.  The skills to achieve these tasks are similar to the skills used to achieve the similar tasks in all of these models: greeting the patient, introducing yourself, demonstrating interest, using open questions, etc.

2. Gathering information

This phase of the interview focuses on exploring the patient’s problems and understanding the patient’s perspective.  Again, this is similar to exploring the emotional aspects of the patient’s illness and getting to know the patient as a whole person.  The other task in this phase is to provide a structure to the consultation to help both you and the patient to know where the consultation is going and to assist in the management of time. 

3. Physical examination

Many interactions with patients will include a physical examination.  It is important to keep communicating with the patient during the examination to let them know what you are doing and to pick up verbal and non-verbal cues (e.g. indications of pain). 

4. Explanation and planning

The aim of this phase is to give comprehensive and appropriate information responding to what the patient wants.  Each patient must be assessed and the appropriate amount and level of information given.  You will have options in explanation and planning depending on the context - whether you are discussing opinion and significance of problems or negotiating a mutual plan or discussing investigations and procedures. Doctors are obliged to provide some information to patients (e.g. purpose and risks of proposed surgery) even if patients do not want it.
5. Closing the session

This is a crucial part of any consultation.  It can help to maintain the rapport.  A summary enables review of what has been learned as well as checking for any other information that you may have missed or that the patient wants to tell you.

6. Building the relationship

This occurs throughout the entire consultation.  You are aiming to use specific skills to help build the relationship with the patient and to establish rapport.  In order to build an effective relationship, you need to involve the patient and share your thoughts and ideas. This will help to enhance their understanding and you may also want to provide a rationale for the questions you are asking, the physical examination, lab tests, treatment etc.  This will also include getting consent from patients as well as discussing confidentiality.

7. Providing structure

This occurs throughout the entire consultation.  My making organisation overt, both you and the patient will know where you are in the consultation.  This can be achieved by summarising at the end of a line of enquiry, signposting the next section of the interview, structuring the interview in a logical way and attending to timing.

Figure 1: Outline of the Cambridge-Calgary observation guide
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2. Transformed clinical method (Stewart et al, 2003)

This model has six components.  The first three focus on the process between the doctor and patient and the last three focus on the context within which the doctor and patient interact.  All components make up the holistic model that is patient-centred clinical practice (Figure 2).

1. Exploring both the disease and illness experience

Aim: To assess the two conceptualisations of ill health: disease and illness

In addition to assessing the disease process by taking a history and doing a physical examination, the doctor actively seeks to enter in the patient’s world to understand his or her unique experience of illness.  Specifically, the doctor explores the patient’s feelings about being ill, their ideas about the illness, how the illness is impacting on their functioning and what they expect from the doctor.

F = feelings

I   = ideas

F = function

E = expectations

2. Understanding the whole person

Aim: To integrate the concepts of disease and illness with an understanding of the whole person. This includes an awareness of all the aspects of the patient’s life, such as personality, developmental history, life cycle issues, and the contexts in which they live.

3. Finding common ground

Aims: 
To define the problems

To establish the goals of treatment &/or management

To identify the roles to be taken by patient and doctor

Sometimes patients want to play a passive role in their treatment and management but the doctor needs to be able to assess this before assuming the role the patient wants to take in managing their own health.

4. Incorporating prevention and health promotion

Aim: To promote health as well as prevent disease.

This highlights the importance of using each contact with the patient as an opportunity for prevention and health promotion.  This may include helping to educate your patients.

5. Enhancing the doctor-patient relationship 

Aim: To develop and maintain the patient-doctor relationship

Each contact should build on the relationship by including compassion, trust and a sharing of power. Self-awareness is essential as well as an appreciation of the unconscious aspects of the relationship such as transference and counter transference.

6. Being realistic

Aim: To use all resources effectively to achieve the 5 components above

This requires that the doctor is realistic about time, participates in teambuilding and teamwork (either in the hospital or within their general practice) and recognises the importance of effective use of physical and other resources. 
Figure 2: Transformed clinical method

	Components


	Tasks

	1. Exploring both the disease and illness experience
	 History, physical examination, lab tests

 Dimensions of illness (feelings, ideas, effects on function and expectations)



	2. Understanding the whole person
	 The person (e.g. life history, personal and developmental issues)

 The proximal context (e.g. family, employment, social support)

 The distal context (e.g. culture, community, ecosystem)



	3. Finding common ground
	 Problems and priorities

 Goals of treatment and/or management

 Roles of doctor and patient



	4. Incorporating prevention and health promotion
	 Health enhancement

 Risk avoidance

 Risk reduction

 Early identification

 Complication reduction



	5. Enhancing the doctor-patient relationship
	 Compassion

 Power

 Healing

 Self-awareness

 Transference and countertransference



	6. Being realistic
	 Time and timing

 Teambuilding and teamwork

 Wise allocation of resources




Communication skills for patient-centred interviewing

Having reviewed the concept of patient centred interviewing, some of the supporting evidence and models relating to the patient centred approach to clinical communication, it is worth saying something about the relevant skills. On the clinical communication programme you will learn about one fundamental principle and two types of skill sets. The governing principle is understanding the importance of the sequential organisation and structure of the medical interview. The skill sets include content skills and process skills.

The components of the medical interview

Content skills

Firstly, there are content skills, i.e. the substantive character of questions and responses, information being sought and delivered, discussion of treatment options, management plans etc. Most texts dealing with consultation skills will suggest that the content of a medical history should include:

Presenting complaint

History of the Presenting Complaint

Past Medical History

Social History

Family History

Lifestyle

Functional enquiry/systems review

Whilst these are relevant and important lines of inquiry, this still begs the question, HOW do you cover these topics in a way that will ensure you gathering information effectively and efficiently in a way that does not alienate the patient. This is where process skills come in 

Process Skills

Process skills allow you to answer the HOW question. Content and Process CANNOT be viewed as mutually exclusive. The relation between the two will be developed more extensively in Year 2.

The following information sets out a framework which incorporates, structure as well as fundamental process skills to assist you in communicating effectively with patients. It is designed to reflect the needs of medical students learning to communicate in medical interviews for the first time but is also relevant for interacting with patients during physical examination and while conducting procedures. 

Commencing the interaction

Greet the patient

A formal greeting should be used (e.g. “Hello” “Good morning” etc). It is usually more helpful to commence formally and then move to informality as the relationship accommodates. The patient’s name should also be used (e.g. “Good morning Mr Wilson”) and you should check the patient’s identity. Shaking hands with patients during your greeting is not essential but is often welcomed by patients. 

State your full name and clarify your role

Use your full name and state your role (e.g. “My name is Louis Channing and I am a medical student working with Dr. Abdullah.” “I am Ching Chow Man. I am a student doctor here at the clinic.”)

Obtain patient’s name

Checking the name of the patient is helpful in ensuring that you are speaking to the right patient.

Attend to patient’s comfort

If a patient is uncomfortable they are less likely to be able to spend time with you and unable to concentrate. Look at your patient to see if they are in pain and respond to what you see. It is helpful to share your observation with your patient. (e.g. “You don’t seem very comfortable on that chair…?”) Note physical aspects of the environment that contribute to comfort - the temperature of the room, draughts, noise, furniture, bedding etc. Facial expressions are also often indicative of a patient’s level of comfort. Don’t ignore what you see. Check it out with the patient.

Obtain the patient’s consent

When you are practicing communication, it is important that you explain what you are doing. (e.g. “Good morning Mr. Williams. I am Shavaun Sekkil, a medical student at Imperial College. I am here today to spend time interviewing patients as part of my course. I wondered if you would talk with me for about 10 minutes about why you have come to the hospital/clinic/GP today?”) Leave enough time for the patient to answer your question. Sometimes it is better not to sit down until you have asked this question. Once you have sat down, it can be harder for the patient to decline. This is not always the case. If patients do not want to speak with you then you need to respect their wishes and leave. Think about the reasons patients might not want to speak – already been interviewed by several students, feel poorly, just don’t want to talk to you, waiting for an appointment for a test, just returned from a test, in pain etc… It is important to read the GMC’s guidance on consent, Seeking patient’s consent: the ethical considerations. The Medical Protection Society provide helpful guidelines for students (http://www.mps.org.uk/student). Consent is defined as “the informed choice of a competent patient, freely given.” (MPS, 2003)  

Clarify confidentiality

This is a potentially controversial aspect of your relationship with patients and other health care professionals.  For more information see General Medical Council (2009) Guidelines on Confidentiality: Protecting and Providing Information. 

For many of the interactions with patients, it is probably unnecessary for you to categorically state unprompted at the outset of your interview that the information obtained will be confidential. Use your judgment as to whether you think you need to state that an interaction will be confidential. Be aware of exactly what you are promising - although it is tempting to promise that “everything you say will be absolutely confidential”, it is likely that the information you gather from the patient will be shared with your team. It is important you clarify this with the patient. Sometimes patients may disclose important information to you that they haven’t told anyone. It is helpful if you have already told them you will be passing the information on. 

You must maintain confidentiality of all patient information within the health care team caring for the patient. If you are asked to submit information about your experiences of patients for your medical teachers, then the patient must be de-identified. Your medical ethics sessions should provide further information about this. 

State purpose of the interaction

It is helpful to state the purpose of the interview. That way, patients know what they are agreeing to. (e.g. “I would like to talk to you for 5 mins to find out more about why you have come into hospital today. I’d also like to ask you questions about your health in the past as well as find out about your family and work life.” “I have been asked to close the wound with stitches.”) Avoid statements such as “I would like to practice my communication skills” Although an honest statement, this can place a question mark over the relevance of the interview for the patient.

Clarify time available

Patients do not always have a lot of time to talk with you. It is polite to state how long you expect to spend with a patient. It can also help them plan their time. Patients might have an appointment with another health care professional or going for tests and it would be unhelpful to encroach on that time. It can also be helpful for you if you find that you have a talkative patient who you would like to focus on your questions. If you have already let them know how long you have then it does not seem rude to remind them that you only have a few minutes. If you want to take longer, then you can always ask the patient if you can extend the interview.

Empower patient to ask questions or seek clarification of anything that is unclear

Patients can be invited to ask questions (even though you may not have the answers) as well as to check with you if there is anything you have said that is unclear. (e.g. “If anything I say is unclear, please let me know and I will explain.” “Please feel free to ask me questions at anytime during the interview,” “If you have any questions about what I am doing, please just ask.”)

Gathering information

Use open-ended questions initially

Open-ended questions are designed to enable the patient to provide a more open, elaborate response, other than yes or no. (“Can you tell me what brings you here to the clinic today?”, “Can you describe the symptoms for me? ”Closed-ended questions are designed to produce a more restricted response from the patient (e.g. yes or no). They are useful when you need to narrow the focus of the discussion to more specific topics, or in circumstances where the patient may not be in a fully conscious state.  Examples of closed -ended questions include: “Are you in pain now?” ”Is it a sharp pain?” 

Open and closed questions, however, do not work automatically in this way and should not be seen as fool proof devices. They are merely a reflection of some of the patterns of interaction in the medical encounter. How you interact with a patient is always a contingent matter, i.e. patients can produce closed responses to open questions and very open responses to closed questions. IT IS VERY IMPORTANT TO BE AWARE OF THIS CONTINGENCY FROM AN EARLY STAGE . The key to controlling this contingency is to learn to ‘read’ the patient and allow the information the patient gives (verbal) and gives off (non-verbal) to inform the design and of your questioning (See ‘Use of open and closed questions’ below).

Allow patient to complete first sentence/s

Doctors have been found to interrupt patients before they have even finished answering the first open-ended question of the interview. It is really important to discipline yourself to leave the patient to talk at the beginning of an interview. This conveys very powerful messages about your level of interest in the patient and your willingness to listen. This wait time may be as little as a minute but provides the patient with an opportunity to express their views. 

Sometimes patients need to be interrupted and this is okay. Interruptions may be necessary because the patient is getting increasingly tense, diverging from the topic, there is a shortage of time, there is urgency associated with a procedure etc. You need to be able to make appropriate judgments as to when to interrupt. Clear statements of the purpose of the interaction and an indication of the time available can be helpful in managing time during an interaction. Non-verbal means of interrupting a patient may include the use of clear hand signals or changing body position, adjusting gaze or making eye contact.

Identify the patient’s ideas, concerns and expectations (ICE)

Although these items (ICE) are content rather than process skills (see above), they tap into what the patient often thinks is the most important aspect of the consultation. Failure to explore and acknowledge ICE can negatively impact on information gathering resulting in inaccurate diagnoses and reduced patient satisfaction (e.g. Ideas - “Is there anything you think might be causing these symptoms?” “Patients often have ideas about possible treatments. Do you have any ideas?” Concerns – “Do you have any concerns about your illness? “Are you worried about your symptoms?” “Patients often have worries about their symptoms. Do you?” Expectations – “What are you hoping the doctor will do?” “What do you think your treatment will be like?”)

It is important that the questions you ask are in context so they contribute to the normal flow of conversation between you and the patient. Think about ideas, concerns and expectations as areas you would like to cover in conversation, not questions on a list. DO NOT SIMPLY ASK A PATIENT. ‘WHAT ARE YOUR IDEAS, CONCERNS AND EXPECTATIONS’. Firslty, this is a multiple question (see Avoid Multiple Questions below). Secondly, it is more effective to phrase questions about ICE in more familiar ways, e.g. ‘Are you worried about your symptoms?’ ‘What are you hoping will be the outcome of your consultation/treatment?’

Remember that you do not have to agree with the patient’s ideas, allay their concerns or meet their expectations. What is important is that you find out what this baseline information is and work from there. Patients may be satisfied with the fact that you cannot meet their expectations. Overt discussion of this is helpful rather than the patient leaving the interview thinking that you don’t really have a clue about what s/he is expecting.

Listen attentively

Lang et al (2000) made a call for Active Listening as a way to ensure that patients ICE provide us with clues about patient illnesses.

“Most patients who experience illness symptoms develop an explanatory model. More frequently than physicians realize, these attributions involve serious and potentially life-threatening medical conditions. Only a minority of patients spontaneously disclose or "offer" their ideas, concerns, and expectations. Often patients suggest or imply their ideas through "clues." Active listening is a skill for recognizing and exploring patients' clues. Without this communication skill, patients' real concerns often go unrecognized by health care professionals. Qualitative techniques including videotape analysis, post-interviewing debriefing, and interpersonal process recall were used to identify types of clues. We propose a taxonomy of clues that includes 

(1) expression of feelings (especially concern or worry), 

(2) attempts to understand or explain symptoms, 

(3) speech clues that underscore particular concerns of the patient, 

(4) personal stories that link the patient with medical conditions or risks, and 

(5) behaviours suggestive of unresolved concerns or unmet expectations. 

This clue taxonomy can help physicians recognize patients' clues more readily and thereby improve their active listening skills. A deeper understanding of the true reasons for the visit should result in increased patient satisfaction and improved outcomes. 
James H. Quillen of College of Medicine, East Tennessee State University tells us that, 

Active listening needs us to grasp what a speaker is saying from his or her viewpoint. It needs us not just to listen but to convey to the speaker that we are listening and understanding their point of view. Active listening needs us to listen for the bigger picture. Most messages have more than one part the actual content and the feeling or attitude underlying this content. Both are important. 

Active listening can be demonstrated verbally (e.g. staying with patient’s topic; using the patient’s words; reflecting statements back to the patient; making summaries etc) and non-verbally (e.g. using eye contact; nodding, body posture, avoiding note taking or using the computer; sitting still). If you are too busy thinking about the next question to ask and not listening to the patient, your next question is less likely to be appropriate.

Use non-verbal behaviours 

It is not news to the medical profession that the best doctors listen to the words and the non-verbal messages from the patient. It is active listening that allows the doctor to reach the diagnosis and plan the most effective treatment. As long ago as 1935 LJ Henderson offered the following advice.

When you talk with the patient, you should listen, first for what he wants to tell, secondly for what he does not want to tell, thirdly for what he cannot tell 

                                                               (Billings and Stoeckle 1999:25)

A major aspect of all communication behaviour is non-verbal, Non-verbal communication includes eye contact, body posture, gestures, facial expressions, touch etc. Non-verbal communication is incredibly powerful and can generate a wide range of feelings that in turn impact on the consultation. It can be thought of as the tune that lingers and is remembered long after the specific words are forgotten. As you gather more experience you will begin to recognize the power of non-verbal behaviours and harness them to aid your own communication abilities. In principle, your nonverbal behaviour needs to convey to the patient that he or she is the focus of your attention and needs to be adjusted in relation to the patient’s response to you. Although analysing specific behaviour can be helpful when you are learning about communication, it is usually the overall impact of these behaviours that patients respond to. 

Attention to the arrangement of physical space for interviewing can influence the communication (e.g. sitting adjacent rather than opposite to patients, sitting at the same level). Distance to the patient needs to be considered as well – neither too close nor too far. A rule of thumb would be to secure approximately 1 metre distance between you and the patient chest to chest.

Use open to closed-cone questions

Open and closed questions can be used to facilitate information gathering and patient involvement. Try starting with open questions (questions which are designed to introduce a topic without influencing the response) initially and then move to more focused and closed-ended questions (questions which limit the patient’s response to one or two word answers). (e.g. – open “Can you tell me why you have come into hospital?…Can you tell me more about the pain?… e.g. – closed Exactly where is the pain? Have you ever had it before? You said it sometimes moves along your leg, is there anything you do that makes it better?…”) Both types of questions are useful but serve different purposes. However, open and closed questions are only tools and should not be seen as all that is needed to communicate with patients (see ‘Use open-ended questions initially’ above).

Pick up verbal cues

Patients sometimes hint at their concerns and it is important that you pick up these leads. (e.g. “You mentioned that your brother had a similar experience, can you tell me more about that?” “You said that the headaches have been worse since December. Have you any ideas why that might be the case? etc). If patients ask questions, you acknowledge the question and try to answer it if it is within your breadth of knowledge. As students you need to take special care with the information that you provide patients. If you do not know the answer, it is alright to admit this. Sometimes it may be appropriate to follow up questions that patients have asked you with the health care team.

Pick up non-verbal cues

Sometimes patients are less overt in their request for information or their expression of worries and fears. Non-verbal behaviours such as facial expressions, eye contact and body positioning and attention can convey important cues to patient’s needs. Look at patients and respond to what you see. A patient who suddenly winces suggests they have acute pain.  Do not ignore it.  A patient who is distracted may be irritated because you are not focusing on what they want to talk about etc. Again do not ignore these responses, but acknowledge them, “Are you in any discomfort now?” “Is there anything you’d like to discuss that I haven’t covered yet?”

Probe sensitively

In some interviews it is important to probe topics very sensitively. These may be topics which many people find sensitive – the death of a family member, taking a sexual history etc. However, not all patients will respond this way. Examples of sensitive probing include: “I can see this is difficult for you. Do you want to go on…? “ Patients are often able to continue. It is your acknowledgement of the difficulty that enables them to do so. Another example uses the skill of “normalising.” For example, “Many patients find it difficult to talk about resuming sex after this sort of surgery, is this difficult for you?” 

Survey for other problems

Never assume that the patient has just one or two presenting complaints or symptoms. Always explore for more. “So far you have mentioned that you have been experiencing headaches and neck pain, is there anything else?” It is helpful to identify other problems near the beginning of the interview. This avoids the patient bringing up a new issue towards the end of the interview when there may not be time to address it. However, it is important to remember that patients do not always feel comfortable telling everything at once, especially if they do not know you. 

Set the agenda

It may not be possible to explore all the patient’s problems in one meeting and so you may have to work with the patient to decide what you should do. “You have mentioned several symptoms. We will not have time to deal with them all today. I have the impression that the headaches are the most important thing for you right now and I would like to focus on that as well. In the next appointment we can start to deal with the muscle pain. At this stage it is hard to tell if they are related. Is that ok with you?”

Clarify patient’s terms

Patients sometimes use terms that are colloquial and may require clarification. Do not assume that you know what is meant. Similarly, patients may use medical terms incorrectly. If you do not know a patient well, then it may be best to check out what they mean. (e.g. depression, diarrhoea etc) 

Make interim summaries

Make use of interim summaries in order to check and clarify what you have understood. This also conveys to the patient that you have been listening. “I’d like to summarise what you have told me so far…” “Just so I can check that I have got this clear, the symptoms first started…”. Interim summaries can also be used in this way to give yourself some time to reflect on which direction to move into next particularly if you lose your train of thought. 

Signpost or make transition statements

Signposting or transition statements are critical skills which you need to familiarise yourself with very early on. These are statements that link the interview together. They provide direction so you and the patient know where you’ve been and what’s coming next. “We have discussed why you have come into the hospital, what I would like to do now is ask you some questions about your health in the past.” “During the interview, I’d like to ask you questions about why you have come into hospital, what you have experienced since you have been here and what you are expecting will happen next.” Learning how to make transition statements now will stand you in very good stead in the future. Transition statements are very important devices which shape the sequential organisation of the interview as they render the process transparent for the patient and show that you are listening. We will explore the sequencing of your interaction more so in Year 2

Use silence appropriately

Silence can be very helpful in interviews. Already we have outlined the need to avoid interruptions right at the beginning of the interview. Remember that when people are unwell they can be less able to think as quickly as they usually do. Patients often need more time than others to respond to questions. Also, remaining silent, nodding and maintaining eye contact, after the patient has spoken can sometimes be interpreted by the patient as a ‘go-ahead’ signal resulting in them telling you more. Sometimes students also run out of things to say. At these moments, stop and think about what you have learned in the interview can be helpful in triggering a new line of questioning rather than simply thinking about what you need to ask next. Silences can be uncomfortable but they can also be used effectively. 

Avoid multiple questions

These are questions that ask for multiple bits of information all bound up in one question. “Do you smoke and drink?” should be broken into two questions. “Do you smoke?” wait for an answer and then follow later with “Do you drink alcohol?” Asking a multiple question increases the possibility of the patient answering only one part of the question which can have a negative impact on your information gathering

Avoid leading questions

These are biased and sometimes judgmental questions that may lead the patient to agree with you rather than eliciting accurate information. “You don’t smoke do you?” “So you’ve never had heart problems?” The last question could be used as a means of checking the information you have already gathered which would be acceptable but should not be used as the opening exploratory question.
Avoid unexplained jargon

Patients vary in their understanding of medical terminology, so it is important that you ensure that your patient understands the language that you use. If you use medical terminology, check whether the patient understands and explain any terms that they are unfamiliar with. Remember that some language you consider to be every-day terminology may be regarded as jargon to some patients (e.g. stools, cannula). On the other hand, patients who read up on their conditions may be familiar with medical terminology and be comfortable using it – remember to check that their understanding of the terms is correct.

Closing the interaction

Provide an end summary

Before finishing the interview it is valuable to make a summary. “I’d like to summarise what we have discussed.” It means that you can check with the patient the accuracy of your information as well as leave the patient with a sense of what they and you thought important. Lasting impressions can be important in the same way that positive first ones are important to make. It also signals to the patient that you are about to finish. If you have just finished a procedure then it is helpful to state precisely what you have done. Patients are sometimes anxious while you are conducting procedures and so are less able to acquire new information (e.g. “Mrs. Renton, I have put 6 stitches in your wound. It is now closed and you can see has a gauze dressing over the top…”). Use the same principles of communication by restating what you have done.

Discuss an action plan

This will probably not be valuable in your early interviews because you will not have an action plan. The most likely response would be: “Thanks for spending time with me. If you wait here, the doctor will be along to see you shortly.” In later years when you are explaining procedures to patients this would include something like: “You will need to do the following things in preparation for your colonoscopy. First … second… etc. Is that clear? It can sound complicated but it is very important that you understand the preparation. Perhaps you can go over it with me again?”

Check for further information

Sometimes patients wait until the last moment to ask key questions, especially if you have not provided them with an opportunity to do so earlier or patients may not feel comfortable asking for or sharing information sooner. Therefore, it is helpful to ask if the patient has any further information immediately before the end of the interview.

Ask for questions

Another offer for the patient to ask you questions. Again, patients are assimilating information throughout the information and your summary might have triggered an area of discussion they would like to pursue.

Check if the patient has any worries or concerns

This is different to asking for questions. It is explicitly checking out the patient’s worries and concerns. New concerns may have emerged during the interview. “When we first started talking you mentioned you were worried about the timing of the operation. Now that we have clarified that, I was wondering if you had any other concerns.” 

Display Empathy

Empathy is a fairly accurate understanding and sense of what the patient is feeling. It is sometimes referred to walking in the other person’s shoes. It differs from sympathy because you do not need to feel their pain, empathy has an “as if” quality.  So to be empathetic you need to imagine what it is like to be the other person and demonstrate this to the patient through your behaviour. We can experience empathy when we watch a film but then we don’t need to give the character feedback or demonstrate that we do understand what they are experiencing. When we empathise accurately with patients we are more likely to develop rapport. Our ability to empathise and build rapport relies on our communications skills. 

Cole and Bird (2000;15) define empathy as 

Indicating one person’s appreciation, understanding and acceptance of someone else’s emotional situation…. A physician can best build rapport and respond to patients’ emotions by communicating empathy”

To make an empathic statement, you need to recognise what the patient is feeling and communicate this to the patient. After the patient has expressed a feeling, an empathic statement can make a personal connection with the patient. “Yes, I can see you are in pain.” “That must have been very difficult managing all those years” “I can tell from what you are saying that it was a distressing time for you.” “I hear what you are saying about your depression. It can be extremely difficult.” Alternatively, patients can show their emotions non-verbally and it is helpful for you to note this and let the patient know too. “You still seem worried.” “I can see that is hurting.” “It is ok to be upset.”

Avoid being judgmental

Although you will almost certainly hold many very strong views about a whole range of subjects, in clinical care it is important that those views are only shared appropriately if at all. You will be confronted by patients who may trigger various feelings in you that in non-clinical life, you might make judgments about. People who hold strong religious beliefs (or none at all), who smoke, gamble, who are obese (or have other eating disorders), who drink and drive, have alcohol or drugs problems etc. As a professional you are expected to recognise your responses to patients’ lifestyles and behaviours and not to let such personal judgments get in the way of the care you provide. During your medical training, especially on the clinical communications and patient contact courses we will explore strategies to manage personal views in less judgemental ways than you might express them in your private life.

Summary

To summarise, not all the skills listed above must be evident in every patient encounter. They are a guide to best practice offering you a framework to develop your consultation skills in line with the principle of patient centred interviewing. 

Assessing your own patient-centred interactions

The following questions have been developed to help practitioners reflect on their patient-centred behaviours. Although designed for practicing clinicians, they can be useful to help you in your observations of doctors in practice. 

1. Do I know significantly more about the patient now than I did before I spoke to them?

2. Was I curious?

3. Did I listen?

4. Did I find out what mattered to them?

5. Did I make an acceptable working diagnosis?

6. Did I use their language and ideas when I started explaining?

7. Did I share options for investigations or treatments?

8. Did I share in decision-making?

9. Did I make some attempt to see that they really understood?

10. Did we agree? 
Affective and instrumental skills
Another way of looking at skills is to consider them as being either affective or instrumental.  Affective skills are the skills that encourage and maintain a relationship. Instrumental skills are those that relate to task-oriented behaviours.  Think about skills in the way that you personally find most helpful. Howe (1997) characterises communication skills in the following way:

Affective skills (that help the patient to talk) include:

1. Using non-verbal behaviours (eye contact, body posture, attentive listening,
show warmth)

2. Social verbal cues (greeting, giving the patient time to speak, not interrupting)

3. Facilitating behaviours (nodding, showing interest)

4. Expressing empathy

5. Acknowledging feelings shown or expressed verbally 

Instrumental skills relate to:

(Type and content of questions)

6. Asking open-ended questions, especially early in the consultation

7. Directing the consultation into psychosocial issues

8. Specific enquiry after emotional/mental health symptoms (focused/closed
questions)

(Making sure you have understood)

9. Clarifying what the patient means

10. Feeding back to the patient what you think they mean (internal summary)

11. Asking for specific examples

(Structuring the consultation)

12. Keeping the consultation focused

13. Summarising what has been said

14. Allowing the patient opportunities to express further concerns or questions

15. Signposting when changing or introducing new topics

(Exploring the patient’s point of view)

16. Asking open questions to elicit the patient’s story

17. Asking about the patient’s ideas (presenting complaint, treatment options,
causation, etc)

18. Asking about the patient’s concerns

19. Asking about the patient’s expectations (diagnosis, prognosis, treatment, etc)

Becoming an effective communicator

Reflection 

The term ‘reflection’ is applied to relatively complex or ill-structured ideas for which there is not an obvious solution and it largely refers to amending knowledge and understanding that we already possess 

Learning to reflect is an essential skill in a fast changing world where facts and truth can change and you will constantly encounter novel situations. Reflection / reflective learning is likely to involve a conscious and stated purpose for the reflection, usually with a specified learning outcomes, or the aim of taking specific action towards a learning goal or clarification. It is common in education for students to be asked to reflect on an experience and present their reflection to others for assessment (in written or verbal form).  

On the communications skills course you will be expected to develop and demonstrate that ability to reflect. One way of considering reflection is as a triangle around an event and you will be asked to reflect on your learning from some of the sessions. 
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Experts often reflect-in-practice and adjust their behavior or identify gaps in their knowledge very quickly.  One of the challenges as we move from novice towards expert from learner to teacher is we forget the earlier stages of our own development. Perhaps you have experience of a parent or partner trying to teach you to drive or cook?  When we have been driving for years it is easy to say to the L driver “ok change gear, forgetting” how automatic that procedure has become for us. The novice driver may need different information broken down into stages “can you hear the change in the revs? That means it is time to change up into second gear”. Or to make most sauces or soups most cooks would suggest you should make a roux. Would you be able to follow that instruction? (Gently melt butter and add flour).     

A reflective model 

Boud, Cohen and Walker (1993) provided a simple model to guide us towards the art of reflection using of seven headings. They assume you will take theory and practical experiences into account. 


· Cast your mind back to the experience. 

· Notice and attend to your feelings about the experience. 

· Re-evaluate  - think about it with the benefit of hindsight

· Ask - how does this experience fit in with my current understanding? (Association)

· Ask- how can I include it in my practice, attitudes or understanding? (Integration)

· Consider how you can check it out in practice, try new version on for size? (Validation)

· Include new understanding or skill in my day-to-day practice with a clear rationale until it is challenged or confirmed by further knowledge or changes (Appropriation)

On the CC course, and several others you will be asked to reflect in different ways. Sometimes you will be expected to “evaluate” your own learning or to provide feedback on someone else’s performance. Certainly in examinations if you are asked to provide a rationale the best answers are reflective, taking account of theory and practice and demonstrating that learning.
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Session 1

Consultation skills – the initial approach

Learning objectives

After this session, you are expected to be able to:

· Describe the General Medical Council competencies expected of new graduates in relation to communication

· Outline the content of the first year of “Clinical Communication”

· Assess your current level of communication skills and identify areas for development 
· Identify skills that can be used when meeting patients for the first time
Aims

· To contextualise the clinical communication theme as a new sub-discipline within medical education. 

· To provide an opportunity for you to consider ways of dealing with the challenges of communication and medical ethics you may face during medical education and practice 

· To help you identify the difference between professional communications skills and “just talking”

Methods

The entire cohort of students will be present in a lecture theatre for this large group session which includes didactic teaching, role-play demonstrations and discussion. You are encouraged to contribute to the session during discussion activities.

Activities

1. Introduction to “Clinical Communication”

2. Consultation demonstrations and discussion

3. Break

4. Consultation demonstrations and discussion

5.   Summary

Activity 1: Introduction to “Clinical Communication” (CC)

Aim: 
To introduce clinical communication at Imperial College

Communication is the core clinical skill. 

It is estimated that doctors may conduct as many as 200,000 consultations in their professional lives.

Eighty percent (80%) of diagnoses are made through history-taking alone.

During the 70’s and 80’s, there was evidence that the patient-centred communication skills of medical students declined as they “progressed” through medical school.  As a consequence communication courses were developed, implemented and evaluated.  New graduates are now expected to be competent in a range of communication behaviours. 

Numerous studies show that patient satisfaction or dissatisfaction with their doctors is related to the doctor’s communication skills rather than their clinical competence.

However good your general communication skills are, you will need to learn clinical communication skills in order to practise medicine – this is more than ‘just talking’ 

As Peter Washer explains in his opening chapter Why learn communication skills? 

To be a doctor you need to learn about clinical sciences (anatomy, pharmacology and so on) as well as clinical skills, such as examination skills. You might think: What’s the point of learning communication skills when it’s just talking, and you can do that already? The reason that you need to formally learn communication skills as part of a medical degree is because as good as your general communication skills may be, to be an effective doctor you need to learn effective clinical communication skills. 

He sets his readers the task of asking people they know what their doctor, or a hospital experience was like for them. 

Often patients will say that hospitals are noisy and that the food was awful. But generally the memories that people keep of their experiences of accessing health care are about the doctors and nurses they encountered…Analyse anyone enthusing about their doctor, and most of the time you will find the patient is talking about how good their doctor’s communication skills are. Patients rarely say: ‘Her knowledge of pharmacology was the best’ or ‘His examination of my chest was amazing’. Patients generally are not in a position to know whether doctors are competent in these areas; they just assume, rightly, that doctors are experts and know what they are doing. However, the ‘interface’ between that expertise and the patients’ experience is the doctor’s communication skills. From the patient’s perspective, communication skills are what distinguish an excellent doctor from a competent one. Doctors’ poor communication skills are often at the root of patient discontent with health care, and are one of their principal motivations for complaints and litigation.

	General Medical Council (2009) Tomorrow’s Doctors: Recommendations on Undergraduate Medical Education contains several references to communication.

13. The graduate will be able to carry out a consultation with a patient: 

(a) Take and record a patient's medical history, including family and social history, talking to relatives or other carers where appropriate.

(b) Elicit patients' questions, their understanding of their condition and treatment options, and their views, concerns, values and preferences.

(c) Perform a full physical examination.

(d) Perform a mental-state examination.

(e) Assess a patient's capacity to make a particular decision in accordance with legal requirements and the GMC's guidance (in Consent: Patients and doctors making decisions together).

(f) Determine the extent to which patients want to be involved in decision-making about their care and treatment.

(g) Provide explanation, advice, reassurance and support.

15. Communicate effectively with patients and colleagues in a medical context. 

(a) Communicate clearly, sensitively and effectively with patients, their relatives or other carers, and colleagues from the medical and other professions, by listening, sharing and responding.

(b) Communicate clearly, sensitively and effectively with individuals and groups regardless of their age, social, cultural or ethnic backgrounds or their disabilities, including when English is not the patient's first language.

(c) Communicate by spoken, written and electronic methods (including medical records), and be aware of other methods of communication used by patients. Appreciate the significance of non-verbal communication in the medical consultation.

(d) Communicate appropriately in difficult circumstances, such as breaking bad news, and when discussing sensitive issues, such as alcohol consumption, smoking or obesity.

(e) Communicate appropriately with difficult or violent patients.

(f) Communicate appropriately with people with mental illness.

(g) Communicate appropriately with vulnerable patients.

(h) Communicate effectively in various roles, for example as patient advocate, teacher, manager or improvement leader.

19. Use information effectively in a medical context. 

(a) Keep accurate, legible and complete clinical records.

(b) Make effective use of computers and other information systems, including storing and retrieving information.

(c) Keep to the requirements of confidentiality and data protection legislation and codes of practice in all dealings with information.

(d) Access information sources and use the information in relation to patient care, health promotion, advice and information to patients, and research and education.

(e) Apply the principles, method and knowledge of health informatics to medical practice.




It is now commonly accepted that students can learn to be more effective communicators.  Although some people seem to be effective communicators by virtue of their personalities, others require support.  Even the most able and experienced communicators benefit from opportunities to practise, reflect and receive feedback on their communication skills.

The British Medical Association (2004) has published a guide to communication skills for clinical practice and training.  It is worth reading this document to familiarise yourself with what communication abilities medical professional organisations expect of you; to recognise the relevance of the clinical communications theme at Imperial and understand how it has been structured to help you acquire and improve these skills. What do you think the key communication skills might be?

Maguire and Pitceathly (2002) summarise key communication skills of doctors and describe teaching and learning approaches that are effective in achieving these skills.  Although the paper focuses on doctors, the content is relevant to undergraduate medical students.  The paper also discusses blocking behaviours used by medical and other health care professionals.

Our attitudes both personal and professional tend to underpin all our communication. Developing professionally appropriate attitudes is a crucial component of clinical communication. Our attitudes are signalled and conveyed in verbal and non verbal communication.  Attitudes can be slower to change than knowledge and skills and whilst we do explore these aspects in this theme many of your professional attitudes will be formed across all the themes and your clinical experiences.  Many professional attitudes are shaped through “role modelling” careful choice of your role models. Careful choice of your role models may help you develop a mix of attitudes, skills and knowledge that will ensure you become effective as a patient centred communicator – a requirement for “tomorrow’s doctors”. 

Expertise, in any domain, requires years of deliberate practice and learning from experience.  In the first year of clinical communications you will develop your ability as a reflective practitioner. It is this deliberate process of reflection that will help you learn from experience and develop expertise. Ericsson (2004) draws on the development of expertise and mastery in different domains (sports, music, chess) and makes parallels with medicine to highlight the importance of deliberate practice.  This has particular bearing on the development of communication skills.  Although you might already be a very effective communicator, achieving mastery in communication relevant for health care practice involves subtle yet significant modifications to how we ordinarily communicate. 

For example, in ordinary conversation questions and answers are the basic units we use to open and structure our communication with others.

E.g. 
Student 1: ‘Hi, how’s it going?’


Student 2: ‘Fine, how’s things with you?’

Student 1; ‘Terrible, I just came out of clinical communication lecture and I didn’t   understand a  thing’

Student 2: ‘I know what you mean the other day I was in an anatomy lecture 


and.....’

In this fairly typical example of how ordinary interaction works we can see that questions and answers are used to open and introduce the first topic of talk. There afterwards, full blown conversation commences.

In doctor patient interaction questions and answers take a much more prominent role and are used much more by doctors and patients to structure their interaction. 

E.g. 
      Dr: ‘Hello Mrs Parker, what can I do for you today?’


      Pat: ‘Hello Doctor, well I have been having trouble with my back’


      Dr: ‘What kind of trouble?’


      Pat: ‘I have been having a lot of pain in the lower back’


      Dr: ‘Can you describe the pain?’


      Pat: ‘How do you mean?’


      Dr: ‘Well is it a sharp pain?’


      Pat: ‘Yes’


      Dr: ‘Does it keep you awake at night?’


      Pat: ‘Yes sometimes’


      Dr: ‘Is it worse at particular times of the day?’


      Pat: ‘It’s definitely worse in the morning when I get out of bed?’

The prominence of questions and answers in doctor patient interaction is one of the subtle yet significant modifications of our ordinary interaction. Modifications like this require closer scrutiny to ensure that this form of communication achieves the dual objectives of effective information gathering alongside patient involvement. This is a key skill you will explore on the clinical communication programme.

It is sometimes difficult for learners to continually review their communication skills as they become increasingly focussed on acquiring technical aspects of history-taking or other clinical skills. This might explain how in the past students’ communication skills have been found to deteriorate during their journey through medical school.  However we aim to integrate these core communication skills with clinical practice in a way that allows you to remain focussed and continually develop. Clinical communications skills and patient centred behaviours are highly transferable and will serve you well throughout your career. 
You will learn about communication in other aspects of your curriculum. In the Foundation of Clinical Practice Course you will also explore doctor-patient communication, professional development.  However, this is from a sociological perspective and by the end of the year you will be able to recognise the differences and overlaps between perspectives. 

As communication is a generic skill and you will need to develop your ability to work with colleagues from other disciplines Clinical communications tutors are drawn from a variety of disciplines.

Session structure

Each session has a structure which is intended to be flexible and allow tutors and students adapt approaches to optimise teaching and learning opportunities.  The next section outlines the structure in the CC Guides.

The “Introduction” section

· Places the session in context within the CC making links to what has gone before and what comes next

· Outlines the teaching and learning methods we will use in the session: trigger videotapes, instructional videotapes, demonstrations, brainstorming, discussions, role-play, readings and interviews with simulated patients

The “Aims” section

· Broad outline of what we intend to achieve in the session

Learning objectives

· State specifically what we aim to help you to know, understand or be able to do at the end of a session

The “Activities” outline

· What we plan to do in the session 

· How each activity is designed  to help you meet the learning objectives
The “Summary” section

· Reviews what we have done in the session including what we set out to do and how we did it. 

· Asks you to evaluate or reflect on whether or not we / you achieved the learning objectives

· Provides an opportunity for questions

Recommended readings and references are available from the medical libraries at each campus or online

Evaluation and reflection

Why do we ask you to evaluate after each session?

1. It provides feedback for us to identify what works and what can be improved in the clinical communications theme

2. It offers you an opportunity to review what you have been learning – this can help with your recall at a later date

3. It encourages reflection and self- evaluation - skills required by all professionals 

Ground rules for group work

· Attendance registers are kept. Please refrain from ever signing for anyone other than yourself. Doing so is not permitted and might result in your not being permitted to complete the course

· Confidentiality.  Whilst you may discuss your own experiences or learning from CC you are expected to behave professionally and ensure you never disclose the identities of your colleagues who participated in the session 

· You are expected to be an active participant in each session. Learning from and with others helps develop self-awareness, an important component of effective communication and the development of expertise.

· Tutors and students are expected to be punctual. The structure of the sessions requires we start and finish on time. If you are more than 15 minutes late you may be refused entry to session

· Guidelines for effective giving and receiving feedback about skills, knowledge and attitudes are included in the CC Guide.  You are expected to be familiar with them and to use them.  You will also be given support to identify your own strengths and areas for further development. Self appraisal is a professional skill required of the modern health care professional. 
Assessment

See above

Activity 2: Consultation demonstrations and images

Aims: To portray different approaches to meeting patients

To identify effective and ineffective features in terms of behaviour, attitudes, feelings and ethics

To focus on verbal and non-verbal communication as indicators of patient-centeredness

You will see a variety of role-play demonstrations illustrating different approaches to meeting patients.
Consultation demonstration 

In this role-play, a first year medical student has been asked to interview a patient who has come to the GP practice today. This role-play will run more than once, with different approaches by the student. Think about the following questions each time. (use the space on the next page to record your thoughts).

1. What do you think worked well (from the student’s/surgeons’ perspective)?

2. Why do you think the student is behaving this way?

3. What impact does this have on the patient?

4. In order to improve the interview, what could have been done differently?

5. What ethical issues does this consultation involve?

Thoughts can be right or wrong. feelings are subjective and belong to the owner. Therefore, when patient’s health beliefs are elicited in consultations (thoughts), these are open to “correction” in terms of understanding health, illness and disease from a Western scientific medical perspective. When patients express worries (feelings), doctors (and medical students) are in no position to tell patients how the patient should feel. A frequent response is to say, “Don’t worry.” It is inappropriate to tell patients what to feel until you know exactly what the patient is worrying about (not what you think s/he is worrying about) and that you know the patient’s worries are no longer warranted. Instead, it is more helpful to acknowledge the patient’s worry, “I can see you’re worried. Is there anything in particular that’s worrying you?”

Empathy is recognising what the patient is feeling and communicating this to the patient. 

Therefore, in order to show empathy, doctors need to be able to distinguish thoughts and feelings. Empathy, in our context is essential in conveying care and understanding, leading to therapeutic doctor-patient relationships (Larson & Yao, 2005).

Sometimes we are unaware of the impact of our feelings on others. In health care it is especially important we are aware of our feelings since the impressions that we make on patients, their families and other health care professionals can influence the quality of care. 

Spiro (1992) reports on the problem of medical students losing some of their empathy as they learn science and detachment, and makes the point that students and doctors need to value empathy and try to retain their passion.  “Physicians need rhetoric as much as they need knowledge, and they need stories as much as journals if they are to be more empathic than computers.”

Patients seldom verbalise their emotions directly or spontaneously and instead offer clues to how they are feeling. Therefore it is important for clinicians to use basic empathy skills such as recognising when emotions may be present in patients but not directly expressed, inviting an exploration of the unexpressed feelings in order to clarify, and effectively acknowledging these feelings so that the patient feels understood.  These are the skills that will help make the students empathic clinicians (Suchman et al, 1997).

Bylund and Makoul (2002) found no difference in the verbal expression of empathy (naming of an emotion) between male and female patients. Consistent with other literature, female physicians tend to communicate higher degrees of empathy within the consultation in response to empathic opportunities created by patients. 

Examples of Empathic statements

After the patient has expressed a feeling, an empathic statement can make a personal connection with the patient. “I can see you’re in pain.” “That must have been very difficult managing all those years” “I can tell from what you are saying that it was a distressing time for you.” “I hear what you’re saying about your depression. It can be extremely difficult.” Alternatively, patients can show their emotions non-verbally and it is helpful for you to note this and let the patient know too. “You still seem worried.” “I can see that is hurting.” “It’s ok to be upset.”

E-Learning Package
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The UK Council of Clinical Communication in Undergraduate Medical Education is an organisation made up of the Clinical Communication course leaders from all 33 UK Medical Schools, including Imperial.  The UK Council have created an e-learning package which has been made available to you to support the development of your clinical communication skills. 

The package is made up of 7 modules, each of which focuses on a key task defined in the Calgary-Cambridge consultation model;

· Initiating the consultation

· Information gathering and history taking

· Communicating during the physical examination

· Explaining and planning

· Closing the consultation

· Structuring the consultation 

· Building the relationship

In addition, there is an introductory module which outlines the purpose of the package and gives some background on how it was made and why as well as ideas about how to best use it;

· Essential Clinical 

These modules are available for you to access at any time, but we will be signposting in Clinical Communication teaching sessions and in the guide when they may be most appropriate.  There is also benefit to revisiting a module at different time points in the course as you will benefit at different levels depending on your level of experience (for instance you may focus on the basic information gathering skills in Year 1, but may bemore interested in the clinical reasoning elements of history taking in Year 3, both of which are covered in “Information gathering and history taking”. 

E-Learning task

[image: image5.emf]
We recommend that you complete the “initiating the session” module at this point. This will allow you to consolidate what you have observed today in relation to how to open a consultation or student/patient encounter. 

Summary 

· Describe the General Medical Council competencies expected of new graduates in relation to communication
A range of competencies are expected that include clinician-patient communication as well as communication with other health care professionals. 

· Outline the content of the first year communication programme
Five sessions that aim to meet basic competencies as set out in the GMC document. There is an emphasis on developing reflective skills that will be beneficial throughout your careers in relation to developing communication and other clinical skills. Other educational methods use experiential exercises to develop self-awareness and observational skills. 

· Identify skills that can be used when meeting patients for the first time
We have had an opportunity to observe different ways students interact with patients and considered the reasons why students might behave as they do and the messages this behaviour conveys to patients. 

Recommended reading and references

BMA (2004) Communication skills education for doctors: an update. London. 

ERICSSON, K. A. (2004) Deliberate practice and the acquisition and maintenance of expert performance in medicine and related domains. Acad Med, 79, (10 Suppl) S70-81.

Foundation Programme. http://www.foundationprogramme.nhs.uk/pages/home


LARSON, E. B. & YAO, X. (2005) Clinical empathy as emotional labor in the patient-physician relationship. JAMA, 293, 1100-6.  


MAGUIRE, P. & PITCEATHLY, C. (2002) Key communication skills and how to acquire them. British Medical Journal, 325, 697-700. http://bmj.bmjjournals.com/cgi/content/full/325/7366/697  


SILVERMAN, J., KURTZ, S. & DRAPER, J. (2004) Building the Relationship (ch 5, pp 117-140). Skills for Communicating with Patients. Oxford, Radcliffe Medical Press. 


SPIRO, H. (1992) What is empathy and can it be taught? Ann Intern Med, 116, (10) 843-846..

SUCHMAN, A. L., MARKAKIS, K., BECKMAN, H. B. & FRANKEL, R. A. (1997) A model of empathic communication in the medical interview. Journal of American Medical Association, 277, (8) 678-82.


Tomorrow's Doctors. http://www.gmc-uk.org/education/undergraduate/tomdoc.pdf


WASHER, P. (2009) Why learn communication skills? (Ch 1, pp4-10). In WASHER, P. Clinical Communication skills. Oxford, OUP.

WASHER, P. (2009) The structure and process of a medical interview (Ch 2, pp11-17). In WASHER, P. Clinical Communication skills. Oxford, OUP.
Please complete your SOLE pages before leaving the session and make sure that you read the background information section before session 2

Session 2

Patient-centred communication 

Introduction

This session assumes you have read the section on Background Information for CC which provides a theoretical foundation for the practice of communication skills within consultations.

This session offers an opportunity to discuss and link the theoretical foundations of patient centred communication and how it applies to interviewing and consultation to effective communication with patients. The underlying skills and frameworks are identified and applied through role-play.

Aims 

· To identify skills associated with patient-centred interview approaches

· To raise awareness that there are models for use in consultations

· To practise the skills of a patient-centred interview

Learning objectives

At the end of this session, you are expected to be able to:

· Describe the role of reflective practice in professional development

· Identify skills effectively used in simulated patient-centred interviews 

· Identify skills that require development

Methods

You will work in groups of approximately 25. Activities include discussing the theoretical basis of patient-centred interviewing and role-play.

What is a patient-centred interview (PCI)?

Much of the focus of clinical communication is based around the central concept of a “patient-centred approach”.  Over the last 30 years or so, research into what constitutes a patient-centred interview (PCI) has resulted in a number of definitions and general concepts.  An early definition by Edith Balint (1969); “understanding the patient as a unique human being” has evolved over the years into more sophisticated measures.

A PCI is one in which the interviewer identifies, acknowledges and responds to the patient in a way that encourages the patient to participate and ensures that their own agenda becomes part of the consultation process. This is in contrast to paternalism, or doctor-centredness, where doctors dominate the agenda setting, goals and decision-making in regard to information and services, where the medical condition is defined in biomedical terms and where the patients’ voice is largely absent. (Roter,1977).  

Testing your knowledge of the patient centred approach

1. List 3 advantages of the patient centred approach for clinicians

2. List 3 advantages of the patient centred approach for patients

3. Studies suggest that a patient centred approach can in some cases improve patient outcomes. List 3 some of the outcomes that can be improved following a patient centred approach.

4. Why is it important to elicit the patient’s explanations of their illness as part of a patient centred approach?

5. Why is it important to allow patients to express the major concerns as part of a patient centred approach?

Activity 2: Making impressions

Aim: 
To explore the concept of making impressions, especially first, often non verbal ones.

You will be shown an interview on DVD between a simulated patient and a medical student without sound. You should observe and note what is being communicated and how.

· How would you describe the patient?

· How would you describe the medical student?

1. Eye Contact

· What does this aspect of non-verbal communication tell you about a person?

· How powerful is it?

· If you use this communication, what does it tell the patient about you?

· In what ways can this aspect of communication be used most effectively?

· What features of this aspect of communication are especially important in health care?



· How might gender or cultural differences impact on non-verbal communication? 

2.
Body positioning and spatial distance

· What does this aspect of non-verbal communication tell you about a person?

· How powerful is it?

· If you use this communication, what does it tell the patient about you?

· In what ways can this aspect of communication be used most effectively?

· What features of this aspect of communication are especially important in health care?



· How might gender or cultural differences impact on non verbal communication? 

3.
Paralanguage

“Paralanguage: is everything but the content of language.

· What does this aspect of non-verbal communication tell you about a person?

· How powerful is it?

· If you use this communication, what does it tell the patient about you?

· In what ways can this aspect of communication be used most effectively?

· What features of this aspect of communication are especially important in health care?

· How might gender or cultural differences impact on non verbal communication? 

4. Touch

· What does this aspect of non-verbal communication tell you about a person?

· How powerful is it?

· If you use this communication, what does it tell the patient about you?

· In what ways can this aspect of communication be used most effectively?

· What features of this aspect of communication are especially important in health care?

· How might gender or cultural differences impact on non-verbal communication? 

Feedback skills

Aim: 
Students should be aware of these guidelines for giving and receiving feedback

Giving and receiving feedback are equally important skills and have relevance to the development of effective professional practice. As a professional you will give and receive feedback in different forms. For students and junior doctors, feedback is essential for the development of skills, knowledge and attitudes in clinical medicine. Increasingly, you will be involved in giving feedback so this activity provides some guidelines to get you thinking about helpful approaches. 

Feedback is important for learning because it:

· Provides acknowledgement of trainees’ acquisition of professional knowledge, appropriate attitudes and mastery of skills

· Provides guidelines for areas that need to be developed

· Provides motivation to undertake that development

· Provides insight into personal style

· Can lead to improved clinical practice 

Preparation for giving feedback 


· What is the purpose of feedback in this situation?

· Is your colleague ready for feedback?

· Does your colleague want feedback?

· What does your colleague want feedback on?

· What does your colleague think s/he has done well?

· What does your colleague think s/he needs to improve?

· What do you want to say?
· How do you want to say it?
Giving feedback 
· Consider giving feedback on what has been done well and areas that need developing

· Give feedback immediately after the role-play

· Consider what has been done well first but be flexible too – respond to your colleague’s needs

· Describe specific knowledge, attitudes and skills and give examples to illustrate what you mean.

· Describe your experience of the behaviour

· When identifying weaknesses or deficits, work with your colleague to develop alternatives (e.g. “Can you think of different ways of…?” “Sometimes I find it helpful…” “When you did… I was wondering what would have happened if you’d done…”)

· Confine feedback on areas that need developing to things that can be changed 

· Be honest

· Be accurate

· Show empathy

· Use silence effectively

· Respond to your colleague’s verbal and non-verbal cues

· Do not overload with too much information
· Limit the use of generalisations
Preparation for receiving feedback 

· Do you want feedback? If not consider your reasons.

· What is the purpose of feedback in this situation?

· Are you ready to receive feedback?

· What do you want feedback on?

· What do you think you have done well?

· What do you think you need to improve?

Receiving feedback

· Listen carefully

· Ask for feedback to be repeated if you did not hear it clearly

· Clarify feedback that is unclear or unsupported

· Assume the feedback is constructive until proven otherwise

· Use the elements of feedback that are helpful

· Pause and think before responding ( You might choose to say  “I want to take that away and think about it”  This may be an appropriate response)

· Consider the value of defending/arguing (return to the purpose)

· Ask for ways you might improve

· Separate your feelings from the content of feedback

These guidelines are given for today’s session and they are broadly transferable to many of the situations you may encounter during your medical training and career. For instance, PBL sessions, clinical skills teaching, SOLE feedback reports.

Support Challenge Model

This model can help you think about the way you give feedback. Statements given as feedback can be graded in terms of support and challenge. The most effective feedback falls in the high support/high challenge quadrant.

	

	

	“That was obviously great – you  are trying  very hard”
	“A good effort. I could see how you were drawing the feelings out. I wonder if you got to the crux of the matter?”



	
	“Good, carry on, seems to be working”
	“Well that could have been done better. Why didn’t you focus more earlier on?”



	


Activity 3: Role-play

Aims: 
To provide an opportunity to practise the interviewing skills
To practise giving and receiving feedback

To introduce the reflective assignment
The success of role-play depends in large part on the quality of preparation for the experience together with the enthusiasm from all participants. 

Students divide into groups of three. There will be three role-plays each of five minutes’ duration. Each student plays the role of medical student (interviewer), patient and observer.
Preparation for roles should take a few minutes and then feedback within the small groups takes a few minutes. Preparation and feedback are as important as conducting the interview.

Immediately following the role-play, each student should take a moment to write a few notes about the experience for the interviewer. The interviewer reflects on how s/he felt during the interview, the patient on how s/he felt and the skills that were used effectively. 

After the first role-play, the group should stop and join together as a larger discussion group to identify any difficulties. The remaining two role-plays can be completed without the large group rejoining.

Task for interviewer (for each role-play)

· You are a medical student attached to a general practice.

· The GP is running a little late and has asked you to go and talk to the next patient.

· As well as finding out why the patient has come to the clinic today (and what the patient expects from the consultation), ask some questions about background information such as the patient’s family (and personal) relationships and his/her occupation.

· It can also be helpful to identify the patient’s worries or concerns about the visit.

· Take care to explore all the patient’s difficulties early in the interview.

Task for observer (for each role-play)

· Use the checklist on the next page to identify which skills the interviewer uses in the consultation.

· Facilitate the feedback remembering the principles outlined in Activity 2. 

· The following questions may be helpful in staying focused on your task and ensuring a balance.

· Observer asks the interviewer:

· Can you briefly state how you felt during the interview? [Students should be encouraged to simply name the emotion/s they experienced and not the rationale or thoughts for those feelings. The purpose of this question is to raise the student’s awareness of the link between feelings and behaviour]

· Can you describe two aspects of the interview that worked well?

· Observer asks the role-play patient:

· Can you identify two communication skills that the interviewer used that were effective?

· Observer provides specific feedback on two skills that s/he observed worked well

· Observer asks the interviewer:

· Can you identify two aspects of the interview that you would do differently if you could repeat the interview?

· Observer asks the role-play patient: 

· Can you identify two communication skills that the student could have used to improve the interview?
· Observer provides feedback on two skills that could have improved the interview including both verbal and non-verbal
· Observer summarises the feedback on things that worked well and things to improve

· Interviewer receives written feedback from observer and role-play patient

Patient centred interviewing skills

	Preparing for interaction

Attend to self-comfort

Minimise distraction

Focus attention on next interaction
	
	Giving information

Skills to be covered later in CC

	Commencing the interaction

Greet the patient

State your full name

Clarify your role

Obtain patient’s name

Attend to patient’s comfort

Obtain the patient’s consent

State purpose of the interaction

Mention note taking

Clarify time available

Assess patient’s ability to communicate

Demonstrate interest and respect

Empower patient to ask questions or seek clarification of anything that is unclear
	
	Closing the interaction

Provide an end summary

Discuss an action plan

Check for further information

Ask for questions

Check if the patient has any worries or concerns



	Gathering information

Use open questions initially

Allow patient to complete first sentence/s

Identify the patient’s ideas, concerns and expectations

Use active listening

· verbal (staying with patient’s topic; using patient’s words; reflection)

· non-verbal (eye contact; nodding)

Use other non-verbal behaviours (body posture; gestures; facial expressions, nodding)

Use open to closed-cone questions

Pick up verbal cues

Pick up non-verbal cues

Probe sensitively

Survey for other problems

Set agenda

Clarify patient’s terms

Make interim summaries

Signpost or transition statements

Use silence appropriately

Avoid multiple questions

Avoid leading questions

Avoid unexplained jargon


	
	Relationship building skills

Throughout each stage, it is important to use relationship-building skills in order to establish and maintain your relationship with the patient

Use active listening

Make empathic statements

Show warmth

Pick up verbal and non-verbal cues

Use non-verbal behaviours (posture, gestures, facial expressions)

Identify patient’s ideas, concerns and expectations

Avoid being judgmental

Not all the skills listed here will be used in every interaction.

The skills are not necessarily in a specific order although some skills obviously precede others.
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Simulated patient rating form

Rate your satisfaction with the student for each of the following:

	
	
	Not at all satisfied
	
	
	
	
	Completely satisfied
	Unable to rate

	1
	Beginning the interview
	1
	2
	3
	4
	5
	6
	U

	2
	Asking questions


	1
	2
	3
	4
	5
	6
	U

	3
	Listening to you


	1
	2
	3
	4
	5
	6
	U

	4
	Warmth towards you 


	1
	2
	3
	4
	5
	6
	U

	5
	Asking about your feelings
	1
	2
	3
	4
	5
	6
	U

	6
	Choice of words


	1
	2
	3
	4
	5
	6
	U

	7
	Topics covered


	1
	2
	3
	4
	5
	6
	U

	8
	Ending the interview


	1
	2
	3
	4
	5
	6
	U

	9
	Student’s appearance


	1
	2
	3
	4
	5
	6
	U

	10
	Overall satisfaction


	1
	2
	3
	4
	5
	6
	U

	
	
	Highly anxious
	
	
	
	
	Not at all anxious
	

	11
	How anxious do you think student was?
	1
	2
	3
	4
	5
	6
	U


Please add any other comments that you would like to make below:

This page has been left deliberately blank for student notes

Reform these Discussion questions

In a large group discussion, each role-play group should identify one skill used effectively by their interviewer.

The following questions might also be helpful to promote discussion and reflection:

1. How many groups consistently asked about the patient’s ideas, concerns and expectations?

2. Did your group encounter difficulties with the introduction? The information gathering? The closure?

3. Did you follow guidelines for feedback? If so, were they helpful?

4. Did you experience any difficulties in role-play?

Reflective practice

Reflection can be considered as a set of interrelated questions and responses.

What do I think / feel / believe

What do others think/ feel / believe

What does the literature and evidence base tell me about my thoughts, feeling and actions.

Developing the skill of reflection is essential to professional development throughout your career. 

Reflective practice has been described as the “essence of professionalism” and so has obvious relevance to medical practice (Schon 1983). Schon’s work was based on observations of different professional groups.

When professionals are faced with unexpected events or problems, they respond by reflecting-in-action or later by reflecting-on-action. Reflection-in-action or “thinking on your feet” is a process by which you draw on your current repertoire of experiences – images, ideas, actions, patterns in order to make sense of the problem confronting you.  Reflection on action (as you are asked to do throughout the clinical communications curriculum) helps you extend your repertoire and be better prepared for the next challenge or unexpected event. Reflective practitioners aim to place the problem within their own and the professions’ frame of reference in order to seek out the best solution and anticipate its’ consequences. 

Reflecting-on-action or “retrospective thinking” occurs after the unexpected event or problem and has particular relevance for feedback since discussion of what has taken place can help the practitioner broaden their base of experience and so extend their repertoire. Reflective practice has been widely embraced as an educational approach to support practitioners in dealing with the broad range of problems they may face in clinical practice. 

Using this theoretical approach to professional practice, we have created the following questions in relation to this role-play activity to support the development of your reflective practice skills.

1. How did you feel during the interview?

2. What skills did use during the opening phase of the interview? What skills were not used or used ineffectively?

3. What skills did you use while gathering information? What skills were not used or used ineffectively?

4. What skills did you use during the closing phase of the interview? What skills were not used or used ineffectively?

5. Why do you think you are stronger in some skills?

6. Why do you think you are weaker in other skills?

7. What will you do to maintain your strengths?
8. What will you do to improve areas of weakness?
E-learning task
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We recommend that you complete the “building the relationship” module at this point. This module explores in detail the skills used to develop rapport with patients and focuses in particular on non-verbal skills

We also recommend that you complete the “information gathering and history taking” module at this stage. This is the longest module. Concentrate on the sections discussing the process skills to reinforce the content of session 1 and 2. Aspects on the content of the history and clinical reasoning are more appropriate at a Year 2 or even a Year 3 level.

It would also be useful to look at the module on “structuring the consultation” before your next session in December. This is because these are skills students often report difficulty with when interviewing the volunteer patients.
Summary and review of learning objectives

· Discuss characteristics of patient-centred communication 

· List reasons for adopting a patient-centred approach to interviewing

· Outline guidelines for giving feedback

· Outline guidelines for receiving feedback

· Identify skills effectively used in simulated patient-centred interviews (student role-play)

· Identify skills that require development 

A patient centred interview PCI is one in which the interviewer identifies, acknowledges and responds to the patient in a way that encourages the patient to participate and ensures that their own agenda becomes part of the consultation process. This is in contrast to paternalism, or doctor-centredness, where doctors dominate the agenda setting, goals and decision-making in regard to information and services, where the medical condition is defined in biomedical terms and where the patients’ voice is largely absent. (Roter,1977).  

The difference between the two approaches is define through the style of communication, both verbal and non-verbal. 

Doctors need to be able to recognise patients’ non-verbal cues in speech patterns, facial expressions, affect and body postures. They also need to be aware of how their own non-verbal behaviour can influence patients.

Non-verbal communication 

· is continuous – it goes on for as long as the communicators are in each other’s presence.

· is the main channel for conveying attitudes, emotions and affect.

· Needs to be congruent  - If there is discordance between the verbal and the non-verbal messages, the non-verbal communication will be more powerful and more likely to be believed.

· skills can assist in demonstrating attentiveness to the patient and facilitate the formation of a helping relationship. Ineffective attending behaviour closes off the interaction and prohibits relationship building.

Disparity in power and control between patient and doctor can lead patients to be particularly attentive to NV cues to doctor’s attitudes and meanings.

In the next session, you will have an opportunity to interview simulated patients. Based on your experience today, think carefully about the skills you will try and use in your next interview. Please ensure you complete the learning goals form before coming to the session. Make sure you have read the session guide and arrive on time.
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Session 3

Interviewing volunteer patients 

Introduction 

This session provides you with an opportunity to have three interview experiences with different patients who present with different conditions.

The interviews are formative assessments (formative assessments can be thought of as assessments for learning); you will get feedback to help you identify how well you are performing and how you can improve. You will be able to build your role-play experiences from Session 3 and plan to maintain the skills identified in that interview as well as incorporate additional skills. The exercises in this session will familiarise you to the way in which  objective structured clinical examinations (OSCEs) will be used as summative assessments – assessments of your learning.

In this session you will be interviewing volunteers from the community (members of the public) who have agreed to participate in the session. You must, therefore, wear smart clothing for this session. Do not wear jeans 

In order to get the most out of this session please complete the learning goals form before you arrive. 

As there are volunteer simulated patients present we need precise scheduling and if you are late it is likely that we will not be able to fit you into the arrangements.  Also for logistical reasons we cannot allow any swapping of places. Please make sure that you arrive on time in your allocated slot. 
Please remember to bring your Student Guide to the session and note that you will be required to record your reflections based on your interview with the simulated patients.
Learning objectives

After participating in this session, you should be able to:

· Outline the skills necessary for approaching patients in a manner that enables you to communicate effectively and sensitively

· Identify communication and other professional skills that you used that were effective

· Provide a rationale for using these skills

· Identify skills relevant to patient-centred interviewing that you need to develop

· Make use of the feedback from the simulated patients

· Identify ways in which you will maintain your strengths in communicating

· Identify ways in which you will improve on your communication weaknesses

Activities

1. You attend a pre scheduled one-hour session

2. You complete interviews with 3 volunteer simulated patients

3. You will receive written feedback from each simulated patient and get support to complete a reflective assignment based on your experiences in the session. 

Preparation 

Before you meet the volunteer simulated patients the session coordinator will discuss with you 

· The learning objectives

· Your task and the structure of the session

· Your completed learning goals form

· Written reflective assignment

It is common for students to feel nervous and or excited about these interviews and this is part of the learning experience. You will have an opportunity to consider and explore your feelings and how they might influence your interview behaviour.

The task

Interview the patient, (their name will be provided immediately before the interview) and find out why they have come to the clinic (general practice). You should state that you are a medical student and that you are practising your interviewing skills.

To ensure your interview is patient-centred you need to explore the patient’s ideas about their illness (or treatment), their concerns and expectations of the meeting with the doctor. You are not expected to make a diagnosis or recommend treatment.

familiar 

Note-taking is not necessary because these are brief interviews and it is valuable to try and work without notes. Our previous experience suggests that for some students taking notes interrupts the flow. Note-taking at this stage of your development may have an impact on how well you establish rapport with the patients and their feedback on your performance. 

Interviewing simulated patients

The session will run as follows:

· Meet the session co-ordinator

· Review your completed learning goals form and retain a copy.

· Conduct your interviews as directed by session co-ordinator

· After each interview, complete the brief reflection form. Use this form, together with your learning goals and simulated patient rating forms, to complete your eportfolio task

· After you have finished your interviews, you will be debriefed by the session co-ordinator

Patient centred interviewing skills

	Preparing for interaction

Attend to self-comfort

Minimise distraction

Focus attention on next interaction
	
	Giving information

Skills to be covered later in the CC

	Commencing the interaction

Greet the patient

State your full name

Clarify your role

Obtain patient’s name

Attend to patient’s comfort

Obtain the patient’s consent

State purpose of the interaction

Clarify time available

Assess patient’s ability to communicate

Demonstrate interest and respect

Empower patient to ask questions or seek clarification of anything that is unclear
	
	Closing the interaction

Provide an end summary

Discuss an action plan

Check for further information

Ask for questions

Check if the patient has any worries or concerns



	Gathering information

Use open questions initially

Allow patient to complete first sentence/s

Identify the patient’s ideas, concerns and expectations

Use active listening

· verbal (staying with patient’s topic; using patient’s words; reflection)

· non-verbal (eye contact; nodding)

Use other non-verbal behaviours (body posture; gestures; facial expressions, nodding)

Use open to closed-cone questions

Pick up verbal cues

Pick up non-verbal cues

Probe sensitively

Survey for other problems

Set agenda

Clarify patient’s terms

Where appropriate make interim summaries

Try to signpost or use transition statements

Use silence appropriately

Avoid multiple questions

Avoid leading questions

Avoid unexplained jargon


	
	Relationship building skills

Throughout each stage, it is important to use relationship-building skills in order to establish and maintain your relationship with the patient

Use active listening

Make empathic statements

Show warmth

Pick up verbal and non-verbal cues

Use non-verbal behaviours (posture, gestures, facial expressions)

Identify patient’s ideas, concerns and expectations

Avoid being judgmental

Not all the skills listed here will be used in every interaction.

The skills are not necessarily in a specific order although some skills obviously precede others.




Learning goals

Students name:

How do you feel about your interviews with the simulated patients?

What skills do you want to focus on in your interviews?

1.

2.

3.

What aspects of the literature and previous clinical communications sessions do you hope to explore during the sessions? E.g. non-verbal communication

Brief and immediate self assessments

Interview 1

What worked well?



What could I improve?

Interview 2

What worked well?



What could I improve?

Interview 3

What worked well?



What could I improve?

Written reflections on interview

	Skill
	Feelings
	Rationale
	Patient Response

	Opening

Describe a skill you used to open the consultation


	Identify feelings not thoughts


”I felt the patient was withholding information” is a thought not a feeling. 

“I felt nervous at the beginning” is a feeling.


	You should include your own reasoning backed up by evidence from the literature
	Patient’s responses could include verbal or non-verbal behaviours in response to the skills used by the student

	Establish Rapport

Describe a skill you used to establish rapport


	
	
	

	Information Gathering

Describe a skill you used to gather information


	
	
	

	Closure

Describe a skill you used to close the consultaiton


	
	
	

	Maintain Strengths

Say how you will maintain strengths  


	Improve Weaknesses

Say how you will improve weaknesses




Depth of reflection can be assessed using the criteria below. 

You should be performing to at least level 3 (Developing reflection).

1. No evidence of reflection 

Answered some questions descriptively (e.g. stated skills that were used but omitted feelings, rationale and patient’s reactions)

No suggestions for maintaining strengths and improving weaknesses

No reference to the literature or course materials.

2. Surface approach to reflection 

Answered some questions from each category (e.g. skills, feelings, rationale, patient’s reactions)

No, or only general suggestions for maintaining strengths and improving weaknesses

Limited reference to the literature or course materials

3. Developing reflection 

Answered most questions across each category (e.g. skills, feelings, rationale, patient’s reactions) some evidence of analysis rather than mere description.

General suggestions for maintaining strengths and improving weaknesses

Incorporated up to two of the following – patient feedback, past experience, evidence for patient-centred interviewing etc

Some clear links with the literature and course materials

4. Deep reflection 

Answered all questions

Specific and targeted suggestions for maintaining strengths and improving weaknesses

Incorporated at least two of the following - patient feedback, past experience, evidence for patient-centred interviewing etc

Integrated use of literature and course materials.

Debriefing

This is an opportunity to review what you have done and to ask questions and seek clarification about patient-centred interviewing skills. 

To develop your capacity as a reflective medical practitioner consider the following;

How closely did

· your feelings about the interview and 

· your self assessment 

match 

· the feedback from each volunteer simulated patient 

· the literature and points raised in the clinical communications skills sessions and guides?
It is important that you recognise which communications skills you are using well at present  and which need improvement, Think about what you do that works well and how you might maintain that particular skill  Also identify the skills you need to improve and how you will go about that. We know from studies on expertise that experience alone is insufficient for developing new skills. What plans do you have to develop expertise? 

The patients you have interviewed are volunteers from the community talking about health problems they have person experience with. Although they receive written information about the session and briefing, they are not trained professionals in medical education and very occasionally some may act inappropriately due to lack of understanding of the session aims (e.g. expecting students to diagnose, providing challenging consultations or role-playing unrealistic scenarios). If you have experienced any such behaviours, please bring it to the attention of the session co-ordinator. 

ePortfolio Task

Portfolios have become commonplace in the NHS. The Royal College of General Practitioners describes the purpose of an ePortfolio; 

“Above all else the ePortfolio is where the [trainee] records their learning in all its forms and settings. Its prime function is to be an educational tool that will record and facilitate the management of the journey of clinical and personal development through learning. It is the system used to record the evidence collected through the application of the workplace based assessment tools. It might be described as the “glue” which holds the curriculum learning and assessment together.”

As Imperial Medical Students, you also have your own ePortfolio. This is a place where you can collect evidence of your learning and map your progress. There are some ePortfolio tasks that are compulsory and form part of your assessment, but it is essentially yours to record and reflect as much as you want.

The aim of this eportfolio exercise is for you to integrate your own reflections with the feedback received from the patient and from that consider your progress with developing your communication skills with patients.

You are required to gateway this form, but you will not receive feedback on its content. The process of reflecting on the session is critical as it will galvanise your preparation for the exam in March which will rely heavily on your ability to reflect on a doctor-patient interview. It also allows you to construct a plan for development based on your thoughts before, during and after the session and incorporate your patients’ feedback. If you would like to discuss anything about the session, please email Dr Murtagh or Dr. Belsi.  

Please refer to the following materials from the session to help complete your eportfolio task:

1. learning goals form

2. brief and immediate self assessments

3. Volunteer patients’ feedback forms

Use the form entitled: “Y1-CC-Session 3: Interviewing Volunteer Patients”
E-learning Task

[image: image7.emf]
Often students find it hard to bring their interviews to an effective close during this session. Please complete the module on “closing the consultation” before your next session in January/February, when you will be working with professional simulated patients. 
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SMITH, R. C. (2004) Patient-Centred Interviewing (ch 3, pp 35-69). Patient-Centred Interviewing: An Evidence-Based Method. 2nd ed. Philadelphia, Lippincott William and Wilkins.

Tomorrow's Doctors.
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WASHER, P. (2009) The structure and process of a medical interview (Ch 2, pp11-17). In WASHER, P. Clinical Communication skills. Oxford, OUP.
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Session 4

Interviewing a simulated patient - II

Introduction 

You need to arrive 15 minutes before your scheduled interview time.  Times and venue information will be on the Year 1 intranet.

Learning objectives 

After participating in this session, you should be able to:

· Identify skills used effectively in simulated patient-centred interviews (simulated patients)

· Receive feedback on communication skills from a simulated patient

· Receive feedback on communication skills from a tutor
· Develop awareness of personal strengths in communicating

· Develop awareness of personal weaknesses in communicating

· Identify ways in which communication strengths will be maintained

· Identify ways in which communication weaknesses will be improved 

Methods
Students work individually with a tutor (or a pair of peer tutors) and a professional simulated patient

Activities

1. You will attend for a scheduled 60-minute session 

2. A recording of your interview is made and you will keep this as a log of your progress  

3. You will reflect on your experience and receive verbal and written feedback from the simulated patient and the tutor 

4. Some of you will work with peer tutors and others with faculty tutors
Preparation 

Aim: To provide you with information about your interview with a simulated patient

The activity will be introduced by the tutor. This includes:

· Review of the learning objectives

· Your task 

· Learning goals form

In this session you will learn as much from things you do less well as well as getting feedback on the strengths you demonstrate as a communicator. You will have the option of taking “time-out” if you get stuck for words or for any other reasons during your interview with the simulated patient. Please remember the purpose of this session is for you to learn and develop rather than you giving a wonderful performance.

Tutors are asked to model the skills associated with patient-centred interviewing when dealing with students. For example, tutors begin by introducing themselves and their role in the session, finding out and using the student’s name, checking out what the student thinks is the purpose of the session and how it will run, asking the student how s/he feels, checking if s/he has any questions, eye contact, a handshake etc

Your tutor will brief you on the patient you will interview in this session.  Your task in the interview is to find out as much as possible about the reason why the patient has attended the hospital. 

It is more important that you focus on trying out some of the skills we have discussed in order to establish and develop a relationship with the patient. This will help you learn about the patient’s experience of illness – their ideas, concerns and expectations. You will benefit most from the session if you review the communication skills list before the session and ask for clarification of any about which you are uncertain. Most of the skills will already be familiar to you.

Also try to remember 

* You should obtain consent from patients to practise your interviewing skills.

* To try out some of the techniques for closing the interview.

Interviewing a simulated patient: Session protocol

Although we encourage flexibility, most sessions will run according to the following protocol.

You will be 

· Met by the tutor

· provided with task for role-play

· Asked to produce (or complete) a brief learning goals form

· You’ll be invited to briefly discuss learning goals in relation to your task ( what aspect of the interaction would you particularly value feedback on?)

· Asked to conduct the interview

· Tutor records and observes student interview

· Provided with feedback on your patient-centred interviewing skills in line with the sheet  provided as a to guide observations and feedback

To ensure you get the most out of the session it will most often follow the following structure,

· Tutor asks the student: 
· Can you briefly state how you felt during the interview? [You will be  encouraged to simply name the emotion/s they experienced and not the rationale or thoughts for those feelings. The purpose of this question is to raise the your awareness of the link between feelings and behaviour]

· Please describe two aspects of the interview that you consider to have worked well?
· Tutor asks the simulated patient:

· Please identify two communication skills the student used effectively?
· Tutor provides specific feedback on two skills that s/he observed worked well

· Tutor asks the student:
· Please identify two aspects of the interview that you would do differently if you could repeat the interview?
· Tutor asks the simulated patient to: 

· Identify two communication skills that the student could have used to improve the interview?

· Tutor provides feedback on two skills that could have improved the interview

· Tutor, student and simulated patient review a segment of the videotape

· Tutor summarises the feedback on things that worked well and things to improve

· Student receives written feedback from tutor and simulated patient

Giving and receiving feedback  

These are the guidelines we use in our tutor training for Clinical communication. We will be encouraging you to adopt similar principles when you offer feedback to your colleagues on this or other course within the Foundations of Clinical Practice or later in professional development. 

1. Remind yourself of the purpose of feedback in this situation –  e.g for the tutors it is to support student learning in patient-centred communication

2. Think about what you want to say and how you want to say it

3. Try to address the learning needs/goals the student identifies - Time will preclude much further discussion

4. You might like to use a structural approach to interviewing – that is, the interview has a beginning, middle and end. Then think about something from each phase that you observed as working well or something to do differently

5. It is important to stick with the following sequence for giving feedback

· Student interviewer, Patient, Tutor

6. Focus FIRST on what the student interviewer did well and then proceed to things that can be done differently

7. Always identify strengths that the student has demonstrated

8. Give your own experience of the communication

“ I thought it was very helpful when you entered the room and made eye contact whilst introducing  yourself with your name, role and a clear statement of the purpose of the interview. I think you said that you would like to spend about 5 minutes talking with the patient about why they had come to hospital. This was clear, honest and focused. Well done.”

“When you said that you wanted to have a little chat, I thought you were trivialising your task and perhaps inadvertently being dishonest. What you are doing is asking several questions about why the patient has come into hospital. That is quite different to a little chat.”

“When you smiled at the patient right at the beginning of the interview, I thought you conveyed a sincere interest in her.”

“When you asked the patient about her smoking, alcohol and other drug use, I wondered whether your tone might have seemed judgmental. You also used multiple questions which are not very helpful for getting specific information.”
“I could not easily hear your name at the beginning of the interview. Even though you have a long name, it is important that you use your whole name right at the beginning. It is also important that you say this when the patient can hear you – not when you are in the process of sitting down and closing the door.”

9. You might consider that when identifying weaknesses or areas for development, you can ask questions to help the student develop alternatives

“Can you think of different ways of…?” 

“Sometimes I find it helpful…What do you think about that?” 

“When you did… I was wondering what would have happened if you’d done…Do you have any thoughts on this”

“I was interested in your questions about the impact of the symptoms on the patient’s work. It seemed to me that you really wanted to know about this but your patient was reluctant to share anything further. How else might you have managed this?”

“Do you know why the patient was so anxious? … How might you have explored the reasons for his anxiety? It seemed to me that you assumed why he was anxious.”

10. Always confine “negative” feedback to things that can be changed.

11. Be honest – If you did not think that the student was patient-centred, try to specify what it was they did that led you to think this way.

“I did not think it was helpful when you spoke over the patient. Were you aware of doing this?”

“I thought you distanced yourself from the patient when you used terms that the patient did not understand. I worried that your tone of voice might have been perceived as pompous and I noticed you did not make much eye contact.”

“I think you need to think about the way you present yourself – even in this simulated environment. Baseball hats inside are completely inappropriate and the body position you adopted suggested you had little respect for the patient. Let’s have a look at the videotape and let me know what you think.”

12. Be accurate

13. Limit the use of generalisations and loose terms like “good” or excellent.

“That was good.” (State why it was “good” – You looked at the patient, you sat up, your tone of voice and the pace of your speech was friendly and engaging. You didn’t fidget and it seemed to me like you really listened…” 

Support Challenge Model of Feedback

This model can help you think about the way you give feedback. Statements given as feedback can be graded in terms of support and challenge. The most effective feedback falls in the high support/high challenge quadrant.

	

	

	“That was obviously great – you  are trying  very hard”
	“A good effort. I could see how you were drawing the feelings out. I wonder if you got to the crux of the matter?”



	
	“Good, carry on, seems to be working”
	“Well that could have been done better. Why didn’t you focus more earlier on?”



	


Learning goals – To be completed before your session

How do you feel about your interview with the simulated patient?

What skills do you want to focus on in your interview?

1.

2.

3.

Is there anything specific you would like the tutor to observe and give you feedback on?

Briefly outline.

Patient-centred interviewing skills

	Preparing for interaction

Attend to self-comfort

Minimise distraction

Focus attention on next interaction
	
	Giving information

Skills to be covered later in CC

	Commencing the interaction

Greet the patient

State your full name

Clarify your role

Obtain patient’s name

Attend to patient’s comfort

Obtain the patient’s consent

State purpose of the interaction

Mention note taking

Clarify time available

Assess patient’s ability to communicate

Demonstrate interest and respect

Empower patient to ask questions or seek clarification of anything that is unclear
	
	Closing the interaction

Provide an end summary

Discuss an action plan

Check for further information

Ask for questions

Check if the patient has any worries or concerns



	Gathering information

Use open questions initially

Allow patient to complete first sentence/s

Identify the patient’s ideas, concerns and expectations

Use active listening

· verbal (staying with patient’s topic; using patient’s words; reflection)

· non-verbal (eye contact; nodding)

Use other non-verbal behaviours (body posture; gestures; facial expressions, nodding)

Use open to closed-cone questions

Pick up verbal cues

Pick up non-verbal cues

Probe sensitively

Survey for other problems

Set agenda

Clarify patient’s terms

Make interim summaries

Signpost or transition statements

Use silence appropriately

Avoid multiple questions

Avoid leading questions

Avoid unexplained jargon


	
	Relationship building skills

Throughout each stage, it is important to use relationship-building skills in order to establish and maintain your relationship with the patient

Use active listening

Make empathic statements

Show warmth

Pick up verbal and non-verbal cues

Use non-verbal behaviours (posture, gestures, facial expressions)

Identify patient’s ideas, concerns and expectations

Avoid being judgmental

Not all the skills listed here will be used in every interaction.

The skills are not necessarily in a specific order although some skills obviously precede others.
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Written reflections on interview 

	Skill
	Feelings
	Rationale
	Patient Response

	Opening

Describe a skill you used to open the consultation


	Identify feelings not thoughts


”I felt the patient was withholding information” is a thought not a feeling. 

“I felt nervous at the beginning” is a feeling.


	You should include your own reasoning backed up by evidence from the literature
	Patient’s responses could include verbal or non-verbal behaviours in response to the skills used by the student

	Establish Rapport

Describe a skill you used to establish rapport


	
	
	

	Information Gathering

Describe a skill you used to gather information


	
	
	

	Closure

Describe a skill you used to close the consultaiton


	
	
	

	Maintain Strengths

Say how you will maintain strengths e.g. 


	Improve Weaknesses

Say how you will improve weaknesses




Depth of reflection can be assessed using the criteria below. 

You should be performing to at least level 3 (Developing reflection).

1. No evidence of reflection 

Answered some questions descriptively (e.g. stated skills that were used but omitted feelings, rationale and patient’s reactions)

No suggestions for maintaining strengths and improving weaknesses

No reference to the literature or course materials.

2. Surface approach to reflection 

Answered some questions from each category (e.g. skills, feelings, rationale, patient’s reactions)

No, or only general suggestions for maintaining strengths and improving weaknesses

Limited reference to the literature or course materials

3. Developing reflection 

Answered most questions across each category (e.g. skills, feelings, rationale, patient’s reactions) some evidence of analysis rather than mere description.

General suggestions for maintaining strengths and improving weaknesses

Incorporated up to two of the following – patient feedback, past experience, evidence for patient-centred interviewing etc

Some clear links with the literature and course materials

4. Deep reflection 

Answered all questions

Specific and targeted suggestions for maintaining strengths and improving weaknesses

Incorporated at least two of the following - patient feedback, past experience, evidence for patient-centred interviewing etc

Integrated use of literature and course materials.

ePortfolio Task

Portfolios have become commonplace in the NHS. The Royal College of General Practitioners describes the purpose of an ePortfolio; 

“Above all else the ePortfolio is where the [trainee] records their learning in all its forms and settings. Its prime function is to be an educational tool that will record and facilitate the management of the journey of clinical and personal development through learning. It is the system used to record the evidence collected through the application of the workplace based assessment tools. It might be described as the “glue” which holds the curriculum learning and assessment together.”

As Imperial Medical Students, you also have your own ePortfolio. This is a place where you can collect evidence of your learning and map your progress. There are some ePortfolio tasks that are compulsory and form part of your assessment, but it is essentially yours to record and reflect as much as you want.

The aim of this eportfolio exercise is for you to integrate your own reflections with the feedback received from the patient and from that consider your progress with developing your communication skills with patients.

You are required to gateway this form, but you will not receive feedback on its content. The process of reflecting on the session is critical as it will galvanise your preparation for the exam in March which will rely heavily on your ability to reflect on a doctor-patient interview. It also allows you to construct a plan for development based on your thoughts before, during and after the session and incorporate your patients’ feedback. If you would like to discuss anything about the session, please email Dr Murtagh or Dr. Belsi.  

Please refer to the following materials from the session to help complete your eportfolio task:

1. learning goals form

2. brief and immediate self assessments

3. Feedback from the session

Use the form entitled: “Y1-CC-Session 4: Interviewing Simulated Patients”
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KIDD, J. & NESTEL, D. (2004) Facilitating reflection in an undergraduate medical curriculum. Med Teach, 26, (5) 481-483

LLOYD, M. & BOR, R. (2004) Introduction (ch 1, pp 1-8). Communication Skills for Medicine. 2nd ed. London, Churchill.

LLOYD, M. & BOR, R. (2004) Basic communication skills (ch 2, pp 9-22). Communication Skills for Medicine. 2nd ed. London, Churchill.
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Session 5

Observation based exam

Summative assessment

. 

The summative assessment, for Clinical Communication, comprises of a written exam in March (21st and 22nd) based on your observation and analysis of a recorded consultation between a doctor and a patient. This is worth 25% of the overall FOCP summative assessment package.

You will be required to watch a consultation and observe key features of the communication between doctor and patient. You will then be required to answer questions about the consultation detailing how the interaction between both parties shapes and influences the consultation process.  

See the intranet nearer the time for further details

Other people’s thoughts and ideas e.g. Comments from tutors and peers or classroom debates.





Reflection on experience





My own thoughts, feelings, current beliefs and ideas.





The professional or disciplinary thoughts and ideas – often found in policy documents, academic readings research and teaching materials





Support





Challenge





Support





Challenge
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