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Good communication skills are essential for an optimal doctor-patient relationship, and also contribute to improved health outcomes.
Although the need for training in communication skills is stated as a requirement in the 1997 Graduate Medical Education Regulations of
the Medical Council of India, formal training in these skills has been fragmentary and non-uniform in most Indian curricula. The “Vision
2015" document of the Medical Council of India reaffirms the need to include training in communication skills in the MBBS curriculum.
Training in communication skills needs approaches which are different from that of teaching other clinical subjects. It is also a challenge
to ensure that students not only imbibe the nuances of communication and interpersonal skills, but adhere to them throughout their
careers. This article addresses the possible ways of standardizing teaching and assessment of communication skills and integrating

them into the existing curriculum.
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ood communication skills are an essential
component of physician-training. Effective
communication between the doctor and the
patient leads to better compliance, better
health outcomes, decreased litigation, and higher
satisfaction both for doctors and patients [1-4]. Some of
the common barriersto good communication include use
of medical jargon, inability to communicatein asimple
language, arrogance, lack of enough time dedicated to
the doctor-patient encounter, and frequent interruptions
whilethe patient is narrating his problems[5-7]. Patients
expect doctors to be supportive, non-judgmental,
empathetic, and open and honest about details of their
illness, choice of treatment, side effects of medication
and expected relief in symptoms[8]. Doctors who listen
actively, encourage their patients to ask clarifying
guestions, check for understanding, and value the
privacy and comfort of their patientsare appreciated [6].
In addition, the non-verbal aspects of communication
such as body language, eye contact, facial expression,
touch, gestures, and interpersonal distance are of
extreme importance in building rapport between the
doctor and the patient [7,9]. Besides clinical interactions
with patients, doctors also have to communicate in
writing for clinical documentation and referrals— all of
which have medico-legal implications. Effective
communication goes a long way in building a
relationship of trust between doctors and patients.

INDIAN PEDIATRICS

NEED FOR TRAINING IN COMMUNICATION AND
INTERPERSONAL SKILLS

Although medical trainees may imbibe some
basic communication skills consciously or sub-
consciously during their clerkship by observing their
peers and senior colleagues, these are far from adequate
to exhibit good communication skills in their
professional careers[10]. Sadly, not all senior physicians
are good role models, nor do they al demonstrate
exemplary communication skillsintheir work eachtime.
During interpersonal interactions in clinical settings,
teachers display both positive and negative role model
behaviors. Though not explicitly taught, these unspoken
messages form part of the ‘hidden curriculum’, which
influences students' development as physicians[11-12].
Further, communication skills need to be reinforced and
practiced frequently throughout the course to be applied
by professionals in their future careers [2,13]. Medical
students themselves, and several professiona
bodies, have acknowledged the need to incorporate
communication skills training within the formal
curriculum [14-16]. The real challenge is to seamlessly
integrate communication skills training with clinical
training. We herein suggest ways to include training
and assessment of communication and interpersonal
skills for Indian medical graduates within the existing
curriculum.
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M oODELS OF COMMUNICATION IN CLINICAL
CONSULTATION

With improved understanding and changing times, models
of communication during clinical consultations have
evolved from simplistic to more complex ones. Some of
these modelsinclude the Bayer Institute for Health Care
Communication E4 Model, the Three Function Model/
Brown Interview Checklist, the Calgary-Cambridge
Observation Guide, the Patient-centered clinical method
and the SEGUE Framework for teaching and assessing
communicationskills[17-21]. Someof thesalient features
of these models are outlined in Table I. Each model
outlinesaframework of clinical consultation that includes
clinical data gathering, rapport building and counseling
about treatment. These serve as guides for trainees and
trainersand al so provide astandardized way of assessing
(and giving feedback) for communicationduring aclinical
consultation. Most models enlist the key steps in
progression of a clinical encounter with component
activitiesthat are observable and measurable.

Since several modelswerein use, aconsensus model
delineating the essential stepsinclinical consultationwas
developed by agroup of representatives of thefivemodels
listed above, that were in contemporary use. This was
called the Kalamazoo consensus statement [22] (Tablel).

While trainees might begin learning the process of
clinical consultation by following the steps of oneor more
models, eventually every physician must devel op his/her
own approach that encompassesall the essential elements.
These should appear as their spontaneous professional
behavior, rather than mechanical adherenceto aprotocol.

COMMUNICATION SKILLS TRAINING SCENARIO IN INDIA

Theacquisition of communication and interpersonal skills
is recognized and documented as a core competency for
physician trainingin many countries[16,23-24]. InIndia,
while this is included as a requirement in the 1997
Graduate Medical Education (GME) regulations of the
Medical Council of India (MCI), not enough concerted
efforts have been made to teach or assess them in most
medical schools [25]. In the absence of proper training,
Indian medical students often have less than adequate
communication skills [26] and the demand for formal
training inthisareahas often been echoed [27-30].

The Vision 2015 document of the MCI reaffirmsthe
need to schedule dedicated time for training in
communication skillsfor Indian medical graduates[31].
They are expected to communicate appropriately with
patients, families, colleaguesand community, and behave
as leaders and members of the health care team and
system. The document proposes atwo-month Foundation
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Course at the beginning of phase 1 where communication
skillstraining isone of the many objectives.

The utility of this concentrated one-time training for
communication skills can be challenged on two counts.
Firstly, communication skillsare best learnt when taught as
part of alongitudinal teaching plan rather than asingle-
occasiontraining[1,2,32]. Thereisevidencein literature
that the communication skills of medical graduates
actually decline over four years of medical school when
not reinforced periodically [2]. A longitudinal program of
communications skills training spread over the entire
MBBScourseisthereforedesirable.

Recently, inapositive move, the M Cl hasintroduced a
modulefor Attitudeand Communication (AT-COM) skills
training inaphased manner [33].

TRAINING IN COMMUNICATION SKILLS

A good communication skillstraining program should be
multi-session and multi-disciplinary, use multiple
methods, and have opportunities for demonstration,
discussion, reflection, practice and feedback [34,35]. A
longitudinal teaching plan which defines the objectives
based on contextual requirementsfor that phase of training
and introduces complexities of doctor-patient
communication sequentialy through the course is
recommended [1,2].

We have tried to outline the different competencies
which can be delivered to medical graduatesin the three
phasesof theMBBScurriculumin Tablel | . Settingsinthe
existing curriculum where all departments can together
teach and assess these competencies have also been
identified (Tablell).

For communication skills training, instructional
methods such as lectures and seminars are less effective
than experiential methods supplemented with feedback
[36,37]. Experientia methods (like role plays, or
interaction with simulated and real patients) are preferred
by students as they help in reinforcing strengths and
identifying weaknesses in the component skills of
communication[8,38]. A brief description of someof these
methodsfollows:

Video recordings: Good quality video recordings of
doctor-patient interactions (real or simulated) can be used
by facilitatorsto stimulate discussions and give feedback
in specific contexts [1,39]. While creating videos, it is
important to takeinformed consent from the patientswho
are filmed, and maintain confidentiality of the doctor-
patient exchange. These recordings must be non-obtrusive
totheactual doctor-patient interaction. Learnerscan aso
consent to record themselves while conducting patient
interviews, and view themselves on camera later. When
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TABLE | MobELS oF COMMUNICATION DURING CLINICAL CONSULTATIONS

Model, year

Essential elementsof doctor-patient interactionsand the constituent actions/behavior *

BIHC Communication
E4Model, 1994 [17]

Three Function Model, 2000[ 18]

Calgary-Cambridge Observation
Guide, 1996 [19]

Patient-centered clinical
method, 1995 [20]

SEGUE Framework, 2001 [21]

Kalamazoo Consensus
statement, 2001 [22]

1

S e o

Engage 2. Empathize 3.Educate 4. Enlist

Datagathering: Gathering datato understand patient’sproblems

« Attentivelistening, open-ended and closed-ended questions, simplelanguage,
facilitating, checking, clarifying, summarizing, etc.

Emotions: Devel oping rapport and responding to patient’semotions

« Reflection, legitimation, understanding, convey empathy, support, partnership, respect

Education and motivation: patient education and motivation (behavior)

« Elicit existing views, educate, negotiate, maotivate, reinforce

Initiating the session

« Establishinginitial rapport: greet, introduce, demonstrate respect

* Identifying thereason(s) for consultation: listen identify problem list

Gathering information

» Exploration of the patient’s problems to discover the biomedical perspective (disease),
essential background history, patient’s perspective (the illness): encourage, listen
attentively, facilitate patient’s responses verbally and non-verbally, clarify, encourage
patient to expressfeelings, ask open-ended and closed-ended questions, pick up verbal and
non-verbal cuesto understand patient’s perspective

Physical Examination

Explanation and Planning

* Providing the correct amount and type of information

 Aidingaccuraterecall and understanding

* Incorporating the patient’s perspective: achieving shared understanding

» Planning: shared decision making

Closing the session

« Summary, contract, safety netting, final check

Assessment of patient’sholistic experience of their health care.

Integration of the concepts of disease and illnesswith an understanding of thewhole person

Finding common ground with the patient

Maintaining afocus on health promotion and disease prevention

Emphasizing the significance of patient-healthcare-practitioner relationship

Beingredistic

Set thestage; 2. Elicitinformation; 3. Giveinformation; 4. Understand the patient’ s pers-

pective; 5. End the encounter; 6. If suggesting anew or modified treatment/ prevention plan

Open the discussion

« Allow the patient to complete his’her opening statement; ¢ Elicit patient’s full set of
concerns, « Establish/maintain apersonal connection

Gather information

» Useopen-ended and cl osed-ended questionsappropriately; « Structure, clarify, summarize
information; « Listen actively using verbal and non-verbal techniques

Understand patient’s perspective

» Explorecontextual factors: family, culture, gender, etc.; » Explorebdliefs; » Acknowledgeand
respond to patient’ sideas, feelings, values

Shareinformation:

» Uselanguagethat patient can understand; » Check for understanding; « Encourage questions

Reach agreement on problemsand plans

» Encourage patient to participatein decisions

» Check patient’swillingnessand ability to follow the plan

* Identify and enlist resources and supports

Provideclosure

» Ask whether the patient has any other issues or concerns

» Summarize and affirm agreement with plan of action

* Each of themodel senlistsseveral micro skillsunder each essential element or behavior. Only some of these have been given here. These
micro skillsmakethe process observable and measurabl e, and facilitate specific feedback. BIHC: Bayer Institutefor Health Care.
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TABLEIl Key CoMMUNICATION COMPETENCIES THAT CAN BE TAUGHT AND ASSESSED IN DIFFERENT PHASES oF THE MBBS

CURRICULUM
TimeinMBBS Key competenciestobe Possiblesettingsin Possibletraining Possible assessment
course delivered existing curriculum methods methods
Phase1

(I-111 semester; - Building rapport with people - Community exposure

- Writing reflections - Grading and feed-

Preclinical andearly - Basicinterviewing and data visits - Roleplays back onreflections
paraclinical) gathering skills: activelistening, - OPD settings - Group discussions
display respect, being mindful; - Communication skills - Group projects
awarenessof barrierstocommuni-  laboratory
cation; non-verbal communication
and body language; awareness of
cultural contextsof patients;
demonstratesempathy
- Demonstrates ability towork
inateam
- Demonstratesrespect for patients,
peers, seniorsand other health care
professionals
Phase2
(IV-VI1I Semester; - Awarenessof professional roles - Clinical postings: OPD - Role plays OSCE
Paraclinical and andresponsibilitiesof aphysician  andwards - Videos Feedback from
early clinical) - History taking and clinical exami- - Community visits - Sessionson pre- trained simulated
nation skills - Lectures scriptionwriting patients
- Demonstratesrespect for patient - Communicationskills - Observingand Mini-CEX
privacy and confidentiality in |aboratory shadowing Grading and
patient care clinicians feedback on
- Awareness of work ethicsand - Practicesessions reflections
medico legal aspects usingreal or simu-
- Takinginformed consent |ated patients
- Proper prescriptionwriting - Writing reflections
- Addressing patient queries about
procedures; explaining diagnostic
and therapeutic optionsto patients
or family members; checking under-
standing when givinginstructions
- Allowing patientsto participatein
decision making; understanding
patient perspectivesand contexts;,
reaching ashared agreement on
treatment options
Phase3
(VI-IX Semester; - Counseling kills: explaining - Clinical postings. OPD - Role plays OSCE
Clinical years+ diagnosisand prognosis and wards - Videos Feedback from
Internship) - Providing health education to bring- Lectures - Observingand trained simulated
about behavioral change - Community visits shadowing patients
- Breaking bad news - Communication skills clinicians Mini-CEX-
- Communicating newsof terminal ~ aboratory - Practicesessions Directly observed
illness withreal or simu- procedural skills
- Ability tomaintain proper docu- lated patients (DOPS)
mentationin health care - Writing reflections - Grading and
feedback on
reflections

these recordings are viewed by trainees on their own, or
discussed with a facilitator, they help in clarifying the
impact of their verbal and non-verbal behaviors.

INDIAN PEDIATRICS

Smulated patients: Trained simulated patient are useful
for learning skills, and can be used multipletimesfor the
same scenario or different scenarios [40]. Simulated
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patients can also be trained to give feedback in some
situations [41]. The appropriate selection of case-
scenarios to match the suitable simulated patient needs
careful attention. Their training has to be ongoing, they
need to be adequately paid and given enoughtimetolearn.
The simulated patient program needs significant
administrative inputs to maintain records, develop case
scenarios and run the sessions.

Role-Plays: Role-plays offer significant practical
advantages over video recording and simulated patients.
Here, one of the studentsenactsaparticular roleinagiven
script and can also improvise on personal responses to
suit the scenario [42,43]. The facilitator and peers give
feedback after the session. Cases can be repeated with
different setsof studentsfor other sessionsand role-plays
do not require any significant training or expense. Role-
plays have the potential to provide opportunity for
rehearsal, improvisation and even marking difficult,
problem cases. One of the main drawbacks of role-play
methodology can be the ability of acting out, especially
sincestudentsare not actors. It may not be easy for themto
comeout of the*doctor’ character tobea’patient’.

TRAINING IN NON-VERBAL COMMUNICATION

Training in non-verbal communication goes hand-in-hand
withtraining inverbal communication. Cliniciansnot only
need to convey the appropriate non-verbal cues through
their body language, but must al so be sensitive enough to
pick up patients’ non-verbal behavior. Many of these
behavior patterns are context-dependent and vary with
cultureand region. Roleplaysand ‘theatre’ haveemerged
as methods of getting the students to reflect and learn
about theimportance of voice, tone or body language[44].
Forum theatre is a new experiential method which can
overcome some of the drawbacks of role-play [45]. It has
beenwidely usedin clinical settings, especially innursing
education [46,47].

Studentstoo have to be aware that besides what they
learn during training sessions, they need to observe
teachers performing in clinical settings. When they
observe gaps between what they see and what they were
taught, they must be encouraged to reflect, so that they
benefit from both positive and negative experiences. Use
of narratives, stories and biographies have been
recommended to teach studentsfor this purpose[48,49].

While avery wide range of behavioral and language
characteristics contribute to good doctor-patient
interactions, most training programs in communication
skillsrevolve around training for specific situations such
as breaking bad news, genetic counseling, handling
specia  situations etc. [13]. Training in generic

INDIAN PEDIATRICS
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competencies of doctor-patient communication, such as
making a patient comfortable and free to express their
thoughts, effective interviewing, active listening,
discussion of treatment optionsare often overlooked or it
is presumed that they have been taught as part of clinical
history taking and management [1]. Assuggested in Table
I, intheinitial years, students should betrainedin basic
interviewing skills. They should gradually be moved to
training in handling specific situations in subsequent
clinical years. A similar building - block approach to
gradually developing a hierarchy of skills has also been
recommended previously [50].

Several medical schools have now established
communication skillslaboratories on thelinesof clinical
skillslaboratories [51]. It isimportant to create learning
opportunitieswithinthe curriculumwhere studentsreceive
feedback to incul cate communication skills[9].

ASSESSMENT OF COMMUNICATION SKILLS

Assessment can be conducted both in an artificia
examination - like situation and in an authentic workplace
situation. A combination of the two is perhaps most
desirable. Assessment in examination situations provides
students appropriate timely feedback, and stimuli to
improve. When conducted in aworkplace situation with
observed feedback, assessment gives studentspracticein
different clinical contexts in a non-threatening
environment.

Assessment of communication skillscan be designed
toconformtothedesiredlevel of theMiller’spyramid [52].
While written assessments can theoretically test the
‘knows’ and ‘knows how’ levels, there islittle point in
granting much interpretative value to these tests, as the
communication skills of aperson are more aresult of his
attitude and behavior than his knowledge. It is more
relevant to assess what a student is likely to do (‘ shows
how’) or what he actually does (‘does’) in a certain
situation. This requires careful observation of student
behavior. Several methods such as Objective Structured
Clinical Examination (OSCE), Mini-clinical Evaluation
Exercise (mini-CEX), videotaped doctor-patient
interactions, Multisource feedback and observed
encounters with simulated patients have been used for
assessing communication skills[2,53,54]. Both, OSCE and
mini-CEX arefeasible, versatile and efficient in settings
with significant clinical workload.

The OSCE conformsto the level 3 (‘ shows how’) of
Miller’spyramid and workswell for formative assessment
as well as for summative assessment. When designing
OSCE stations, it is recommended to have integrated
stations where several competencies are assessed
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together. Communication skillsare highly contextual (e.g.,
talking about introducing semisolids in diet is totally
different from talking about the need for adopting family
planning methods), and therefore assessment should be
conducted contextually rather than in isolated
communication OSCE stations. Communication skillscan
betested at the history taking, physical examination and
counseling stations [27, 55]. Global rating scales are
preferred to checklists when assessing communication
skills.

Mini-CEX is another versatile method suited to
observing multiplereal-life clinical encountersinthe out-
patient, in-patient and emergency settings. It assesses
performance and action rather than competence, and
includes the provision for immediate feedback. The
standard rating form used in mini-CEX encounter has at
least three items that contribute to assessment of
communication skills (medical interviewing skills,
humanistic qualities/professionalism, counseling skills).
Multiple observations by multiple faculty memberswill
provide reliability to the assessment. Itsusein Indiahas
already been reported [56]. The potential of mini-CEX to
assess communication skillsis perhapsyet underutilized
and deservesthe attention of medical teachers.

Rating tools and feedback: Many assessment tools have
been developed which can be used by students
themselves (self-reporting scales), external raters (or
observing faculty) or by patients. The evaluation criteria
for these scales are based on the Kalamazoo Consensus
Statement that defines seven essential elements of
physician-patient communication [54].The selection or
designing of an assessment tool must be done in
accordance with the objectives, elementsto betested, the
users, and the context. Morethan anything el se, it requires
moving away from staunch ‘objectivity’ in assessment;
and instead, incorporating the crucial ‘subjective
component of expert opinion. Multiple assessments by
multiple assessors using multiple contexts have been
shownto bemorereliable despitebeing ‘ subjective’ inthe
traditional sense. Inthe present Indian context, formative
assessments provide the best opportunity for assessing
communication skills and providing developmental
feedback to the students. Their inclusion in the summative
assessment and the weightage all otted to them need to be
worked out through consensus.

FACULTY TRAINING

Faculty must develop a consensus on which component
skills of communication areto be tested before choosing
the appropriate combination of assessment methods for
the purpose. The assessors must be trained in their jobs
and the tools to be used must be validated before use. A

INDIAN PEDIATRICS
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logical approach for communication skillstraining isto
include stakehol derswho are most directly involved —the
students, the faculty, and the patients [54]. Trainers for
com-municationsskillscan bemedical school faculty from
multipledisciplines, speciaistsin communication such as
psychologistswith interest in medical sciencesor general
practitioners with an interest in medical communication
[1,57]. In addition, nurses, paramedical staff or trained
personnel can be used in selected situations. Assessors
should not only betrained in use of assessment tools, but
alsointheskill of observation and feedback. A standard
workshop-based training of trainers needs to be
devel oped based on national needs. This should provide
faculty trainers with the background and practice on
facilitation skills [58].This will also promote use of
standard training and assessment practices that are
essential to sustain learning. Faculty development
sessions are also desirable for al faculty members of
medical schoolssinceitincreasestheir self-awarenessas
teachers[59].

TRANSFER OF SKILLSTO THE WORKPLACE

Onechallengewithformal communication skillstrainingin
medical schoolsisthe gap that students observe between
the communication patterns taught in training situations
and the actual behavior of physiciansin clinical settings
[60]. Thiscan beamajor barrier to transfer of training. A
possible strategy to remove this barrier could be
integration of clinical and communication skillsteachingin
clinical situations.

Further, faculty membershaveto be sensitized to the
“hidden curriculum’ and must be aware that they arerole
models who are knowingly or unknowingly imparting
training in communication skillswhile providing clinical
care.

Having good communication skillsisthe cornerstone
of being a good physician. Teaching and assessment of
communication skillsneed to be consciously promoted by
faculty of all disciplines during undergraduate training.
Further, unless assessment of communication skills is
emphasi zed both in workplace and examination settings
throughout themedical curriculum, thesewill berel egated
toaforgotten corner.
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