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Teaching Medica Communication SKills:
A Cdll for Greater Uniformity

David Buyck, PhD; Forrest Lang, MD

Background and Objectives: Evidence suggeststhat strategiesusedin teaching communicati on skills
vary widely among, and within, medi cal education programs. Such variance also existsin the amount
of emphasis placed on specific communication skills. This study examines the degree of variability
among medical faculty in identifying opportunitiesfor teachingcommunicationskills. M ethods: Sxty-
seven medical faculty (physicians and behavioral scientists) reviewed a videotaped interview of a
clinician with a sandardized patient. Using a transcript of theinterview, participantsidentified mo-
mentsin the tape they believed warranted an ingructional intervention to reinforce or modify the
clinician’s communication skills. Items identified by the participants were compared to items identi-
fied by a panel of experts. Frequencies and ANOVAs were used to report on consistency and on
consisency as a function of faculty experienceand educational badkground. Results: Faculty dem-
ongrated marked differencesin identifyingteachable momentsacrossall Sx communication catego-
ries. (1) rapport building, (2) agenda setting, (3) information management, (4) active listening for
the patient’s perspedive, (5) repondingto emotion, and (6) skillsin reachingcommonground. Of 67
respondents, 29.6% identified none of the opportunitiesto teach rapport building, while only 31%
identified all opportunities, 32.8% identified none of the information management opportunities,
26.9% identified all; 77.6% failed to identify the agenda-setting opportunity, 22% did identify the
opportunity; 25.4% identified none of the active listening opportunities, 9% identified all; 57.6%
identified none of the responding to emotion opportunities, 18% identified all; 35.8% did
not identify the opportunity for reaching common ground, 64% did identify the opportunity.
Conclusions Our findings demonstrate that faculty who teach communications vary widely in the
issuesthat they identify and about whichthey chose to teach. Recommendationsare made for further
research inthis area.

(Fam Med 2002;34(5):337-43.)

TheAssociation of American Medical Collegesrecently
recommended theteaching and assessment of commu-
nication skills throughout medical school and res-
dency.! Experts agree on theimportance of faculty de-
velopment to enhance this teaching *®

Recognition of the need for faculty development
growsin part from an abundant literature documenting
the poor inter-rater reliability of faculty who assess
communications®® It appearsthat without special ef-
forts, different faculty look at the same communica-
tion and interpret it from different perspectives. Kale
et a found inter-rater reliability among faculty to be
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low in identifying specific interviewing skills among
medical students.® Kalet et a also concluded that fac-
ulty tended to rate students based on likeability, rather
than on specific, objectiveinterviewing skills. Stillman
compared evaluations of resdents interview perfor-
mances made by faculty with those made by nonfaculty.
Inter-rater reliability wasdisappointingly low for both
groups, and faculty were no more likely to agree with
other faculty thanwithanonfaculty rater.”® Resultswere
smilar in other sudieswith smilar designs, inconss-
tent, nonuniformassessment by faculty appeared to be
the rule

What isnecessary to achieve uniformity of teaching
and assessment in communications? First, there needs
be a consensus about what is important. Consensus
statementsfrom Toronto and Kalamazoo provide such
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information.?* The Toronto Consensus idertified “the
mogt important things that could be done now to im-
proveclinical communications.” These indude phyd-
cian-patient encountersin which patients get to iden-
tify all of their agenda items and concerns, eliciting
patients’ perspective on illness and addressing feelings
withempathy, information management (including ap-
propriate use of open-ended questionsand summaries),
andthe ability to negotiatetoarrive at commonground.
I nadditiontoreemphasizing these skills, the Kalamazoo
Consensus listed rapport building as firs among es-
sential ills.

Faculty next need to devdop the ability to identify
when these ills are performed, missing, or poorly
performed. Finally, faculty need to acquire aset of in-
gructional skillsthat are eff ective over awide range of
teaching Stuations, with widely varying communica-
tion performancesandwith learnerswho performwell
and with thosewho perform poorly.

This article focuses on faculty's ability to identify
important “teachable moments’ tha reflect the grow-
ing conceptud agreement around core communicaion
skills. In doing 0, it provides a model with which to
provide faculty development in the teaching of com-
munication skillsthat can serveas (1) apoint of refa-
encefor other effortsand audiencesand (2) achallenge
that identifies areas of uniformity building that need
attention.

Methods

In 1994, aspart of afaculty development effort at
Eag Tennessee State Universty, we developed aset of
videotapesthat incorporated examplesof the core com-
munication skillsthat were emphasized by the Toronto
Consensusreport. Theseinterviewsdemonstrated teadh
able momentstha refleded the performance, nonpe-
formance, or poor performanceof each of the follow-
ing core communicationskills: (1) rapport building, (2)
agenda setting, (3) information management, (4) ac-
tiveligeningfor the patient’sperspective, (5) respond-
ing toemotion, and (6) skillsin reaching common ground.

Eighteen teachable momentswere originally scripted
into the interview used in the present sudy. To estab-
lish a standard against which to compare participants
regponses, the interview was reviewed by 10 expert
faculty with extensive experience teaching medical
communications. All had experience leading commu-
nications faculty development workshops. If concor-
dance among experts was less than 40% in the inter-
pretaion/scoring of any section of thevideotaped in-
terviews, that sectionwasexcluded. By thiscriterion,13
sectionsof thevideotaped interviewswere usedin this
study. Each of these sections demonstrates a commu-
nication issue potentially warranting an educational
intervention. The 13 points aredetailed in Table 1.
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A dightly modified version of theinterview wasthen
used in three stand-alone workshopstitled “Teaching
Patient-centered Communication—Faculty Develop-
ment Workshop,” which wereheld in 1997-1999. The
videotaped interview, involvingapatient withleg pain,
wasdistributed to participantsprior tothese workshops.
Participants were asked to observetheentire 5-minute
interview without stopping, asif they were observing
thelearner in theirteachingclinic, thenspendnomore
than 5 minutesidentifying moments around which they
would provide an educdiond intervention (ie, instruc-
tive feedback) to the learner. They were given a tran-
script of the interview (see Appendix 1) and asked to
underline all the pointsin the transcript they believed
warranted feedback to the learner and provide brief
annotationtoidentify how they might provide that feed-
back. Instrudions were kept brief to allow for partici-
pating faculty tousetheir own approaches tofeedback.
(Readers who wish to use this articleto comparetheir
choice of teachable points with the experts and with
workshop participants should turnto Appendix 1 at this
time before reading the results of the study.)

Data Analyss

Twoinvegtigatorsindependently scoredwhether eech
of therespondentsidentified each of the 13 sectionsof
theinterview warrantingintervention. Frequencieswere
generated regarding whether or not participants noted
each of the 13 teaching points. Frequencies were also
generated regarding whether the observer would pro-
vide feedback that was positive (nating skillsperformed
well) or negative (noting omissionsor misperformance.)

A one-way ANOVA was performed contrasting fac-
ulty discipline (MD versus PhD/EdD versus other)
along the six core skillsmentioned previously and posi-
tive and negative feedback. A one-way ANOVA was
performed contragting faculty experience along thesix
core skills and positive and negative feedback.
Pearson's r was calaulated for all pairs of core kills
and positive versus negative feedback.

Results

Of 90 faculty participants at these three workshaops,
67 submitted annotated transcripts. Table 2 showspar-
ticipant demographicsin termsof professonal degree,
experience, and gender.

Table 1 categorizes each of theteachable moments
by the core kills demonsirated and notes whether it
was performed well or poorly. It depicts the percent-
age of expertsand subjects identifying occurrences of
each of the 13 teachable moments. Table 3breaksdown
results by each of thesix core skills, showing the pa-
centage of participants who identified teachable mo-
mentswithin each category of core skills(from respond-
ing to none to responding to all opportunities).
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Overdl, participants
made dgnificantly more
negative than positive
comments about the
learner’s performance in
the vignette. Nearly one
third of the participants
noted none or only one
positive comment, while
56% made six or more
critical comments. MDs
identified more occur-
rences of agenda setting
than those in other disci-
plines(F=3.979, P=.024),
but there were no sgnifi-
cant relationships be-
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Tablel

Teachable Momentsin the Vignette As Identified by Experts and Subjects

tween disciplines and the
numbe of commentsre-
garding the other five
core skills and postive

or negative feedback.
ANOVA comparing par-
ticipants of different experience levels on number of
comments regarding the six core kills and positive
and negaivefeedback showed nosignificant relation-
ships.

Inlooking at the degree of correlation between core
skills ratings by faculty, only rapport building and
agendasetting (r=.345, P=.004), and rapport building
and information management (r=.386, P=.001) were
sgnificantly correlated. None of the ather core skill
itemsweresgnificantly correlaed.

Table?2
Demographics
# % of Sample

Degree

MD/DO 34 50.7

PhD/PsyD 19 28.4

Masters 13 194

Not reported 1 15
Experience

Extensive 10 14.9

Moderae 34 50.7

Occasional 10 14.9

Little/none 6 9

Not reported 7 10.4
Gender

Female 36 54

Male 31 46

Concordance % % of Subjects

Performance Among Experts Noting TM Line
Core ill Represented Quality (n=10) (n=67) Numbers*
Rapport building Good 100 68.7 1-12
Active listening Omission 40 224 15-18
Agendasetting Poor 40 224 18-19
Active listening Omission 90 65.7 27-29
Responding to emotion Omission 90 14.9 27-29
I nformation management Poor 60 52.2 35
Active listening Omission 70 53.7 46-51
Responding to emotion Omission 70 17.9 48-51
I nformation management Good 100 41.8 51-55
Active listening Omission 70 46.3 65-67
Rapport building Good 70 388 74
Common ground Omission 70 64.2 106-123
Active listening Omission 50 41.8 118-120
TM—teachable moment

Discussion

Since consensusis only recently developing among
expertsinteaching medical communication, itisof little
aurprisethat theresultsof thisstudy show poor consen-
sus among faculty on what they identify asimportant
teachable moments in a medical interview. If faculty
believethat acons stent teaching messageis important
in influencing students and residents behavior, then
these findings should charge programsto explore means
by which to eff ectively devd op programmatic consen-
sus and uniformity in teaching communication skills.

Table3

Percentage of Subjects Identifying
Occurrences of Each Core SKill

# of
Ocaurrences Percentage of Subjects
Core ill in Tape | dentifying # of Occurrences*
0 1 2 3 4 5

Rapport building 2 269 418 313 — — —
Agendasetting 1 776 24 — — — —
Information

management 2 328 403 269 — — —
Active listening 5 254 134 179 179 164 90
Responding to emotion 2 576 242 182 — — —
Common ground 1 b8 642 — — - —

* Shows%of subjectsidentifying one, two, three, four, or five occurrences
of a coreskill
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Theimportance of rapport building isuniformly ac-
knowledged. Yet aminarity of faculty participantsiden-
tified both opportunities to comment about this area.
One explanation is that the interview depicted severd
positive examples of well-performed rapport-building
skills. Itispossbletha faculty fail to see podtiverein-
forcement of well-performed skillsasimportant teach-
ablemoments. If thisistrue, suchabiasmay represent
anevengreater problemin teaching of communications
ills.

It is of interest that while 72% of the participants
identified rapport skillswhen demongratedearly inthe
interview, only 25% identified the positive supportive
comment later intheinterview. It gppearsthat current
teaching and evaluaion of rapport building may focus
only at the beginning of an interview while later op-
portunities are overlooked.

The dichotomous assessmentsmade by different fac-
ulty looking at exactly the samerapport-building inter-
actions in lines 1-12 (Appendix 1) represents a pa-
ticularly disturbing finding. M ost who responded
thought that the interactionwasworthy of positive note,
but others saw it as notably inadequate or negative.
When students discusstheir experiencesandrealizethat
different faculty provide contradictory advice, course
credibility suffers.

Only a small number of faculty and lessthan a ma-
jority of the expertsidentified aclassc transition from
agenda setting to doctor-centered questioning ater 18
seconds of the interview. Ingtructors may be atending
to pointsin the interview where the interviewer inter-
rupts the patient in mid-statement, rather than noting
the shift of control from the patient’s agenda to the
interviewer’s.">™

The low percentage of response to the examples of
information management can only be partially ex-
plained by the confounding variable of one of theex-
amples being a well-performed summary. The inter-
view also included averbal interruption in which the
physician interrupted an important patient statement to
ask another specific closed-ended question. Only 42%
of the sample noted the interruption on line 34.

Active lisening opportunities included only ex-
amplesof missed opportunities. Theinterview provided
atotal of five examplesof the patient implying, but not
gating, additional personal meaning or concern, thus
providing numerous opportunitiesfor active listening. ™
Only 43% of participantsidentified half or more of these
missed opportunities. Thisnumber likely overestimates
general faculty ability to identify opportunitiestoteach
activelistening, since those choosing to attend our work-
shop had at least some familiarity with a pati ent-
centered model that emphasizes exploring of patients
ideas, concerns, and expedations.

Thelow percentage of participantswhowouldhave
chosen to provide an educaiond intervention regard-
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ing the missed grong feeling statementsis striking. It
should be noted that a number of participants would
have responded to these expressed feelingsby encour-
aging the interviewer to explore the meaning of the
symptoms to the patient. Such exploration (while not
directly acknowledging thefeelings) would likely have
functionally addressed the patient’s concerns. On the
other hand, had the opportunities for addressing feel-
ings been more subtle or limited to contextual clues
implying feelings, even fewer of the faculty would
likely have addressed them as teachable moments.

Only recently has there been emphasis on develop-
ing skills necessary to reach common ground when
opinions and pasitions of physician and patient are di-
vergent or opposed. Because of this, itisnot surprisng
that many faculty failed to identify the persstent dif-
ferences of pergpective and expectations between the
patient and physician. Perhapsbecause the patient was
not defiant, oppostional, or in any way antagonigtic,
the faculty may not have identified the disagreement
about the planat the end of theinterview (Appendix 1,
lines104-123). Additionally, intermsof teaching meth-
0ds, thevideotaped interview used in thisexercisewas
designed to provide opportunities for both postivere-
inforcement and constructive criticism. The majority
of participants focused on moments in the interview
that are flawed. Thus, future investigation of the ef-
fects of negative versus paodtive reinforcement when
teaching communication skillsiswarranted.

It isreaffirming that the great majority of teachable
moments identified by participants fell into one of the
six categories used in this study. While faculty did not
all identify a common set of teaching moments, there
are not many identified teachable moments which are
not eadly categorized within these six kills. If addi-
tiond research and expert opinion affirmsthe impor-
tance of these six skillsasdigtinct and that each con-
tributes to the overall performance of an effective in-
terview, meadical communicationswill be at the begin-
nings of teaching and evduating uniformly.

Limitations

The conclusions of this study arelimited by at least
twomethodological issues. First, one must consider that
theinternational panel of faculty expertsmay not have
beenthe ultimate gold standard. Their assessment, while
more consgtent than that of the participants and more
consonant with a patient-centered interviewing modd
and with the Toronto Consensus Statemert, is not di-
rectly evidence based. Second, faculty attending the
workshops at which data were gathered were not ran-
domly selected. Only faculty with specific interest in
the patient-centered communication participated. As
such, faculty in thisstudy may not be representative of
other faculty who teach communications. | ndeed, given
thesharedinterest in patient-centered communication,
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it should be expectedthat faculty attending these work-
shops might demonstrate more consistency thanwould
randomly selected faculty.

Conclusons

Potential limitations notwithstanding, the poor con-
sstency and uniformity of communications teaching
content demongtrated by faculty participating in this
sudy are striking. Results of this study suggest tha
future research should investigae methods by which
to identify and overcome barriersto poor consgstency
anduniformity. Evaluationsof howclearly faculty de-
fineand identify communication skillsthey choose to
emphasize and how closely those choices parallel the
skills identified by the Toronto and Kalamazoo Con-
sensus gatements could be helpful. Additional efforts
at documenting the effediveness of faculty develop-
ment in enhancing the uniformity and qudity of com-
muni cationteaching may also prove valuable.’*** When
what weteach and how weteachit, frommedical schoal
to resdency, from discipline to discipline, from con-
ceptual model to conceptual model, all begin to over-
lap, thefieldof communicationwill finally have come
of age.
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Appendix 1

Using ThisArticleas a Personal Faculty Devdopment Communications Exercise

Diredions: Please read the transcript quickly without pausing. Imagine you areobserving a learner in your clinic for the purpose of providing feedbadk.
After reading it, consider those points in the interview warranting instructional intervention. Then spend no more than 5 minutes underlining teachable
moments. Briefly describe the points that you would address. When complete, turn to the text of the article. (Note to readers: if you wish to “test” yourself
to see if you identify the same teachable moments as the experts, cover the right-hand column while conducting the exerdse.

Patient With Leg Pain
(MrsJones)

Background: Mrs Jonesis a patient known to the dinician. She has scheduled an gppointment because of “painsin her leg.”

1 CL: Hi, MrsJones. How're you doing today? Lines 1-12: Good rgpport building
2
3 PT: Well, I’ m okay, thank you.
4
5 CL: WEell, good. The last time you were in here you told me you were
6 looking for a job. How’sthat going?
7
8 PT: Well, | gotajob. It'sat a good university. | work in the English
9 Department doi ng some editing work and reviewi ng student
10 papers. It'sgoing really wdl.
11
12 CL: Well, good. Good. Wha brings you in today?
13
14 PT: Well, I’ vebeen having this pain in my leg for thepast 3 or 4 weeks.
15 It'sdown herein my lower leg and just aches deep. Well, it seems | Lines 15-18: Missed opportunity for adive listening
16 to me that it's coming from inside.
17
18 CL: Soyou've beenhaving thisaching pain in your leg for 3or 4weeks.| Lines 18-19: | ncomplete agendasetting
19 When do you get it?
20
21 PT: Well, it comeson at different times. But, um, it'susually i n the
22 eveningswhen I'm just laying around the house or sometimes when
23 I"m laying in bed, it really aches.
24
25 CL: So, when you get this pain, what's it like?
26
27 PT: Well, it'snot that it'stoo severe, but I'm kind of upset about it. Lines27-29: Missed opportunity toaddressfedingsandto explorepatient's
28 ideas about the iliness
29 CL: How long doesit last?
30
31 PT: Well, they usually last about a hdf hour to an hour. | usually take a
32 couple of Advil, and that makesit go away. Could | be taking too
33 much Advil? Because!l’ m not sureif it'sthe Advil . . .
34
35 CL: Well, how much are you t&king? Line 35: Interrupts patient’s information flow
36
37 PT: WHdl,taking, hmm...| guesstwoAdvil every couple of days. But there
38 have been days where |'ve taken two Advil twice in the same day.
39
40 CL: Well, if you don’t haveany stomach pain and no history of ulcers,
41 well, that anount of Advil should be fine. What dse isreated to the
42 pain in your leg?
43 PT: Well, nothing | can think of. | do exercise regularly, but the pain
a4 doesn'’ t seem to come onwhen |’ mjogging. It's more in theevening
45 when I’ mjust rdaxing. Now, I’ vekind of pad atention to theleg to
46 seeif something dse hagppens with the pan, but theredoesn’t seem to| Lines46-56: M issed opportunity to explore patient’sideasabouttheil Iness
47 be any redness or swelling. | just have, kind of, been concerned
48 about what could be causing the pain. Lines48-51: Missed opportunity to acknowledgefedings
49
50 CL: Let'sreview your story here. You get an aching pain in your leg,
51 sometimes every day, sometimes every other day for the last 3 or 4 | Lines 51-55 Well-done summary
52 weeks, and this pain lasts 3060 minutes, and it goes away with
53 some Advil, and you've not noticed any redness or swdling when
54 you have thisleg pan. | sthereanything else?
55
56 PT: No, that'sabout it.
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Appendix 1
(continued)
57 CL: Doesanything other than Advil help to relievethat pain?
58
59 PT: Nothing | can think of. But, it's either the Advil or just time that
60 makesit go away.
61
62 CL: Does anything bring the pain on?
63 PT: No,nothingl can think of . I’ mnotusudl y doing anything inparticular
64 or inacertain position. | just wish | knew what was causing the pain.
65 Lines65-67: M issed opportunity to explore patient’sideasabouttheil Iness
66 CL: Well, | understand. Let meask a few morequestions, and we Il try
67 to figure this out for you. You mentioned earlier that you jog. Why
68 don’ t you tell me about your jogging and your exerdse.
69
70 PT: Well, I’ vebeen feeling redly good about my jogging. | used to jog
71 about a mile very dowly about three times aweek. But, now |’ ve
72 increasedand got into my first 5K race 2weeks ago, and| did redly
73 well in my age group.
74
75 CL: Well, that'swonderful. Congratulations, that's grea. So, how many | o
76 miles, total, do you run in a week? Line 76: Well-donergpport building
77
78 PT: Well, about two or three miles ebout five times a week.
79
80 CL: Okay, so, you' ve gonefrom running about three miles a week
81 to about 12 or 15 miles a week?
82
83 PT:  Mmm hmm.
84
85 CL: That'salot of running.
86
87 PT: Yeah, and I'mlessout of breah like | used to be.
88
89 CL: Well, good. You' ve been doingalot of conditioning. So, why don't |
90 takea look at your leg now, and we’ Il try to getto the bottom of this.
91
92
93 (Clinician examines paient and returns to the consultation room.)
94
95 CL: Your physical isnormd. | couldn’t find anything wrong with your
96 skin, muscles, or your blood vessds. So, | think that thispain is
97 coming from wha we call over-use syndrome. This happens when
98 you changeyour exerdse dragtically in a short period of time, and
99 thej ointandyour musdesget overworked, andyouget some swelling
100 and the swdling causes the pain. Wha condition areyour running
101 shoesin?
102
103 PT: Well, I runin Nikes, and they are alittle worn in the heds.
104
105 CL: Allright. | suggest that you pull back on that running some and ) .
106 don’ t do more than 10 miles total each week. Okay, you probably | Lines 106-123: Failure to reach common ground
107 need to replace your shoes. Sometimes, with a worn hed, it can
108 cause some extrastrain on your musdes and your joints and help
109 causethiskind of pain you' ve been having. Asyou increaseyour
110 running, | suggest you do that very dowly. Change it only a mile
111 per run every month. So, in other words, if you run two miles every
112 time you run, then do that for at least amonth before moving up to
113 two miles per run or even threemiles per run. If, when you increase
114 your running, and you get this pain again, then you need to slow
115 down some. All right? Do you haveany othe questions?
116
117 PT: Doyou think | should have an X ray? . . . . . .
118 Lines 118-120: Missed opportunity to explore patient’sidea about illness
119 CL: Well, no. | don’t think you need one a thisti me.
120 If the pan continues, just let me know.
121
122 PT: Okay.

Resourcesfor group faculty development: If you are interested in using the videotepedinterview aspart of faculty development at your ingtitution,
please e-mail or write the authors, who will provide the videotaped interview and transcripts on NCR paper.




