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Chapter I: Introduction

1.1. Introduction.

““Medicine is an art whose magic and creative ability have long been recognized as
residing in the interpersonal aspects of patient-physician relationship’’ ")

EATY

The foundation of a quality healthcare service is the patients’ “trust” in the
healthcare, which is nurtured by the doctor patient relationship. Along with the proper
medical knowledge and competent skillset, a doctor duly needs to demonstrate
humanity, healthy behaviour, as well as sensible communication with patients which
can build the sustainable ‘trust’ in the treatment offered by that doctor. The current
medical education is enormously focused on providing competent medical knowledge
in the anticipation of making competent doctors. Competencies focused on
developing empathy in graduating doctors is required in medical education but those
are not observed evident in the current scenario. The curricular learning of practical
skills is offered up to an extent of fulfilment of academic competencies. The focus of
training has been the intellectual development of the trainee and very little importance
has been given to the development of emotional intelligence of the trainee. Very little
emphasis has been to given to teach, grade, learn, develop, and demonstrate the
appropriate attitude, behaviour and communication before graduation. Although the
medical education did recently start emphasizing on the significance of doctor- patient
communication and did start incorporating teaching of communication skills in many

undergraduate and postgraduate programmes, still it is in its infancy in India. 1]

Over the years, the focus on providing holistic healthcare is thinning among
medical students. Whether the students are the undergraduate students or the interns,
junior or the senior resident doctors, their life has become busy and stressful which
has influenced their lifestyle and thought process. Medical education has not been
instrumental in initiating, endorsing and developing sensible attitude and conducive
approach towards their patients. Unhealthy eating habits, lack of nourishing food,
sleep, rest, overwhelming curricular workload and clinical workload due to the huge
number of patient’s intake incurring the paucity of per patient time, made it next to
impossible to learn communication skills without any formal training. The trainees

need to develop mindfulness, which will help them to focus on the present moment




and make them aware of the happenings around them. If this happens, they will be
able to become attentive and thereby, their ability to grasp good skills will improve.
Mindfulness will help the trainees to get involved in their work. This will help them
to look at their patients in a holistic manner and refrain them from considering the
patient just merely as the subject of treatment and an object of their academic
learning. Mindfulness will help in creating awareness as well as acceptance of their
current situation. The recognition of the importance of doctor patient relationship and
communication skills in medicine has a reverberant relevance with the discipline of
primary care physician. This discipline has long focused on the significance of the

doctor patient relationship intrinsic to the optimum quality of health care delivery. ]

The trainee doctors don’t get a chance to learn and implement the
communication skills required in the doctor patient relationship. Most of the patients
coming to the government setup are not very demanding and may accept the minimal
communication as long as they get their required treatment. Majority of the patients
will speak the local language. Therefore, the trainee doctors don’t require to enforce
any other language other than the local language to converse in non-medical context
with this category of patients. This continues throughout their training. This may
lead to poor demonstration of empathy towards the patients and this leads to a major
rift between the doctors and the patients. Apart from improper communication skills,
some doctors may lack the practical skills also. Any of the above can hamper the
confidence level of the developing doctor. Lack of confidence of the doctor may
result in to an unacceptable behaviour with the patient by that doctor which may be
perceived by the patient as an arrogance of that doctor. The scenario in the private

setup is way different than this.

The access to information in recent times has become very easy. The patients
come to a doctor with a lot of knowledge gained mainly from the internet. I They are
able to verify the treatment process undertaken by the doctors and are prepared to
question the doctor. Most patients are aware about certain unethical practices
prevalent in the medical profession. Media has recently highlighted many incidents
when patients have suffered at the hands of the doctors. This kind of regular news
coverage has fuelled anger against the medical profession. Unfortunately, Even the
ethical and professionally acclaimed doctors, have to face the undue anger of the

society. When patients come to the doctors in a state of mistrust and anger, any lack




of communication does the job of adding fuel to the fire. [°! This can lead to an undue
misunderstanding. The actual physical violence or attack is just the tip of the iceberg.
The growing unhappiness and mistrust among the patients and relatives against the
doctors and entire health care system is the major problem. In order to avoid the
violence and litigations, the main aim and focus should be to develop trust and respect
with the patients. Patients want doctors who treat them using their medical knowledge

and skills as well as communicate with them effectively and ethically. (¢

Doctor plays a pivotal role in the health care sector. Interpersonal
communication forms the backbone of the doctor patient relationship which in turn is
important for desirable outcomes in healthcare delivery systems. Proper patient care
and treatment despite utmost dedication and sincerity at times does not deliver a
healthy patient at the end of the day. Undesirable and unpredictable outcomes like
death on table, drug reactions and numerous other surgical and medical complications
at times turn the serene environment in the corridors of health-care institutions into a
battle field. Manhandling of doctors and healthcare staff by the agitated relatives of

the patients have been on the rise.

The way in which a physician communicates information to a patient is
equally important to that of the treatment patient is receiving. Patients who receive the
proper information with proper communication, understands their doctors and are
more likely to acknowledge health problems, understand their treatment options,
modify their behaviour accordingly and follow their medication schedules. Various
researchers have shown that effective patient-physician communication can improve a
patient's health as equal to the drugs. In the past decade the physicians were good in
communicating the information and treatment with soft skills in their rounds, which
was beneficial to the students as well as they were learning all these skills along the
bed side. In recent times, the communication and interpersonal skills of the physician-
in-training are no longer viewed as immutable personal styles that emerge during
residency, instead, they are viewed as a set of measurable and modifiable behaviours

that can evolve.

Learning by observing the preceptor on site can be another way pertinent for
the trainees to learn communication skills. If they do not get a good role model to
learn communication, they are left to themselves to learn this vital skill. ~Many

seniors are even sceptical currently about the role of communication skills in the




current medical practice. It is therefore very important for these skills to be taught in a
standardised and uniform manner. Medical students and postgraduates are
increasingly given instruction on techniques for listening, explaining, questioning,
counselling, and motivating based on emerging literature on the value of effective
communication. Since such techniques are central to delivering a full and tailored

health prescription, 65% of medical schools now teach communications skills. [7]

In the present scenario of heath care, one of the worrisome facts is that the
doctor patient relationship has reached at a low level, resulting in increased assaults
on doctors and increased litigations against doctors by patients / relatives. Although
the communication gap in explaining the Clinical entity to Patients / Relatives is
emerging as major reason in worsening of this scenario, it could be certainly
preventable. Proper and timely management of communication between Doctor and
Patient/ Relatives may improve the situation. Resident doctors may have certain
peculiar difficulties in effectively communicating with patients. They often find it
difficult to explain the medical terminologies to patients. Doctors receive their
training in English, discuss patient-related issues with their seniors in English but are
expected to converse in one of the several regional languages while discussing with
laypersons. As per the current system, trainees travel to other states for their training.
In some cases, they have no knowledge of the local language. In this case, there are
high chances of miscommunication, especially in sensitive clinical situations. This
may also affect the involvement of the trainees in the daily patient matters. The
trainees may also be focussing on their career goals, thereby, making them
concentrate on their examinations. They may wish to just complete their training and
return to their hometowns. This approach may be perceived by the patients in the
body language of the trainees. There is a need to develop immense motivation
amongst the trainees at the start of their career. When resident doctors communicate
with patients, their message is loaded with information about biomedical issues but
fell short on psychological support. It is possible that inappropriate interaction could
result in missed communication, misinterpretation and may lead to conflicts. The
same pattern of communication with an overload of medical jargon/ biomedical
information is seen in conversations that resident doctors carry out with their
professional colleagues. Another significant impact of inadequate communication

could be in resident doctors losing confidence at an initial stage of their training, due




to lack of knowledge about it and the paucity of skills to implement specific
communication strategies that they have to routinely use in their encounters with

patients as well as colleagues.

Improving communication skills for residents is a challenge for all residency
programs in the country. Addressing this improvement can have many beneficial
effects including improved patient outcomes and high level of confidence that
residents can acquire as capable physicians and surgeons. In order to make the
resident more effective in communication skills, the residency programs must
establish learning goals and expected outcomes to incorporate communication skills
in postgraduate medical training. Accomplishment of better communication skills can
be attained, if the importance of its teaching and training to residents is valued by
residency program co-ordinators, and infrastructure is provided to foster an
understanding of the patient's needs and social environment directly into patient care.
These efforts to improve and measure communication skills are timely, as the barriers
to effective communication between patients and physicians are growing. These
barriers include patient anger and mistrust on doctors, language, lack of mindfulness,
lack of emotional intelligence, high patient expectations, and availability of
knowledge via internet and so on. Although there are evidences, still the average
length of the patient-physician encounter has not improved in recent years. [¥ Training
needs to be offered at all stages of the medical career. This should begin at the start
of the undergraduate training, followed by another module at the internship and
finally at the start of the postgraduate studies. This can be structured to increase the
complexity of the skills as the trainee progresses in the training. Postgraduate trainees
without any formal training in communication skills may be less receptive to learn at
a late stage of their life. Even then, majority take keen interest and the feedback from
all trainees has been very encouraging. Majority of the trainees are convinced that
this training must be a part of their postgraduate syllabus. This positive approach

from the trainees makes us believe that a change is possible.

Therefore, the ideas and principles for incorporating communication skills in
the practice should be taught to resident doctors to empower their perspective of
vigilantly nurturing the doctor patient relationship in healthcare. The humanity, acts
of love, altruism, and social intelligence are typically individual strengths while these

need a fair and channelized implementation. An authority in the clinical interpersonal




and overall communication skills needs to teach and demonstrate these skills to the
resident doctors first to enhance the hands-on learning process of resident doctors.
There is an urgent need to manage the interpersonal relationship between the doctor
and the patient. In my opinion, this can be best done by improving communication
skills in the doctors. Resident doctors have a significant responsibility of managing a
large number of patients. Teaching communication skills to resident doctors of
Mabharashtra will influence a very large patient population. For these reasons, the title
“Management of Doctor-Patient Relationship by Teaching Communication Skills to

Resident Doctors in Maharashtra,” is assigned for my research project.

This study is focused on the requirement of teaching communication skills to
the resident doctors for the management of doctor patient relationship with the special
emphasis on the residential doctors in Maharashtra state since it has a potential to set
an example by pioneering this venture. It is well known that, by all economic
parameters, Maharashtra is the wealthiest state and the most industrialized state in
India. This state has its own mark with respect to its rapid progress in a short time
frame since establishment and range of population, geographical location, area,
economy and cultural diversity. Being the richest state in India, Maharashtra has been
the nation’s most populous state as well as stands in the third position in terms of the

total area.

1.2 Need for Enquiry and Research into Doctor Patient Communication- The

Problem Statement

The health system in the country has changed drastically over the past few
decades and it is also experiencing a shift in the way that the healthcare is delivered
by the institution. Earlier, the doctors made house calls to treat the patients but now a
days, doctors have become part of a managed care medical group and patients attend
the hospital and seek the treatment in a brief visit. The way doctors and patients
interact with each other is the major change seen in the current health care system. In
the past, doctors use to withheld the medical information from the patients because,
according to them it is in the interest of patient to not to know the information which
is medically wrong. P The relationship began with an imbalance as the doctor being
considered the expert and the patient being considered in need. That is the reason why
doctor held more power and prestige than the patients and the patient was expected to

passively follow the doctors. [1°]




Occupational prestige of medical professionals particularly doctors is well
documented by several studies. Physicians are constantly ranking at the top of

'L, 12] Our society is experiencing the power differentials

occupational prestige. [
between patients and doctors. °) When the patients and doctors communicate in
medical encounter, the power differentials are displayed through the traditional
passive patient and the dominant paternalistic physicians 3] but, with the current
healthcare climate, the traditional roles of doctor and patient have become
inconsistent. The new roles have emerged and are comprised of engaged patients and
supportive physicians 4], which the traditional model of paternalism was not
affording. When it comes to development of doctor patient relationship, doctor patient

communication during the medical encounter becomes an essential aspect. [1°]

Communication is fundamental to the physician-patient relationship.
Currently, poor communication is a significant problem affecting the medical
profession. The Royal College of Physicians and Surgeons Can MEDS 2000 project
recognizes that communication is essential to the provision of “humane, high quality
care” by specialists. [®) Unfortunately, even a quick perusal of the literature reveals
that physicians lack training and knowledge in how to communicate news effectively,
and deal with the emotional response to such news. Even more concerning, studies
show that communication skills do not improve and may even worsen in the course of
training due to the perceived lack of value in effectively communicating on the part of
more senior physicians, the lack of good role models and physical and emotional

fatigue. ']

When a person is diagnosed with a serious or life-threatening illness and is
nearing the end of life, a sensible communication is crucial to convey the seriousness
of the illness (as difficult and sad a task as this may be), the expected course and
treatment alternatives including palliative care. Only through good communication
can physicians convey their caring and empathy for dying patients and provide good
quality end-of-life care. To focus the problem statement, it can be emphasized that
deterioration of doctors’ communication skills, nondisclosure of information, doctors’
avoidance behaviour and resistance by patients are the major hindering factors for

doctor patient communication. ['#]

Over centuries, human lifestyle has changed drastically, especially so in the

past few decades. This had led to increased stress and exhaustion. Due to this, the




need to communicate with others has increased a lot. These skills were never taught
objectively in the past. Communication skills were considered subjective in nature.
In recent times, it is felt that there can be an objective way to teach communication.
There is a science involved in communication and this can have a structured approach
to training as with other aspects of medical science. The science of emotional
management, which plays a significant role in developing a good doctor-patient
relationship, is also better understood. It is also felt that these skills can be retained
over a period. There is no concrete evidence to suggest that training in

communication skills can help in improving these skills.

Teaching communication skills in Residency program should set measurable
outcomes for their skills development. Resident doctors come from different
backgrounds, which can influence their receptivity and ability to learn these skills.
This research involved a correlation of their personal, educational, family and other

demographic background with their communication skills development.

The first step in developing these skills amongst resident doctors would
include sensitizing them to learn these skills. At the same time, trainers will have to
be prepared to activate the training program. If we have evidence to prove that the
intervention in the form of training helps to improve the skills, then the training
program can be developed at an organizational level. If this gets wide acceptance,
there is a potential to include this in the syllabus. The next task should be to develop
the assessment system in order to grade the skills. This whole process would be
enhanced if evidence proves that these skills can be imparted to trainees. If the data at
the level of resident doctors is supportive of training in communication skills, it would
be clear that the training at the level of the undergraduate level would be even more

effective.

Caring and painstaking communication of the doctor with the patient is a need
of healthcare system today, which can be accomplished effectively by teaching the
resident doctors in Maharashtra which has a great history with the demonstration of
high-spirited evolution. Hope this project instigates the medical education to initiate

such programs in Maharashtra for the medical students and resident doctors.




1.3 Aim and Objectives

1.3.1 Aim:

To improve the communication skills of the resident doctors for management of

doctor patient relationship.
1.3.2 Objectives:

i. To design and implement intervention training module on communication
skills to improve doctor patient relationship.
ii. To appraise the current status of knowledge regarding doctor-patient
relationship amongst residents.
iii. To assess the perception of residents of Maharashtra about communication
skills during healthcare.
iv.  To examine and elucidate the efficacy of the intervention training module to

improve the communication skills and doctor-patient relationship.




Chapter II: Review of Literature

The literature review was conducted in order to understand the concepts and
various terms related to the research topic. This section enumerates the references
those are supportive to various concepts and discussions used in this thesis and
intends to unfold the meaning of each term to elaborate its reference to context. Some
terms are considered with the understanding of the individual term with the reference
of same term when it is used with any other term in the context of understanding this

topic.
2.1 Importance of Communication Skills in Health Care.

Health Care is basically perceived as an organized provision of medical care to
both individuals and society. At global level, this generic understanding of medical
profession has been a focus of the graduation outcomes of the medical education. The
healthcare has been a demand of mankind since his evolution. The increasing need
manifested higher expectations from the healthcare system as well as from the
healthcare providers. The way a doctor passes the information or communicates with
patient is as important as the information itself. Communication skills are important
because poor communication hinders the work and causes a lot of misunderstanding.
The ability to communicate effectively and sensitively is the central dogma to all
medical activities. [!°] Doctor-patient communication doesn’t always mean just the
extraction of the patient history. Doctors have to attend to the needs, fears and
concerns of the patients during consultation and take the patient as a whole. Doctors
have to adopt a patient centric attitude. [2°!

The patient’s entire behavior towards a health is dependent on how he or she
receives the communication. Patients, who are communicated better, are more likely
to acknowledge health problems, understand their treatment options, modify their
behavior accordingly and follow their medication schedules. It has been well
established that, effective doctor patient communication can improve patient’s health

as quantifiable as many drugs. [>!]

The phenomenon of Communication with patients during history taking, yet
less often addressed in medical curriculum is revealed in Twelve Tips of Better

Communication by Rahaman A and Tasnim S. 22l They also have focused on aspect
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of proper communication with the patients is an important skill for the medical

practice.

Overall health outcome in the form of quality medical care depends on
effective communication between the patients and the doctors. Misunderstanding can
occur at any stage of the medical field practice in any setting, but can be further
aggravated by lack of compliance by patients, dissatisfaction, and negative health
outcome and increase risk of malpractices. The poor communication skill and the
weak support from the hospital management was another biomedical perspective of
health. Communication between doctor and patient is not regarded as serious as the
treatment part. The low awareness levels of patients and the work pressure from the

doctors are the reasons involving both parties to become equally responsible. [2]

While looking at the entire process of health care, doctor patient
communication stands as a major component. A well guided and effective process of
doctor and patient communication can be a source of motivation, incentive,
reassurance, and support. It also can increase the satisfaction towards job, patient’s
self-confidence, motivation and positive view of their health status, which ultimately
influence the overall health outcome. Doctors with better communication and
interpersonal skills can prevent the medical crises and the expensive interventions. It
also helps to detect the problems earlier. This always helps to reduce the cost of
health care, provide better support to the patients, gives high quality outcomes etc.
There is a greater expectation of the collaborative decision-making by both doctors

and patients to achieve common agreed goals and attain the quality of life. ['8]
2.2 Rising Violence against Doctors:

Until recently, doctors and their patients enjoyed a good relationship on the
basis of mutual love, respect and trust. For various reasons, this relationship has
deteriorated, to the extent that there have been many instances of violence against
doctors. Patient’s relatives have attacked the treating doctors when there was health
deterioration, loss of life or a financial disagreement and so on. These incidents

involved the private practitioners as well as the resident doctors in training. [*4]

A survey conducted at Maulana Azad Medical College, Delhi revealed that
almost one in two doctors had suffered from violence at Public hospitals. This survey

was conducted on 169 junior and senior resident doctors working at the Lok Nayak
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and the G B Pant Hospital. Almost 75% faced verbal abuse, 51% were threatened and
about 12% faced actual physical violence. [?*] The trend of increased violence against
healthcare workers is not limited to India. It is a phenomenon seen in various other
countries also. In 2006, China experienced violent attacks on 5500 healthcare

workers, while this number increased to 17000 in 2010. [26]

23 Being a Mindful Doctor
2.3.1 A Doctor’s life (Being Mindful):

The occupational hazards such as anxiety, depression, substance abuse etc.
have been largely focused by the researchers during the investigations of clinician’s
stress and burnout. 2’2l In order to overcome the challenges like this, mindful
practice has been proposed which is expected to reduce stress and burnout among
health care professionals through a number of pathways linked to the tenets

underlying the philosophy of practice. 3%

The doctor needs to perform with due diligence which needs a particular
ability for imparting or exchanging of information or news which can bring in the
confidence about the healthcare, the doctor and this relationship as well. Interactions
in and about personal and intimate issues, involvement of emotion with the question
of life and death, patient to patient variability of diseases and conditions, needs,
expectations, facility and unpredictable upcoming situations can make nature of this
relationship “unpredictable” and “sensitive”. The elegance of this relationship literally
points out the requirement of perpetual and successful dealing and controlling; a
respectful management. Thus, the medical profession is quite demanding in terms of
the physical and mental commitment that is expected from the doctor. It is utmost
required for the doctor to maintain a good physical and mental well-being which can
enable them to perform at the optimum standard. This should persistently percolate
the due respect, maturity and mindful understanding for each patient, all the time, in
all the circumstances. The optimum level of attention and efficiency is expected, so
that the manual error of a doctor should not lead to any undue impacts on the health of
the patient. The individual features of mindfulness, communication and the affect

have been shown to have an effect on the quality of care and the safety. [3!]

The presence of mind of the doctor has a direct impact on the decisions

regarding patient’s healthcare. In some situations, the outcomes may be unfavorable,
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in spite of all the best possible care given to the patients. These sudden unexpected
outcomes are not always under human control. The high intensity of work
experienced consistently by doctors, conflicting time demands and heavy professional
responsibility in systems where physical and social resources are deficient always
stands as threat of medicolegal action. 2] In such times, the doctor-patient relation
can get strained. These factors can lead to stress, anxiety and a feeling of burnout

over a period of time.

The concept of being mindful is gaining an extensive acceptance and
popularity, especially in the medical world. Being a mindful doctor is a prime need of
medical profession. Mindfulness is defined as a psychological process in which
attention is focused on living in the current moment. Jon Kabat - Zinndrawing on his
long experience and many studies at the University of Massachusetts Medical School
in Worcester, described mindfulness as the practice of moment-to-moment, open-

hearted awareness, focused in the present moment.[*3]

The advantages of mindfulness include, relaxation, improved concentration,
less distraction, better psychological state, better compassion and empathetic
behavior. One of the techniques includes focusing attention on the breathing and
abdominal movements. In this process, numerous thoughts will come and mind will
wander into the past or the future too frequently. Over a period, the mind will come
under control and the distracting thoughts will reduce and bring a feeling of

relaxation: 34

Acceptance

Mindfulness

Present

Awareness Moment

Fig. 2.1 Components of Mindfulness
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Components of mindfulness include those of awareness, as well acceptance of
the circumstances and courage of living in the present moment. Fig. 2.1 explains key
components of mindfulness. Different phases of mindfulness as mentioned in
literature include appropriate alignment of emotional intelligence by mindfulness and
self-compassion leading to resilience which can prevent or overcome the state of

burnout. Fig. 2.2 explains the different phases involved in mindfulness.

/ Emotional
Intelligence

[ Mindfulness I _ Self-Compassion

(FFMQ

Resilience

Burnout (Emotional
Exhaustion)

Fig 2.2 Phases of mindfulness

2.3.2 Emotional Intelligence:

Emotional Intelligence is defined as the ability of the individuals to be able to
recognize, control and express their own emotions and those of the people they are
dealing with to think and act in order to control the situation and obtain the best
possible outcome. Various studies have shown that individuals with higher emotional
intelligence enjoy better mental health and have better performance in their lives. [*3]
Emotional intelligence has been found to be a very good predictor of resident well-
being. It was strongly predictive of resident well-being, emotional fatigue and even

depression. 361
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Studies on resident physicians have shown that men and women show similar
emotional intelligence. There are no gender differences and both, men and women,

will benefit equally from specific training in emotional intelligence. 37!

Benefits of Emotional

Intelligence
At the level of eIncreased leadership skills
Performance ¢|ncreased team performance

*Reduced staff turn over

At the level of stress *Reduced occupational stress

At the level of *Improved personal well-being
personality *|mporoved decision power

Fig. 2.3: Benefits of Emotional Intelligence

Empathy training protocol used to train residents and fellows has shown
significant improvement in physician empathy. This goes to prove that the quality of
care in medicine can be improved by integrating empathy training in the medical
education. 138 It has also been found that resident doctors who have experienced some
form of illness have been more empathic with their patients. It is one of the ways in

which the residents can acquire empathy skills, other than formal training. 3]
2.3.3 The role of Motivation and Attitude in Behavioral change

The medical training has some objectives and these objectives are to make a
good clinician, at the same time, the doctor must be a good communicator, a good
professional, a good leader, a team player, and a lifelong learner. The medical
graduates in India must have all these qualities. Training is defined as a planned
learning experience designed to bring about permanent change in an individual’s

knowledge, attitudes or skills. [40]

It appears that the current syllabus is focused on making highly intelligent and

knowledgeable doctors. Mindfulness, emotional intelligence, attitude, behaviour and
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communication skills, that are also vital for a doctor in caring for patients have not
been developed. This lacuna in the current syllabus has resulted in difficulties for the
doctors to perform their professional roles. The patient expectations are high and this

has led to a very big gap between doctors and patients. 4]
Stages of training:
i.  Motivation to participate in the curriculum
ii.  Knowledge, Skills and Performance
iii.  Change in behavior
iv.  Meaningful professional, who is service oriented and socially responsible

Motivation is the most fundamental requirement at the start of a healthcare
professional training. The trainees must come into the training and feel that the
syllabus is good for them. If the trainees come into the profession by choice, they are
very likely to enjoy their training. The motivated trainees will go ahead and acquire

the knowledge and the necessary skills. [4%]

Most trainees in healthcare training are intelligent and they are able to acquire
the required theoretical knowledge. At the same time, emphasis must be laid on
developing good practical skills. Highly intelligent and knowledgeable doctors
without good practical skills are unable to offer the best medical care, which the
patients deserve. Elevated levels of motivation, proper knowledge and practical skills
along with virtuous social interaction will help in developing an appropriate attitude.
This will eventually lead to a positive change in their behavior. The medical
profession is not about an individual. Medical profession is about the society.
Trainees should come into this profession with the attitude of service for humanity.
When knowledge and skills are imparted on the basis of serving the society, then the
behavioral change will be seen. If the trainees come into this profession for their
selfish gains and acquire knowledge and skills, their conduct will be detrimental to the
society. This is an important part of the training, which the doctors need to

understand.

In order to set up a private practice, apart from the medical knowledge and
skills, doctors need lot more other administrative skills such as time management,

administration, financial skills and people management skills. Apart from the medical
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stress, the stress of paperwork, the stress of managing a hospital, the stress of money,
the stress of staff can become very challenging for a doctor to cope. The stressful
events all together among the medical personnel may manifest itself in several

different outcomes. 4244

Therefore, they must be good at time management. Doctors have to be good at
prioritizing their work. Highly important and highly urgent is to be done first.
Whatever is highly important and less urgent to be done next, low important but
highly urgent subsequently, and low important, low urgency, never to be done.
Presentations, professional work, exams, studies, all these things can be maintained
well in the diary. Due to this high level of stress, not only the individual doctors get

affected but also his/her family life, marriage and social life. [43-46]

In medicine, teamwork is of utmost importance. The anaesthetists, the
surgeons, paediatricians, gynaecologists, pathologists, radiologists and different
faculties have to work together. The team can come together only with the help of
good communication. Inside the hospital, to perform operations, to conduct OPD and
to look after the wards is all a team effort. The doctor is expected to be a leader in the
society. They have to educate and motivate people around them to have better health.
They have to improve the healthcare qualities and as leaders, doctors have to play a
vital role in disease prevention. Doctors have to be more givers than takers and
obviously they are considered as Gods only because they sacrifice a lot of their
personal time, their comfort and their family time to provide health to their patients.
Therefore, the concept of giving must be encouraged into the medical students rather
than the concept of a profit-making business model. To be able to practice as givers,
doctors need intrinsic motivation. This will inspire doctors become socially

responsible.
2.4 Basics of Communication SKkills

The ability to convey or share ideas and feelings effectively is called
Communication. These skills do not come automatically by birth, but they can be
acquired by anyone. With practice, Communications skills get better and the
improvement can be almost endless. Good communicators enjoy the benefits and are
able to live a happy personal and professional life. These skills are essential in every

kind of relationship around a person. Good communicators are liked by all and many
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seek their company. They are able to give joy to others and in the process are deeply

happy people. 7]
2.4.1 Communication Process

The communication process includes interdependent parameters such as an
encoding by the sender, the message, decoding of that message by the receiver and
then feedback from the receiver as well as sender which can be influenced by barriers
at any level (Fig. 2.4). It is also contingent upon the type of communication used for
communicating. Various ways are used by various people for the communication on

various levels and reasons.

Message

Sender Receiver
encodes decodes

Feedback
response

Fig. 2.4: Communication Process

2.4.2 Types of Communication

There are five types of communications viz. Written communication, Verbal
or Oral communication, Non-verbal communication, Images and Visual

communication, Multimedia communication (Fig.2.5).
Written Communication:

Written communication is suitable for the literate community because it
requires writing skills. In Medical profession, written form of Communication is also

legally important. The medical records in out-patients, in-patients and in operation

18



theatres should be maintained in a proper format. Inability to maintain records will
amount to medical negligence in the court of law. In the current atmosphere, this skill
has become even more important. 481 A specially designed written communication
tutorial and the feedback of the written communication from the resident doctors to
the medical students has been shown to improve the written note keeping of the
medical students. *°1 Educational programs giving knowledge of documentation in the
process of litigation has helped resident doctors to improve their note keeping and

staff interaction. Y

Verbal Communication:

Verbal or Oral communication is in the form of spoken words such as
conversations, phone calls, speeches, announcements and so on. This is a common
form of communication, because it is instant in nature and helps in speeding up the
work of an organization. There is evidence to show that resident doctors resort to
bluntness and evasiveness in disclosing complex information to patients. Some
residents talk in the neutral language when the situation warrants and empathetic
language. This results in poor communication. [>!1 Resident doctors have been found
to use medical jargons frequently. It is important that they use the “teach back
“technique to establish rapport with the patients, but in reality, this was done in only

22% cases. 2]

Many resident doctors are known to dominate the discussions when they talk
to their patients. They are also found to use much more complex language as
compared to the patients. 3 It is very important that doctors changing duties make
every effort to handover the full and complete information about the patient care to
the incoming doctor. If the handover, verbal and written, is not effective due to
improper communication between doctors, there is uncertainty of decision making

and leads to suboptimal care of the patients. [>*]
Non-verbal Communication:

Non-verbal communication is in the form of gestures such as facial
expressions, hand movements, posture, eye contact, listening and so on. It is known
that if the verbal communication leads to any confusion in the patients mind, they
tend to rely upon the non-verbal body language. This is because the body, from head

to toe, reflects the state of our mind. Research has proven that the most important
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component (55%) is non-verbal communication followed by 38% of vocal

communication and 7% of verbal communication. [53]

Written . . Verbal
v Multimedia 0
communication communication

Images and
visual
communication

Non-verbal
communication

Fig. 2.5- Types of communication

Telephonic communication:

Doctors need to use the telephonic communication effectively to get the best
care to their patients. The telephonic communication skills are very poorly developed

in the Indian system of education. 56!
2.4.3 Barriers to Good Communication:

Communication appears to be an easy process but it fails very frequently with
disastrous implications. This happens because there are numerous barriers that affect
the communication cycle. This includes lack of knowledge, skills, confidence,
language barrier, intellectual barrier, external distractions and similar factors in the
receiver. Due to this failure, the message, ideas or the emotions are not conveyed
properly from the sender to the receiver. It is important to identify these factors to

make successful communication. 57

During a consultation, there can be various types of interruptions such as use
of computer, knock on the door and mobile ringtones. It is found that such
distractions lead to patient dissatisfaction about the consultation. It has been found
that interruptions make patients feel that they should have spoken more. It is very
important that the doctor does not interrupt the patient when they talk. Care should

also be taken to avoid any external distractions during the consultation. [°8]

Research has shown that a process of Mirroring with the patient is important
to establish a good rapport with the patient. This involves connecting with the patient

according to their background in order to make them comfortable. As each patient

20



presence differently, a careful observation and assessment will reveal certain

characteristics, which should be identified and replicated so that a rapport is built

|

Fig. 2.6- Barriers of Communication

In studies on the dynamics of doctor-patient interaction, efforts have been
made to study subjective aspects of communication (emotion-related communication)
in an objective (systematic) way. %1 Doctors do more talking than listening. A study
published in 1999 in the Journal of the American Medical Association (JAMA) found
that 72% of the doctors interrupted the patient’s opening statement after an average of
23 seconds. An average of only 6 seconds more was taken by the patients who were
allowed to state their concerns without interruption. Doctors often ignore the patient’s

emotional health. [69]

A standardized patient evaluation test was developed by the National Board of
Medical Examiners to assess physicians’ communication skills in the US Medical
Licensing Examination. The shift in patients’ expectations regarding health
communications has occurred as more patients take active roles in information
gathering and decision making. Many medical schools have established programs to

respond to these new expectations. (1]
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Language is a system of symbolic communication involving the coding of
meaning, which serves different functions. We are concerned mainly with the
communicative function of language. However, in addition to verbal (the use of
language) communication, non-verbal elements may also play a role in
communication. Both of these may operate in a compatible and supportive manner, or
may be in conflict in providing communication between the doctor and patient. The
effectiveness of communication may be defined in terms of outcomes or effects such
as patient satisfaction, or in terms of shared meanings and understandings. However,
variations in the speech of persons as well as differences in language may diminish

the effectiveness of communication. [¢2]

During the face-to-face doctor patient encounter, both verbal and nonverbal
skills play a crucial role. Studies on doctor patient relation have reported that high
number of patients don’t understand or remember what their doctors tell them about
diagnosis and treatment due to the insufficient communicative competence and
extensive use of medical jargon. However, on the other side, greater participation and
involvement of patients in the encounter would also improve satisfaction, compliance
and the outcome of treatment. Patients need to be encouraged to participate in making
decisions about the management of their treatment plan, provided that they are
informed properly and on time. Hence, informed patients are likely to be more
satisfied and possibly more compliant with doctor's recommendations because
building a successful rapport largely depends upon the effectiveness of
communication between patient and doctor, the validity of the patient expectations

and the ability of the doctor to fulfil them. [6*]
2.5 DOCTOR-PATIENT RELATIONSHIP.
2.5.1 The Patient’s cycle.

The patient gets worried about their health problem due to which they visit the
doctor. They come with ideas, concerns and emotions relating to their health issue. If
they like the given advice and understand their condition, then they will follow the
advice. They will hopefully take the treatment and get better, which will give them a
positive experience. There are three types of patients. The one where they are in
control of their life, they do regular exercises, they are very controlled in diet, they

take good rest, they try to be stress free, and these are the sorts of patients who would
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like to ask a lot of questions. These patients are likely to take more time during
consultations, but it is important for a doctor to avoid any irritation. The second type
of patient is the one who believes that any health issues are beyond the control of
themselves and also the doctor. They believe in destiny and will not be keen to
participate in the consultation. In that case, it will be the art of the doctor to make the
patient talk and give information. Finally, the third type of patient considers doctors
to be very powerful. They assume that the doctor can restore their health and they feel

wise to just follow the doctor, who has an authoritarian style. [64]
2.5.2 The Doctor’s cycle.

The doctor comes to this consultation with the knowledge, skills, attitude,
behavior, and the communication skills. They may be hungry or tired, but they are
expected to be attentive and alert, so that they can take care of the patient. Once they
go through this consultation, hopefully patient gives them a positive feedback, a good

life experience, good outcome, and the doctor’s confidence and positivity goes up. [

Attitude is a complex psychological state of mind based on the experiences
gathered by a person during their life. This is not something that can be just changed
overnight. It is a summary of one’s whole life. When it comes to medical graduates,
it is thought that first MBBS students are too early to be taught anything about being a
doctor. In fact, it is the reverse. Medical students are already at a mature stage in
their life. These skills have to be taught in schools and in the junior colleges.
Unfortunately, the current education system has laid emphasis on the subjects,
emphasis on the theoretical knowledge, emphasis on scoring marks, getting
graduation, getting some sort of a job, earning money. Attitude, behavior, and
communication skills are not taught in the schools and colleges. This leads to a fixed
attitude and behavior leading to a particular type of a personality. This will be
difficult to change as the medical students go further in their training, as they gain
experience and as they get more confident. They are less open to suggestions and less
open to change themselves. It seems important to offer this training to medical

students as early as possible. [6]

The attitude of the treating doctor has a huge role to play in counselling of
patients. The personal belief of the treating physician can lead to bias, which can

negatively impact the ability of the doctor to give the proper information and arrive at
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a shared decision. °° Traditional residency training program has focused on
knowledge and skills development and given little attention to the development of the
professional and humane skills that would influence the attitude and behavior of the

doctor. [67]
2.5.3 Doctor-Patient relationship.

This relation involves two individuals. Each have got their own attitude, own
behavior, and own communication. When they try to talk to each other, then their
attitudes and behaviors may not match. It is important to understand how a

relationship develops. It goes through stages.

Stage 1- is about acquaintance, when the two parties meet for the first time, like a
doctor-patient. You have looked at the patient and you have realized that the person
has come to you for help. The next part is a build-up. You shake hands. You greet
the patient. You start a conversation. You try to understand what is happening and

you build up the relationship to next level.

Stage 2-is about the continuation of the relationship. If all goes well, this is where the
relationship can be at its best. If something goes wrong, the trust will break and the
relationship will deteriorate and eventually end. This happened between doctors and
patients. The trust has been lost and the relationship is now very fragile. One has to

start all over again now to rebuild the doctor-patient relationship.

When two human beings are trying to understand each other, then there has to
be some sort of an alignment between the two of them. The minds have to connect
with each other. If there is honesty, love and respect, automatically the minds will
start aligning. If there is purity, compassion, kindness, the hearts will start to connect
with each other and then that beautiful relation starts and you enjoy that company. If
unfortunately, it does not happen that way, then obviously it goes the other way and

that leads to the problems of any relationship. [6®]

To create the best possible patient-doctor relationship needs many skills.
Managed care environments present more challenges to and opportunities for
effective communication and maintenance of patient—physician relationships.
Emphasis should be on teaching these skills effectively using seminars, videotaped
reviews, direct observation of visits, standardized patients, and other strategies whose

effectiveness are based on evidence. [¢°]
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The concept of patient physician communication is based on both a skill and
as a way of mindful “being in relation” to the other. Summarizing research and
theoretical analyses, the two approaches are differentiated. The skill-focused approach
to communicative competence relies heavily on observed behaviors; the mindful
being-in-relation approach emphasizes the received effects of the relationship on the

(701 Patient-physician communication is an integral part of clinical

participants.
practice. When the communication is done well, it produces a therapeutic effect for
the patient, as has been validated in controlled studies. Formal training programs have

been created to enhance and measure specific communication skills. 7!}

According to the survey results published in July 2005, physicians believe that
they are highly skilled at interacting with patients and that they display an attitude of
respect and consideration for the patient when they are interacting, but this is not
recognized to be the case by medical consumers; in other words, there is a large gap
between the self-image of physicians and the image of physicians held by medical

consumers. [72

Good communication between doctors and their patients is the cornerstone of
good doctor-patient relationship. There is enough evidence to confirm that there are
too many problems in the doctor-patient communication that leads to poor patient
care. [31 Tt has been found that 54% of the patient complaints and 45% of the patient

concerns are not elicited by the doctors. [74]

2.6 COMMUNICATION IN SPECIAL SITUATIONS.
2.6.1 Responding to Strong Emotions.

When people face traumatic life changing events, they are likely to develop
strong emotions. Communication can be in the form of simple history taking for pain
in the abdomen or pain in the chest or headache or bleeding. In certain situations, such
as death, complications or any unexpected losses, there are intense emotions and the
role of communication becomes even more important. In these conditions, the
communication skills become even more difficult because the patient is less receptive,
less eye contact, not willing to listen and has a different state of mind. If the patient
has a bad news to be given such as cancer, amputation of the leg or some sort of a
complication that has happened post-surgery, then of course these communications

can be very challenging. Breaking bad news has a different level of skill that is
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required and that is to be mastered. These are special situations, you do not come
across routinely, but when they arise, they are not handled well; the patients are likely

to get very angry. [7%]
2.6.2 Technique to Breaking Bad News

The most important part is to prepare before disclosing a bad news. This is
called setting up of the interview. It is a good strategy to check the patient’s
perception about the medical condition to begin with. When the patient confirms the
need to know more about the condition, further information should be given in the
ask-tell-ask fashion. One must be truthful and honest in sharing the details. This will
lead to emotional turmoil and the doctor must be ready to handle this emotional
turmoil. It is important at this stage to focus attention on managing the emotions
rather than concentrating on the medical information sharing. The doctor may have to
face abusive language, but it must not be taken personally. In some cases, the patient
and relatives may be very understanding. This leads to a very cordial atmosphere
throughout the interview. After the interview, the doctor must make the arrangements

for further follow up so that the patient can get continuity of care. [6]

Formal training in breaking bad news given to resident doctors has been
shown to improve their ability to break a bad news. These skills can be improved and

will lead to development of confidence amongst the trainees. [77]
2.6.3 Dealing with an Angry Patient

When a patient gets angry, it is important not to dismiss the anger. The reason
for the anger must be acknowledged. Anger is a temporary reaction to a given
situation and will eventually reduce after some time. It is essential to avoid further
triggers, otherwise, the anger will flare-up. Attentive listening and careful explanation
should be offered throughout the outburst of anger. After sometime, the anger settles
down, and the person becomes calm and is able to talk. In the angry state, if you have
not done the right things, if you have not said the right words, then the patient’s anger
will flare up. Poor communication is such situations is like adding oil to fire and good

communication is like putting water on to the fire. [78]

It has been established that, good doctor patient communication is important
as it has multiple impacts on various aspects of health outcomes. The positive impacts

of this includes higher compliance to therapeutic regimens in patients, better health
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outcomes, higher patient and clinician satisfaction and a decrease in malpractice risk.
If extra efforts are taken to improve communication and relationship with patients, it
would help to reduce complaints, improve compliance and reduce unnecessary
investigation. To this end, family medicine academics should take the first step to

study this area of medicine which is currently under researched. [7°]

When the communication is used to establish and maintain what will likely
become a long-term partnership is possible with the general relationship between the
physician and the patient. As indicated by health communication research, physicians
who have apt communication skills in the patient-physician relationship develop a
platform of trust behaviors. The researchers have reported prior findings, claiming
that effective communication cannot exist in the absence of a solid, trusting

physician-patient relationship. [3%]
2.7 TRAINING IN COMMUNICATION SKILLS.

Communication skill learning starts at home from childhood, from teenage
days to adulthood. Communication can be learned at school, junior college and during
medical education. There are numerous opportunities to learn communication skills,
but unfortunately it is not so easy to teach this skill. Communication is an art which
forms the bases of a good Doctor-Patient relationship. Each person is capable of
learning communications skills, but this needs training. In the past the importance of
communications skills in medical training was not very highly appreciated. Over the
ears, the syllabus had no room for communications skills training and assessment. It

was felt that these skills are subjective and formal training could not be designed. [8!]

The challenges for communication skills training include:

To design a Module for training

- To design methods of training

- To design assessment of these skills
- To develop faculty

Communication skills in healthcare are a lifelong learning process. This
should begin at the start of the Medical career. These skills should be taught
throughout the undergraduate education along with the development of the right

attitude, behavior and ethics. Simple skills such as history taking and educating the
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patient will form part of early education. Slightly advanced skills such as negotiating,
counselling and consenting can be offered towards the end of undergraduate
education. Post graduate resident doctors have more responsibility as they are dealing
with more complex conditions. They may encounter anxious patients, angry patients,
depressed patients, which needs higher skills of communication. Breaking bad news is
a common requirement during the post graduate education. Due to this,
communication skills training should be offered to all post graduate resident doctors
at the start of their residency program. The training can be conducted through
numerous ways that have been designed for communication skills training like
observation of the seniors, watching video presentations, watch self-performance,
Role playing, simulated patients, Group discussions etc. 32831 Seniors who are good at
communication can become role models for the trainees to learn. For this to happen,
the trainees should be attentive and motivated. In this manner, they can absorb the
right skills. There is evidence to suggest that when the skills are being demonstrated
by the teachers in a complex situation, it is important for them to make the trainees
aware of the skills being taught. This could include values of compassion towards the

patients or certain acts that are meant to make the patient comfortable. [34]

The 1960's decade has observed a dramatic increase in the teaching of patient
communication skills as a formal component of the medical curriculum. Until then,
communication skills were generally subsumed under the heading of "bedside
manner," which was to be observed and imitated as the clinical clerk and medical
resident participated in teaching rounds with the senior clinicians who served as their
mentors. More and more formal didactic courses, patient simulation techniques, and
various forms of programmed instruction, supervised practice, and specific feedback
from instructors and observers trained in patient communication skills has replaced
the current apprenticeship approach. A study during 1979 revealed that 96% of the
institutions responding reported formal courses in communication skills in their

curricula. Of the courses reported, less than 20% were more than five years old. (#°]

Communication skills can be easily taught at courses, are learnt easily, but are
easily also forgotten if not maintained by practice. The most effective point in time to
learn these at medical school is probably during the clinical clerkships, but there is no
study which has specifically addressed this question. The training should use

experiential methods and primarily address problem-defining skills. To be effective,
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communication skills training should be given within clinical clerkships only. The
evidence for this is at present indirect, but is congruent with adult learner theory.
Attention should be paid to the fact that men are slower learners at communication

skills courses than women. [3¢]

Research on the effectiveness of communication training for practicing
physicians usually does not address the practical questions that face health care
leaders, such as how sceptical clinicians accept training programs about interpersonal
skills, what elements of marketing and design enhance enrolment in programs, and
how such training affects the clinician’s frustration with patients. 7] There is an
important connection between positive physician communication and patient

satisfaction. However, the medical consultation is an extremely complex event. [88]
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Chapter III: Research Methodology

This chapter describes the adapted material and structured methods which
exists for studying the outcome of a training module intervention in the context of
communication skills among resident doctors for better management of doctor patient
relationship. Based on literature review, pilot study and earlier research, as well as
the contextual and behavioural challenges of the subjects involved in the research, a
number of important features for conducting the research and achieving the outcomes

are summarized and justified as below.
3.1 Study design

As this research was committed to describe and interpret the participant’s pre
and post intervention impressions about communication skills, an interventional

study design was used for the research.
3.2 Study setting

The study setting was the Medical Colleges having postgraduate courses and
rendering the patient care involving residents using diagnostic and treatment facilities
in the teaching hospital. There are total 48 medical colleges affiliated to Maharashtra
University of Health Sciences for providing medical education in the state. Out of
these 13 colleges are providing only undergraduate course, 28 colleges are providing
both Under Graduate as well as Post Graduate Courses. However, 7 institutes are

offering exclusive post-graduate education.
3.3 Study Population

The study population was the resident’s doctors of first year to third year, from
randomly selected medical colleges of Maharashtra having postgraduate courses in
clinical subjects i.e. Anaesthesiology, Respiratory Medicine, Dermatology,
Venerology and Leprosy, Otorhinolaryngology, General Medicine, General Surgery,
Obstetrics and Gynaecology, Ophthalmology, Orthopaedics, Paediatrics, Psychiatry,
Radio-diagnosis as well as Community Medicine and Pathology for more than three
years and affiliated to Maharashtra University of Medical Sciences, Nasik. Total
approved intake for the year 2016-17 was taken into consideration. The total intake of

the post graduate courses of all colleges was 2185 students with actual admissions of
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1745. Hence, 1745 students per year was considered as base data and this number was
multiplied by multiplying factor 3 to get the study population for three academic years
because the study was targeted to all three-year PG students. Hence, the total target

population was 5235 students.

3.4 Sample Size

Required sample size was calculated using G* power software [¥% %1, Following
parameters were considered for calculating the sample size, based on the findings of

the pilot study.

1. Type 1 error (a error) = 0.05
Type 2 error (B error) = 0.2
Power=1-p3=0.8

Effect size = 0.15

Tails = 2 (Two tailed)

wok wD

Considering above parameters, the required sample size was 368.

3.5 Study period

The study was conducted for the period of two years between February 2017

and January 2019.
3.6 Research Questions
Primary Research question

Can the use of a ‘training module’ improves the knowledge and attitude

regarding communication skills?
Secondary Research question

Is ‘the change’ in knowledge and attitude dependent upon any socioeconomic

factors?
3.7 Hypothesis
3.7.1 Null hypothesis

Training Program using training module makes no significant change in the

baseline knowledge regarding communication skills in resident doctors.
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3.7.2 Alternate hypothesis:

Training Program using training module makes a statistically significant
change in the baseline knowledge regarding communication skills in resident

doctors.
3.8 Inclusion and Exclusion criteria
Inclusion Criteria:

1. Medical colleges affiliated to Maharashtra University of Health Sciences.

2. Medical colleges having post graduate courses in clinical subjects as well as
Community Medicine and Pathology for more than three years.

3. The resident doctors pursuing post graduate medical education under
Mabharashtra University of Medical Sciences.

Exclusion Criteria

1. Medical Colleges not willing to accept the intervention and not willing to take
part in the study.

2. Medical colleges who conducted the training on communication skills before
the study.

3. The resident doctors not willing to undergo the training on communication

skills.
3.9 Sampling Technique

In order to meet desired sample level, a multistage sampling was used. The
primary sampling unit of the study was Medical colleges and the secondary sampling
unit was residents studying in clinical subjects as well as Community Medicine and

Pathology.
Primary sampling unit (PSU) - Medical Colleges

Initially all the medical colleges fulfilling inclusion criteria were listed
alphabetically and numbered. A random number generator service available on
internet was used to generate the random numbers and select the medical institutes
corresponding to those generated random numbers. A total of 10 medical colleges

were selected from these available medical colleges.
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Secondary sampling unit (SSU) - Residents

The total sample size for the study was 368. This sample size was equally
distributed in 10 selected colleges. Hence, it was desired that atleast 36 samples per
college will be enrolled in the study. However, wherever the residents were less than
the desired number because of less intake/admissions, the desired sample size was

achieved from other colleges selected for the study.

3.10 Dependant and Independent Variables

Independent Variables
o Age
e Sex

e Specialization

—— - -

Area (Rural/Urban) of Institute

e Language Known

e Family History of any Relative as a Doctor
e Previous  history of  training in

communication skills

N o - ——

- = = e e e e e e e e = e e

3.11 Designing Training Module and Study Intervention.

The study intervention was designed by taking reference from the literature
mentioning the doctor patient relation and communication skills. The intervention was
training module on “Communication Skills in Health Care’’ designed with five

sections as mentioned below. (Annexure — I)
Section 1 - Being a Mindful Doctor
Section 2 - Basics of Communication Skills
Section 3 - Doctor-Patient Relationship
Section 4 - Communication in Special Situations.
Section 5 - Training in communication Skills

Mindfulness meditation is available as one of the effective Mind-body

intervention for work stress and other stress-related problems. A non-judgmental
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attention to experiences of the present moment, including emotions, cognitions, and
bodily sensations, as well as external stimuli can be described as Mindfulness. [°- 2]
It is a practice in which the individuals maintain attitudes such as openness, curiosity,
patience, and acceptance, while focusing their attention on a situation as it unfolds.
Thus, mindfulness is congruent with the overarching goal in medical practice to cure
disease when possible and meet suffering in a compassionate manner. [*3! In this way,
mindfulness can be seen as a set of skills that facilitates the healing aspects of the
clinician-patient encounter. **) The origin of mindfulness intervention in clinical
setting is from Unites States and currently many countries have started showing
interest in mindfulness among doctors. Many schools in United Nations have started
offering mindfulness opportunities within their curriculum. 3 Hence, the

mindfulness was set as a first section to design a module on communication skills.

A basic medical process always seeks an effective correlation between
physician and patient. The most important part of medical art is the physician’s ability
to communicate friendly with his patient and it is necessary for the physician to learn
this ability. ) An effective communication skill between physician and patient is
important part of clinical functions and construction the effective therapeutic
physician-patient interpersonal relationship. It is called the heart and art of
medication. 7 Hence, the basic communication skill was included as second section
in the training module. Likewise, Section 3 on Doctor Patient relationship, Section 4
on Communication Skills in Special Situations and Section 5 on training in

communication skills were designed for the training module.

A core competency for physician training in many countries is acquisition of
communication and interpersonal skills. [’ An effective communication skills
program always involves multi-session and multi-disciplinary, uses multiple methods,
and have opportunities for demonstration, discussion, reflection, practice and

feedback. [100:101]

All the sections of the module were composed with learning objectives and
expected outcomes. Appropriate teaching methodology involving didactic lectures,
activities, group discussions, role plays, group activities etc. [192] were involved in the
modules. As mentioned in the literature depicted to communication skills, the
experimental methods like role plays, or interaction with simulated and real patients

were used. 193194 The materials and resources required for the training module were
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mentioned in each section. The module timing was worked out before implementing

the module and it was mentioned in the module in order to achieve uniformity in the

implantation/teaching the module.

The duration of each section was 75 minutes. The training was conducted by a

specially trained person at all the centres, to avoid the bias.

3.12. Data Collection Tool

The study was aimed to evaluate the effectiveness of the training module

intervention in communication skills among the resident doctors. A structured

proforma was designed and questionnaire was validated (Annexure II). The proforma

design was subdivided in to four parts as follows.

Part A - Personal Particulars

Part B - Consent

Part C - Pre Test Training Questionnaire

Part D - Post Test Training Questionnaire

Part C and D was further subdivided into two sub sections i.e. a and b. The details of

these subsections are as follows.

a) Close ended questions on five point Likert scale to record the impression of

respondents on five sections of intervention training module as mentioned

below.
i.
ii.
iii.
iv.

V.

Being a mindful Doctor

Basics of communication skills
Doctor patient relationship
Communication in special situation

Training in communication skills.

Each section consisted of five questions to which the study subject responded.

Responses to each one of the question was recorded using a five point Likert
scale 11 1 to 5 (1. Strongly disagree (SD), 2. Disagree (DA) 3. Uncertain (U)
4. Agree (A) 5. Strongly agree (SA)).

b) Open-ended questions intended to gather information relating to the current

status of communication skills.
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3.13 Pilot Study

A pilot study was conducted involving 106 samples from 2 colleges. The
outcome of the pilot study was used to fine tune the pre and post-test study
questionnaire. The data collection methodology was also tested in the pilot study. The
effect size determined in the pilot study was used to estimate the required sample size

for this study.
3.14 Data Collection

Selected institutes were visited personally by the investigator to get the
required permissions from the local authorities and to finalize the schedule for the
study. The finalised schedule was communicated to all the resident doctors from the
clinical subjects as well as Community Medicine and Pathology from the first year to

the third year, and then they were appealed to participate in the study.

On the scheduled date, the investigator personally conducted the study by
following the pre-determined protocol. All the participants were initially briefed about
the study. They were explained about the possible outcomes, benefits and risks in the
study. All the relevant queries were answered to the participant’s satisfaction, before
the actual start of the study. The primary data was collected from the residents before
training in Part A and B of the proforma (Annexure II). The pre-test impressions of
the resident doctors were recorded in Part C of the same proforma. After the data
collection the communication skill workshop was conducted as per the training
module (Annexure I) and immediately after the workshop, the post intervention data

collection was carried out in Part D of the same questionnaire.
3.15 Data analysis

Initially, all the responses were analysed individually and then the section wise
analysis was done. Wilcoxon Sign rank test was used to test the statistical significance
in pre and post responses. After analysing the individual responses, a quantified score
was calculated for each of the five above mentioned sub sections. To calculate the
quantified score, all five questions in a sub sections were considered. Initially, it was
determined whether all the five questions showed either increase or decrease in mean
score after intervention. If any of the question showed increase in post intervention
score, while rest showed decrease (or vice versa), the responses were adjusted to

facilitate calculation of correct mean. Quantified scores (pre and post intervention) for
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each sub sections were tested for significant differences using Wilcoxon sign rank

test.

To determine the effect of socio demographic variables in change in score for
each sub section, a linear regression model was used, in which change in quantified
score was used as dependent variable and various socio demographic variables were
used as independent variables. If any of the regression coefficient was found to be
significant, it was concluded that the change in score, for that sub sections, was

significantly correlated with that variable. SPSS 21 was used for statistical analysis.

Open ended questions were analysed using the grounded theory for the
qualitative data analysis. [1%] The thematic network analysis was utilized as our
framework for analysis, as described by Attride Stirling ['%7l. More selective and
inductive codes were generated using the answers given by the respondents for the
open ended questions. Discrepancies in coding and re-coding were resolved by
consensus, and led us to organically identify several trends and patterns around the

central study theme of ‘Communication Skills’ in the post test after intervention.
3.16 Ethical Considerations

There were no aspects of the study which would cause any risk to the
respondents involved in the research. The research was conducted with the
participants who were informed appropriately and who wished voluntarily to be a part
of the study. The confidentiality of the data has been insured and the data has been
used only for the purpose of the research. Then the study was conducted among the

willing participants after obtaining their consent in Part B of the study questionnaire.
3.17 Limitations of the study

The present study was undertaken on the basis of self-reported measures of
“Management of Doctor-Patient Relationship by Teaching Communication Skills to
Resident Doctors in Maharashtra”. As the nature of the self-reported measures, the
data obtained is predominantly a reflection of the respondents’ perception to the items
requested. Therefore, it cannot always be interpreted as actual facts. Some resident
doctors may be less receptive to the intervention module because of the attitude they
carry. In some cases, an unacceptable attitude and behaviour can be tough to

influence. Finally, each resident doctor will interpret the research questionnaire
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differently. The resulting misinterpretation of the question can lead to some

inaccuracies in the collected data.

Lastly, as the pre and post intervention data is collected immediately before

and after the intervention, sustainability of the benefits of the intervention over a

longer duration of time cannot be tested, neither it is claimed.

3.18 Operational Definitions

Following definitions were used in the study

L

II.

I11.

IV.

VL

VIL

Resident doctor: The resident doctors are a category of graduates who are
learning while clinically practicing what they have theoretically and clinically
achieved from their graduation outcomes. Residency or postgraduate training
is a stage of graduate medical education.

Communication- Communication is the process of transmitting feelings,
attitudes, facts, beliefs and ideas between living beings.

Communication skill: An ability to convey information, facts and ideas to
any other person or group of persons, in the way, language or words which
they can understand.

Management — Management’ is indicated as the process of dealing with or
controlling things or people. Judicious use of means to accomplish an end.
These are the basic considerations of the definition of management in the
context of this thesis which emphasize the control and organization of
something.

Doctor: Doctor is a registered medical practitioner who is qualified to treat the
patients.

Patient: The patient means the person receiving or registered to receive
medical treatment can be impatient due to any reason, like the diseased
condition, paucity of information, expectation of treatment and speedy
recovery.

The doctor—patient relationship- Physician-Patient Relationship can be
defined as "a consensual relationship in which the patient knowingly seeks the
physician's assistance and in which the physician knowingly accepts the

person as a patient."
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Chapter IV: Analysis and Interpretation

The main focus of the study was to manage the doctor patient relationship by
teaching communication skills to resident doctors. The study also aimed to understand
the efficacy of ‘Training Module’ in improvement of communication skills in the
form of knowledge and attitude among the resident doctors in the public and private
teaching hospitals in the state of Maharashtra. However, an attempt was also made to
study the role of external factors in baseline as well as improved communication skills
among the residents. To address those questions results are presented below and

supported by the relevant statistics.

This chapter also elaborates the interpretation and discussion based on the
results obtained to achieve the research objectives and answer the research questions
as well as prove the research hypothesis. In this section, the findings of the pre-test
perception and post-test change in the perception after teaching the communication
skill to the residents is discussed in view of the various earlier studies and the
statistical tests. After brief review of the questions and as per the expected outcomes,
results are discussed including interpretations that attempt to provide the logical
explanation. To support the research outcome and discussion, the findings are also
supported by similar studies and research done by other researcher. The statistical
analysis was performed for five sub questions under five sub sections to study the
change in quantified knowledge and attitude as presented in the results. Effect of
various socio-demographic factors in change in quantified knowledge and attitude in

relation to five sections of the study is also presented and discussed subsequently.

The study was conducted across 10 medical colleges in the state of
Mabharashtra involving 201 male and 176 female students with 53.7 % and 46.7 %
contribution by respective genders. Although it was expected to involve equal study
respondents from all the colleges, the number of respondents varied from a minimum
of 7 from Institute of Naval Medicine INHS ASHWINI, Colaba, Mumbai, to
maximum of 72 from Grant Government Medical College, J. J. Hospital, Byculla,

Mumbai.
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Table 4.1: College-wise distribution of the study respondents.

Sr. Male Female Total
Name of the College

No No. % No. % No. %

Grant Govt. Medical College, J.J.

1 Hosp. Byculla, Mumbai 38 189 34 193 72 19.1
’ Government Medical College, 37 184 27 153 64 17.0
Aurangabad
Dr. Vasantrao Pawar Medical
3 College, Nashik 33 164 21 119 54 143
4 Dr. Vikhe Patil Foundation Medical 28 139 24 136 52 138
College, Ahmednagar
Bombay Medical College &
5 Hospital, Mumbai 25 124 24 136 49 13.0
6 Seth G S. Medlcgl College & KEM 9 95 12 68 31 82
Hospital, Mumbai
7 kamanya T11.ak Medical College, 5 25 15 85 20 53
Sion, Mumbai
Topiwala National Medical
8 College, Mumbai 4 20 12 68 16 42
9 K. J. Somalya Medical College, 6 3.0 6 34 12 30
Mumbai
10 Institute of Naval Medicine INHS 6 3.0 | 0.6 7 19

ASHWINI, Colaba, Mumbai
Total 201 100 176 100 377 100

The variation was because of the differences in intake verses actual admission
for the respective year as well as the duty schedule of the residents. Non willingness
of residents was also one of the reason why few colleges had little representation in

the study.

4.1 SOCIODEMOGRAPHIC BACKGROUND OF THE STUDY
RESPONDENTS.

The sociodemographic parameters as well as the external factors influencing
the communication skills studied are age, gender, subject specialty, area of residence,
any close relative of the respondent as doctor, any communication skill
workshop/training attended before participation in this study and the knowledge about

the local language of practicing region.
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Table 4.2: Age and Gender wise distribution of the study respondents

Sr. Age Males Females Total
No.  Group Freq. % Freq. % Freq. %
I <25 12 5.97 23 13.07 35 9.28
2 25-30 168 83.58 145 82.39 313 83.02
3 3135 17 8.46 7 3.98 24 6.37
4 >135 4 1.99 1 0.57 5 1.33
Total 201 100 176 100 377 100

residents and 46.7 % were female residents. Total 83.02 % residents were from age
group 26-30 with 83.5 % males and 82.39 % females from individual groups. This
was followed by 9.28 % residents from age group < 25 with 5.97 % males and 13.07
% females. 6.37 % residents represented age group 31-35 with 8.46 % males and 6.37
% females. The least representation was from age group > 35 with only 1.33 %

residents. Hence, age group 26-30 in the subsequent results and discussion will

represent the major perceptions and impressions from the resident doctors.

Table 4.3: Specialty wise distribution of study respondents

It is seen from table 4.2 that, total 53.3 % participants of the study were male

Sr. Specialt Males Females Total
No. pectatty Freq. % Freq. % Freq %
1 General Medicine 35 17.4 14 8.0 49 13
2 Paediatrics 20 10.0 27 15.3 47 12.5
3 General Surgery 39 19.4 8 4.6 47 12.5
4 Orthopaedics 31 15.4 2 1.1 33 8.8
5  Ophthalmology 12 6.0 20 11.4 32 8.5
g  Obstetrics and 4 20 25 142 29 77
Gynaecology
7  Radiology 17 8.5 7 4.0 24 6.4
8  Otorhinolaryngology 11 5.5 12 6.8 23 6.1
Dermatology,
9  Venerology and 7 3.5 13 7.4 20 53
Leprosy
10 Anaesthesiology 6 3.0 14 8.0 20 53
11 Pathology 4 2.0 16 9.1 20 5.3
12 Psychiatry 7 3.5 8 4.6 15 4.0
13 Respiratory Medicine 6 3.0 7 4.0 13 3.4
14 Community Medicine 2 1.0 3 1.7 5 1.3
Total 201 100 176 100 377 100
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Specialty wise distribution of the residents as revealed from table 4.3 shows
that, highest study respondents were from General Medicine with 13 % of total having
17.4 % males and 8 % females among respective genders. This was followed by
General surgery and Paediatrics residents with 12.5 % each specialty. In this group
male residents were more in general surgery (19.4 %) and female residents were more
in Paediatrics (15.3 %). Orthopaedics and Ophthalmology residents were 8.8 % and
8.5 % respectively with more representation by male in orthopaedics (15.4 %) and
females in Ophthalmology (11.4 %). Obstetrics and Gynaecology, Radiology and
Otorhinolaryngology were represented by 7.7 %, 6.4 % and 6.1 % residents
respectively, however Dermatology, Venerology and Leprosy, Anaesthesia and
Pathology was represented by 5.3 % residents for each subjects in the study group.
This was followed by Psychiatry, Pulmonary Medicine and Community Medicine
with 4 %, 3.4 % and 1.3 % respectively. Table 4.2 gives overall idea about the
distribution of the residents enrolled in the study with the specialty they are pursuing.
In the subject wise residents enrolled in the study, General Medicine, General
Surgery, Orthopaedics and Radiology had more male residents than the female
residents. On the other hand, Paediatrics, Ophthalmology, Obstetrics and
Gynaecology, Otorhinolaryngology, Dermatology, Venerology and Leprosy,
Anaesthesia, Pathology, Psychiatry, Pulmonary Medicine and Community Medicine
specialties had more female residents that the male residents. Interestingly, this factor
may prove good indicator for studying the influence of the external factors in

Knowledge and Attitude before and after intervention of the study.
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Table 4.4: Distribution of study respondents as per the area of residence, close
relative of respondent as doctor, earlier participation in communication skill
workshop and knowledge about local language.

Male Female Total

Parameter Response

Freq. % Freq. % Freq. %
Area of Urban 178 88.56 157 89.20 335 88.86
Residence Rural 23 11.44 19 1080 42 11.14
Close relative Yes 92 45.77 76 43.18 168 44.56
of the
respondent as a No 109 54.23 100 56.82 209 5544
doctor
Participation in Yes 51 2537 38 21.59 89  23.61
communication
skill training /
workshop No 150 74.63 138 78.41 288  76.39
earlier
Knowledge Yes 138 68.66 110 62.50 248  65.78
about local
language No 63 31.34 66 37.50 129 3422

Total 88.86 % resident doctors from the study were from urban background
and only 11.14 % were from rural background. The distribution of male and female
residents in the respective group of urban and rural is almost same. An attempt was
also made to know the background of the participant in the form of any close relative
in the medical profession. Total 44.56 % residents said that they have at least one
member from their close relatives as a doctor, however 55.44 % residents are
representing the families with no close relatives in the medical profession. Frequent
training doctors in the communication skill can necessarily improve the overall health
care delivery. Hence, It was tried to know whether the participants were exposed to
any communication skill workshop or training before the study intervention. Only
23.61 % residents revealed that, they have undergone the training of communication
skills in the past. However, around 76.39 % residents were not exposed to any formal
training in communication skills. Language plays important role in establishing the
communication between the doctor and patient which leads to a better patient care. In
the present study, around 65.78 % residents were able to read, write and speak the
local language of the region where they are practicing. On the other hand, 34.22 %

residents were using alternative language to communicate with the patients.
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4.2 EFFICACY OF TEACHING THE COMMUNICATION SKILLS TO
RESIDENT DOCTORS WITH STRUCTURED TRAINING MODULE

It is seen in recent past that, Indian society is experiencing a growing
awareness regarding patient's rights. The established quotations says that a doctor
owes a duty of care to his patient. The medical ethics or bioethics is also saying that a
doctor owes certain duties to the patient who consults him for illness. The doctor
patient relationship in the modern days is seen with the view that every doctor, at the
public or private hospital or elsewhere, has a professional obligation to provide his
services with due expertise for protecting life. To bring to his task a reasonable degree
of skill and knowledge and to exercise a reasonable degree of care is the duty owed by
a doctor towards his patient. With this background and the objectives of the study, this
section of the results describes the knowledge and attitude of the resident doctors
towards the communication skills and doctor patient relationship before and after the
intervention. The comparative tables of the study outcomes are presented and

elaborated in this section. The p value was also calculated and explained accordingly.

4.2.1 BEING A MINDFULL DOCTOR

Table 4.5 elaborates various aspects of Being Mindful Doctor as reflected

from the resident’s point of view before and after the intervention.

In modern days of medical profession, a doctor patient relation is mostly based
on the amount of consultation charges to be paid by the patient which many time
becomes a reason for the conflicts affecting the doctor patient relation. It is true and
well accepted by both medical and non-medical people that the medical profession
has to an extent become commercialized and there are many doctors who have
departed from the Hippocratic Oath for making money. However, just because of
some bad apples, the entire medical fraternity cannot be blamed or branded as lacking
in integrity or competence. Hence, it becomes important to know the residents
perception and their attitude towards role of money in providing reasonable care to
the patient. With this regard, an attempt was made to understand the impression of
resident doctors on their duty towards patient care and the role of consultation
charges. It is seen from table 4.4 that, 48.8 % residents strongly disagreed to the
statement that, doctors should provide the reasonable care only when patient pay the

fees. However, after the intervention of teaching communication skills to the residents
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the number has slightly increased to 55.2 %. This was followed by 34.5 % residents
who disagreed to the statement before the intervention and 24.1 % residents after the
intervention. Hence, total 83.3 % residents before the intervention and 79.3 %
residents after the intervention were against the fact of money minded practice where
the consultation charges will determine the patient care. Only, 10.6 % doctors before
intervention and 14.6 % residents after intervention agreed to the fact that it is the
money which determines the reasonable patient care. However, the p value here

reflects that the results obtained are not statistically significant.

Table 4.5: Knowledge and attitude of the resident doctors on various parameters
of “Being a Mindful Doctor”

Pre-Test Post-Test

Parameter Scale Score Score P Value
Freq. % Freq. %
Doctor has a duty to Strongly Disagree 184  48.8 208 55.2
provide reasonable Disagree 130 345 91 24.1
care to a patient only Uncertain 23 6.1 23 6.1 0.682
when a patient pays  Agree 2 58 28 7.4
the fee Strongly Agree 18 4.8 27 7.2
Strongly Disagree 8 2.1 9 2.4
Emotional Disagree 6 16 7 1.9
intelligence has an 15, o ain 25 66 13 34 <0.0001
important role in
team building Agree 172 456 96 25.5
Strongly Agree 166 440 252 66.8
Strongly Disagree 19 5.0 20 5.3
A Doctor has a duty Disagree 88 23.3 85 22.5
to completely cure Uncertain 73 194 75 19.9 0.552
the patient Agree 136 36.1 126 334
Strongly Agree 61 16.2 71 18.8
Strongly Disagree 11 2.9 22 5.8
Health is defined as ;a0 19 50 42 111
complete physical 5 o tain 11 29 16 42  <0.0001
and mental well-
being of the patient Agree 185 49.1 161 42.7
Strongly Agree 151  40.1 136 36.1
Strongly Disagree 6 1.6 4 1.1
Mindfulness can Disagree 7 1.9 4 1.1
help to prevent Uncertain 39 10.3 18 4.8  <0.0001
burnout in the doctor  Agree 194 515 125 33.2
Strongly Agree 131 347 226 59.9

Emotional intelligence is important to control and express one's emotions, and

to handle interpersonal relationships judiciously and empathetically. With this
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reference, an attempt was made to understand the perception of resident doctors on
the role of emotional intelligence in team building. Around 89.9 % residents agreed
that, emotional intelligence is important in team building. Out of this around 44 %
residents strongly agreed to this fact. After the intervention this number has
straightaway gone as high as 66.9 %, they strongly agreed that emotional intelligence
has important role in team building. Overall number of residents agreed to this fact
after intervention was 92.3 % as compare to 89.9 before the intervention. However,
the percentage of residents who did not agree with the statement and uncertain about
it was reduced from 10.3 % to 7.7 % after the intervention. The overall change was

highly significant with P<(0.0001.

All patients approaching to a doctor expects medical treatment with all the
knowledge and skill that the doctor possesses to bring relief to his medical illness.
Doctors and hospitals are expected to provide medical treatment with all the
knowledge and skill at their command and secondly they will not do anything to harm
the patient in any manner. Though a doctor may not be in a position to save his
patient's life at all times, he is expected to use his special knowledge and skill in the
most appropriate manner keeping in mind the interest of the patient who has entrusted
his life to him. Therefore, an attempt was made to understand the perception of the
resident doctors regarding their duty to completely cure their patients. 60 % residents
agreed that doctor has the duty to completely cure the patient. Out of this, 16.4%
strongly agreed to it. After the intervention, 19.8 % residents strongly agreed towards
a doctor’s duty in completely curing the patients. This was followed by slight
decrease in the percentage of residents agreeing to it i.e. from 60 % to 52.2 %.
However, the percentage of residents who did not agree with it and uncertain about it
was not changed, it remained same i.e. 47.7 %. The data however was not statistically

significant.

The enjoyment of the highest attainable standard of health is one of the
fundamental rights of every human being without distinction of race, religion,
political belief, economic or social condition. The health of all peoples is fundamental
to the attainment of peace and security and is dependent on the fullest co-operation of
individuals and States. With this background WHO also defines health as complete
physical and mental wellbeing not just absence of disease. Hence, all doctors should

carry the equal impression of health and render the health care from the same point of
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view. Therefore, to know the perception regarding health, all the residents were asked
how much they agree or disagree with the statement ‘Health is defined as complete
physical and mental well-being of the patient’. 89.2 % residents agreed that health is
the complete physical and mental well-being of the patient. Out of which 40.1 %
residents strongly agreed to the statement. The percentage of residents who agreed
with the statement reflected change from 88.9 % to 78.8 %, after the intervention was
carried out. While, the percentage of residents who were uncertain about it and
disagreed with the statement; was also affected and the percentage of such students
was found to be changed from 10.8 % to 21.1%, after the intervention. The results

obtained are highly significant in favour of the alternative hypothesis with P < 0.0001.

Mindfulness is a simple form of meditation that allows people to really live in
the moment, to be aware and attentive during everyday activities. Studies suggest that
this can help physicians provide better care for their patients and help them to avoid
burnout. In the stressful incidences mindfulness always help in maintaining the doctor
patient relationship. Hence, the study also focused on understanding the awareness of
resident doctors about mindfulness. The impression of resident doctors was recorded
against a statement of ‘Mindfulness can help to prevent burnout in the doctor’. Study
revealed that around 86.2 % residents agreed to the fact that mindfulness can help to
prevent burnout in doctors. Out of which 34.7 % residents strongly agreed to it. There
was a significant increase in the percentage of residents, strongly agreeing to the
statement from 34.7 % to 59.9% communication skill training with structured module.
This was followed by remarkable decrease in the percentage of residents who just
agreed to the statement, i.e. from 51.5 % to 33.2 %. Hence, the training had strong
impact on the residents and maximum residents were turned from just agree to
strongly agree. On the other side the percentage of residents who were uncertain about
it and were disagreeing with the statement, changed from 13.8 % to 7 %, after the
intervention. The results are highly significant and against the null hypothesis with P

<0.0001.
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4.2.2 BASICS OF COMMUNICATION SKILLS

Table 4.6 gives an idea about the pre-test and post-test score of basic of

communication skills among the resident doctors in the study group.

Even if it is a best medical advice in the world, it won’t do patients much good
if they cannot understand it. When a doctor does not speak the same language to his
patient, there is always a level of uncertainty on whether the patient actually
understands what doctor is talking about. It is an instant barrier between doctor and
patient. Proceeding with a procedure requires the full understanding of the risks and
benefits. It always takes quite a bit of explaining and time even when someone is from
same language background to make an informed decision. The translated language
loses the essential message. There is always an uncertainty that even a mediator gives
the translated message to the doctor that confirms the consent of the patient; it is
never clear as it would for the doctor to actually get this consent from patient
him/herself. With regard to this, an attempt was made to assess the impressions of the

respondents on language of communication between doctor and patient.

It is seen from table that, there were 70 % residents who agreed to the
statement before the intervention was done. Out of which 23.3 % residents strongly
agreed with the statement. With the intervention, the residents agreeing to the fact was
increased to 73.2 %. Following this, there was a slight change in the percentage of
residents who strongly agreed to the statement after the intervention, i.e. from 23.3 %
to 30 %. However, the percentage of the residents who were uncertain about it and
disagreed with the statement, changed from 30 % to 26.8 %, which was a positive

change noticed after intervention. However, the results are statistically not significant.
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Table 4.6: Knowledge and attitude of the resident doctors on various parameters

of “Basics of Communication Skills”

Pre-Test Score

Post-Test Score

Parameter Scale P Value
Freq % Freq. %
Strongly Disagree 17 4.5 24 6.4
Doct t
octor needs (0. o rec 47 125 32 8.5
talk in layman’s
language with Uncertain 49 13.0 45 11.9 0.074
all — patients o0 176 467 163 432
coming to him
Strongly Agree 88 233 113 30.0
The doctor  girongly Disagree 8 2.1 10 2.7
should inform
the patient of all ;o000 3 0.8 5 1.3
the treatment
choices .
available, their Uncertain 11 2.9 9 2.4 0.196
pros and ‘cons .o 136 361 107 284
and arrive at a
shared decision
with the patient Strongly Agree 219 58.1 246 65.3
Strongly Disagree 22 5.8 20 53
Empathy  gets Disagree 67 17.8 43 11.4
reduced during ;0o ain 80 212 56 149 <0.0001
the period of
medical training Agree 171 45.4 188 49.9
Strongly Agree 37 9.8 70 18.6
Strongly Disagree 90 23.9 110 29.2
Listening is the Disagree 143 37.9 114 30.2
same as hearing ;o 51 135 M3 114 0.606
the spoken
words Agree 61 16.2 70 18.6
Strongly Agree 32 8.5 40 10.6
Medical Strongly Disagree 14 3.7 21 5.6
knowledge Disagree 42 11.1 30 8.0
without Uncertain 66 175 59 156 0011
emotional
intelligence is Agree 169 44.8 136 36.1
useless Strongly Agree 86 22.8 131 34.7

Shared decision making with patient’s participation in the medical practice

always results in increased patient knowledge, adherence, and improved outcomes. If
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patient is known about all options available, they can play active role in decisions
related to their health care. This is being increasingly thought of as the model of
choice for complex medical decisions involving more than 1 rational treatment option.
Keeping in view the importance of shared decision making with the patient, it is
perceived that doctors should carry the same impression as that of the experts. Hence,
to assess the knowledge and attitude of the resident doctors towards the patient’s
choices and their right to information they were asked about ‘The doctor should
inform the patient of all the treatment choices available, their pros and cons and arrive
at a shared decision with the patient’. The results disclosed that there were 94.2 %
residents who agreed with the statement, in which 58.1 % residents strongly agreed to
the statement. After the intervention, the percentage of residents agreeing to the
statement changed to 93.7 %. While the percentage of residents who were uncertain
and disagreed with the statement changed from 5.8 % to 6.4 % after intervention. The

results are statistically not significant.

Altruistic feeling among the medical students is one of the most important
factors that promote communicational skill; it is basically doing the non-selfish
activities in order to benefit others. Empathy with the patients is one of the obvious
indexes of altruism among physicians and medical staff. Empathy is very much
important in the physician-patient relationship. It is general impression that, a
student’s empathy gets declined during medical school education. Hence, residents
were asked about their opinion towards decrease in empathy during the period of
medical training. Table explains that, 55.2 % residents agreed to the statement. Out of
this, 9.8 % residents strongly agreed with the statement. After communication skill
training, percentage of residents agreed towards the statement was increased from
55.2 % to 68.5 %. The results also stated that there was a significant change in the
percentage of residents strongly agreeing to the statement, i.e. from 9.8 % to 18.6 %.
On the other side, the percentage of residents who were uncertain about it or were
disagreeing with the statement remarkably changed from 44.8 % to 31.6% which is
good improvement. The results obtained are highly significant with P <0.0001.

A holistic approach involving considerations beyond treating a disease is what
is required in the process of curing the patient. It seeks several skills in a doctor along
with technical expertise. An attention to the Para verbal and non-verbal components

of the communication including patient listening are frequently neglected but equally
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important component of doctor patient relationship. The perception of resident
doctors regarding, listening as one of the important communication skill as hearing
the spoken words; was recorded. Around 23.9 % residents strongly disagreed to the
fact that listening is same as hearing the spoken words. This was followed by 37.9 %
residents who disagreed and 13.5 % residents were uncertain about the fact. It is also
seen that, 24.7 % residents agreed with the statement, out of which 8.8 % residents
strongly agreed. After intervention the results stated that, 29.2 % residents agreed
with the statement, as compared to the results before intervention, i.e. 24.7 %. This
was followed by minor change in the percentage of residents strongly agreeing with

the statement i.e. from 8.5 % to 10.6 %. The results are statistically not Significant.

Is has been well established that, emotional intelligence is essential for all
human interactions. The emotional intelligence helps a person understand and
regulate their own emotions and use them for effective human interactions. Emotional
intelligence is of great importance in Medicine, a profession that thrives on human
interactions. For the effective clinical practice there is increasing interest in the recent
times on the importance of emotional intelligence. Only medical knowledge in the
effective practice is of no use unless associated with emotional intelligence. The
importance of emotional intelligence is not just limited for providing good clinical
care, it is also important for managing all the human relationships that happen as part
of the medical treatment process. It is revealed from perception of residents that, 44.3
% residents agreed to the fact that medical knowledge without emotional intelligence
is useless. After the intervention percentage of residents agreed was reduced to 36.1
%. Around 22.8 % residents were strongly in favour of the statement that, medical
knowledge without emotional intelligence is useless. However, this number has
increased up to 34.7 % after the intervention. Total residents who either disagreed or
uncertain about the relation of emotional intelligence and medical knowledge was
32.3 %, this number was slightly reduced to 29.2 % after the test. The results are
significant with P <0.01.
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4.2.3 DOCTOR-PATIENT RELATIONSHIP

The knowledge and attitude towards doctor patient relationship is reported in

table 4.6 for the pre and post-test.

The social aspects of doctor patient relationship have been proved to be very
much effective in establishing effective treatment outcome. An effective interaction as
well as communication between doctor and patient is a central clinical function that
cannot be delegated. Most of the essential diagnostic informationis soght by interview
and the physician's interpersonal skills also largely determine the patient's satisfaction
and compliance and positively influence health outcome. There is therefore a clear
and urgent need to improve the doctor patient relation. With these background
residents were asked their opinion and it is revealed that, majority of the residents
were sure that there is urgent need to improve the doctor patient relation. Around 91.3
% residents enrolled in the study have reflected their favour towards agreement to
improve the doctor patient relation. However, the post test results showed that, with
the training of communication skill has improved this percentage to 94.9 %.
Significant increase was reported in the residents favouring a strong agreement
towards the statement from 46.2 % to 63.9 %. This shows that, communication skill
workshop has brought a positive change in the mind-set of the residents about their
understanding of doctor patient relationship. However, only 8.7 % residents were
towards disagreement or uncertain about need of improving the doctor patient
relation, although, this number was reduced to 5 % after intervention. The results are

highly significant with P < 0.0001.
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Table 4.7: Knowledge and attitude of the resident doctors on various parameters

of “Doctor-Patient Relationship”

Pre-Test Score

Post-Test Score

Parameter Scale P Value
Freq % Freq. %
There is an Strongly Disagree 4 1.1 3 0.8
urgent need to  Disagree 13 3.4 5 1.3
improve  the 5 o ain 16 42 11 29 <0.0001
current doctor-
patient Agree 170 45.1 117 31.0
relationship Strongly Agree 174 462 241 63.9
St ly Di 16 4.2 21 5.6
Strict laws by .rong y isagree
Government Disagree 37 9.8 59 15.6
will  definitely Uncertain 60 15.9 84 223 <0.0001
St;t?’P L violent  pgree 107 284 138 36.6
atlacks Strongly Agree 157 41.6 75 19.9
It is the patients Strongly Disagree 10 2.7 23 6.1
fault that get pDisagree 49 13.0 93 24.7
confused Uncertain 99 263 92 244  <0.0001
because of
google Agree 148 39.3 132 35.0
information Strongly Agree 71 18.8 37 9.8
Doctors can .
avoid  violent Strongly Disagree 4 1.1 0 0
attacks with the ..
D 2 . 1.
help of good isagree 6 6.9 5 3
attitude and 1y, oo ain 50 133 27 72 <0.0001
behavioural
skills when
dealing  with Agree 167 443 167 44.3
patients - and g o1y A 130 345 178 472
relatives rongly Agree : :
Violent attacks St.rongly Disagree 24 6.4 34 9.0
on doctors are PDisagree 139 36.9 158 41.9
happening only Uncertain 139 36.9 106 28.1  0.058
bec;}lse of Agree 54 143 65 17.2
fedia Strongly Agree 21 5.6 14 3.7

A trust between the patient and physician is an implicit, fundamental building
block of clinical medicine. A trust from both sides i.e. patient's trust of his physician
and vice versa is inherently related, and both are crucial for healthcare partnerships. A
patient perception of injustice within the medical sphere, related to profit mongering,

knowledge imbalances and physician conflicts of interest is one of the most prominent
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forces driving patient physician mistrust. Patient physician mistrust precipitated
medical disputes leading to the violent resolution such as physical and verbal attacks
against physicians. Laws and policies from the government is looked as an important
strategy to prevent such disputes especially physical attacks. Majority of the residents
(70 %) were of the opinion that strict laws by Government will definitely stop violent
attacks on the doctors, however after the training of communication skills, only 56.5
% residents were of the same opinion as that of before the training. The percentage of
strongly agreed residents was drastically reduced for 41.6 % to 19.9 %. The residents
who were not sure about the role of laws in preventing the violent attacks were 29.9
%. After the training, this number was further increased to 43.5 %. The results are

highly significant with P is less than 0.0001.

In the current era of technology at our fingertips, it is very easy to use the
Internet for medical information. In recent past health informatics has become very
popular. The Internet can be an excellent source of information, however when it
comes to health, it can also lead to misinformation, because not all websites are
accurate, and there is often marketing involved with sites. The information accessed
from google may lead to increased patient anxiety and poor choices, and it may delay
diagnosis and treatment of an illness. Patients always tries to cross check the
treatment advice of the doctor with the interned and it is general impression that, the
internet sources especially google creates lot of confusion among the patients about
the treatment. Around 39.3 % residents agreed before and 35 % residents agreed after
the intervention. Before the intervention 15.7 % residents and after the intervention
30.8 % residents were either disagreed or strongly disagreed that it is not the patient’s
fault that they get confused because of google information. However, there was not
much change in the opinion of residents before and after the intervention. The results

are highly significant with P is less than 0.0001.

Health professional always feel uncertain in dealing with violence and
aggression. A violent, abusive or aggressive patient may be behaving anti-socially or
criminally. There is always a cause for aggression. There are many causes and the
combination of various factors together including personality, physical symptoms or
intense mental distress, and extrinsic factors, including attitudes and behaviours
shown by various stakeholders, the physical environment, and restrictions that limit

the patient’s movement or actions. Hence, of the doctor’s show good communication
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skills there are chances that the aggression by the patient or relatives may be resolved
without turning into violence. Around 34.5 % residents strongly agreed before and
47.2 % after the intervention that doctors can avoid violent attacks with the help of
good attitude and behavioural skills when dealing with patients and their relatives.
However, 44.3% residents were towards the agreement with the statement before the
intervention and after the intervention it did not changed. The impression of the
residents those were not in favour of the role of doctor’s attitude and behaviour skills
before the intervention was significantly improved and it changed from 21.3 % to 8.5

%. The results are highly significant with P < 0.0001.

India is not the only country facing violence against its medical practitioners;
today this is a global phenomenon. Violence against doctors is on the increasing all
over the world. The incidents of violence against doctors are reported on a daily basis
across India, some resulting in grievous injuries. The media on the other hand is
known to publicize the incidences and act against the doctors for publicity purpose.
And it is said that, the Indian society if a very good follower of media. Everyone
knows the role of media in changing the community attitude and behavior. When the
residents were asked about the same, most of them (36.9 %) disagreed to the
statement which was further increased to 41.9 % after the training. This was followed
by the residents who were uncertain (36.9 %) about Media’s role in violent attacks on
doctors which was slightly reduced to 28.1 % after the intervention. Results are

statistically not significant.
4.2.4 COMMUNICATION IN SPECIAL SITUATIONS

Communication in special situations is always regarded as special task. Hence,
it was a studied as one of the important parameter. The response of the resident
doctors on various aspects of communication in special situations is presented in table

4.8.

There are many reasons which could lead to turn the patient in to anger or
violent situation. It may be because they are distressed, scared, have unrealistic
treatment expectations or are overly demanding. Sometimes these behaviors may be
the result of previous bad experiences. It is beneficial to explore these factors and try
to gain an understanding of why patients may be behaving in this way. Individual

professionals working within a complex system are unlikely to have much direct
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control over the environment, especially areas such as the emergency department or
acute admissions areas where the chances of patient or relative turning in to violence
are more. Hence, the doctors should know which the best strategy to handle such
patients. Keeping in view the same fact, residents were asked about following
aggressive approach to curb the situation. Most of the residents were against the
aggressive approach of the doctors in handling the angry patients. Total 85.4 %
residents felt that this is not the correct strategy to deal with the angry patients. Even
after intervention there was no change in the impression of the residents about their
approach of handling the angry patients. The results are statistically significant with P

<0.02.

Any information related to health that drastically alters the life of the patient is
termed as bad news. And conveying bad news requires skilled communication which
is not at all easy. The amount of truth to be disclosed is subjective. A properly
structured and well-orchestrated communication has a positive therapeutic effect. This
is a process of negotiation between patient and physician, but physicians often find it
difficult due to many reasons. They feel incompetent and are afraid of unleashing a
negative reaction from the patient or their relatives. It is important for doctors to
understand the situation and the location where they can disclose the information.
When asked about it, 27.3 % residents strongly disagreed that, bad news can be
disclosed at any location in the hospital outside the ICU. After the intervention 42.4 %
residents strongly disagreed to this fact. However, another 45.4 % residents before the
intervention and 35.8 % residents after the intervention disagreed. The results are

highly significant with P <0.001.

There are situations where, doctors need to break the bad news even though
they don’t feel secure. Especially when it comes to individual private practitioners,
they are not left with any alternative rather than breaking the bad news. This always
increases the chance of turning the patient’s relatives in to violent situation and
ultimately results in to attacks on the doctors. There is a common understanding
among the doctors of public hospitals that, the armed security guards will help to
reduce those incidences where doctors are attacked by patients. Hence, an attempt was
made to understand the impression of residents on use of armed security guards to
stop attacks on doctors giving bad news. Overall, 35.3 % residents agreed to the fact

and after intervention it was slightly reduced to 22.3 %. Out of this around 7.4 %
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strongly agreed and after the intervention it was further reduced to 3.7 %. However,
there were about 35.8 % disagreed on the fact and after intervention it was increased
to 53.3%. Around 28.9 % were uncertain about the statement and after intervention it

gets slightly decreased by 24.4 %. The results are highly significant with P < 0.0001.

Table 4.8: Knowledge and attitude of the resident doctors on various parameters

of “Communication in Special Situations”

Pre-Test Score

Post-Test Score

Parameter Scale P Value
Freq % Freq. %
The best way to Strongly Disagree 156 41.4 215 57.0
handle an angry Disagree 166 44.0 106 28.1
patient for the ;o ain 36 95 28 74 0.020
doctor is to take
an aggressive Agree 8 2.1 12 3.2
approach Strongly Agree 1 29 16 4.2
Strongly Disagree 103 27.3 160 42.4
B
ad news can be e 171 454 135 358
disclosed at any
location in the Uncertain 61 16.2 44 11.7  0.001
hospital outside
the ICU Agree 35 9.3 29 7.7
Strongly Agree 7 1.9 9 24
_ Strongly Disagree 45 11.9 77 20.4
Armed  security P e 90 239 124 329
guards will stop
attacks on Uncertain 109 28.9 92 244 <0.0001
doctors  giving .o 105 279 70 186
bad news
Strongly Agree 28 7.4 14 3.7
“Half Strongly Disagree 88 233 125 33.2
information -
about the bad Disagree 115 30.5 111 29.4
news can Dbe Uncertain 76 20.2 53 14.1 0.004
given to  the Aopee 81 215 64 17.0
patient to reduce
their distress Strongly Agree 17 4.5 24 6.4
_ Strongly Disagree 176 46.7 203 53.8
I your semior . oree 125 332 91 24.1
colleague is
harassing you, it Uncertain 33 8.8 38 10.1  0.359
is best to keep ge0 26 69 29 7.7
quite
Strongly Agree 17 4.5 16 4.2
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Breaking the bad news is not only difficult but also unavoidable part of
healthcare for physicians and patients alike. One of the most difficult communication
tasks faced by health care professionals is breaking bad news, such as disclosing an
alarming diagnosis or conveying poor prognosis. This task is described as one of the
most stressful by the physician’s as patients relate experiences of receiving bad news
from physicians whose approach was insensitive or inadequate. Bad news is an
unavoidable part of healthcare although difficult for physicians to communicate and
for patients to hear. Generally, giving half the information about the bad news to
reduce the stress is practiced by many individuals. Hence, in present study an attempt
was made to understand the perception of residents on giving half information about
the bad news to the patient to reduce their stress was recorded. Table shows that,
overall 53.8 % residents disagreed on giving half information about the bad news to
reduce their stress. Out of this around 23.3 % residents strongly disagreed to this fact
and after the intervention strong disagreement was increased to 32.2 %. However,
there were 26 % residents agreed to the fact of giving half information about the bad
news to reduce the stress but after the intervention there was a huge decreases rate of
about 23.4 % in agree group. Only, 20.2% of patients were uncertain about the
statement where there was decrease in the percentage of about the 14.1 % after the

intervention. The results are statistically significant with P < 0.004.

With growing instances of harassment against junior doctors being reported
from across the country, the issue is drawing adequate attention. Numerous instances
of harassment of junior doctors have been reported recently. Some of the junior
doctors have taken extreme steps because of not able to bear the pressure. Hence, it is
studied as one important component in the study. Some residents think or feel that, if
the senior colleague is harassing, then it is best to keep quiet to protect oneself from
getting unemployed or demoted. With this regard the attempt was made to understand
the resident’s perception on same fact. It is seen from table that around 46.7 %
resident strongly disagreed to this statement and after the intervention there was a
slightly increased to 53.8 %. Only, 11.4 % resident before intervention and 11.9 %
resident after intervention agreed to the fact that, if your senior colleague is harassing,
it is best to keep quite. And also there were 8.8 % were uncertain about the statement
and the percentage gets increased to 10.8% after the intervention. The results are

statistically not significant.
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4.2.5 TRAINING IN COMMUNICATION SKILLS

The last parameter on which the perception, knowledge and attitude of the
residents recorded was training in communication skills. The results are presented in

table 4.9.

Now days, the teaching pattern is becoming more knowledgeable and helps
the person to handle any sort of incidence which comes at the workplace. However,
there are certain misconceptions about medical curriculum that it doesn’t involve the
components or teaching which is necessary for the medical professional handle all
untoward incidences at workplace. With this regard, an attempt was made to
understand the impression of current teaching pattern towards making the individuals
capable to handle all untoward incidences at workplace. It is seen that, 52.3 %
disagreed on the fact and after intervention there was a slight increase to 59.7 %.
Overall, 26.8 % residents agreed on the fact out of this around 7.4 % strongly agreed
on it. And after the intervention there was slight increase of about 9.8 %. However,
there were about 21 % who were uncertain about the statement. Results obtained are

statistically not significant.

Like many other people based professions, communications skills are essential
for medical practice. It is a backbone over which lot of areas of patient care rests such
as, first contact patient interviews, probing for associated and additional problems,
counselling the patient, explaining treatment options, its complications and advising
follow-up. Good communication between patient and doctor builds confidence,
improves compliance, and reduces mistakes and mishaps, thereby reducing
malpractice suits. If the knowledge of surgical skill, medicine, and clinical acumen is
the craft of medical practice, then the communication skills is the fine art. The attempt
was made to understand about impression of residents towards the role of
communication skills in handling untoward incidences at workplace and its inclusions
as a subject in curriculum for undergraduate and post graduate studies. About 78.8 %
residents agreed on the fact out of this around 32.9 % were strongly agreed. And after
the intervention there was an increase in the percentage of about 87.3 %. Out of this
around 56 % were strongly agreed on the fact that, the communication skills to handle
the untoward incidences at workplace are a science and should be included as a

subject in curriculum. Around the 7.1 % disagreed before intervention and 6.1 %
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disagreed after intervention. Only, the 14.1 % were uncertain before the intervention

which decreased to 6.6 % after the intervention. The results are highly significant with

P <0.0001.

Table 4.9: Knowledge and attitude of the resident doctors on various parameters
of “Training in Communication Skills”

Pre-Test Score

Post-Test Score

Parameter Scale Freq % Freq. % P Value
Current teaching = Strongly Disagree 70 18.6 79 21.0
pattern ~ makes .
you capable to Disagree 127 33.7 146 38.7
handle all Uncertain 79 21.0 46 12.2  0.348
untoward Agree 73 194 69 183
incidences at
workplace Strongly Agree 28 7.4 37 9.8
Communication .
Strongly D 11 2.9 7 1.9
skill to handle o8 A8
untoward Disagree 16 42 16 42
incidences at
workplace are a Uncertain 53 14.1 25 6.6 <0.0001
science and Its
inclusion as a Agree 173 45.9 118 31.3
subject in
curriculum Strongly Agree 124 32.9 211 56.0
Uniform specific Strongly Disagree 2 0.5 6 1.6
standard Di o1 6 10 )
operating 1sagree 5. T
protocols are Uncertain 31 8.2 26 6.9 <0.0001
needed to handle .., 203 538 169 448
incidences at
workplace Strongly Agree 120 31.8 166 44.0
Regular o Strongly Disagree 5 1.3 8 2.1
communication )
skill training Disagree 13 34 6 1.6
workshops must Uncertain 26 6.9 11 2.9 <0.0001
be conducted in ), 185 491 140  37.1
every healthcare
institution Strongly Agree 148 39.3 212 56.2
Communication Strongly Disagree 8 2.1 8 2.1
skill training Disagree 12 32 8 2.1
slt}outllgl 1llae a ﬁ)ar{ Uncertain 17 45 15 40 00001
of Righ SCho0l A oree 166 440 116 308
and junior
Strongly Agree 174 46.2 230 61.0

college education

In a workplace, it is necessary to follow the specific standard operative

protocols and by following these protocols, individuals can handle the incidence at
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workplace. However, these uniform protocols should be written with sufficient detail
to ensure that someone with limited experience or knowledge of the procedure, but
with a basic understanding, can successfully conduct the procedure in a safe manner
even when unsupervised. The protocols should be written in a logical, step-by-step,
concise and easy-to-read format. This will avoid the conflicts between doctors and
patients. To understand the perception behind these residents were asked whether
uniform specific standard operative protocols are needed to handle incidence at
workplace. Overall, 85.6 % resident agreed to the statement out of which 31.8 % were
strongly agreed. And after intervention the percentage was slightly increased to 88.8
%, out of this 44 % were strongly agreed. Only, the 6.1 % were disagreed on the fact
and after intervention it was decreased to 4.3 %. Only, the percentage of residents
who were uncertain was 8.2 % before and 6.9 % after the intervention. The results are

highly significant with P < 0.0001.

Last two decades have experienced advances in science and technology which
have revolutionized medical services in recent past. A multidisciplinary approach is
recommended in the management of most medical ailments. Communication between
doctors and the patient and relatives has been viewed seriously. Patients have
different psycho-social needs and tailoring the communication to the patients’
requirements is highly valued. Communicating the key points during each step of the
patient’s journey is now considered to be an essential criterion for good medical
practice and improves the job satisfaction of doctors. The undergraduate and
postgraduate courses in medical education have tried to keep pace with the changes
and several curriculum modifications have taken effect. Hence, keeping in mind the
importance of communication skill it is expected that this should be offered as

frequent training program for the medical undergraduates. Hence, the impression of
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residents on conduction of regular communication skills training workshop in every
healthcare institution were recorded before and after intervention. There were about
88.4 % residents agreed on regular conduction of communication skills training
workshop in every healthcare institution, out of this around 39.3 % strongly agreed.
However, after the intervention it was slightly increased to 93.3 % out of this around
56.2 % residents strongly agreed on the approach. Only 4.7 % residents disagreed for
regular conduction of communication skill workshop which was decreased to 3.7 %
after intervention. Only 6.9 % were not sure about this. The results are highly

significant with P <0.0001.

Communication skills are one of the elements of generic skills that are
essential among every individual. The communication skills are one of the important
factors of the education. So, the attempt was made to understand the impression of
residents on making communication skills training as a part of high school and junior
college education. It is reported that, 90.2 % residents agreed to it and after
intervention 91.8 % residents favoured for making communication skill as
compulsory component. Only, the 5.3 % disagreed to it, after intervention this was
decreased to 4.3 %. Overall, there was no change in the strongly disagree group after
intervention. The results are highly significant with P < 0.0001.

43 ROLE OF COMMUNICATION SKILLS IN DOCTOR PATIENT
MANAGEMENT

There were five open ended questions in the questionnaire, intended to
qualitatively judge the change in baseline understanding about the communication
skills, its importance and barriers. The responses, during pre and post-test, were

analysed by noting the qualitative change in the responses.
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Table 4.10: Importance of Communication Skills in management of doctor

patient relationship- Pre-test analysis

Codes

Important Issues Discussed
in pre test

Themes Identified

Critical Situation
Evaluate the patient
Doctor Patient
Relationship
Sensitivity of patients

Proper Communication
Express Emotions
Interpersonal
relationship

Ego

Time

Stress

Knowledge
Gender

Cost

Trust

Social Issues
Attitude
Impatience

Poor Listening
Patients Education
Convincing the patient
Regular sessions
Role Play

Proper Guidance
Seminars

Debates

Handling critical situations.
Best treatment
Change one’s perception,

Connect and empathies with
patient and relative.

Key to avoid and handle bad
situations.

Builds team work in
coherence.

Understanding others
emotions

Patient can explain “full”
problem.

Understanding patient in
better way.

Language, educational
qualification, lack of
knowledge, ego, lack of
attention, extra working
hours, physical exhaustion
etc.

Proper communication skills
helps to convince the patients

Daily conversations, during
rounds, workshops
Teaching of communication
skills to undergraduates.

Keeping the attention to
experiences occurring in
the present moment.

Importance of emotional
intelligence and role of
empathy.

Barriers of communication
between doctor and
patient/relatives.

Prevention of violence with
proper communication.

Importance of
Communication skill
training.
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Table 4.11: Importance of Communication Skills in management of doctor
patient relationship- Posttest analysis

Codes

Important issues discussed in post
test

Themes generated

Avoid Confusion

Better Approach

Understand patients’
needs

Better relationship

Handle own and
patients emotions

Ego

Knowledge

Age

Stress

Medical Skills
Cultural Differences
Social Awareness
Body language
Education of
Relatives

Proper
communication

Convince the patient
with skills

Regular Sessions
Flow Chart
Seminars

Debates

Role play

Group Discussions

Mindfulness helps avoiding the
untoward incidences

Mindfulness helps to avoids bad
situations and violence.

Mindfulness teaches importance of
being attentive to the present situation.

Emotional intelligence is the key to
develop interpersonal relationship,

Emotional intelligence is required to
develop good communication between
doctor and patient,

It is the key to empathetic behaviour.

Physical, emotional, psychological,
language, attitude, perception, lack of
devoted time are the barriers in good
communication skill.

Breaking the death with proper
communication will help to avoid
violence on doctors.

Workshops, setting examples,
demonstrating communication skills in
front the juniors while working.

Participants also expressed the
importance of inclusion of such
modular training in their curriculum.

Mindfulness is
helpful in Medical
Profession.

Emotional
Intelligence helps
in developing
interpersonal
relationship.

Various dimensions
of human behaviour
act as a barrier for
good
communication.

Importance of
communication
skills in special
situations.

Integrating
communication
skills in the formal
education.
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An attempt was made to know the impression of resident doctors on various
aspects related to selected study parameters from the module. Open ended questions
were asked at the end of questionnaire during pre and post-test. The thematic analysis
of the qualitative data was performed using grounded theory. The main themes of the
study were identified first by coding the scripts. The scripts were coded and
categorized within the frames of the core questions that were discussed during the
semi-structured interviews that served and reflected the objectives of the study.

Themes were identified from the coded scripts both pre-test and post-test.

The resident doctors have emphasised on various aspects of the
communication skills for better management of doctor and patient relationship.
Following were few statements by the respondents toward role of mindfulness in

medical profession.

’

“Mindfullness can help to prevent burnout in Doctor’
“It helps in making better approach towards patient care”

“Mindfulness helps to avoid confusion with relatives and patients

“Mindfulness is helpful in the medical profession by reducing a collapse with

patient’s relatives. It also improves doctor patient relationship.”’

The residents also gave some productive statements towards role of emotional

intelligence in developing interpersonal relationship. Following were few statements.
“It helps in creating better relationship with patient and relatives’
“Emotional intelligence helps to know which patient needs more help’’

“It improves interpersonal relationship, educational status, emotional status

and reduces cultural differences.’”’

it helps to control the emotions and also to understand others in order to

’

understand them’

It was important to get the perception of residents about the barriers they are

facing in good communication. Following were few statements from the residents.
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“The main barriers in the communication are not limited to the knowledge
and attitude but also extended to lack of patience, cultural differences,

aggression etc.”’

Residents perception about role of communication skill in breaking the bad
news and preventing the violence on doctors was recorded in following statements

were made by the residents.

“Communication skills during breaking bad news will definitely prevent the
violence provided that the relatives have known though out that doctors have

done their best for the patient”

Teaching communication skills to the residents was one of the major aspects
of the study. Hence, when the residents were asked about it following statements were

recorded.

“Communication skills should be taught during the under graduation through

lectures and workshop”

In thematic analysis of post-test assessment, five sub themes were generated
from the codes recorded from the data (Fig. 4.1). First sub theme have elaborated the
perception and improved knowledge level of the resident doctors about the
importance of mindfulness in the medical profession. The data revealed that the
resident doctors have good insight about the mindfulness and its role in the medical
profession. Second sub theme generated was ‘Emotional Intelligence helps in
developing interpersonal relationship’ which gives idea about overall understanding
and improved perception and knowledge of resident doctors about emotional
intelligence. Third theme generated was the outcome of residents understanding about
various dimensions of human behaviour which acts as a barrier for good
communication. Integrating communication skills in the formal education was the
fourth theme generated from the data which emphasises on the importance of teaching
communication skills to the doctors during undergraduate as well as other level of

education.

The fifth sub theme was ‘Communication skill is important in special
situations’ giving overall insight of residents about the breaking bad news to the

patients. The theme has shown improved knowledge level of the residents after the
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training communication skills. The global theme generated from the data was
‘Communication Skills helps better doctor patient management’ which explains how
the communication skills will help to manage the doctor patient relationship in better
way. To summarize the role of communication skills in doctor patient mangment, it is
seen that, there was improved perception regarding importance of mindfulness or
keeping the attention to experiences occurring in the present moment. There was
improved perception regarding importance of emotional intelligence and role of
empathy. The participants have identified correctly the barriers of communication
between doctor and patient/relatives. The participants have identified the importance
of continuing communication skill workshops as well as importance of inculcating
and practicing these skills in front of juniors, so that they can also adopt the same
practices. They expressed that such modular training can also be incorporated in the

curriculum communication skills through open ended questions.

Emotional

Intelligence helps in
Mindfulness is developing
helpful in Medical interpersonal

Profession relationship.

Communication
Skills helps

better doctor Integrating
Various dimensions patient communication
of human behaviour management skills in the

act as a barrier for formal education.
good

communication.

Communication
skill is important
in special
situations.

Fig. 4.1 Thematic analysis of role of communication skills in doctor patient
management
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4.4 CHANGE IN QUANTIFIED KNOWLEDGE AND ATTITUDE AFTER
TEACHING COMMUNICATION SKILLS TO RESIDENT DOCTORS.

Teaching communication skills to the Post graduate students of Medical
Sciences using structured module through the workshop was main intervention of the
study. The interventional studies of this kind were carried out by many researchers to
improve the communication skills among the doctors ['%® and they have reported
significant change in the student’s overall communication competence as well as their

skills of relation building and shared decision making. [1%]

An experiential communication skills training model of relationship-centred
communication successfully improved participating physicians’ self-reported empathy
and burnout %, This indicates that the knowledge and attitude in relation to being
mindful doctor can be achieved after proper intervention and the present study was
able to increase it with an intervention in the form of training module. The statistics

which follows the discussion has also proved the same fact.

Table 4.12: Change in quantified knowledge and attitude in relation to “Being a

mindful doctor.”

Test Mean SD
Pre-test* 4.03 0.53
Post-test™® 4.09 0.54
Z-value (Wilcoxon-test) 2.42
P value 0.015
Effect size 0.12

*Quantified knowledge was calculated by transforming the pre and post scores in
question number 1.

Table 4.12 shows that there was significant difference in the pre and post
scores for quantified knowledge in relation to “being a mindful doctor” (p=0.015). So
the training in the communication skills to the resident doctors resulted in significant
change in the quantified knowledge and attitude in relation to “being a mindful
doctor”, suggesting that the intervention was effective in improving the

communication skills limited to that part.

It is likely that most of the trainees in healthcare chose the profession with the

mind-set of making a good living. This involves charging fees for the services
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offered to the patients. This attitude is reflected in the answers given by the trainees.
The communication module did not make a significant impact on the trainee’s mind
with regards to charging fees for the services provided. Most trainees are probably
not mentally ready to work in an altruistic manner. They must be feeling insecure,
because they may have come to this profession with a mind-set of making monetary
gains for themselves. Service orientation and socially responsible attitudes should be
checked at the time of entry into the profession. The trainees may be exposed to this
kind of commercial attitude in their surroundings. If the encouragement for years
before entering the profession was about the status of the profession and not the

service component, it will take time for us to change this ingrained thought process.

The concept of mindfulness is still new for many. When this is introduced to
the trainees, the acceptance and behavioural change will depend upon the receptivity
of the trainee for such ideas. The challenge is to help them to realise the importance
of being mindful and then to motivate them to adopt this into their daily practice. It
would be more beneficial if such ideas are developed in the students from early years
of their education. As most trainees were in the age group of 26 to 30 years, this is a
late stage in life for them to be willing to learn a new concept. This also applies for

service orientation and altruism.

As emotions are a part of everyone’s life, the idea of emotional intelligence is
much easier to inculcate in the trainees. Each human being possesses empathy. It
needs a special skill to be able to demonstrate empathy. When the trainees realise this

technique, they are able to adapt themselves quickly.

It is a general misconception amongst most people that the doctor’s job is to
cure patients every time. In modern medicine, cure is rare, comfort is mostly and
counselling is always. If the trainees think in this manner, they will realise the
importance of good communication. Giving comfort and counselling someone is an
art, which has to be learnt. Each individual is capable of learning this in varying
degrees as per their personal capabilities. The question about curing patients reflects
that most doctors are also thinking that they are curing patients each time. This could

be the reason for the data to be not statistically significant for this question.

The medical profession has a huge task of restoring patient’s well-being. This

does not only include making them physically well, but also their mental and social
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well-being. Most trainees are not having much social involvement. Most of their
time is spent in gathering knowledge and acquiring skills in the medical colleges and
hospitals. The focus of their work is on treating patients. It is very important that
trainees are actively involved in prevention of disease. This will help them to connect

with the social fabric and develop social responsibility.

It is seen from table 4.13 that, there is highly significant change in the
quantified knowledge and attitude of the resident towards the basics of
communication skills after the intervention of teaching. In the study conducted by
Catherine et.al, 2011, it was reported that students receiving professional
development teaching in the communication skills were judged to be better at using
silence, not interrupting the patient and keeping the discussion relevant, which are
most important components of communication skills. [''']. Another study conducted
by Michael et.al., 2003 on the effect of communication skill training on medical
student’s performance also reported that, dedicated communication -curricula
significantly improved student’s competence in performing skills known to affect the

outcome of care. 112!

Table 4.13: Change in quantified knowledge and attitude in relation to “Basics of

communication skills”

Test Mean score SD
Pre-test* 3.76 0.54
Post-test™ 3.87 0.62
Z-value (Wilcoxon-test) 3.89
P value <0.0001
Effect size 0.20

*Quantified knowledge was calculated by transforming the pre and post scores in
question number 9.

Table 4.13 shows that there was significant difference in the pre and post test
scores for quantified knowledge in relation to “basics of communication skills”
(P<0.0001). So intervention resulted in significant change in the quantified
knowledge and attitude in relation to “basics of communication skills”, suggesting
that the intervention was effective in improving the communication skills limited to

that part.

70



The study also focused the basics of doctor patient relation as one of the
important component of communication skill training module developed for the
intervention The main focus of this intervention was to understand the student’s
perception, knowledge and attitude towards need for change in current doctor patient
relationship. The importance given laws in preventing the violent attacks on the
doctors needed assessment. The role of misleading online sources of health
information creating confusion in the patients needed to be understood. Similarly, the
perception of the doctors about the role of the media in creating violent attacks by the
patients needed evaluation. Finally, it was important to check if the doctors felt that
they could reduce the attacks on the doctors by using good behavioural skills. It is
seen from table 4.14 that, the knowledge and attitude of the resident doctors towards
basic doctor patient relationship was significantly improved after teaching the
communication skills through a structured training module. A randomized control
trial done among dental students in India also highlighted that a course on
communication skills improved the student-patient interaction leading to a good
doctor patient relation [''3], In a study by Joekes et al., it was found that students who
received training in communication skills as a part of professional development
showed significant improvement compared to their counterparts.[''!l The students
exposed to intervention showed significant improvement in the post-test assessment.
In another study involving medical students undergoing surgical -clerkship,

improvement was noted in communication skills after a six-hour training workshop.
[114]

All trainees undergo their medical training in English language. They are
expected to speak with the patients in the local language. 34.22% of the trainees were
not familiar with the local language. They have the dual task of communicating with
a different language and also to use non-medical terminology. Although, learning a
new language is possible, it is not that easy, given the busy schedule of the resident
doctors. The intervention was not about improving the language skills of the trainees.
Hence, it appears from the pre and the post scores that the trainees did not show a
significant change in their perception about the role of the language skills in

communication.

Listening is a very important skill to acquire. In the current atmosphere of

medical education, there is not much emphasis on these skills. Trainees are not well-
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versed with this skill. The data gathered from this question, shows that there is no
significant difference in the pre and the post test scores. More emphasis will have to
be made on teaching this skill. The trainees are mostly dealing with poor and
uneducated patients. They are mostly busy due to the excessive workload and they
are always short of time. Due to this, their listening skills are not very well
developed. This may improve when the training is given at regular intervals over a
period of time. If the trainees can see demonstrations of these skills, they are very

likely to learn the art of listening.

Table 4.14 shows that there was significant difference in the pre and post test
scores for quantified knowledge in relation to “basic doctor patient relationship”
(P<0.0001). So intervention resulted in significant change in the quantified
knowledge and attitude in relation to “basic doctor patient relationship”, suggesting
that the intervention was effective in improving the communication skills limited to

that part.

Table 4.14: Change in quantified knowledge and attitude in relation to “Basics

Doctor Patient relationship”

Test Mean score SD
Pretest™® 3.59 0.45
Posttest* 3.72 0.46
z-value (Wilcoxon-test) 5.04

P value <0.0001

Effect size 0.26

*Quantified knowledge was calculated by transforming the pre and post scores in
question number 13 and 15.

Communication in special situation is always important in healthcare setting.
Hence, in present study various sub parameters studied under communication in
special situations are doctors aggressive approach to handle angry patient, location of
disclosing bad news, role of armed security guards to stop the attacks on the doctors
while disclosing the bad news, half information about bad news to the patient to
reduce the stress and keeping quite while receiving harassment from senior
colleagues. The pre and post test scores of this parameter have shown significant
difference proving the effectiveness of the training module in changing the knowledge

and attitude of the resident doctors.
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Irene et.al, reported the positive outcomes of structured, comprehensive
training program which were replicated in different samples they studied. These
positive outcomes were reflected, each year, in statistically significant increases in
confidence, self-rated by participants, and in communication skills, assessed by

s. 1151 Amy et.al. also reported increased skill levels compared with

external observer:
resident’s baseline ratings. These changes were statistically significant with very large
effect sizes on nearly all measured dimensions, and reported improvements held at 3
months after course completion. Their results also suggested that, in the medical ICU
setting, a brief, on-site, theoretically informed communication program that is
integrated into clinical training for internal medicine residents is associated with

strongly positive family member outcomes and significant improvements in residents’

perceived communication skills. [116]

Most trainees, during their undergraduate and their postgraduate education,
have witnessed communication styles of seniors, which are mainly traditional in
nature. Shared decision making is not the most common way in which most
communication would take place. Due to this, the concept of involving the patient in
decision-making is slightly difficult for the trainees to grasp. At the moment, it is a
theoretical concept for them as they have rarely experienced this practically. In most
of the government or private hospitals, the patients come from lower socio-economic
strata. They may be less literate and may not have the habit of asking many questions
to the doctors. Due to this, most trainees may not get many opportunities to learn this
skill. There is also a pressure of time, due to which they are unable to shared decision

making.

There is a general understanding that the media has played a significant role in
spoiling the doctor- patient relationship. The negative incidences have highlighted by
the media, have brought some of the unethical practices in the public domain. This
has influenced the public opinion about the doctors, leading to loss of trust in the
profession. Most discussions on this topic amongst medicos will suggest that media
is to be blamed for this situation. The aim of the question about the role of media was
not to decide if the media is responsible or not. The main purpose was to know if the
doctor can gain trust of the patients even if the media has portrayed such an image.
Many trainees did realise that a good attitude and behaviour will still be able to

develop a good doctor-patient relationship.
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Table 4.15: Change in quantified knowledge and attitude in relation to

“Communication in special situation.”

Test Mean score SD
Pre test 2.26 0.65
Post test 2.06 0.73
z-value (Wilcoxon-test) -5.95
P value <0.0001
Effect size -0.31

Table 4.15 shows that there was significant difference in the pre and post test
scores for quantified knowledge in relation to “communication in special situation”
(P<0.0001). So intervention resulted in significant change in the quantified
knowledge and attitude in relation to “communication in special situation”, suggesting
that the intervention was effective in improving the communication skills limited to

that part.

The assessment of perception, knowledge and attitude towards current
practices and need of training in communication skill from the resident’s perspective
was carried out. Various subgroups assessed in this category were capability of
current teaching pattern in handling untoward incidences at workplace, inclusion of
subject on communication skills in undergraduate and postgraduate courses, uniform
standard operating protocol to handle incidences at workplace, frequent
communication skill workshops in healthcare institutions and inclusion of
communication skill training at high school and junior colleges. After recording all
the responses of the residents before and after intervention, it is reported that the
training module was very much effective in imparting the knowledge and change in
attitude in relation to training in communication skills. The studies have proved that,
communication skills tend to decline with time unless they are regularly recalled and
practiced U7 18], Structured communication skills training is still needed in graduate
training and should be tailored to junior doctors’ needs and work context in order to

be successful and well perceived. ']
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Table 4.16: Change in quantified knowledge and attitude in relation to “Training

in communication skills.”

Test Mean score SD
Pre-test* 3.99 0.60
Post-test™* 4.19 0.66
z-value (Wilcoxon-test) 6.44
P value <0.0001
Effect size 0.33

*Quantified knowledge was calculated by transforming the pre and post scores in
question number 21.

Table 4.16 shows that there was significant difference in the pre and post test
scores for quantified knowledge in relation to “Training in communication skills”,
(P<0.0001). So intervention resulted in significant change in the quantified
knowledge and attitude in relation to “training in communication skill”, suggesting
that the intervention was effective in improving the communication skills limited to
that part.

So, table 4.12 to 4.16 shows that the intervention was successful in improving
the communication skills in all five sections of communication skills, as defined in

this study.

4.5 EFFECT OF VARIOUS SOCIO-DEMOGRAPHIC FACTORS ON
CHANGE IN QUANTIFIED KNOWLEDGE AND ATTITUDE AFTER
TEACHING COMMUNICATION SKILLS TO RESIDENT DOCTORS

One of the research questions of this study was to explore the potential
predictive effect of various socio-demographic variables on the baseline
communication skill and the changed knowledge and attitude of the resident doctors
after intervention. The linear regression was performed to assess role of various socio-
demographic factors for change in quantified knowledge and attitude in relation to
five selected sections of the study. With the help of linear regression, the effect of
gender, subject specialty, area, any relative as doctor, attended any previous workshop
in communication skills and knowledge of local language on five parameters was

studied.
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Effect of selected socio-demographic factors in mindfulness was studied with
group of five sub questions. It is seen from table 4.16 that, the intervention in the form
of teaching communication skills with focus on mindfulness was equally effective in

all these subgroups except the dichotomous variable — history of previous workshop.

Sabina and Enedina also studied age and gender differences in mindfulness
and reported that age group is playing important role in mindfulness as they found in
their study that older participants’ scores were higher than for younger participants.
[1201 The other studies have also demonstrated that older adults demonstrate a higher
degree of emotional control [12!], as well as a greater tendency to focus on the present

moment [122: 1231,

Level of education is significantly associated with increased engagement in
mindfulness based practices as mentioned by Henry et.al. in the study entilted
Engagement in Mindfulness Practices by U.S. Adults: Sociodemographic Barriers.
They have also mentioned that, men were found to be less likely than women to

engage in mindfulness practices. [124]

Table 4.17: Effect of various socio-demographic factors in change in quantified

knowledge and attitude in relation to “Being a mindful doctor.”

Socio-;lemographic Beta 95% CI for Beta p- A(zijusted
actors value R*-value
Gender 026  -0.08765 to 0.14641 0.62

Subject specialty 031  -0.01228 to 0.022701 0.56

Area .020  -0.15062 to 0.223197 0.70

Doctor Relative .007  -0.11056 to 0.12687 0.89  12.79%
Attended previous

- 112 -0.28866 to -0.01407  0.03
workshop
Speak and understand

-.042  -0.17531to0 0.07482 0.43
local language

The linear regression was performed to assess role of various socio-
demographic factors for change in quantified knowledge and attitude in relation to
“being a mindful doctor.” Regression coefficients were non-significant (except -
attended previous workshop), suggesting that the intervention was equally effective in

all these subgroups except the dichotomous variable — history of previous workshop.
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The improvement in quantified score was 0.11, if the study subject has attended

previous workshop.

Learning basics of communication skill is an art and it is perceived that this art
is affected by various sociodemographic factors in both the ways. Hence, an attempt
was made to assess effect of various socio-demographic factors in change in
quantified knowledge and attitude in relation to basics of communication skills. The
results which are presented in table 4.17 indicates that the intervention of teaching
communication skills to the resident doctors was equally effective in all sub groups
with respect to selected socio demographic parameters viz. gender, Subject specialty,
Area, Doctor Relative, Attended previous workshop and the knowledge of local
language. Many studies earlier indicate that the communication style differ within
men and women ['23], The research has shown that women and men use language
differently. Shakeshaft argues that when women communicate, their speech is less
likely to be centred on impersonal subject matter, more likely on emotional and
personal issues, and they talk less and listen more than men 2%, In the study
conducted by Avan et.al., they have reported difference in levels of communication
skills with the subject specialty. They found that, total informative communication
index was lowest for multi-disciplinary and highest for surgical residents. Total

affective index was lowest for multi-disciplinary and highest for medical residents.
[127]

Table 4.18: Effect of various socio-demographic factors in change in quantified

knowledge and attitude in relation to “Basics of communication skills”

Socio-demographic Beta 95% CI for Beta p-value Aﬁ" usted
factors R*-value
Gender 0.02813  -0.09532 t0 0.168162 0.59

Subject specialty 0.082691 -0.004 to 0.035381 0.12

Area 0.064815 -0.07733 to 0.343481 0.21

Doctor Relative 0.028482 -0.09662 to 0.170659 0.59 1.7 %
Attended  previous _ ns471 023778 t0 0.071329  0.29

workshop

Speak and understand

-0.02842 -0.17948 to 0.102089 0.59
local language

The linear regression was performed to assess role of various socio-

demographic factors for change in quantified knowledge and attitude in relation to

77



“Basics of communication skills”. All regression coefficients were non-significant,

suggesting that the intervention was equally effective in all these subgroups.

Basic doctor patient relationship can also be affected by various
sociodemographic factors of the doctor. In past, doctors were left to make the decision
at their own, today however there is a new alliance between the doctor and patient,
based on co-operation rather than confrontation, in which the doctor must understand
every patient as a unique human being. Thus patient centred care has replaced a one-
sided, doctor-dominated relationship in which the exercise of power distorts the
decision-making process for both parties ['?8]. Although less studied it is evident that
the physicians’ personal demographic characteristics influences their clinical practice.
Interestingly, physicians’ practice biases seem to echo the health biases of the groups

from which they emanate. [!?°]

The researchers have also emphasized that, Physicians need to be conscious
that their own demographic characteristics and perceptions might influence the quality

of prevention counselling delivered to their patients [13°],

The role of gender of doctor in doctor patient relation is widely studied, many
researchers have reported that, female physicians appear to be less dominant verbally
during the visit than male physicians. Female physicians spend more time with their
patients than male physicians ['3!: 1321 and they talk more than male physicians [133 134],

This helps in building the relation with the patient.

Table 4.19: Effect of various socio-demographic factors in change in quantified

knowledge and attitude in relation to “Basic Doctor Patient relationship.”

Socio-demographic Beta 95% CI for Beta p-value A(zij usted
factors R*-value

Gender 0.0542 -0.17139t0 0.041765  0.23
Subject specialty 0.008101  -0.00391 t0 0.027949  0.14
Area 0.086564  -0.17577to 0.16467  0.95
Doctor Relative 0.054982  -0.11231t00.103919  0.94 1.3%
Attended previous g 063587 018957 10 0.060502  0.31
workshop

Speak and understand

0.057922  -0.16326 t0 0.064531  0.39
local language
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The linear regression was performed to assess role of various socio-
demographic factors for change in quantified knowledge and attitude in relation to
“Basic Doctor Patient relationship”. All regression coefficients were non-significant,

suggesting that the intervention was equally effective in all these subgroups.

Special situation in the health care where the communication has to play vital
role are, emergency departments, ICU and the chronic diseases departments where the
bad news has to be disclosed. The bad news is either in the form of death or diagnosis
of a chronic disease like cancer. During such special situations if the doctor is not
carrying adequate communication skills the conflict may arise. Conflict can evoke
feelings of helplessness, frustration, confusion, anger, uncertainty, failure, or sadness,
hence it is always challenging. Every doctor therefore must recognize these feelings
and develop skills to identify problematic responses in the patient or themselves to de-
escalate the situation and enable the relationship problems to be turned into a clinical
success. [1*3] The non-significant regression coefficients in relation to communication
special situations suggests that the intervention in the form of teaching

communication skill in special situations was equally effective in all these subgroups.

Table 4.20: Effect of various socio-demographic factors in change in quantified

knowledge and attitude in relation to “communication in special situation.”

Socio-demographic Beta 95% CI for Beta p-value Af justed
factors R4-value
Gender 0.052076 -0.08172 to 0.252783 0.32
Subject specialty -0.0941  -0.04765 to 0.002352 0.07
-0.17423 t0 0.360021
Area 0.03567 © 0.49
Doctor Relative -0.01295 -0.19101 to 0.148322 0.80 1.5%
Attended - previous  hs3304 009337 to0 0.299073 0.30
workshop
Speak and -0.16438 t0 0.1931
understand local 0.008315 0.87
language

The linear regression was performed to assess role of various socio-
demographic factors for change in quantified knowledge and attitude in relation to

“communication in special situation”. All regression coefficients were non-
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significant, suggesting that the intervention was equally effective in all these

subgroups.

Doctors have different innate talents; they are not born with excellent
communication skills. If adequate motivation and incentives are provided for self-
awareness, self-monitoring, and training, doctors can definitely understand the theory
of good doctor-patient communication, learn and practice these skills, and be capable

of modifying their communication style. [133 136]

Many studies have reported the
improvement in doctor-patient communication after communication skills training.
[137. 1381 Some researchers have said that medical education should go beyond skills

training to encourage physicians' responsiveness to the patients' unique experience.
[139]

Researcher have suggested that, communication skills need to be reinforced
and practiced frequently throughout the course to be applied by professionals in their
future careers 140 1411 Medical students themselves, and several professional bodies,
have acknowledged the need to incorporate communication skills training within the
formal curriculum [142 143, 1441 Although few researchers feel that, the real challenge is
to seamlessly integrate communication skills training with clinical training, but they
have suggested ways to include training and assessment of communication and

interpersonal skills for Indian medical students within the existing curriculum. [143]

Many researchers have emphasized that, a good communication skills training
program should be multi-session and multi-disciplinary, use multiple methods, and
have opportunities for demonstration, discussion, reflection, practice and feedback
[100,101] "On the same basis an assessment of role of socio demographic background of
doctors on perception of doctors about need of communication skill training was
assessed. The non-significant regression coefficient suggests that the intervention in

the form of the teaching communication skills was equally effective in all subgroups.
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Table 4.21: Effect of various socio-demographic factors in change in quantified

knowledge and attitude in relation to “Training in communication skills.”

Factors Beta 95% CI for Beta p-value AfJ“Sted
R*-value
Gender 0.043411 -0.08589 to 0.213767 0.4
Subject -0.09925  -0.04382 0 0.000973  0.06
specialty
Area -0.02512  -0.29795 to 0.180636 0.63
-0.07366 to 0.230318
Doctor Relative ~ 0.052981 ? 0.31
1.7%
Attended
previous 0.025105 -0.13234 to0 0.219217 0.63
workshop
Speak and
understand local -0.04097 -0.22358 to 0.096651 0.44
language

The linear regression was performed to assess role of various socio-

demographic factors for change in quantified knowledge and attitude in relation to

“training in communication skills”. All regression coefficients were non-significant,

suggesting that the intervention was equally effective in all these subgroups.

So, table 4.16 to 4.21 shows that the intervention was equally effective in sub groups

of the study respondents, and change in score was not significantly correlated with

these socio-demographic variables.

Thus it can be concluded that the intervention module is effective in

improving the communication skills in all five sections as defined in this study. Also

the intervention is equally effective in all substrata of the study population,

irrespective of the socio-demographic variables.
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Chapter V: Conclusion

5.1 Conclusion

1.

The pre test study has shown that there was varied knowledge about the
communication skills among the resident doctors. The residents have shown
very superfacial attitudes and behaviours towards mindfulness, basic
communication skills, doctor patient relationship, communication in special

situations and training in communication skills.

There was significant difference in the pre and post test scores for quantified
knowledge in relation to being a mindful doctor, basics of communication
skills, doctor patient relationship, communication in special situation, and

training in communication skills.

The study outcome is indicating that training module on “Communication
Skills in Health Care” resulted in significant change in the quantified
knowledge and attitude of the resident doctors in relation to “all five sections
mentioned suggesting that the intervention was effective in improving the

communication skills among the resident doctors.

The intervention was equally effective in all substrata of the study population,

irrespective of the socio-demographic variables.

It is concluded that, improved knowledge in the communication skills of the
resident doctors will help to improve and manage the doctor patient

relationship.

5.2 Recommendations

1.

As it is seen in the present study that, use of training module improves the
communication skills among the resident doctors, it is therefore recommended
that this module of “Communication Skills in Health Care’” should be
integrated in post graduate teaching of medical colleges across the country.

As revealed from the study outcome, regular communication skill workshops
must be conducted in every healthcare institution to improve the

communication skills for good doctor patient relationship.
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Teaching communication skills should form an important component of
secondary and higher schooling in order to inculcate the basics of
communication among students at an early age.

To develop uniform specific standard operative protocols for the healthcare
settings to handle incidences at work places resulting due to lack of

communication skills.

5.3 Future Scope for Study

1.

Although the study has concluded that the teaching communication skills to
the resident doctors improves the knowledge and attitude which can help for
better management of doctor patient relation, there is a scope to study whether
this improved knowledge and attitude really turns in to the practice.

Hence, this study opens up the new horizon to explore the management of
doctor patient relationship by professionally sound communication skills after

improvement in the knowledge and attitude of the residents.
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Annexure-I

Training Module on “Communication Skills in Health Care”

Essential Ideas to Convey

To convey the importance of mindfulness and emotional intelligence amongst the

health care providers.

To impart the knowledge about the importance of basic communication skills

amongst health care providers with regard to following parameters.

e Verbal and non-verbal communication.
e Good Eye contact for communication.
e Good Writing Skills.
e Effective expression of empathy.
e Art of Listening.
To improve doctor patient relationship by teaching importance of attitude,

behavior and communication skills in doctor-patient management.

To bring the knowledge regarding communication in special situations to manage

the angry patients, breaking bad news, deal with sensitive gathering etc.

To facilitate the understanding of importance of training in communication skills

and different ways to learn communication skills.

SCHEDULE OF THE WORKSHOP

Time Section Topic
09.00 am to 09.30 am Registration and Pre-test
09.30 am to 10.45 am Section 1 Being a Mindful Doctor
10.45 am to 12.00 pm Section 2 Basics of Communication Skills
12.00 pm to 01.15 pm Section 3 Doctor - Patient Relationship
01.15 pm to 02.00 pm LUNCH BREAK
02.00 pm to 03.15 pm Section 4 Communication in Special Situations
03.15 pm to 04.30 pm Section 5 Training in Communication Skills
04.30 pm to 05.00 pm Post-test and Valedictory
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INSRUCTIONS TO THE TRAINER

. BEGIN THE SESSION WITH INTRODUCTION.

(Ensure good start to the session. Good start with introduction will help in
convincing ideas more effectively among the group)

Begin this session by brief introduction of everyone in the room. Ensure that all
the participants in the room should call each other by name after introduction.
Repeat the introduction if necessary so as to enable all to remembers
individual’s name.
Briefly introduce the workshop and explain the entire schedule of the
workshop. Enable the participants to ask the questions on workshop schedule
and solve their queries.
Introduce the faculty and the facilities at the workshop venue.

Use this session to warm up the participants.

. SET THE GROUND RULES FOR THE WORKSHOP

Ask all the participants to set their own rules for the workshop. Ask all the
participants to share their ideas and contribute to set the ground rules for the
workshop. Keep this session open ended and motivate the participants to
contribute to the rules as they only have to follow it. These are in no particular
order. These rules may change from group to group. Select those that are
appropriate to current group’s needs. Limit the number of ground rules to 10-
12. Make sure that all rules set are culturally aware ground rules and values-
based ground rule. All rules should arise from common sense practices of an
individual.

Ground rules should be specific, visible to everyone (pasted in the room,
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preferably in front of the participants), derived with group input and then

agreed to by all group members, and malleable (in other words, adaptable as

needed throughout the workshop). Ground rules should follow some basic

principles regarding their creation and use. If the facilitator thinks that the

group is deviating from the ground rules, he can always point to the rules and

make the participants realize that they only have set the rules. Following are

few examples for ground rules.

Everyone’s input is equally valued.

Be timely: Start and end the session on time, take brief breaks, and be
ready to start when breaks are over.

Only one conversation will go on at once (unless subgroups are working
on a topic).

Respect each speaker: Don’t take part in side conversations; listen and
ask clarifying questions.

Discussions and criticisms will focus on interests, not people.

No idea is bad.

Be supportive rather than judgmental.

No phone calls are allowed during the session.

No finger-pointing—address the issue, not an individual.

Don't interrupt someone is talking.

Criticize ideas, not people.

Be fully present.

Call one another by their first names, not "he" or "she.”

Listen more, talk less.
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SECTION-1

Title BEING A MINDFUL DOCTOR

Objectives By the end of this session, the participants will be able to -
e Understand and explain the meaning of being mindful

e Recognize and incorporate the importance of emotional

intelligence in medical practice
e Become be receptive to learn from outside and from within

e Prepare yourself mentally and physically to remain enthusiastic

in the service of others

e Develop and demonstrate a sense of social responsibility

Materials PowerPoint A : Mindfulness, Emotional Intelligence and Health
PowerPoint B : Service Orientation and Social responsibility

Role of a Doctor, Leadership, Importance of

Team.
Handout 1.1 : Mindfulness, Emotional Intelligence, Health.
Handout 1.2 : Role-play — Emotional Management
Advance e Ensure readiness of PowerPoint A and PowerPoint B.
Preparation |, \fake enough copies of handouts for distribution.
Training ACTIVITY DURATION
Al Step 1 - Interactive Session 5 Min
Step 2 - Definitions of Mindfulness, Emotional 15 Min

Intelligence and Health (Exercise)

Step 3 - PowerPoint A- Mindfulness, Emotional 15 Min
Intelligence and health

Step 4 - Role-Play on Emotional Management 20 Min

Step 5 - PowerPoint B — Service Orientation and 20 Min
Social responsibility

Total Session Time 75 minutes
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Instructions
to the

Trainers

Make sure that all participants are warmed enough to start the

session.

Encourage the participants verbally and nonverbally involving
the use of words, phrases, and gestures that indicate attention

and the wish of the person to continue speaking.
Examples:
Verbal Encouragement

* Isee

* T understand

 Igetit

* That is clear

* Uh-huh

* I hear you!
Nonverbal Encouragement

* Nodding your head

* Mirroring the speaker’s facial expression (e.g.,
smiling when then speaker smiles, frowning when

the speaker frowns)
Use handouts at as per the number and title at desired places.

Use Assessment Sheetl at the end of session 1 to assess the

performance of candidates in response to session 1
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Detail Steps

STEP 1- INTERACTIVE SESSION

Discuss the following concepts

Interactive Discussion
= Role of Health in the life

= Givers
=  Matchers
=  Takers

= Medical Profession-Giving Happiness
=  Unethical Practices
= Medicine as noble Profession

= Role of Spirituality in Modern Life

Discuss the role of health in the life of every human being.

Explain the concept of Givers, Takers and Matchers to help them
understand the limited role of money in providing service to

their patients.

Givers are those who give more than they take
Matchers are those who take as much as they give
Takers are those who take more than they give

Medical profession is about giving happiness to people by
looking after their health. No other profession has any better
privilege than this. People come to the doctor with hope and
trust. They handover their lives to the doctors. In this situation,
the doctors are supposed to perform the duties to the best of their
abilities. =~ Making a business out of people’s illness is
unacceptable to people. The great doctors have been the true
givers, majority are matchers and some like to make business in

this profession with profit.
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STEP 2 -DEFINITIONS OF MINDFULNESS, EMOTIONAL
INTELLIGENCE AND HEALTH (EXERCISE 1.1)

STEP 3 - POWERPOINT A - MINDFULNESS, EMOTIONAL
INTELLIGENCE AND HEALTH

Highlight some of the unethical practices that damage the trust

of the patients.
Explain why medicine is a noble profession, not a business.

Introduce the role of spirituality in modern human life.

Ask the participants to open the handout 1.1 and write the
definitions for Mindfulness, Emotional Intelligence and Health.

This should take maximum 10 minutes.

Request the participants to share their definition of being

Mindful. Conduct a group discussion.

At the end of the exercise, show them the slide with definitions

of the above terms and explain the terms in detail.

POWERPOINT A- MINDFULNESS,
EMOTIONAL INTELLIGENCE AND HEALTH

e The importance of affordable and accessible
healthcare system.

e Importance of clean and ethical medical practice

e Mindfulness
e Definition
e Advantages
e Components of Mindfulness

e Emotional Intelligence
e Definition
e Advantages
e Components of Emotional Intelligence

e Health
e Definition
e The value of health for all
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Explain mindfulness and tell

The advantages of being mindful. Tell them that being mindful
makes them live in their present moment. This makes them
more alert, aware and attentive, thereby, enhancing their
perceptions, ability to learn and enable them to be in control of

the situation.

Ask participants to fix their thought for 20 seconds on a given
thought, such as, ‘“Please fix your thought on the

Communication Skills workshop and none other”

Ask how many of the participants could ONLY think of the
Communication Skills workshop without getting distracted by

any other thought.

Ask the participants about how they would be able to control

their mind.

Explain about the importance of meditation in achieving a

mindful state.

Request the participants to share their definition of Emotional

Intelligence. Conduct a group discussion.

Explain the concept of Emotional Intelligence to the participants.
Explain that the current education and the syllabus focusses

heavily on the intellectual development.

Tell the participants about the role of the Conscious,
Subconscious and the Unconscious minds in becoming self-

aware.

Tell the participants that Emotional intelligence plays a very big

role in the decision making process along with the intellect.

Help the participants to understand the importance of Emotional
intelligence. It is important to highlight the role of Emotional

Intelligence in avoiding burnout and improving resilience.

Ask a participant to volunteer the definition of health. Conduct a

group discussion.
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STEP 4- ROLE-PLAY ON EMOTIONAL MANAGEMENT
(EXERCISE 1.2)

e Ask nparticipants to open handout 1.2. A role-play to

demonstrate Emotional Intelligence.

e A Detail mark sheet is given to each participant. They must
observe the performance and assess the performer as pass,

average or fail.

e Take the positive feedback of the audience and then the negative
remarks. Display the mark sheet on the screen and discuss each

expected skill that had to be demonstrated during the role-play.

e Demonstrate the same task to help candidates understand the

proper communication.

STEP 5- POWERPOINT B - SERVICE ORIENTATION,
SOCIAL RESPONSIBILITY, TEAM AND LEADERSHIP

POWERPOINT B- SERVICE ORIENTATION,
SOCIAL RESPONSIBILITY, TEAM AND
LEADERSHIP

e Importance of Team building in healthcare

I I
1 1
1 1
1 1
I 1
I I
I 1
1 1
1 1
. ® Duties of a Doctor :
I 1
1 1
1 1
1 1
1 1
I 1
. ® Leadership qualities for a doctor to possess ;
1 1
1 1

e Show different clinic-social conditions and take their opinion on
the next appropriate step in these conditions. Help them

understand the duties of a Doctor.

e Show an audio-visual on the life of a doctor to remind them of

their life’s story.

e Ask if any participant has served the society in any manner in
their own time, with their own money and without getting

anything in return as benefit.
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A doctor as a leader should be able to inspire his colleagues and
influence them to be able to accomplish the set goals. There has
to be an ability to have a vision and find the path that will lead to
the goal. The doctors should have good impersonal skills to be

able to develop trust and build a team.

Motivation is the energy to do something. It is very important
for a leader to be motivated so that the team feels energised.
Team player:

Team is defined as a group of separate individuals with different
backgrounds, resources and skills that complement each other
working together to a common goal. In healthcare, the common
goal is to give service to the patients by delivering health in an
effective way. Explain the role of communication in team
building.

Building Trust:

This is done by following means:

e By creating a non-threatening workplace atmosphere

e By maintaining clear and transparent communication

between all

e Being reliable and becoming a role model by to influence the

behaviour of the team
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HANDOUT 1.1

Exercise 1.1-Exercise on Mindfulness, Emotional Intelligence

Q.1  Define Mindfulness

Q.2 Define Emotional Intelligence

Q.3  Define Health

Note: Definitions for reference

(Do not print these definitions on handout, keep it for reference purpose only)

Mindfulness - Mindfulness is the basic human ability to be fully present, aware of
where we are and what we are doing, and not overly reactive or overwhelmed by

what’s going on around us.

Emotional Intelligence - refers to the ability to identify and manage one's own

emotions, as well as the emotions of others to get a desired outcome.

Health - "State of complete physical, mental, and social well-being, and not merely

the absence of disease or infirmity."
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HANDOUT 1.2

Exercise 1.2- Role-play on Emotional Management

Case Scenario

You are a junior doctor in Medicine. Mrs Sonali, a 25-year-old
lady was admitted with severe UTI. You prescribed Augmentin
to her this morning, but failed to realize that she is allergic to
this medication. There was no severe reaction when the nurse
administered the drug, but now there is some rash and patient is
angry that she was given the drug to which she has known

allergy. She wants to meet you about this.

Objectives of the Session:
= To assess rapport building skills
* To remain mindful
* To demonstrate emotional intelligence
* To be honest and apologise for the mistake
= To have the courage to appreciate the patient for the feedback

» To demonstrate the ability to use the given information for improvement in

services
= To manage the emotions and get the desired outcome

* To be able to reasonably satisfy the patient
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Instructions to the Role player

Clinical station Counselling — Emotional Intelligence

Name of the patient Mrs Sonali Rane

Age / Sex 25 / Female

Education / Occupation Bank clerk

Presentation After the injection given by the nurse, she has

developed some rash and itching on her hands.

Symptoms Disturbed patient. When rash and itching was felt, she
called the nurse. The patient was told that she was

given injection Augmentin.

Medical history Known allergy to Augmentin. Admitted to ICU once

for severe allergic reaction when Augmentin was

given.
Surgical history History of LSCS 2 years ago.
Family history Nil
Psychosocial history She is a busy lady and wants to be at work tomorrow.

The symptoms will delay her resumption at work.

Role The lady is very angry, because the injection
Augmentin was given in spite of informing the doctors
about the same at the time of admission. She cannot
believe the negligence of the treating doctor. In her
opinion, the doctors do not care and now she cannot
trust them for any further treatment. For the interest
of other patients, she would like to lodge a complaint

to the higher authorities against the doctor.
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ASSESSMENT SHEET 1

Counselling - Emotional Intelligence

Name of Candidate:

Name of the observer:

Task Done Needs to Not
Improve Done
Introduction
Eye Contact
Listening
Empathy
Does not dismiss anger
Allows patient to vent her anger
Accepts responsibility for the error and
apologizes for mistake
Offers good explanation to the patient
Invites questions
Advises patient on hospital complaints
procedure
Makes a shared plan with the patient
Thank and Reassure
Observer Information
Global (Overall) Assessment Score:
1 2 3 4 5 6 7 8 9
1 - Totally inadequate - Numerous serious shortcomings
2 - Poor - Numerous and/or Serious shortcomings
3 - Marginal - Numerous deficiencies
4 - Below Average - Some deficiencies
5 - Average - 50™ centile of the class
6 - Above Average - 51 to 75™ centile of the class
7 - Good - In the upper 25" centile of the group
8 - Excellent - Upper 10" centile of the group
9 - Outstanding - The best out of ten
Quick assessment chart:
ltod - Clear Fail - Below Average performance
5 - Just Pass - Average performance
6t09 - Clear Pass - Good performance
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SECTION-2

Title BASICS OF COMMUNICATION SKILLS

Objectives By the end of this session, the participants will be able to -
e Learn different types of communication skills

e Understand the value of verbal and non-verbal forms of

communication
e Express empathy effectively
e Learn the art of listening
e Understand the importance of good eye contact

e Learn the importance of good writing skills

Materials PowerPoint C : Written communication and Telephonic

communication
PowerPoint D : Verbal and Non-verbal communication
Handout 2.1 : Write medical notes

Essential Telephonic Communication Skills

Handout 2.2 : Role-play — History taking and mark sheet

Advance e Make enough copies of handouts for distribution

Preparation |, g e readiness of PowerPoint C and PowerPoint D

Instruction |e Facilitative participants use the following communication

to trainer techniques:

e Active listening

e Body language

e Verbal and nonverbal encouragement
e Appropriate questioning techniques

e Paraphrasing and clarification

e Facilitative participants to use body language means, the use of

facial expression, posture of the body, the position of different
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parts of the body (arms, legs, eyes), gestures, space, and seating.

e Use handouts as per the number and title at desired places.

e Use Assessment Sheet 2 at the end of session 2 to assess the

performance of candidates in response to session 2.

Training

Activities

ACTIVITY DURATION
Step 1 - PowerPoint C-Communication 10
Step2 - Write  Medical Notes, Essential 15

Telephonic Communication Skills

Step 3 - Role-Play On History Taking 30
Step4 - PowerPoint D-Types and Barriers of 20
Communication
Session Time 75 minutes

Detail Steps

STEP 1-POWERPOINT C- WRITTEN COMMUNICATION

AND TELEPHONIC COMMUNICATION

e Begin this session by discussing the definition of Communication.

Communication is a Two-way process of reaching mutual
understanding, in which participants not only exchange (encode-
decode) information, ideas, feelings and emotions using written,

verbal, non-verbal or visual media to create and share meaning.

POWERPOINT C- WRITTEN COMMUNICATION
AND TELEPHONIC COMMUNICATION

e Definition of communication

e Written communication

1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
i ® Types of Communication 1
1 1
1 1
1 1
1 1
1 1
1 1
. ® Telephonic communication 1
1 1
1 1

111




e Ask the

participants to explain the different types

communication. Discuss.

STEP  2-

Written

Verbal or Oral

Non-Verbal — Actions and postures
Images and visual

Multimedia — A combination of all above

of

WRITE MEDICAL NOTES, ESSENTIAL
TELEPHONIC COMMUNICATION SKILLS (EXERCISE 2.1)

e Ask participants to open handout 2.1.

e Introduction to Written Communication- 15 minutes

Ask all participants to document the inpatient notes of the patient

details given in the handout 2.1.

notes and 10 minutes for discussion.

¢ Introduction to Telephonic Communication — 15 minutes

Give 05 minutes to write the

Ask two participants to discuss a patient care over the phone.

Others are asked to listen carefully. At the end of

the

conversation, invite comments, positive first and then the negative

comments.

Discuss the etiquettes for a good telephonic

conversation.

STEP 3 - ROLE-PLAY ON HISTROY TAKING
(EXERCISE 2.2)

e Ask participants to open handout 2.2-A role play to demonstrate

oral communication skills. - 20 minutes

Role play — for History taking - 10 minutes

Interactive Discussion - 10 minutes

e Bring forward a participant to perform the given task. A Detail

mark sheet is given to each participant. They must observe the

performance and assess the performer as pass, average or fail.

e Take the positive feedback of the audience and then the negative

remarks. Display the mark sheet on the screen and discuss each
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expected skill that had to be demonstrated during the role-play.

e Demonstrate the same task to help candidates understand the

proper communication.

e Discuss the importance of presentation, introduction, eye contact,

listening, empathy and speaking in non-medical language.

STEP 4 -POWERPOINT D- TYPES AND BARRIERS OF
COMMUNICATION

POWERPOINT D- TYPES AND BARRIERS OF
COMMUNICATION

e Verbal communication
e Value of actual spoken words

e Value of voice to nation - volume,
speed, pause

e Non-verbal communication
e Presentation
e Eye contact
e Listening
e Empathy
e Non-medical language

e Barriers to communication

e Ask the participants about the importance of the non-verbal,

verbal and voice to nation during oral communication.

e Verbal communication - Questions, Clarifying,

Paraphrasing, Summarizing

e  Non-verbal - Presentation, environment, eye

contact, listening, touch

- Facial expressions, Movements,

Posture

e  Voice modulation - Tone, pitch, volume, speed,

pause, stress
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Discuss the barriers to communication

Physician factors:

Attitude of the doctor, including emotional burnout, negative

bias against a health condition...
Time pressure
Too many people and other noise distractions

Disturbed mind-set, stress, physical exhaustion, sleep

deprivation

Inadequate training, lack of knowledge

Lack of required clinical and communication skills
Language barrier

Patient factors:

Mentally disturbed state — Anger, demanding nature,

manipulative behaviour, intoxicated

Psychiatric conditions — mood disturbances and personality

disorders

Physical illness — multiple health issues
Poor education

Financial constraints

Beliefs that are difficult to change

Language barrier
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HANDOUT 2.1

Exercise 2.1-Write medical notes, Essential Telephonic Communication Skills

Case Scenario
A 35-year-old lady presents with right sided abdominal pain of
acute onset since last night. She has history of minimal bleeding
per vaginum. Her last menstrual period was 6 weeks ago. On
examination, she appears uncomfortable. Pulse — 100/min, BP-
110/70 mm of Hg. Abdomen is tender and there is slight guarding
on the right side. Her Hb is 10gm% and Urine pregnancy test is
positive. There is a strong suspicion of ectopic pregnancy. The
plan is to admit her, observe her closely, intra-venous access and
keep her nil by mouth. Arrange an urgent transvaginal ultrasound

scan.

e Writing medical notes: Tell the participants that the following patient was seen
by them on the ward round and the clinical findings are given as below. Please

document the above in the patients inpatient file.

e Ask one of the participants to explain his documentation style. Discuss the do’s
and don’ts of written patient note keeping. Explain the format for writing medical

notes as follows:

Date/Time Grade / Specialty | Patient name/No

Subjective

Objective

Assessment

Plan

(Doctor) Name, Number, Signature

Use black ink, 3 identity features of patient, write legibly, do not use abbreviations, for

any corrections, make a single strike through.
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e Telephonic Communication — 15 minutes

Case Scenario

Doctor A, is a Junior Gynecological resident. He is managing Mrs
Rita Sohoni, a 35 year old lady who has presented with acute onset
right iliac fossa pain since yesterday. She has some nausea, but no
vomiting. No other significant symptoms. Temperature, pulse and
blood pressure are normal. She has raised white cell count,
negative urine pregnancy test and the sonography does not show
any obvious cause for the pain. Please ring Dr B, a senior resident
in general surgery to take surgical opinion and manage the patients

further.

Obtain positive and negative feedback from all participants. Discuss the
importance telephonic communication and the rules for the same. Explain the

importance of connecting to the people at the other end of the telephone.

Situation Introductions + Patient details

Background Patients clinical progress

Probable diagnosis

Assessment

Examination findings

Would you be able to come

Any tests you would like me to do
Recommendation

Anything else I could do to manage

Can [ just repeat our discussion?
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HANDOUT 2.2

Exercise 2.2-Role-play on History Taking

Obtain history from Mrs Trupti Shah, a 35 year old lady, with history of right sided

lower abdominal pain.

Objectives of the session:

e To assess communication skills

e To demonstrate empathy

e To take the medical history

e To listen carefully and answer all questions to patient’s satisfaction
e To reassure and at the same time be honest

e Explain the possibilities to the patient

e Define the further process such as examination and investigations
e To explain treatment options without jumping to conclusions

e To make the patient feel good at the end of the consultation

Instructions to the Role player:

Clinical station Counselling — Emotional Intelligence

Name of the patient Mrs Trupti Shah

Age / Sex 35/ Female

Education / Housewife

Occupation

Presentation Pain in the right tummy, which started yesterday, but kept

increasing. Painkillers have not helped.

Symptoms Pain in the right lower tummy. The pain is localised and kept
her awake in the night. She never had this pain before. It is
almost continuous. It is dull in nature. It increases on
walking, but does not get better on lying down. She feels

nausea, but did not vomit, No bladder and bowel symptoms.
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Medical history

History of pelvic tuberculosis 3 years ago. Took treatment for
9 months. Suffers from infertility. Her last period was 6
weeks ago, but periods can be irregular. This is more so since

she has put on weight in the last 6 months.

Surgical history

Nil

Family history

Her elder sister died of breast cancer at a young age

Psychosocial history

The history of cancer in her sister is playing on her mind.
She feels this pain could be similar to her sister. She fears

that she may die. This is making her pain worse.

Role

A very anxious lady. She is very afraid and depressed. Due
to her infertility, she is very unhappy. She has also put on
weight, which has disturbed her. On top, her sisters death at a
young age is bothering her. She wants you to tell her what is
happening. She does not want any operation. She hates

hospitals and does not want to get admitted.
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ASSESSMENT SHEET 2

History taking for abdominal pain

Name of Candidate:

Name of the Observer:

Task Done | Needs to Not Done
improve
Introduction
Eye Contact
Listening
Empathy
Non-Medical language
Is Ectopic considered
Other differential diagnosis considered
Offers good explanation to the patient about
further examination and investigations
Invites questions
Offers support
Makes a shared plan with the patient
Thank and Reassure
Observer Information:
Global (Overall) Assessment Score:
v [ 2 | 3 [ 4 ] 5 | 6 [ 7 [ 8 ]9 |
1 - Totally inadequate - Numerous serious shortcomings
2 - Poor - Numerous and/or Serious shortcomings
3 - Marginal - Numerous deficiencies
4 - Below Average - Some deficiencies
5 - Average - 50™ centile of the class
6 - Above Average - 51 to 75" centile of the class
7 - Good - In the upper 25™ centile of the group
8 - Excellent - Upper 10" centile of the group
9 - Outstanding - The best out of ten
Quick assessment chart :
lto4 - Clear Fail -Below Average performance
5 - Just Pass -Average performance
6t09 - Clear Pass -Good performance
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SECTION-3

Title DOCTOR - PATIENT RELATIONSHIP

Objectives By the end of this session, the participants will be able to -
e Understand the patient cycle during their illness
e Understand the Doctor cycle when treating the patients

e Display the role of Attitude, Behavior and Communication Skills

in Doctor-Patient relationship
e Learn the types of Doctor-Patient relationships

e Know the reasons and the measures to avoid violence against

Doctors
Materials PowerPoint E  : Doctor Patient relationships
PowerPoint F  : Violence against doctors
Handout 3.1 . Role-play on Consenting for a procedure
Handout3.2  : Role Play on Counselling
Advance e Make enough copies of handouts for distribution

Preparation |, g e readiness of PowerPoint E and PowerPoint F

Instructions |e The role of the trainer here is to enable learning to the
to the participants.

trainers e Give more chance to participants in this session as many

participants are likely to share their real life experience in this

session.
e Use handouts at as per the number and title at desired places.

e Use Assessment Sheet3.1 and 3.2 at the end of session 3 to assess

the performance of candidates in response to session 3.
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Training

Activities

ACTIVITY DURATION
Step 1 - PowerPoint E — Doctor Patient | 10 Minutes
relationships

Step2 - Role-Play On Consenting For A | 20 Minutes

Procedure

Step 3 - Role Play On Counselling At The Time | 35 Minutes

of Discharge

Step 4 - PowerPoint F- Violence Against | 10 Minutes

Doctors
Session Time | 75 minutes
Detail Steps | STEP 1- POWERPOINT E - DOCTOR PATIENT
RELATIONSHIPS

________________________________________

POWERPOINT E- DOCTOR PATIENT
RELATIONSHIPS

e The patient cycle
e The doctor cycle
e Types of doctor-patient relationships

e The role of attitude, behavior and communication
in a good doctor-patient relation

Discuss the patient and the doctor cycle when they meet during

the consultation.
Discuss the types of doctor-patient relations

Paternalistic: This is largely a one-way communication,
wherein the doctor gives the minimum legally required
information to the patients. The deliberation and even the
decision of the treatment is done by the doctor. This is an

authoritative style by the doctor.

Mutual (Shared): In this form; there is a two-way
communication in which the doctor gives all relevant

information to the patient. There is deliberation by the doctor
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and the patient and the decision is taken in a joint manner.

Consumerism: In this form, the patent is aggressive and keeps
an upper hand during the conversation. They have their own
ideas about their treatment and may not be willing to listen to

the doctor’s opinion.

Discuss the role of Attitude, Behaviour and Communication
Skills in the development of an Inter-personal relationship

between the doctor and the patient.

Attitude is the complex psychological state of mind involving
emotions, beliefs and opinions of an individual due to the

experiences of their entire life.

Behaviour involves the actions that an individual takes based on

their attitude.

STEP 2- - ROLE-PLAY ON CONSENTING FOR A
PROCEDURE (EXERCISE 3.1)

Ask participants to open handout 3.1- A role-play to
demonstrate oral communication skills- Consenting for a
procedure - 20 minutes

Role-play — Consenting - 10 minutes

Interactive Discussion - 10 minutes

Bring forward a participant to perform the given task. A Detail

mark sheet is given to each participant. They must observe the

performance and assess the performer as pass, average or fail.

Take the positive feedback of the audience and then the negative
remarks. Display the mark sheet on the screen and discuss each

expected skill that had to be demonstrated during the role-play.

Demonstrate the same task to help candidates understand the

proper communication.
Explain the phenomenon called “The Curse of Knowledge”.

Discuss the role of Attitude, Behaviour and Communication in

developing good interpersonal relationships.
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STEP 3- ROLE PLAY ON COUNSELLING AT THE TIME OF
DISCHARGE (EXERCISE 3.2)

Ask participants to open handout 3.2-A role-play to
demonstrate oral communication skills- Counselling at the time
of discharge - 35 minutes

Role-play — Consenting - 15 minutes

Interactive Discussion - 20 minutes

Bring forward a participant to perform the given task. A Detail

mark sheet is given to each participant. They must observe the

performance and assess the performer as pass, average or fail.

Take the positive feedback of the audience and then the negative

remarks.

Demonstrate the same task to help candidates understand the

proper communication

STEP 4-POWERPOINT F- VIOLENCE AGAINST DOCTORS

Discuss the increasing violence against doctors.
Ask for the reasons for violence against doctors.

Request the participants to explain steps that should be taken by
the government, doctors and the patients to enable us to avoid

violence against doctors

POWERPOINT F- VIOLENCE AGAINST
DOCTORS

e Increase in violence against the doctors
e The role of the doctors

e The role of the patients

e The role of the media

e How to avoid violence

e The role of the government, doctors and the

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
I .
1

s patients
1
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Handout 3.1

Exercise 3.1-Role play on Consenting for a procedure

Case Scenario
Mrs Sujata Joshi is a 34-year-old woman who has been
admitted for laparoscopy to investigate her pelvic pain. Please

obtain her consent.

Objectives of the session:

e To assess communication skills

e To demonstrate empathy

e To take the medical history

e To listen carefully and answer all questions to patients’ satisfaction

e To reassure and at the same time be honest

e To give the information in a reassuring manner

e Explain the possible complications and manage the emotions of the patient
e To give the feeling that the patient is in charge of the proceedings

e To make the patient feel good to go ahead at the end of the consultation

Instructions to the Role player:

Clinical station Consent for laparoscopy
Name of the patient Mrs Sujata Joshi
Age / Sex 34 / Female

Education / Occupation | Receptionist in a company
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Presentation Admitted to the hospital with abdominal pain for
laparoscopy. Her tests have been done, including bloods,
urine and sonography. There is no clear diagnosis for the
pain.

Symptoms Lower abdominal pain, which has been increasing over
the last few weeks. Painkillers and hormonal medications
have not helped.

Medical history History of weight gain. She is taking thyroid medications.

Surgical history History of previous laparoscopy 3 years ago.

Family history Father and mother are both diabetic

Psychosocial history

She is very uncomfortable. She would still like to avoid

the operation.

Role

She is very worried about being put to sleep. She thinks
she may not wake up. Her friend had a laparoscopy and
was complaining that it was very painful. She wants to
know all the possible complications. She feels she may

die during the operation.
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ASSESSMENT SHEET 3.1

Consent for Laparoscopy

Name of Candidate:

Name of the Observer:

Task Done Needs to | Not Done
improve
Introduction
Eye Contact
Listening
Empathy
Non-Medical language
Explains the procedure
Explains the possible complications
Reassures the patient
Invites questions
Offers support
Makes a shared plan with the patient
Observer Information:
Global (Overall) Assessment Score:
v | 2 | 3 [ 4 | 5 [ 6 [ 7 | 8] 9 |
1 - Totally inadequate ~ — numerous serious shortcomings
2 - Poor - Numerous and/or Serious shortcomings
3 - Marginal - Numerous deficiencies
4 - Below Average - Some deficiencies
5 - Average - 50™ centile of the class
6 - Above Average - 51 to 75™ centile of the class
7 - Good - In the upper 25™ centile of the group
8 - Excellent - Upper 10" centile of the group
9 - Outstanding - The best out of ten

Quick assessment chart :

1to4 - Clear Fail
5 - Just Pass
6t09 - Clear Pass

- Below Average performance

- Average performance

- Good performance
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Handout 3.2

Exercise 3.2-Role play on Counselling

Case Scenario

Mr Suhas Verma, 51-year-old man is being discharged after a

recent myocardial infarction.  Counsel him about the

medications to control his hypertension and diabetes that he

must take. He needs to be also counselled to give up his habit

of smoking.

Objectives of the Session :

e To assess rapport building skills

e To give the information in a non-threatening manner

e To demonstrate empathy

e To allow the patient to express concerns

e To be clear that the medications need to be taken as instructed

e To show understanding, but still be clear that smoking cannot continue

e To give instructions about physical activities and diet

e To come to a shared understanding about the further treatment

e Arrange for follow up

Instructions to the Role player:

Clinical station

Counselling — Discharge after Myocardial infarction

Name of the patient

Mr Suhas Verma

Age / Sex

51/ Male
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Education /

Chief Executive of a Company

Occupation

Presentation Chest pain that was diagnosed to be due to myocardial
infarction

Symptoms Chest pain radiating to the shoulders with excess sweating 4
days ago. Now this has settled and discharge has been
planned for today. Before going home, the doctor wanted
to discuss the further treatment process.

Medical history Hypertension since 10 years being treated with two
different medications. Sugar has been up and down since
last 3 years. Currently on medications.

Surgical history History of laparoscopic cholecystectomy for gall stones

Family history Father is a known hypertensive. Mother has expired.

Psychosocial Very stressed due to the job responsibilities. Always on the

history go. Hates to be taking so many medications. Not always
punctual with medications. Sugar has been uncontrolled.
Very aggressive personality. Now very worried.

Role Anxious aggressive person. Happy to be discharged.

Wants to resume normal routine soon. Cannot give up

smoking. He has tried many times in the past.
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ASSESSMENT SHEET 3.2

Counselling at discharge
Name of Candidate:

Name of the Observer:

Task Done Needs to | Not Done

improve

Introduction

Eye Contact

Listening

Empathy

Non-Medical language

Counseling about medications for

hypertension & Diabetes

Counseled about giving up smoking

Counselled about diet, weight and lifestyle

measures

Invites questions

Offers support

Makes a shared plan with the patient

Thank and Reassure

Observer Information:

Global (Overall) Assessment Score:

v [ 2 [ 3 [ 4 ] 5 [ 6 [ 7 [ 8] 9 |
1 - Totally inadequate =~ — numerous serious shortcomings

2 - Poor - Numerous and/or Serious shortcomings
3 - Marginal - Numerous deficiencies

4 - Below Average - Some deficiencies

5 - Average - 50™ centile of the class

6 - Above Average - 51 to 75" centile of the class

7 - Good - In the upper 25" centile of the group

8 - Excellent -Upper 10™ centile of the group

9 - Outstanding -The best out of ten

Quick assessment chart :

lto4 - Clear Fail -Below Average performance
5 - Just Pass -Average performance
6t09 - Clear Pass -Good performance
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SECTION-4

Title COMMUNICATION IN SPECIAL SITUATIONS

Objectives By the end of this session, the participants will be able to -
e Learn to handle angry patients
e Learn the skills to break a bad news such as death

e Understand the importance of dealing with relatives with
sensitivity
e Know the value of good communication with colleagues and

subordinates in building a good team

Materials PowerPoint G : Breaking Bad News

PowerPoint H : Informing Death, Handling angry patients

Handout 4.1 . Breaking Bad News — Role-play
Handout4.2  : Breaking News of Death — Role-play
Advance e Make enough copies of handouts for distribution

Preparation e Ensure readiness of PowerPoint G and PowerPoint H

Instructions e The main role of trainer in this session is to control the

to Trainers participants as they are likely to get carried away
e Use handouts at as per the number and title at desired places.

e Use Assessment Sheetd.l and 4.2 at the end of session 4 to

assess the performance of candidates in response to session 4.

Training ACTIVITY DURATION
AN Step 1 - Definition Of Bad News 10 Minutes
Step 2 - Role Play On Breaking Bad News 20 Minutes
Step 3 - PowerPoint G - Breaking Bad News 10 Minutes
Step4 - Role-Play On Breaking News Of 25 Minutes
Death
Step S - PowerPoint H - Informing Death, 10 Minutes
Handling Angry Patients
Session Time 75 minutes
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Detail Steps

STEP 1- DEFINITION OF BAD NEWS

Enlighten the participant with following definition of bad news

during health care delivery

Bad News:

Any undesirable information, which adversely and seriously
affects an individual’s view about the future is called a bad news.
This is one of the most difficult task faced by healthcare
professionals.  Patients expect a honest and transparent
disclosure of the information. The skill of the doctor has a
significant impact on the ability of the patient to cope with the

ncws.

STEP 2- ROLE PLAY ON BREAKING BAD NEWS
(EXERCISE 4.1)

Ask participants to open handout 4.1-A role play to demonstrate

oral communication skills-

Breaking Bad News - 20 minutes
Role play — Breaking Bad News - 10 minutes
Interactive Discussion - 10 minutes

Bring forward a participant to perform the given task. A Detail
mark sheet is given to each participant. They must observe the

performance and assess the performer as pass, average or fail.

Take the positive feedback of the audience and then the negative
remarks. Display the mark sheet on the screen and discuss each

expected skill that had to be demonstrated during the role-play.

Demonstrate the same task to help candidates understand the

proper communication.

STEP 3-POWERPOINT G - BREAKING BAD NEWS

POWERPOINT G- BREAKING BAD NEWS

| 1
1 I
| 1
| I
| e The skill to break a bad news |
! I
| I
| 1

e The six step approach to break bad news

_______________________________________
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Discuss the six step approach in breaking bad news.

S - Prepare the Setting to break the bad news

P - Perception- Explore the patient’s perception of their
medical condition. This is their current understanding of
what is happening to their health.

I - Invitation- Obtain an invitation from the patient to share
the further information about their medical condition that is
available to you.

K - Knowledge- Share the further information about the
patient’s treatment process that is available to you. Use a
lot of verbal and non-verbal skills.

E - Empathy- Manage the emotions that may develop.

S - Offer further support to the patient to help them recover to

the fullest and as fast as possible.

STEP 4- ROLE-PLAY ON BREAKING NEWS OF DEATH
(EXERCISE 4.2).

Ask participants to open handout 4.2-A role play to demonstrate

oral communication skills-
Breaking News of Death - 25 minutes
Role play — Breaking News of Death - 10 minutes
Interactive Discussion - 15 minutes

Bring forward a participant to perform the given task. A Detail
mark sheet is given to each participant. They must observe the

performance and assess the performer as pass, average or fail.

Take the positive feedback of the audience and then the negative
remarks. Display the mark sheet on the screen and discuss each

expected skill that had to be demonstrated during the role-play.

Demonstrate the same task to help candidates understand the

proper communication
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STEP 5- POWERPOINT H - INFORMING DEATH,

HANDLING ANGRY PATIENTS

POWERPOINT H- INFORMING DEATH,
HANDLING ANGRY PATIENTS

e Informing Death
e The stepwise approach to inform death
e The skills required to manage an angry

patient

Discuss the principals involved in managing angry patients

Active listening- This helps to acknowledge anger. Avoid

dismissing anger.

= Show empathy- This is an effort to show an understanding of
the patient feelings

= Explore solutions and ways ahead- This helps to calm the

patient.

= Achieve closure — Support plan for follow up and future

treatment should be agreed.
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Handout 4.1

Exercise- 4.1 —Role Play on Breaking Bad News

Case Scenario
Mrs Roshni Palkar, 43-year-old woman, with right breast lump
had a biopsy 2 weeks ago. Report shows cancer. Break the

News to her.

Objectives of the session:

To begin the counselling appropriately

To ensure that the right setting is prepared

To check the patients knowledge about the condition

To keep the conversation to and fro to get the patient talking
To use the verbal and non-verbal skills to give the information
To be clear in speaking about the cancer

To manage the emotional outburst appropriately

To give space for the patient to express her feelings

To restart the conversation at a right moment

To maintain good composure throughout to give a sense of confidence
To be clear to the patient, but still keep the hopes alive

To give proper support and make clear plans for further treatment
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Instructions to the Role player:

Clinical station

Counselling- Breaking Bad News

Name of the patient

Mrs Roshni Palkar

Age / Sex

43 / Female

Education / Occupation

Housewife, Mother of two children — 4 and 7 years age

Presentation Breast lump that was investigated
Symptoms Lump felt in the breast.

Medical history History of diabetes on insulin

Surgical history History of two Caesarean sections
Family history History of diabetes in father and mother

Psychosocial history

She is a homemaker. A calm person normally, but now
eager to know the test report. She is not fully aware that

cancer is also a possibility

Role

She is calm in the beginning, because she is not aware
that there is a real possibility of cancer in her case. She
reacts with shock to this information. She cannot believe
the news being given. She breaks down into tears. She
i1s shocked and immobilised. When she recovers, she
wants to know more. Is the cancer advanced? Does she
need an operation? Will she survive? How long does

she have. She wants to have a second opinion
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ASSESSMENT SHEET 4.1

Breaking Bad News
Name of Candidate:
Name of the Observer:
Task Done Needs to Not Done
improve
Introduction
Eye Contact
Listening
Empathy
Non-Medical language
Prepares setting for the interview
Checks the patients level of knowledge
& understanding
Shares the report clearly
Handles emotions
Invites questions
Offers support
Makes a shared plan with the patient
Thank and Reassure
Observer Information:
Global (Overall) Assessment Score:
v [ 2 | 3 [ 4 [ 5 | 6 [ 7 [ 8 |9 |
1 - Totally inadequate =~ — numerous serious shortcomings
2 - Poor - Numerous and/or Serious shortcomings
3 - Marginal - Numerous deficiencies
4 - Below Average - Some deficiencies
5 - Average - 50™ centile of the class
6 - Above Average - 51 to 75" centile of the class
7 - Good - In the upper 25" centile of the group
8 - Excellent -Upper 10™ centile of the group
9 - Outstanding -The best out of ten
Quick assessment chart :
lto4 - Clear Fail -Below Average performance
5 - Just Pass -Average performance
6t09 - Clear Pass -Good performance
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Handout 4.2

Exercise 4.2-Role Play on Breaking News of Death

Case Scenario
Mrs Savitri Jadhav 65 year old mother of Mr Santosh Jadhav,
was admitted with high-grade fever to ICU in a critical
condition this morning, but she is dead now. Break this news

to her relatives and explain what happened.

Objectives of the session:

To choose the right setting

e To be prepared with the right details about the recent treatment.

e To check the patients knowledge about the condition

e To keep the conversation to and fro to get the patient talking

e To use the verbal and non-verbal skills to give the information

e To be clear in speaking about the death

e To demonstrate empathy and manage the emotional outburst appropriately
e To give space for the patient to express his feelings

e To restart the conversation at a right moment

e To maintain good composure throughout to give a sense of confidence
e To answer all questions patiently without showing any agitation

e To give proper support and make clear plans for further proceedings
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Instructions to the Role player:

Clinical station

Counselling — Informing Death

Name of the relative

Mr Santosh Jadhav and the relatives

Age / Sex

45 / Male

Education / Occupation

Service / Middle class

Presentation ICU — Relatives have been waiting outside

Symptoms Mother in ICU

Medical history Mother was admitted with fever this morning, but she was
conscious and talking at home. She has diabetes for which
is taking regular medications. Her blood pressure was
recently found to be high, but she was poor in taking her
medications.

Surgical history Nil

Family history Nil

Psychosocial history

Patient was admitted in the ICU and the relatives have
been waiting outside eagerly. They have no proper
facilities at the ICU waiting area. They have already spent
over Sixty thousand rupees for her medications. They
cannot afford this treatment. They do not understand much

about what is going on.

Role

The relatives are crowding around the doctor to know the
condition of Mrs Jadhav. They cannot believe that she has
died. They feel that they have been cheated. They have
spent a lot of money and still their mothr has died. They
feel that the hospital has been negligent. They were not
informed about her progress from time to time. An hour
ago, one of the nurses who came out of the ICU had told

them that all is fine.
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ASSESSMENT SHEET -4.2

Name of Candidate:

Name of the Observer:

Informing Death

Task Done | Needs to Not Done
improve
Introduction
Eye Contact
Listening
Empathy
Non-Medical language
Prepares the setting
Checks the perception of the relatives
Obtains invitation to share information
Shares the knowledge
Offers support and handles emotions
Makes a shared plan with the patient
Thank and Reassure
Observer Information:
Global (Overall) Assessment Score:
v 2 [ 3 [ 4 ] 5 [ 6 [ 7 | 8] 9 |
1 - Totally inadequate =~ — numerous serious shortcomings
2 - Poor - Numerous and/or Serious shortcomings
3 - Marginal - Numerous deficiencies
4 - Below Average - Some deficiencies
5 - Average - 50™ centile of the class
6 - Above Average - 51 to 75™ centile of the class
7 - Good - In the upper 25" centile of the group
8 - Excellent -Upper 10™ centile of the group
9 - Outstanding -The best out of ten
Quick assessment chart :
Ito4 - Clear Fail -Below Average performance
5 - Just Pass -Average performance
6t09 - Clear Pass  -Good performance
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SECTION-5

Title TRAINING IN COMMMUNICATION SKILLS

By the end of this session, the participants will be able to -
e To understand the importance of learning communication skills
e To understand the different ways to learn communication Skills

Objectives e To understand that practice is vital to be good in real life

situations

e To prepare their own workshop for teaching communication

skills to others

Observing, Videotaping self, watching videos, Group discussions,

Role playing, Simulated patients, performing with real patients

PowerPoint I : Communication Skills — Why, What, Where,

When, How to teach and learn. Organizing a

Materials communication skills workshop.
PowerPoint ] : Various modes to learn communication skills
Handout 5.1 . Design a communication skills workshop
Handout 5.2  : Create an OSCE station to teach management of

an angry patient

Advance e Make enough copies of handouts for distribution

Preparation | e Ensure readiness of PowerPoint I and PowerPoint J

e The trainer should try to extract maximum from the participants
based on training received in earlier four sections for developing

training in communication skill.
Instructions |® Tell participants that you would like them to work in groups.

to the trainer |e Ask participants to draw their own “thought maps” on a sheet of

notepaper

e Use handouts at as per the number and title at desired places.
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ACTIVITY DURATION
Step 1 - PowerPoint [- Communication Skills —
Why, What, Where, When, How To 10 Minutes
Teach And Learn. Organizing A
Communication Skills Workshop
. . Step2 - Design A  Communication  Skills
Tra'ln'll-lg Workshop 15 Minutes
Activities.
Step3 - Create an OSCE Station To Teach .
. 20 Minutes
Management of an angry Patient
Step4 - PowerPoint J -Various Modes To Learn .
. . 30 Minutes
Communication Skills
Session Time 75 minutes
Detail Steps | STEP 1-POWERPOINT I- COMMUNICATION SKILLS -

WHY, WHAT, WHERE, WHEN, HOW TO TEACH AND
LEARN. ORGANIZING A COMMUNICATION SKILLS
WORKSHOP

Enlighten the participants with following concepts using

PowerPoint.

e Communication Skills — Why, What, Where, When & How to

teach and Learn communication.

e Ask the participants about how they would teach communication
skills to their junior residents, medical students and the nursing

students. These methods include:

= Lectures

=  Group Discussions

= Role plays

* Simulated patients

* Video demonstrations

= Self-recorded video observation

* To observe role models in real life

= To perform in real life situations
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POWERPOINT I- Communication Skills — Why,

What, Where, When, How to teach and learn.

Organizing a communication skills workshop

e Ways to learn communication skills

e The need for self-motivation

e The role of observing carefully

e The administrative skills

e The teaching skills

STEP 2- DESIGN A COMMUNICATION

WORKSHOP (EXERCISE 5.1)

SKILLS

Ask participants to open handout 5.1- The participants must

work in groups. Divide all participants in groups of 6 or 7. Each

group must prepare their own design for communication skills

training - 15 minutes

After the 15 minutes, ask two groups to come forward and

discuss their design. Invite comments and additions from other

groups.

e Interactive Group Discussion — 15 minutes
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STEP 3- CREATE AN OSCE STATION TO TEACH

MANAGEMENT OF AN ANGRY PATIENT

(EXERCISE 5.2)

e Ask participants to open handout 5.2- The participants must
work in groups.

e Ask the groups to create an OSCE station regarding an angry
patient. This should include instructions to the performer, role

player and the mark sheet for the examiner. — 15 minutes

e Ask couple of groups to come forward and present their

scenarios.

STEP 4- POWERPOINT J -VARIOUS MODES TO LEARN

COMMUNICATION SKILLS

e Discuss the OSCE designing with the other participants-30

minutes

LEARN COMMUNICATION SKILLS
= The skill to design OSCEs

= The vital role of practicing role- plays

= The need to include communication skills
training in the syllabus.

= The need for the healthcare trainees to get

socially connected
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HANDOUT 5.1

Exercise 5.1-Design a communication skills workshop

Case Scenario
As a resident doctor, you are supposed to design a
communication skills workshop for the undergraduate students
in the first year of MBBS. Plan the workshop so that the

students can understand and learn about communication skills.

Tips for organizing the communication skills workshop:

Decide the target audience — Trainee level and Numbers of trainees
Take advise from the seniors

Prepare the program by selecting the topics and make a schedule
Choose the right faculty and inform them

Decide the forms of presentations

Fix the venue

Nominate a coordinator and distribute roles to various members
Spread the word

Design leaflets, banners and messages on the social media
Create the stationary and make the required copies

Arrange for water, tea/coffee and possible snacks/ lunch

Prepare a budget

Be ready on time and conduct the session

Obtain the feedback from the participants
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HANDOUT 5.2

Exercise 5.2-Create an OSCE station to teach communication with an angry

patient

Prepare instructions for the candidate to perform

Prepare script for the Role player

Prepare an assessment sheet for the examiner

Examples of angry patients:

Intraoperative complications

Wrong operation being performed

Patient condition not improving even after prolonged treatment

Costs of the treatment keep rising during the treatment

Different healthcare professionals give conflicting information to the patient.
Delayed diagnosis leading to increased pain and suffering to the patient
Cancellation of the patient appointment at the last moment

Sudden death of a patient

Breaking a serious bad news such as the birth of an abnormal child and

amputation
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Annexures-I1

PROFORMA

“Management of Doctor-Patient Relationship by Teaching
Communication SKkills to Resident Doctors in Maharashtra”

Part A
Personal Particulars

AN O

=

10.
11.
12.
13.
14.

Name of ReSIACNT ©. ..ottt s e
Age D yIs

Sex M /F (V)

Year Of ReSIACNCY .. .v ittt e e
Subject of Specialty P

Name & Address of e
Institution of Residency:

Area : Rural/ Urban (V)

Details of Educational Background:

Educational Name of Institute Location of Govt/ Year of
Qualification Institute Private Passing

S.S.C.

H.S.C.

Under Graduate

Post Graduate

Any close Relative :Yes /No (V)
who is a Doctor
Contact Address L

Email e
Phone/Mobile No e Do you have WhatsApp?: Yes / No
Have you attended any Communication skill seminar/workshop: Yes / No
Language Known : Tick mark (& ) the most appropriate response

MARATHI/ HINDI/ ENGLISH If any please Specify:.......................
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Part B
Consent

whose particulars are
mentioned above have been explained and fully understood the various aspects of the
study entitled: “Management of Doctor-Patient Relationship by Teaching
Communication Skills to Resident Doctors in Maharashtra”

1. In the language I understand, and I hereby voluntarily consent to participate in
the study.
2. I have received an explanation of the nature, purpose, duration and expected

effects of the study and what I will be expected to do. My questions have been

answered satisfactorily.

3. I understand that my participation in the study is voluntary and that I may
refuse to participate or may withdraw from the study anytime, without any
penalty.

4. I understand that my identity will not be revealed in any publication.

5. I agree to take part in the above study.

Name of the resident Name of the Investigator administering consent

Signature of the resident  Signature of the Investigator administering consent

Date:

Place:
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Name:

Part C — Pre Test Training Questionnaire

a) Tick mark (&) the most appropriate response you fill in concern with the

Questionnaire asked as follows -

1. Strongly disagree (SD), 2. Disagree (DA) 3. Uncertain (U) 4. Agree (A) 5. Strongly agree (SA)

Sr

Items

SD

DA

U

A

SA

Section 1 — Being a Mindful Doctor

Doctor has a duty to provide reasonable care to a patient only
when a patient pays the fee.

Emotional intelligence has an important role in team building

A doctor has a duty to completely cure the patient.

Health is defined as complete physical and mental well-being
of the patient

Mindfulness can help to prevent burnout in the doctor

Section 2 — Basics of Communication Skills

Doctor needs to talk in layman’s language with all patients
coming to him.

The doctor should inform the patient of all the treatment
choices available,

their pros and cons and arrive at a shared decision with the
patient.

Empathy gets reduced during the period of medical training

Listening is the same as hearing the spoken words

10

Medical knowledge without emotional intelligence is useless

Section 3 — Doctor-Patient Relationship

11

There is an urgent need to improve the current doctor-patient
relationship

12

Strict laws by government will definitely stop violent attacks

13

It is the patients fault that they get confused because of google
information

14

Doctors can avoid violent attacks with the help of good
attitude and behavioural skills when dealing with patients and
their relatives.

15

Violent attacks on doctors are happening ONLY because of
the media
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Section 4 — Communication in Special Situations

The best way to handle an angry patient is for the doctor to

16 take an aggressive approach

Bad news can be disclosed at any location in the hospital

17 outside the ICU

Armed security guards will stop attacks on doctors giving bad
news

18

Half information about the bad news can be given to the
19 | patients to reduce

their distress

If your senior colleague is harassing you, it is best to keep

20 h
quite

Section 5 — Training in Communication Skills

Current teaching pattern makes you capable to handle all

21 ..
untoward incidences at workplace.

The communication skills to handle untoward incidences at
22 | workplace are a science and should be included as a subject in
curriculum for undergraduate and postgraduate studies.

Uniform Specific standard operative protocols are needed to

23 handle incidences at workplace.

Regular communication skills training workshops must be

24 conducted in every healthcare institution

Communication skills training should be a part of high school

= and junior college education

b) Write your opinion for the following questions in brief:

1. Explain how mindfulness is helpful in the medical profession?

2. Explain the role of emotional intelligence in developing interpersonal relationship?

3. Name five barriers for good communication?

4. Do you feel proper communication about death of patient to the relatives will

prevent violence with doctors?

5. Name the methods that can be used to teach communication skills to your juniors

Suggestions, if any:
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Name:

Part D — Post Test Training Questionnaire

a) Tick mark (&) the most appropriate response you fill in concern with the

Questionnaire asked as follows -

1. Strongly disagree (SD), 2. Disagree (DA) 3. Uncertain (U) 4. Agree (A) 5. Strongly agree (SA)

Sr

Items

SD

DA

U

A

SA

Section 1 — Being a Mindful Doctor

Doctor has a duty to provide reasonable care to a patient only
when a patient pays the fee.

Emotional intelligence has an important role in team building

A doctor has a duty to completely cure the patient.

Health is defined as complete physical and mental well-being
of the patient

Mindfulness can help to prevent burnout in the doctor

Section 2 — Basics of Communication Skills

Doctor needs to talk in layman’s language with all patients
coming to him.

The doctor should inform the patient of all the treatment
choices available,

their pros and cons and arrive at a shared decision with the
patient.

Empathy gets reduced during the period of medical training

Listening is the same as hearing the spoken words

10

Medical knowledge without emotional intelligence is useless

Section 3 — Doctor-Patient Relationship

11

There is an urgent need to improve the current doctor-patient
relationship

12

Strict laws by government will definitely stop violent attacks

13

It is the patients fault that they get confused because of google
information

14

Doctors can avoid violent attacks with the help of good
attitude and behavioural skills when dealing with patients and
their relatives.

15

Violent attacks on doctors are happening ONLY because of
the media
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Section 4 — Communication in Special Situations

The best way to handle an angry patient is for the doctor to

16 take an aggressive approach

Bad news can be disclosed at any location in the hospital

17 outside the ICU

Armed security guards will stop attacks on doctors giving bad
news

18

Half information about the bad news can be given to the
19 | patients to reduce

their distress

If your senior colleague is harassing you, it is best to keep

20 h
quite

Section 5 — Training in Communication Skills

Current teaching pattern makes you capable to handle all

21 ..
untoward incidences at workplace.

The communication skills to handle untoward incidences at
22 | workplace are a science and should be included as a subject in
curriculum for undergraduate and postgraduate studies.

Uniform Specific standard operative protocols are needed to

23 handle incidences at workplace.

Regular communication skills training workshops must be

24 conducted in every healthcare institution

Communication skills training should be a part of high school

= and junior college education

b) Write your opinion for the following questions in brief:

1. Explain how mindfulness is helpful in the medical profession?

2. Explain the role of emotional intelligence in developing interpersonal relationship?

3. Name five barriers for good communication?

4. Do you feel proper communication about death of patient to the relatives will

prevent violence with doctors?

5. Name the methods that can be used to teach communication skills to your juniors

Suggestions, if any:
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