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ducational authorities have been calling for improved
hysician-patient communication for decades, yet stu-
ents and residents seem to feel less prepared than ever
or difficult situations with patients, and patients are
ecoming less satisfied with physician communication
kills.1,2 The Association of American Medical Col-
eges (AAMC) made communication central to its

edical Schools Outcomes Project,3 requiring medical
tudents to pass a clinical skills examination as part of
he United States Medical Licensing Examination
USMLE) Step 2. The clinical skills examination in-
ludes components of communication,4 but there is a
aucity of data on the best methods to teach such
kills.5,6 A recent large and costly intervention using a
eneral communication skills curriculum resulted in
nly a 5% improvement in student scores.7 Most of the
ublished approaches to the teaching of communication
uffer from being vague, teacher-dependent, and non-
eproducible. For instance, the Kalamazoo Consensus
tatement on the essential elements of medical com-
unication in medical encounters delineates 7 tasks,

ncluding “build the doctor-patient relationship” and
understand the patient’s perspective.”8 More recently,
he Accreditation Council for Graduate Medical Edu-
ation (ACGME) expanded its recommendations for
ommunication competencies to include language such
s “Be ‘present,’ paying attention to the patient” and

Requests for reprints should be addressed to Anna Headly, MD,
FA, Director of Undergraduate Medical Education, Internal Med-

cine, UMDNJ/Robert Wood Johnson Medical School, 401 Haddon
venue, Room 242, Camden, NJ 08103.
aE-mail address: anna.headly@umdnj.edu.

002-9343/$ -see front matter © 2007 The Association of Professors of Me
oi:10.1016/j.amjmed.2007.06.024
Demonstrate effective listening by hearing and under-
tanding in a way that the patient feels heard and
nderstood.”9 While these goals are admirable, they are
ot particularly useful when a student interacts with a
atient. What students typically ask when given such
ague guidelines is, “But what should I say?”

Effective physician-patient communication is cen-
ral to patient care, and should therefore be a major
mphasis of medical education. Yet teaching commu-
ication skills has historically been relegated to a sub-
omponent of other curricula or limited to the basics of
edical interviewing.10,11 The result is that most US
edical graduates report little training (and less com-

ort) in end-of-life communication skills; most resi-
ents lack competence in delivering bad news and are
nskilled in the use of interpreters; and physician-in-
raining scores of physician-patient communication in
he primary care setting declined from 1996 to
999.1,2,12,13 Not only is patient satisfaction affected by
oor communication skills, but there is a significant
orrelation between effective physician-patient com-
unication and improved health outcomes as well as

eductions in malpractice claims.14,15

Educators have shied away from the idea of “teach-
ng to the test” when it comes to communication skills,
et this reluctance leaves physicians-in-training ill-
quipped when they are, in fact, tested.7,16 This is
specially true for “higher order” communication skills;
ducators tend to approach emotionally charged discus-
ions as very different from “routine” medical inter-
iewing. For example, multiple sources give remark-

bly similar lists of specific questions to ask patients

dicine. All rights reserved.
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bout chest pain (location, duration, timing, exacerbat-
ng and alleviating factors, quality, specific associated
ymptoms, etc), but very little advice is available on how
o tell patients the diagnosis. When physicians-in-training
nter into difficult discussions, they are forced to do so
nrehearsed, which is a disservice
o both the physician-in-training
nd the patient (and imparts the
alse message that “routine” inter-
iewing is not emotionally difficult
or physicians or patients).

Physician-in-training confidence in
heir general social communication
kills might actually hamper perfor-
ance in clinical interactions,17

hich should not be surprising, as a
erson who is good at small talk in
ocial settings may believe that con-
ecting with patients is no different.
et if physicians-in-training never practice saying “I’m

fraid I have some bad news,” they are likely to find
hemselves at a loss when the time comes to relay bad
ews to a patient. Some small studies have shown that
racticing communication skills tailored to specific sit-
ations can improve performance,13,18-20 and a random-
zed controlled trial in which residents were given step-
y-step instruction and practice in interviewing for
pecific situations demonstrated improvement in resi-
ents’ abilities to conduct the medical interview.21 The
eneral Internal Medicine Generalist Educational
eadership (GIMGEL) Group has published practical

ecommendations on clinical teaching of psychosocial
spects of patient care, which includes some specific
uestions addressing topics such as health literacy (“A
ot of people have trouble reading things they get from
he doctor because of all the medical words. Is it hard
or you to read the things you get here?”).22 Specific
tatements made by clinicians enhance the satisfaction
f critically ill patients’ families (eg, assurances that the
atient will be comfortable and will not suffer).23 The
ext step is the development of a comprehensive cur-
iculum based on clear statements such as these. Stu-
ents need concrete, situation-specific tasks from which
hey can build communication skills.

The topic of physician-patient communication is
road, but it can be broken down into specific teachable
omponents. For example, breaking bad news and con-
ucting end-of-life discussions are important situations
n which young physicians typically feel the most ill-
repared.12,24 Communicating with patients who have
imited English proficiency is a rapidly growing prob-
em. Discussing risks and benefits of procedures and
btaining informed consent has been emphasized by the
S Agency on Healthcare Research and Quality as vital

o patient autonomy and safety.25 These topics, while

PERSPECTIVE

● Effective ph
tion is centr

● Communicat
emphasis of

● Communicat
tool in medi
eyond the basics of the initial medical interview, still M
end themselves to relatively simple scripts. The tasks
hould be specific and concrete, such as in the suggested
ample scripts provided in the Table.26,27 Although exact
tatements made in each particular scenario will differ—
btaining informed consent for an HIV test is different

than obtaining it for a high-
risk surgical procedure—
the specific tasks them-
selves (eg, explaining the
diagnosis or the problem
and explaining the proposed
procedure) are fairly uni-
form. Educators will dis-
agree about the most impor-
tant scenarios to teach or the
appropriateness of individ-
ual tasks, and the suggested
scripts in the Table are in-
tended to provoke discus-

ion and new suggestions. Nevertheless, the underlying
ypothesis—that communication skills should be taught
y giving physicians-in-training explicit step-by-step
kills rather than attempting to impart abstract concepts or
ttitudes—is not dependent on which particular tasks or
ituations are addressed. Some critics may argue that this
pproach risks creating automatons that mouth rigid
cripts and ignore all the subtleties present in a patient
nteraction. On the contrary, giving students tools for and
ractice in making the kinds of statements that are known
o be effective in specific situations will help students
nlock the mysteries of difficult patient interactions and
o on to build unique physician-patient relationships.

If communication tasks were taught in the same way
s other skills in medicine, using concrete algorithms
hat students can adapt and build on as they mature in
heir clinical abilities, it could markedly change current
ducational practice. For instance, master clinicians
ould have a formal structure in which to teach inter-
ersonal skills. Such experts have developed commu-
ication skills through experience and mentoring; they
ll have “scripts” to use in certain situations and it is
ikely that their scripts share many common ele-
ents.28,29 Several of the articles in the Annals of

nternal Medicine series, “Words that Make a Differ-
nce,” include brief scripts,27,30-33 such as, “I am hop-
ng for the best. I think that, at the same time, we need
o prepare for the worst.”30 If more of these scripts
ould be compiled, they would be a tremendous re-
ource for physicians-in-training. These scripts need
ot be only written—video scenarios of clinicians in
ction could help bring the scripts to life.

The current state of knowledge in medical commu-
ication education lags far behind that of other educa-
ional interventions. There is a notable lack of scholarly
ssessment of medical communication instruction.
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are, but they also should insist on evidence-based
ducation. A great deal of curriculum development is
ccurring in the country, but it is rarely subjected to
ontrolled evaluation, meaning that there is almost no
vidence upon which to select elements of a curricu-
um. Adding elements to a curriculum comes at an
xpense in terms of both time and money,34 so educa-
ors need to know what works and what does not.
owever, for rigorous evaluation of communication

eaching methods to be possible, a generally agreed-
pon set of critical elements of communication in dif-
erent settings needs to exist.

Once a communications curriculum is constructed,
ethods are already in place for teaching and eval-

ating it. Role-playing is an effective technique for
eaching communication skills to medical stu-
ents35-38 as are standardized patient workshops.39

atching clinicians at work is an invaluable learning
xperience and while it is unfortunately not feasible
or every physician-in-training to be apprenticed to
n expert communicator, the use of digital teaching
ormats shows promise.40 Objective structured clin-
cal examinations (OSCEs) are a widely accepted
xamination technique for clinical competence, in-
luding competence in communication.41-43 More-
ver, OSCEs are similar in format to the clinical

Table Sample Scripts for Specific Patient Encounters26,27

Giving bad news:
Sit down facing the patient, if possible; do not stand ov
Mention the purpose of the meeting: “I’m going to go o
Set the stage: “I’m afraid I have some bad news.”
Give the news unequivocally: “The test showed that you
Stay silent while the patient absorbs the news.
Touch the patient (on the hand, arm, or shoulder only)
Find out what the patient knows: “Tell me what you kno
Show empathy: “I wish I had better news.”
Make a plan for the next step: “Here’s what’s going to h

Informed consent:
Explain the diagnosis or the problem: “You’ve been havin

your heart.”
Explain the proposed procedure: “We’d like to do someth
Explain the risks of the procedure: “We do everything as

things can go wrong . . .”
Explain the benefits of the procedure: “The reason I’m re

if your heart is okay, or if you have a blockage somew
Make sure the patient understands that it is up to him o

and you don’t have to do this if you don’t want to. Th
Ensure understanding: “Can you tell me in your own wor

Working with an interpreter:
Determine whether an interpreter is needed: “How is you
Do not use a family member unless the patient insists an
Do not use a minor child.
Speak in the first person to the patient: “Tell me what b
Look at the patient, not the interpreter or the phone.
Speak in short phrases.
Redirect the interpreter if necessary: “Please translate ev
kills examination portion of USMLE Step 2.4
New guidelines are mandating that medical educa-
ion incorporate ideals of patient-centered care, eth-
cs, professionalism, and humanism, and communi-
ation skills are central to all of these ideas. To date,
o method for achieving these goals has been de-
cribed. Although it is admittedly hard to teach appro-
riate behavior and harder still to measure it,44 reaching
consensus on the framework of appropriate commu-

ication would provide medical educators with a com-
on starting point and provide students with the skills

o hit the right notes with patients.

CKNOWLEDGMENT
he author thanks Michael Picchioni, MD, and Joshua
. Metlay, MD, for their helpful comments on earlier
rafts of this essay.

eferences
1. Ury WA, Berkman CS, Weber CM, et al. Assessing medical

students’ training in end-of-life communication: A survey of
interns at one urban teaching hospital. Acad Med. 2003;
78(5):530-537.

2. Murphy J, Chang H, Montgomery JE, et al. The quality of
physician-patient relationships. Patients’ experiences 1996-1999.

ient or sit on bed.
test results with you now.”

e ______.”

ems appropriate.
t this illness.”

next.”

st pain, and we don’t know if this pain is coming from

lled a heart catheterization . . .”
lly as possible, but even when we do everything right,

ending that you have this done is because it will tell us
at needs surgery or another procedure.”
o decide: “I’m recommending this, but you are in charge,
other things we can do if you don’t want this.”
t I’ve just explained about this procedure?”

ish?”
rly understands that another interpreter can be obtained.

ou here.”

ng the patient is saying.”
er pat
ver the

do hav

if it se
w abou

appen

g che

ing ca
carefu

comm
here th
r her t
ere are
ds wha

r Engl
d clea

rings y

erythi
J Fam Pract. 2001;50(2):123-129.



1

1
1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

915Headly Communication Skills
3. Association of American Medical Colleges. Contemporary Is-
sues in Medicine: Communications in Medicine. Report III. Med-
ical School Objectives Project, Washington, DC: 1999.

4. United States Medical Licensing Examination. USMLE Bulletin
of Information. Online. http://www.usmle.org/bulletin/default.
htm. Accessed June 26, 2007.

5. Buyck D, Lang F. Teaching medical communication skills: A
call for greater uniformity. Fam Med. 2002;34(5):337-343.

6. Gorter S, Rethans JJ, Scherpbier A, et al. Developing case-
specific checklists for standardized-patient-based assessments in
internal medicine: A review of the literature. Acad Med. 2000;
75(11):1130-1137.

7. Yedidia MJ, Gillespie CC, Kachur E, et al. Effect of communi-
cations training on medical student performance. JAMA. 2003;
290(9):1157-1165.

8. Makoul G. Essential elements of communication in medical
encounters: The Kalamazoo consensus statement. Acad Med.
2001;76(4):390-393.

9. Rider EA, Keefer CH. Communication skills competencies: Def-
initions and a teaching toolbox. Med Educ. 2006;40(7):624-629.

0. Brotherton SE, Rockey PH, Etzel SI. US graduate medical edu-
cation, 2002-2003. JAMA. 2003;290(9):1197-1202.

1. Brody B. The script. N Engl J Med. 2006;355(10):979-981.
2. Eggly S, Afonso N, Rojas G, et al. An assessment of residents’

competence in the delivery of bad news to patients. Acad Med.
1997;72(5):397-399.

3. Lee KC, Winickoff JP, Kim MK, et al. Resident physicians’ use
of professional and nonprofessional interpreters: a national sur-
vey. JAMA. 2006;296(9):1050-1053.

4. Stewart MA. Effective physician-patient communication and
health outcomes: A review. CMAJ. 1995;152(9):1423-1433.

5. Levinson W. Doctor-patient communication and medical malprac-
tice: Implications for pediatricians. Pediatr Ann. 1997;26(3):186-
193.

6. Hanna M, Fins JJ. Viewpoint: Power and communication: Why
simulation training ought to be complemented by experiential
and humanist learning. Acad Med. 2006;81(3):265-270.

7. Humphris GM. Communication skills knowledge, understanding
and OSCE performance in medical trainees: A multivariate pro-
spective study using structural equation modelling. Med Educ.
2002;36(9):842-852.

8. Colletti L, Gruppen L, Barclay M, Stern D. Teaching students to
break bad news. Am J Surg. 2001;182(1):20-23.

9. Henwood PG, Altmaier EM. Evaluating the effectiveness of
communication skills training: a review of research. Clin Per-
form Qual Health Care. 1996;4(3):154-158.

0. Siegal HA, Cole PA, Li L, Eddy MF. Can a brief clinical
practicum influence physicians’ communications with patients
about alcohol and drug problems? Results of a long-term follow-
up. Teach Learn Med. 2000;12(2):72-77.

1. Smith RC, Lyles JS, Mettler J, et al. The effectiveness of inten-
sive training for residents in interviewing. A randomized, con-
trolled study. Ann Intern Med. 1998;128(2):118-126.

2. Kern DE, Branch WT, Jr, Jackson JL, et al. Teaching the psy-
chosocial aspects of care in the clinical setting: Practical recom-
mendations. Acad Med. 2005;80(1):8-20.

3. Stapleton RD, Engelberg RA, Wenrich MD, et al. Clinician
statements and family satisfaction with family conferences in the
intensive care unit. Crit Care Med. 2006;34(6):1679-1685.

4. Fraser H, Kutner J, Pfeifer M. Senior medical students’ percep-
tions of the adequacy of education on end-of-life issues. J Palliat

Med. 2001;4(3):337-343.
5. Pizzi L, Goldfarb N, Nash D. Making health care safer: a critical
analysis of patient safety practices. AHRQ Evidence Report/
Technology Assessment. 2001;43:546-554.

6. Gordon G. Giving bad news. In: Behavioral Medicine in Primary
Care (2nd Edition). Feldman MD, Christensen JF (eds). New
York, NY: Lange Medical Books, 2003.

7. Quill TE, Arnold RM, Platt F. “I wish things were different”:
Expressing wishes in response to loss, futility, and unrealistic
hopes. Ann Intern Med. 2001;135(7):551-555.

8. Klitzman R. Improving education on doctor-patient relationships
and communication: Lessons from doctors who become patients.
Acad Med. 2006;81(5):447-453.

9. Sargeant J, Mann K, Sinclair D, et al. Learning in practice:
Experiences and perceptions of high-scoring physicians. Acad
Med. 2006;81(7):655-660.

0. Back AL, Arnold RM, Quill TE. Hope for the best, and prepare
for the worst. Ann Intern Med. 2003;138(5):439-443.

1. Back AL, Arnold RM, Tulsky JA, et al. On saying goodbye:
Acknowledging the end of the patient-physician relationship
with patients who are near death. Ann Intern Med. 2005;142(8):
682-685.

2. Baker LH, O’Connell D, Platt FW. “What else?” Setting the
agenda for the clinical interview Ann Intern Med. 2005;143(10):
766-770.

3. Levinson W, Cohen MS, Brady D, Duffy FD. To change or not
to change: “Sounds like you have a dilemma”. Ann Intern Med.
2001;135(5):386-391.

4. Kelly M, Murphy A. An evaluation of the cost of designing,
delivering and assessing an undergraduate communication skills
module. Med Teach. 2004;26(7):610-614.

5. Benbassat J, Baumal R. A step-wise role playing approach for
teaching patient counseling skills to medical students. Patient
Educ Couns. 2002;46(2):147-152.

6. Brady D, Schultz L, Spell N, Branch WT Jr. Iterative method for
learning skills as an efficient outpatient teacher. Am J Med Sci.
2002;323(3):124-129.

7. Rosenbaum ME, Kreiter C. Teaching delivery of bad news using
experiential sessions with standardized patients. Teach Learn
Med. 2002;14(3):144-149.

8. Skelton JR, Matthews PM. Teaching sexual history taking to
health care professionals in primary care. Med Educ. 2001;35(6):
603-608.

9. Haist SA, Griffith IC, Hoellein AR, et al. Improving students’
sexual history inquiry and HIV counseling with an interactive
workshop using standardized patients. J Gen Intern Med. 2004;
19(5 Pt 2):549-553.

0. Solomon DJ, Ferenchick GS, Laird-Fick HS, Kavanaugh K. A
randomized trial comparing digital and live lecture formats. BMC
Med Educ. 2004;4(27).

1. Vu NV, Barrows HS. Use of standardized patients in clinical
assessments: Recent developments and measurement findings.
Educational Researcher. 1994;23(3).

2. Hodges B, Turnbull J, Cohen R, Bienenstock A, Norman G.
Evaluating communication skills in the OSCE format: Reliability
and generalizability. Med Educ. 1996;30(1):38-43.

3. Yudkowsky R, Downing SM, Sandlow LJ. Developing an insti-
tution-based assessment of resident communication and interper-
sonal skills. Acad Med. 2006;81(12):1115-1122.

4. Moorhead R, Winefield H. Teaching counseling skills to fourth-
year medical students: A dilemma concerning goals. Fam Pract.

1991;8(4):343-346.

http://www.usmle.org/bulletin/default.htm
http://www.usmle.org/bulletin/default.htm

	Communication Skills: A Call for Teaching to the Test
	ACKNOWLEDGMENT
	References


