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ABSTRACT
Background. We aimed to develop a teaching–learning

and evaluation programme on communication skills for
interns. Core competency areas for focused communication
skills training and assessment were identified to achieve the
obective. We then assessed the identified competencies
among interns using objective structured clinical examination
(OSCE), before the start of internship.

Methods. Five core areas for focused training and
evaluation were identified on the basis of responses of
practising physicians in local settings. OSCE stations were
developed for evaluation based on the identified competency
areas. A pre-test OSCE was administered to 30 interns.

Results. Five core areas selected for training and evaluation
were: (i) communicating with a parent resistant to immuni-
zation; (ii) interacting with a patient who has psychosomatic
complaints; (iii) explaining risks and procedures; (iv) breaking
bad news; and (v) communicating with patients and bystanders
in a casualty setting. Thirty of 160 interns were selected to
participate in the OSCE before the training (pre-test). The
lowest score was for breaking bad news. Scores indicated that
explaining risks and procedures, communicating in a busy
casualty setting and dealing with psychosomatic complaints
were areas that required extensive training and practice.

Conclusions. We were able to identify core competency
areas for focused training and evaluation of communication
skills suited to the local context and used OSCE to evaluate
the skills before the start of internship.

Natl Med J India 2017;30:332–6

INTRODUCTION
Communication skills play a key role in healthcare and are a core
aspect of clinical competence. In traditional medical teaching
this skill is acquired through experience. However, with
experience one tends to adopt certain behaviours and adhere
to one’s own model of communication without realizing the
drawbacks of the ‘traditional models’.1 Communication skills
are not taught in most Indian undergraduate or postgraduate
medical courses, and it is considered that in a busy outpatient
department, such skills may not be optimally applied.2 Though
it is simple to incorporate sessions on communication skills in

the teaching schedule, hardly any attempt is made to do so.3

Evidence from western countries suggests that communica-
tion skills can be taught during undergraduate and postgraduate
courses, are learnt, but are easily forgotten, if not practised
regularly. The teaching method should be experiential since it
has been shown that instructional methods do not give the
desired results. ‘The contents of communication skills courses
should primarily be problem defining’.4

The training in communication skills needs to  start at the
undergraduate level and continued till internship to ensure
competency of a doctor. The curriculum on communication
skills focuses on ‘breaking bad news’ while neglecting more
crucial and commonly encountered issues related to patient
compliance and education in the ambulatory setting. The Medical
Council of India’s Vision 2015 document emphasizes the need
to include communication skills in the medical curriculum.5 If
this is to become a requirement in Indian medical schools, a
context-sensitive curriculum needs to be developed. Patients in
Indian outpatient clinics often come from varied backgrounds,
with differences in the spoken language, culture, education and
social context. A doctor is therefore required to individualize the
information depending on the background of the patient.6

A systematic approach needs to be adopted for developing
an effective curriculum for communication skills.  This can be
done by designing a teaching–learning methodology with
emphasis on the content and process of communication skills
training relevant to the local context using a mix of experiential,
problem-based and didactic methods—the three complementary
approaches to maximize learning.1,7,8

It is well known that assessment drives learning and
‘assessment is the curriculum as far as the students are
concerned’.9,10 Objective structured clinical examination (OSCE)
was introduced in medicine in the late 1970s as a tool for
ensuring standardization and psychometric stability in the
assessment of clinical skills. This method has been found to add
to ward-based teaching. Students require more opportunities to
practise in a controlled environment, before being exposed to
a clinical setting.11,12

A review of the literature shows that OSCE has increasingly
become an acceptable format to assess objective clinical
competencies in medical education, as well as to examine some
isolated skills and providing immediate feedback.12,13

Professional actors have been trained to play the role of patients
and this practice is common in assessments of health
professionals.14

A systematic review of 109 published articles by Hauer et al.
suggests that students learn behaviour change consultation
through active, realistic career and feedback systems within
authentic clinical work settings.15 Yedidia et al. used a
10-station OSCE with standardized patients (SPs) to quantify
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improvement or deterioration in communication skills after a
group of students participated in formal teaching sessions that
focused on these skills.16

Since the publication of the Calgary Cambridge guidelines in
1998 and developments over the past two decades, many
organizations at all levels of medical education and across a
wide range of specialties have adopted the guidelines to underpin
their communication skills programmes. Institutions throughout
the world have used this guide as a primary teaching resource,
an assessment tool or research instrument.1

Traditional models practised by many at present focus
entirely on diagnosis and management plans that are doctor-
centred and paternalistic. Though long lists of communication
skills models with emphasis on ‘Evidence-based communication’
are being used in clinical practice, we selected the Calgary
Cambridge model for this study since it recognizes content
skills separately from the process and perceptive skills. We
aimed at assessing the process and perceptive skills of residents
through observations during communication.

A communication skills teaching programme was introduced
for interns with no prior training during their undergraduate
years, at the start of the internship. Since the interns had no
formal training we had to find out to what extent they had
imbibed the scientific principles of communication in traditional
teaching. Evaluation was done using OSCE stations with
checklists based on the Calgary Cambridge guidelines modified
to the local setting with simulated patient encounters based on
identified difficult-to-communicate scenarios.

METHODS
Identifying core competency areas to assess communication
skills of interns relevant to the local context was the first step.
We also assessed the communication skills of interns using
OSCE stations on the basis of scenarios identified before a
structured training in communication skills.

Identifying core competency areas
We administered a semi-structured questionnaire to 45 doctors
working in peripheral healthcare settings (district hospital,
community health centres and primary health centres). Along
with feedback on their perception on the need for training in
communication skills, they were also asked to make a list of
difficult-to-communicate situations in routine doctor–patient
interactions in our local healthcare setting. Responses were
grouped under different themes. Based on this, five major areas
were identified for training and evaluation.

Developing OSCE stations based on identified scenarios
An expert panel of faculty from the medical education unit was
consulted and OSCE was decided as a tool to evaluate skills
before the start of training.

Each station theme was thoroughly discussed and a clinical
scenario created towards an OSCE (Table I) by following the
widely accepted basic framework of communication skills,
‘Calgary Cambridge guidelines’. Checklists were developed for
each scenario to address possible cultural bias and cultural
specificities that may need to be accounted for in applying it in
different contexts. These were revised according to suggestions
relevant to the clinical and cultural context. Items in each
checklist were examined rigorously. All faculty members agreed
upon the final checklist items, thereby ensuring good face
validity.

Rating scales consisted of scores assigned to each item
based on performance consisting of Good/yes (2), Adequate/
yes but (1), and Not done/inadequate (0) for each item. ‘Simulated
patients’ were trained on enacting the clinical situation under
supervision of the expert panel. Senior residents from five
clinical departments (e.g. physical medicine, surgery, paediatrics,
community medicine and medicine) acted as simulated patients.
Examiners were 10 experts from clinical departments who were
well versed with the checklist. Each station was allotted 10
minutes.

Each OSCE station was pilot-tested (for construct validity)
using examinees who were junior residents from clinical
departments and had undergone training in communication
skills at their induction. Ten experts watched the residents’
performance at each station. Internal consistency of the checklist
items and inter-rater reliability of the OSCE stations were
assessed.

Assessing interns’ communication skills
Of the 160 interns enrolled for the communication skills training
for pre-test assessment of communication skills, 30 were selected
by systematic random sampling. Before the training, these 30
interns were assessed using OSCE and their scores were noted.

Data analysis
Data were compiled and analysed using SPSS Version 16. Pre-
test OSCE scores were calculated.

RESULTS
The five core areas selected for OSCE station development
based on practising physicians’ responses were: (i) communi-
cating with a parent resistant to immunization; (ii) interacting
with a patient who has psychosomatic complaints; (iii) explaining
risks and procedures; (iv) breaking bad news; and (v) communi-
cating with patients and bystanders in a casualty setting. The
majority of practising physicians suggested that breaking bad
news was a communication skill that needed to be focused on.

Based on the core competency areas, five OSCE stations
were developed. All the OSCE stations had a Cronbach alpha
of >0.5 in relation to the checklist items. Inter-rater reliability of
each station was over 0.5 on calculating the intra-class correlation
(ICC) scores.

The 30 interns then participated in the pre-test OSCE. The
lowest score was for breaking bad news (Table II). Scores
indicated that explaining about risks and procedures, communi-
cating in a casualty setting and interacting with patients who
had psychosomatic complaints were areas that needed emphasis
as well as extensive practice.

DISCUSSION
The success of physician–patient relationships is predicated
on effective communication. A common scenario, irrespective
of the cultural context, is when a physician must deliver bad
news to a patient or family, deal with patients who are angry or
seeking drugs, or handle patients who do not adhere to treatment
due to financial concerns.17,18 Over the years, practitioners have
attempted to discover more successful and empathic responses
to address the needs of the ‘difficult’ patient. Recently, it has
been recognized and generally accepted that the ‘difficulty’ in
caring for patients frequently arises out of an interactional
process between the patient and the caregiver. This under-
standing requires self-awareness among practitioners as well
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as reflection about motivations and responses to difficult
clinical encounters.19–21 Based on this principle, we identified
five core areas towards improving communication of interns.

Though one may criticize that skills developed in a western

setting are unsuitable to our cultural context, we realized in the
process of constructing the checklists that we do practise most
skills in our day-to-day practice and almost all skills are essential
in any culture. Our experience of using the Calgary Cambridge

TABLE I. Sample format of two communication skills objective structured clinical examination (OSCE) stations
Skill Scenario Expected response Curriculum reference

Communication Counsel a 38-year-old woman with Candidates are expected to provide a Communication
stage III breast cancer for whom thorough explanation to the patient
total mastectomy and radiation is regarding the planned treatment and Prioritization and decision-making
planned recommended management
You have been provided with a Professionalism
simulated woman patient

Communication Counsel and motivate the mother Candidates are expected to counsel Communication
of a 5-year-old non-immunized child. and motivate the mother to
The health worker reports that immunize her child demonstrating Professionalism
both strongly resist immunization empathy and not being judgemental
You have been provided with a
simulated parent encounter

Explaining risks and procedures*
Score: Good/Yes (2) Adequate/Yes, But (1) Not done/inadequate (0)
Register No./Name:
Greets the patient
Demonstrates respect
Confirms problems
Negotiates agenda (what is planned to be done)
Listens attentively to what patient has to say
Gives information in chunks and checks
Encourages patients to voice ideas and beliefs
Organizes explanation
Uses repetition and summarizing
Uses clear language
Checks patient understanding
Explores management options
Empathizes and support
Appears confident
Contracts (decide regarding further steps)
Summarizes briefly
Final check: Checks that patient agrees and is comfortable with plan

Resistance to immunization*
Score: Good/Yes (2) Adequate/Yes, But (1) Not done/inadequate (0)
Greets the mother
Demonstrates respect
Listens attentively to mother’s opening statement without interrupting or directing her response
Encourages mother to tell her problems
Uses open and closed questioning
Listens attentively
Facilitates mother’s response verbally and non-verbally
Actively determines and explores mother’s ideas
Demonstrates appropriate non-verbal behaviour
Demonstrates confidence
Is non-judgemental or overly critical of mother’s views
Uses empathy and provides support
Explains the rationale for her/his comments
Gives explanation at appropriate time (avoids giving premature advice, opinions/information)
Uses simple language
Checks mother’s understanding and acceptance of explanation and choices rather than gives directives
Negotiates mutually acceptable plan
Summarizes session briefly
Encourages the parent to discuss any additional points and provides an opportunity to do so
* Checklists based on Calgary Cambridge guidelines adapted and validated to local settings
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