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ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ      
ส านักงาน: ตึกอดุลยเดชวิกรม ชั้น 6 (ห้อง 656) โทรสาร. 02 4123901      
โทรศัพท์. 02 419 9978 ภายใน 99978, 96637 

ก ำหนดกำร 
โครงกำรอบรมเชิงปฏิบัต ิเร่ือง “Teaching doctor-patient communication” 

ระหว่ำงวันที่ 17 – 19 ตุลำคม พ.ศ. 2561 
ณ  ห้องประชุมสิรินธร อำคำรเฉลิมพระเกียรต ิชัน้ G คณะแพทยศำสตร์ศิริรำชพยำบำล 

 

Part I : Essential doctor-patient communication skills  
วันพุธที่ 17 ตุลำคม พ.ศ. 2561   วทิยำกรหลัก วทิยำกรร่วม 
08.00 - 08.30 น. ลงทะเบียนภาคเช้า   

08.30 – 10.00 น. Principles of communication  อ. นพ. ชนินทร์ ลิ่มวงศ์  รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ 
10.00 – 10.15 น. พกัรับประทานอาหารว่าง   
10.15 - 12.00 น. Active listening ผศ. พญ.ธชัวรรณ จิระติวานนท์ รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ 

รศ. นพ.สพุจน์ พงศ์ประสบชยั 
12.00 – 13.00 น. พกัรับประทานอาหารกลางวนั   
13.00 - 14.30 น. Informative counseling รศ.ดร. นพ. สืบวงศ์ จฑุาภิสิทธ์ิ 

 
รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ 
อ. นพ.ศิรส จิตประไพ 

14.30 - 14.45 น. พกัรับประทานอาหารว่าง   
14.45 - 16.00 น. Breaking bad news  รศ. นพ.สพุจน์ พงศ์ประสบชยั อ. นพ.ศิรส จิตประไพ 
 

วันพฤหัสบดีที่ 18 ตุลำคม พ.ศ. 2561      

08.00 - 08.30 น. ลงทะเบียนภาคเช้า   

08.30 - 10.30 น. Disclosure of medical errors 
negligence, and complications 

ผศ. นพ.ตรีภพ เลิศบรรณพงษ์ 
ผศ. พญ.ธชัวรรณ จิระติวานนท์ 

ศ. แสวง บญุเฉลิมวิภาส 
รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ 
อ. นพ.ศิรส จิตประไพ 
ผศ. พญ.สหสัา หมัน่ดี 

10.30 - 10.45 น. พกัรับประทานอาหารว่าง   
10.45 - 12.00 น. Advanced care planning  รศ. นพ.รุ่งนิรันดร์ ประดิษฐสวุรรณ 

รศ. นพ.สพุจน์ พงศ์ประสบชยั 
รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ 
ผศ. พญ.ธชัวรรณ จิระติวานนท์ 

12.00 – 13.00 น. พกัรับประทานอาหารกลางวนั   
13.00 - 14.30 น. End-of-life discussion รศ. นพ.สพุจน์ พงศ์ประสบชยั 

ผศ. พญ.บณุฑริกา สวุรรณวิบลูย์ 
อ. นพ.ศิรส จิตประไพ 

14.30 - 14.45 น. พกัรับประทานอาหารว่าง   
14.45 - 16.00 น. communication with relatives 

with bereavement  
อ. นพ. ปเนต ผู้กฤตยาคามี รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ 

รศ. นพ.สพุจน์ พงศ์ประสบชยั 
16.00 –16.30 น.  

 
Summary รศ.ดร. นพ.เชิดศกัด์ิ ไอรมณีรัตน์  
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Part II: How to teach communication skills  

 

วันศุกร์ที่ 19 ตุลำคม พ.ศ. 2561   วทิยำกรหลัก วทิยำกรร่วม 
08.00 - 08.30 น. ลงทะเบียนภาคเช้า   

08.30 – 09.45 น. Basic principles of 
communication skills teaching  

รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ ผศ. พญ.กษณา รักษมณี 

09.45 – 10.00 น. พกัรับประทานอาหารว่าง   
10.00 – 11.00 น. How to teach communication in 

everyday practice 
รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ รศ. นพ.สพุจน์ พงศ์ประสบชยั 

ผศ. พญ.ธชัวรรณ จิระติวานนท์ 
อ. นพ. ปเนต ผู้กฤตยาคามี 

11.00 - 12.00 น. How to assess communication 
Skills 

รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ รศ.ดร. นพ. สืบวงศ์ จฑุาภิสิทธ์ิ 
 

12.00 – 13.00 น. พกัรับประทานอาหารกลางวนั   
13.00 - 14.00 น. Group activity: Designing a 

lesson 
รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ อ. นพ.ศิรส จิตประไพ 

14.00 - 14.45 น. Presentation of communication 
lessons I  

รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์ 
 

รศ. นพ.สพุจน์ พงศ์ประสบชยั 

14.45 - 15.00 น. พกัรับประทานอาหารวา่ง   
15.00 - 15.45 น. Presentation of communication 

lessons II 
รศ.ดร. นพ. สืบวงศ์ จฑุาภิสิทธ์ิ 
 

อ. นพ.ศิรส จิตประไพ 

15.45 - 16.00 น. Summary  รศ.ดร. นพ.เชิดศกัด์ิ  ไอรมณีรัตน์  
 
 

หมายเหตุ ก าหนดการอาจมีการเปลีย่นแปลงตามความเหมาะสม 
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ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978

รายชื่อผู้ร่วมอบรม

Part I : Essential doctor-patient communication skills 17-18 Oct 2018

รายชื�อผูเ้ขา้รว่มโครงการอบรมเชงิปฏบิตั ิเรื�อง “Teaching doctor-patient communication” 
ระหวา่งวันที� 17 - 19 ตลุาคม พ.ศ. 2561 ณ หอ้งประชมุสรินิธร คณะแพทยศาสตรศ์ริริาชพยาบาล

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 รศ. นพ. วิสูตร ฟองศิริไพบูลย คณะแพทยศาสตรศิริราชพยาบาล ภาควิชานิติเวชศาสตร

2 พญ. ปฐมา นาคเจือ โรงพยาบาลเจริญกรุงประชารักษ เวชศาสตรฉุกเฉินและนิติเวชวิทยา

3 นพ. เปศล โกศัลลกูฏ คณะแพทยศาสตรวชิรพยาบาล มหาวิทยาลัยนวมินทราธิราช ภาควิชานิติเวชศาสตร

4 นพ. สรณ สุทธิวานิช โรงพยาบาลพหลพลพยุหเสนา กลุมงานอุบัติเหตุฉุกเฉินและนิติเวช

5 อ.ดร. สุกกสลิล บูรณะทรัพยขจร คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

6 อ. ทัพพเทพ ทิพยเจริญธัม คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 นพ. กวี อนันตนับ โรงพยาบาลสุรินทร กลุมงานเวชกรรมฟนฟู

2 พญ. ขวัญศิริ นราจีนรณ โรงพยาบาลจุฬาลงกรณ ฝายเวชศาสตรฉุกเฉิน

3 นางสาว สุฎาภรณ ฆารเจริญ โรงพยาบาลกรุงเทพหัวหิน แผนกเวชศาสตรฟนฟู

4 นพ. วทัญู พาราพิบูลย โรงพยาบาลมหาราชนครราชสีมา งานอายุรกรรม

5 ดร. อดิณัฐ อํานวยพรเลิศ คณะเภสัชศาสตร มหาวิทยาลัยพะเยา บริบาลเภสัชกรรม

6 นางสาว ขวัญนรา นราจีนรณ คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 พญ. กนกลักษณ ศิริรุงวัฒนากุล โรงพยาบาลสวรรคประชารักษ แผนกจิตเวช

2 ผศ. พญ. รัตนาวลัย นิติยารมย คณะแพทยศาสตรศิริราชพยาบาล ภาควิชากุมารเวชศาสตร

3 นพ. อุดม โชค  อิน ทร โชติ โรงพยาบาล ชัยภูมิ กลุมงานเวชกรรม สังคม 
4 พญ. ประภาศรี วงษสุวรรณ โรงพยาบาลเลิดสิน จิตเวชศาสตร

5 อ. พญ. ศศิธร จันทรทิณ คณะแพทยศาสตรศิริราชพยาบาล ภาควิชากุมารเวชศาสตร

6 นางสาว พัสราภรณ ศุภวงศวรรธนะ คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 นพ. กฤช หาญชาญชัยกุล โรงพยาบาลสรรพสิทธิ์ประสงค ภาควิชาสูติศาสตร-นรีเวชวิทยา

2 พญ. อินทุอร สงาศิลป คณะแพทยศาสตรโรงพยาบาลรามาธิบดี มหาวิทยาลัยมหิดล ภาควิชาวิสัญญีวิทยา

3 พญ. นฤมล ประจันพาณิชย คณะแพทยศาสตรโรงพยาบาลรามาธิบดี มหาวิทยาลัยมหิดล ภาควิชาวิสัญญีวิทยา

4 นพ. โกสินทร วิระษร โรงพยาบาลศรีนครินทร อายุรศาสตร

5 นพ. ธีระพล สมหมายไชยา โรงพยาบาลเลิดสิน ภาควิชาวิสัญญีวิทยา

6 นพ. ณชารินทร พิภพทรรศนีย คณะแพทยศาสตร สถาบันเทคโนโลยีพระจอมเกลาเจาคุณทหารลาดกระบัง 

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 พญ. วรินทร สมิทธิเมธินทร โรงพยาบาลเมตตาประชารักษ (วัดไรขิง) จักษุวิทยา

2 นพ. ปติพงศ สุรเมธากุล โรงพยาบาลเมตตาประชารักษ (วัดไรขิง) จักษุวิทยา

3 พญ. สุพัตรา จามรสุวรรณ โรงพยาบาลเมตตาประชารักษ (วัดไรขิง) ภาควิชาจักษุวิทยา

4 พญ. สรินยา บวรภัทรปกรณ โรงพยาบาลจุฬาภรณ สาขารังสีรักษาและมะเร็งวิทยา

5 นพ. นําชัย ดานผดุงธรรม โรงพยาบาลกระทุมแบน สาขา รังสีวิทยาทั่วไป

6 นางสาว นาริชาติ ชื่นสกุล คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

กลุมที่ 5

กลุมที่ 4

กลุมที่ 3

กลุมที่ 1

กลุมที่ 2
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รายชื่อผู้ร่วมอบรม

Part II : How to teach communication skills 19 Oct 2018รายช่ือผูเขารวมโครงการอบรมเชิงปฏิบัติ เรื่อง “Teaching doctor-patient communication” 

ระหวางวันท่ี 17 – 29 ตุลาคม พ.ศ. 2561 ณ หองประชุมสิริธร คณะแพทยศาสตรศิริราชพยาบาล

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 รศ. นพ. วิสูตร ฟองศิริไพบูลย คณะแพทยศาสตรศิริราชพยาบาล ภาควิชานิติเวชศาสตร

2 พญ. ขวัญศิริ นราจีนรณ โรงพยาบาลจุฬาลงกรณ ฝายเวชศาสตรฉุกเฉิน

3 นพ. เปศล โกศัลลกูฏ คณะแพทยศาสตรวชิรพยาบาล มหาวิทยาลัยนวมินทราธิราช ภาควิชานิติเวชศาสตร

4 พญ. ปฐมา นาคเจือ โรงพยาบาลเจริญกรุงประชารักษ เวชศาสตรฉุกเฉินและนิติเวชวิทยา

5 นพ. สรณ สุทธิวานิช โรงพยาบาลพหลพลพยุหเสนา กลุมงานอุบัติเหตุฉุกเฉินและนิติเวช

6 อ. พนิตสุภา เชื้อชั่ง คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 พญ. กนกลักษณ ศิริรุงวัฒนากุล โรงพยาบาลสวรรคประชารักษ แผนกจิตเวช

2 นพ. กวี อนันตนับ โรงพยาบาลสุรินทร กลุมงานเวชกรรมฟนฟู

3 นพ. อุดม โชค  อิน ทร โชติ โรงพยาบาล ชัยภูมิ กลุมงานเวชกรรม สังคม 
4 นางสาว สุฎาภรณ ฆารเจริญ โรงพยาบาลกรุงเทพหัวหิน แผนกเวชศาสตรฟนฟู

5 ดร. อดิณัฐ อํานวยพรเลิศ คณะเภสัชศาสตร มหาวิทยาลัยพะเยา บริบาลเภสัชกรรม

6 นางสาว นาริชาติ ชื่นสกุล คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 พญ. วรินทร สมิทธิเมธินทร โรงพยาบาลเมตตาประชารักษ (วัดไรขิง) จักษุวิทยา

2 นพ. ปติพงศ สุรเมธากุล โรงพยาบาลเมตตาประชารักษ (วัดไรขิง) จักษุวิทยา

3 พญ. สุพัตรา จามรสุวรรณ โรงพยาบาลเมตตาประชารักษ (วัดไรขิง) ภาควิชาจักษุวิทยา

4 พญ. สรินยา บวรภัทรปกรณ โรงพยาบาลจุฬาภรณ สาขารังสีรักษาและมะเร็งวิทยา

5 นพ. นําชัย ดานผดุงธรรม โรงพยาบาลกระทุมแบน สาขา รังสีวิทยาทั่วไป

6 อ. ฉันทณัฏฐ ทิพยเจริญธัม คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

ลําดับ คํานําหนา ชื่อ สกุล สังกัด หนวยงาน/ภาควิชา

1 นพ. กฤช หาญชาญชัยกุล โรงพยาบาลสรรพสิทธิ์ประสงค ภาควิชาสูติศาสตร-นรีเวชวิทยา

2 ผศ. พญ. รัตนาวลัย นิติยารมย คณะแพทยศาสตรศิริราชพยาบาล ภาควิชากุมารเวชศาสตร

3 พญ. อินทุอร สงาศิลป คณะแพทยศาสตรโรงพยาบาลรามาธิบดี มหาวิทยาลัยมหิดล ภาควิชาวิสัญญีวิทยา

4 พญ. นฤมล ประจันพาณิชย คณะแพทยศาสตรโรงพยาบาลรามาธิบดี มหาวิทยาลัยมหิดล ภาควิชาวิสัญญีวิทยา

5 นพ. โกสินทร วิระษร โรงพยาบาลศรีนครินทร อายุรศาสตร

6 อ. พญ. ศศิธร จันทรทิณ คณะแพทยศาสตรศิริราชพยาบาล ภาควิชากุมารเวชศาสตร

7 อ. ทัพพเทพ ทิพยเจริญธัม คณะแพทยศาสตรศิริราชพยาบาล สถานการแพทยแผนไทยประยุกต

กลุมที่ 1

กลุมที่ 2

กลุมที่ 3

กลุมที่ 4
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Principles of Communication

นพ. ชนินทร์ ลิม่วงศ์
ภาควิชาอายรุศาสตร์ คณะแพทยศาสตร์ศิริราชพยาบาล

Common problems in counseling

 “Listening but do not hear”
 Bad news are always difficult
 Enough time should be given but counselor’s time is of 

the essence
 A problem of too many people
 How much is sufficient information ?
 To know when not to answer
 How to avoid informative counseling without support ?
 How to learn to direct the situation ?

Communications is much more of
an art than a science.

Different Types of Counseling

Directive counseling
Advocacy counseling
Informative counseling
Supportive counseling

Riccardi VM, Kurtz SM. Communication and counseling 
in health care. Springfield. Illinois 1983.

Components of an effective 
counseling

Counselor
Counselee
Content
Circumstance
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A. Counselor

I.   Attitude
II.  Skills
III. Manner / charisma

Counselor (1) -Attitude

Attitude
Faith
Empathy
Optimism
Realistic understanding
Unbiased view

Counselor (2) - Skills

Verbal  communication skills

Non-verbal communication skills

Verbal skills
 Questioning
 Probing
 Repeating (Reiterating)
 Paraphrasing
 Reflection (Interpreting)
 Reframing
 Summarizing
 Encouraging

Non-Verbal skills
 Vocal quality
 Speed of voice
 Volume of voice
 Listening
 Silencing
 Touching
 Refraining
 Interrupting
 Observing
 Facial expression

Listening Bad Habits

 ขาดความอดทน
พดูแทรกขณะฟัง
 รีบด่วนสรุป ตดัสินใจโดยฟังไม่ครบถว้น
 ใหค้าํแนะนาํเหมือนเป็นผูรู้้ ลูกหลาน
 จดบนัทึกอยา่งตั้งใจ แต่ไม่แสดงวา่ตั้งใจฟัง
 ฟังแลว้ไม่มีการแสดงออกตอบสนอง
 อารมณ์เสีย เม่ือขอ้มูลไม่ตรงใจ ไม่พอใจ
 เปล่ียนเร่ืองไปมาขณะสนทนา
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Counselor (3) - Manner/Charisma

Maturity 
Politeness
Courtesy
Sensitivity
Respect

B. Content (1)
Medical

information
diagnosis, burden
prognosis
options

Psychological
normal coping mechanism
help / service

B. Content (2)
Contents vary depending upon the 

types of counseling for each session / 
moment

Consider how much to give and how 
many times “give small bites if you can”

Frequently what you plan to do is not 
what is eventually done !

How to Inform ?
 Verbal skills
 พดูภาษาเดียวกนั
 พดูหรือบอกความจริงท่ีจาํเป็น อาจจะไม่ทั้งหมด
 พดูใหเ้ขา้ใจง่าย
 พดูหรือบอกทีละนอ้ย ในเร่ืองท่ียาก
 พดูใหส้บายใจ สบายใจข้ึน สบายใจท่ีสุดท่ีจะเป็นไปได้
 พดูจากเร่ืองใกลต้วัไปสู่ไกลตวั
 พดูสารท่ีมีความหมายเชิงบวกนาํลบ

B. Content (3)

Keep in mind of the following

Always tell the truth
Use language patient understands
Prioritize what you will say 
Use wording that minimizes reaction 

but convey similar meaning
Give time period in range

B. Content (4)
Keep in mind of the following 

Make use of inference not
personalized opinion 

Avoid blaming
Assess understanding periodically
Allow questions at appropriate times
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C. Counselee
Difficult patients
Family counseling
Barriers to understanding
Unexpected circumstances
Terminally-illed and end-of-life situations

When is it appropriate to counsel ?

Patient’s right to know
Patient’s desire to know
Patient’s need to know
Patient’s readiness to know

Right Need Desire Ready

Counsel now Y Y Y Y

Counsel later 
or withhold

Y N Y N

Counsel
anyway or 
withhold

Y Y N Y/N

Withhold N Y/N Y/N Y/N

Withhold Y N N Y/N

Withholding bad news

Pt with unstable psychiatric condition
Pt with active suicidal idea
Pt with no family support
Pt with imminent death
Pt with comprehension difficulties : 

dementia, delirium, under influence of 
drugs/chemicals

None of these is, by no means,an 
absolute contraindication

D. Circumstance (1)
Place

privacy and quietness
avoid bedside for advocacy / 

supportive counseling
sitting down always
avoid confrontation
be prepared for emotional 

session
avoid interruption

D. Circumstance (2)
Opening

greeting
introduction
set agreement/rules
refer to pt by name
small talk first
assess what he/she knows
assess what he/she wants
goal setting
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D. Circumstance (3)
Middle part (body)

two-way communication
use skills to convey contents 
interrupt as minimal as possible
redirection if needed
responding to concerns / feeling

D. Circumstance (4)
Closing

Summarizing
Emphasizing what need to be  

decided and when (if apply)
Allow questioning
Assess feeling
Show appreciation
Make follow up plan
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   หัวข้อ : Active listening

ทักษะการฟังในการส่ือสารทางการแพทย์  
(Listening Skill in Medical Communication) 

 
ผศ.พญ. ธัชวรรณ จิระตวิานนท์ 

   
ทกัษะการฟังเป็นทกัษะที่ส าคญั และเป็นทกัษะพืน้ฐานส าหรับการสือ่สาร หากแตเ่ป็นทกัษะที่มกัถกูละเลย 

ไมไ่ด้รับความส าคญั และขาดการฝึกฝน ในบทบาทของแพทย์ทีด่แูลผู้ ป่วย จ าเป็นอยา่งยิง่ที่ต้องท าความเข้าใจกบั
ทกัษะนี ้เพื่อการดแูลผู้ ป่วยที่มีประสทิธิภาพตอ่ไป 

ทกัษะการฟังเป็นทกัษะที่มนษุย์ใช้มากที่สดุเมื่อเทียบกบัการสือ่สารอื่นในชีวติประจ าวนั คือ ประมาณ 
45% ในขณะท่ีการพดูใช้เวลาไป 30%, การอา่น 16% และเขียน 9%1 แตเ่ป็นเร่ืองนา่เสยีดายที่มีผู้ทีเ่ข้าใจการเป็น
ผู้ ฟังที่ดีไมม่ากนกั แม้การฟังนัน้จะเป็นเพยีงการฟังเพื่อให้ได้ข้อมลู (informational listening) แตข้่อมลูที่ผู้พดูสง่ไป 
มกัถกูละเลย เข้าใจผิด และถกูลมือยา่งรวดเร็ว  

ในภาษาองักฤษ ค าวา่ฟัง ตรงกบัค าวา่ listen ซึง่ตา่งจากค าวา่ได้ยิน ซึง่ตรงกบัค าวา่ hear การฟังเป็น
ทกัษะที่ลกึซึง้กวา่การได้ยินมากนกั เพราะเป็นกระบวนการท่ีซบัซ้อนท่ีต้องอาศยัการตีความและความเข้าใจใน
เนือ้ความที่ได้รับ ในขณะที่การได้ยิน เป็นเพยีงการรับรู้ทางประสาทสมัผสัการได้ยิน (auditory sensation) ไปยงั
สมองเทา่นัน้ เราอาจจะสามารถโต้ตอบหรือพดูตามค าพดูของผู้พดูได้ แตห่ากเราไมไ่ด้เข้าใจเร่ืองทีผู่้พดูก าลงัพดู ก็
ไมใ่ช่การฟังที่แท้จริง  

ในการสือ่สารกบัผู้ ป่วย การฟังเป็นทกัษะพืน้ฐานของการดแูลผู้ ป่วยโดยมีผู้ ป่วยเป็นศนูย์กลาง (patient 
centered model) เราใช้การฟังเพื่อให้ได้ข้อมลูเพื่อการวินิจฉยั เพือ่การตดัสนิใจเลอืกการรักษา เพือ่การเข้าใจผู้ ป่วย
แบบเป็นองค์รวม และที่ส าคญั เพื่อการสร้างความสมัพนัธ์ระหวา่งแพทย์และผู้ ป่วย (doctor-patient relationship) 
การไมรั่บฟังของแพทย์เป็นเหตผุลหลกั ที่ท าให้ผู้ ป่วยเกิดความไมพ่งึพอใจในทางการแพทย์ และสง่ผลตอ่การรักษา
ผู้ ป่วยได้  

อ็อตโต ชาเมอร์ (Otto Scharmer) นกัคิดชาวเยอรมนั ได้น าเสนอทฤษฎีที่นา่สนใจอยา่งมากเก่ียวกบั
วิธีการเรียนรู้ของมนษุย์ ท่ีเรียกวา่ทฤษฎีตวัย ู(U Theory) 2 วา่ โดยทัว่ไปเมื่อมนษุย์รับรู้ข้อมลูอะไรบางอยา่ง เรา
มกัจะตอบโต้โดยทนัทีในลกัษณะ action = reaction แตใ่น U theory ได้เสนอให้มีการห้อยแขวนความคิด มองลง
ลกึไปในความแตกตา่ง โดยการเปิดจิต (open mind) เปิดใจ (open heart) และเปิดเจตน์จ านง (open will) ถึง
เหตผุลของการน าเสนอข้อมลูนัน้ก่อนท่ีจะตอบสนองข้อมลูนัน้ๆออกไป  
 ชาเมอร์ ได้แบง่ประเภทของการฟังออกเป็น 4 ระดบัตาม U theory ดงันี ้ 
1. ฟังแบบน ้ำเต็มแก้ว (downloading listening) เป็นการฟังที่พบได้บอ่ย โดยจะตอบสนองเฉพาะสิง่ที่ตนมีข้อมลูอยู่
เดิม มกัคิดอยูใ่นใจวา่ “รู้แล้ว” ตอบสนองตอ่การฟังโดยทนัที 
2. ฟังแบบเอะใจ (factual listening) เป็นการฟังในสิง่ทีต่า่งจากที่เคยรู้มาก่อน ไมต่รงกบัข้อมลูที่มีอยูเ่ดิม เป็น
พืน้ฐานของการตรวจสอบทางวิทยาศาสตร์ หรือเป็นการฟังเพื่อจบัประเด็น  
3. ฟังดว้ยควำมเข้ำใจ (empathic listening) เป็นการฟังที่ผู้ ฟังเปิดใจรับฟังและรับรู้ข้อมลูในแง่มมุอื่นท่ีไมเ่คยรู้ 
รวมถงึรับรู้ความรู้สกึของผู้พดู เป็นการฟังที่สงูขึน้เพื่อสร้างความเข้าใจกนั 
4. ฟังดว้ยปัญญำ (generative listening) เป็นการฟังในขัน้สงูสดุ โดยปลอ่ยวางความเช่ือเดมิและเหตผุลที่ตนเอง
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เคยมี และพร้อมจะก้าวข้ามไปสูก่ารเปลีย่นแปลง  
 คงเป็นการยากที่จะบอกวา่ผู้ ฟังทีด่ีอยูใ่นระดบัใด หากขึน้อยูก่บับริบทและโอกาส โดยการฟังที่ดี ควรเป็น
การฟังอยา่งตัง้ใจ เป็นการฟังเพือ่การเข้าใจความหมายที่แท้จริงของการสือ่สารนัน้ ทัง้ความหมายของค า และ
ความรู้สกึของผู้พดู 
 
เราเป็นผู้ฟังท่ีดีแล้วหรือยัง3 

การเป็นผู้ ฟังทีด่ีนอกจากข้อมลูที่เราได้รับจากการสนทนาแล้ว เรายงัท าหน้าที่เป็นเหมือนพยานใน
เหตกุารณ์ที่ผู้พดูเลา่ให้เราฟัง โดยไมม่ีการตดัสนิ เราสามารถเร่ิมต้นการเป็นผู้ ฟังที่ดีได้ ดงันี ้ 

1. สงัเกตตวัเองและบอกตวัเองวา่เราจะเป็นผู้ ฟังที่ดี 
2. ขณะที่ฟังให้ระลกึวา่เราก าลงัฟังสิง่ที่ผู้พดูต้องการบอกเรา ไมใ่ช่นกึวา่จะพดูอะไร 
3. อดทนท่ีจะไมข่ดัจงัหวะการพดู หรือพดูตดับท 
4. ระลกึวา่การหยดุและเงียบ เป็นวธีิที่มีประโยชน์ 
5. มีการสอบถามผู้ ป่วยวา่สิง่ที่เราเข้าใจนัน้ถกูต้อง รวมถึงสิง่ที่ผู้ ป่วยเข้าใจเรานัน้ถกูต้อง 

รู้ไดอ้ย่ำงไรว่ำกำรฟังของเรำมีประสิทธิภำพ 
 มี 4 ค าถามทีใ่ห้ถามตวัเองในระหวา่งการสนทนา เพื่อวเิคราะห์วา่การฟังมีประสทิธิภาพแล้วหรือไม ่ดงันี  ้

1. เราได้ยินสิง่ที่ผู้พดู พดูกบัเราหรือเปลา่ 
2. เราเข้าใจสิง่ที่ได้ฟังหรือไม ่
3. คนไข้ทราบหรือไมว่า่เราได้ยินสิง่ที่เขาพดู 
4. คนไข้ทราบหรือไมว่า่เราเข้าใจเขา 

 
ตวัอย่ำงกำรฟังทีไ่ม่มีประสิทธิภำพ 
ผู้ ป่วย: หมอคะ่ ป้ากลวัมากเลย ไมอ่ยากผา่เลยคะ่ 
แพทย์: ไมต้่องกลวัหรอกครับ เดีย๋วคณุป้าก็หลบัไป เค้าผา่กนัเยอะแยะ  
การตอบสนองอยา่งนี ้ไมไ่ด้ผิดพลาดแตไ่มไ่ด้ช่วยให้ผู้ ป่วยหายกลวั เป็นการฟังแบบน า้เตม็แก้ว เอาความรู้สกึและ
ประสบการณ์ของเราตอบสนองตอ่ค าพดู จะเห็นได้วา่แพทย์ทา่นนีไ้ด้ยินสิง่ที่ผู้ ป่วยพดู แตไ่มเ่ข้าใจจริงๆสิง่ที่ได้ฟัง 
ผู้ ป่วยทราบวา่แพทย์ได้ยินสิง่ที่เขาพดู แตไ่มรู้่สกึวา่ได้รับการเข้าใจจริงๆ 
ตวัอย่ำงกำรฟังทีมี่ประสิทธิภำพ 
ผู้ ป่วย: หมอคะ่ ป้ากลวัมากเลย ไมอ่ยากผา่เลยคะ่ 
แพทย์: คณุสมศรีบอกได้ไหมครับวา่ที่บอกวา่กลวั กลวัอะไร 
ผู้ ป่วย: ป้ากลวัเจ็บนะ่ ป้าเคยผา่คลอดลกูเมื่อ 20 ปีก่อน ป้าปวดแผลมากเลย 
แพทย์: คณุสมศรีพอจะเลา่ให้ฟังเร่ืองการผา่ตดัที่ผา่นมาได้ไหมครับ 
ผู้ ป่วย:  (ผู้ ป่วยเลา่เหตกุารณ์) ………. 
แพทย์: หมอพอจะเข้าใจความรู้สกึของคณุสมศรีแล้วครับ หมอจะดแูลเร่ืองอาการปวดให้ดีที่สดุ เรามียาเพื่อป้องกนั
และมียาเพื่อรักษาดแูลอาการเพือ่ให้คณุสมศรีรู้สกึสบายที่สดุหลงัผา่ตดัครับ 
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จากบทสนทนานี ้จะเห็นวา่แพทย์มีการสอบถามเพื่อวเิคราะห์ลงไปวา่ปัญหาคืออะไร และตอบสนองเพื่อให้ผู้ ป่วย
คลายกงัวล ผู้ ป่วยรับรู้วา่แพทย์เข้าใจเขาและรับรู้ความต้องการของเขา ในบางสถานการณ์ การฟังอยา่งเดียวโดยไม่
ตดับทหรือโต้ตอบเป็นการตอบสนองที่เหมาะสม แตใ่นบางสถานการณ์ผู้ ป่วยต้องการการตอบสนองด้วยค าพดู 
 
การฟังอย่างตัง้ใจ (active listening) 
 การฟังอยา่งตัง้ใจ เป็นทกัษะเฉพาะในการสือ่สาร เป็นการฟังเพื่อการเข้าใจความหมายที่แท้จริงของการ
สือ่สารนัน้ ทัง้ความหมายของค า และความรู้สกึของผู้พดู โดยมีทกัษะยอ่ยที่เก่ียวข้อง ดงันี ้4,5 
1. ทกัษะที่บง่วา่ตัง้ใจฟัง (Attending skill) 

การฟังทีด่ี นอกจากเราจะต้องตัง้ใจ และพยายามเข้าใจความหมายของการสนทนานัน้แล้ว การแสดงออก
วา่เราเป็นผู้ ฟังที่ดีมีความส าคญัเช่นกนั สง่ผลให้ผู้พดูรู้สกึไว้วางใจ รู้สกึถึงการให้เกียรติ และพร้อมที่จะสนทนา
ตอ่ โดยการสนทนาควรอยูใ่นสถานท่ีที่ไมถ่กูรบกวน มีการวางทา่ทางขณะสนทนาให้เหมาะสม ไมแ่สดงออกถงึ
การไมใ่สใ่จ ระมดัระวงัภาษากายที่ท าให้ดนูา่ร าคาญ เช่น นัง่เขยา่ขา ควงปากกา เอามือเคาะโต๊ะ และที่ส าคญั 
ต้องฝึกการสบตาที่สือ่ความหมาย (eye contact) การสบตา ไมจ่ าเป็นต้องมองตาตลอดเวลา หากผู้ ฟังเข้าใจ
เร่ืองราวที่ผู้พดูได้พดู รวมถึงมีความปรารถนาดใีห้ สายตาที่มองออกไป จะเป็นสิง่ที่บง่บอกได้เป็นอยา่งดี 

2. ทกัษะการติดตามการฟัง (Following skill) 
ทกัษะนี ้เป็นทกัษะที่ชว่ยให้ผู้พดูสามารถพดูตอ่ไป ด้วยความสบายใจ ในทิศทางที่เหมาะสม โดยเร่ิมจาก

การสงัเกตภาษากายของผู้พดู วา่มีเร่ืองราวที่อยากจะบอกหรือมอีะไรในใจ และเร่ิมต้นการสนทนา โดยอาจเร่ิม
จากการสอบถามจากภาษากายที่เราสงัเกตได้ เช่น “วนันีด้เูครียดนะ มีอะไรอยากจะเลา่ให้ฟังไหมคะ” และให้
เวลากบัผู้พดูสกัครู่ เพื่อให้เขาได้ตดัสนิใจวา่อยากจะเลา่ให้ฟังหรือเปลา่ และฟังตอ่อยา่งตัง้ใจ 

ในขณะท่ีฟังนัน้ เราสามารถท าให้ผู้ ฟังเลา่ตอ่เนื่อง โดยการพดูประโยคสัน้ๆท่ีแสดงให้เห็นวา่เราฟังอยู ่และ
เข้าใจสิง่ที่พดู เช่น อืม จริงเหรอ เลา่ตอ่ซิ แล้วยงัไงตอ่ โดยร่วมกบัการถามค าถามที่มุง่เน้นไปในสิง่ที่ผู้พดูก าลงัให้
ความส าคญั ถามแตพ่อดี การถามที่เยอะเกินไป อาจท าให้ผู้พดูรู้สกึเหมือนถกูควบคมุการสนทนา หรือจ้อง
จบัผิดผู้พดู 

สิง่ที่ขาดไมไ่ด้ในทกัษะนีค้ือ การเงียบ (attentive silence) ผู้ ฟังสว่นใหญ่มีแนวโน้มทีจ่ะพดู มากกวา่การ
เงียบฟัง แม้ในขณะที่สนทนา ถ้ามีความเงียบเกิดขึน้ ผู้ ฟังหลายคนจะรู้สกึอดึอดั เราเงียบเพื่อแสดงวา่เราตัง้ใจ 
คิดตามสิง่ที่พดู และอยากให้ผู้พดูได้พดูตอ่ การเงียบนัน้หากท าไปอยา่งมีวตัถปุระสงค์ จะชว่ยให้ความรู้สกึอดึ
อดันัน้ลดลงได้ 

3. ทกัษะการสะท้อนความรู้สกึ (Reflecting skill) 
หลกัการส าหรับทกัษะนี ้คือ เราจะสะท้อนความรู้สกึโดยไมต่ดัสนิผู้พดู ในถ้อยค าที่กระชบั และถกูต้องกบั

ความรู้สกึนัน้จริงๆ โดยมีทกัษะทีค่วรรู้จกั ดงันี ้
1. Paraphrasing เป็นการตอบสนองสัน้ๆเก่ียวกบัข้อความที่ผู้พดูได้ ด้วยค าพดูของเราเอง 
2. การสะท้อนอารมณ์ และความหมาย  (reflecting feelings and meaning) โดยการจบัความรู้สกึของผู้พดู

ในขณะนัน้ รวมถึงการจบัประเดน็ท่ีได้ แล้วสะท้อนออกมา เช่น “ คณุ...รู้สกึเบื่อหนา่ยกบัการรักษา เพราะ 
ที่ผา่นมาไมม่วีิธ๊ไหนท าให้หายขาดได้ ใช่ไหมคะ” 
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3. การสรุปประเด็น (summary) การสรุปประเด็นมีความส าคญั โดยเฉพาะในกรณีที่การสนทนานัน้ผู้ฟังมี
ความสบัสนในอะไรบางอยา่ง หรือมีปัญหาที่ต้องการการแก้ไข ช่วยในการประมวลความคดิ ก่อนจะจบ
การสนทนา หรือเร่ิมหวัข้อใหม ่โดยผู้ ฟังจะต้องรวบรวมสิง่ที่ได้ฟังมา เลอืกเฉพาะสว่นท่ีส าคญั แล้วสรุปจดุ
หลกัๆที่ท าให้ผู้พดูเข้าใจตวัเองได้ดีขึน้ 
จะเห็นได้วา่ การฟัง ไมไ่ด้มีเฉพาะการได้ยินข้อมลูตา่งๆเทา่นัน้ การฟังที่ดี ต้องมีลกัษณะของ “active 

listening” ซึง่มีองค์ประกอบของ attending, following และ reflecting skill ที่ควรได้รับการฝึกฝนและพฒันาอยา่ง
ตอ่เนื่อง  
  
เอกสารอ้างอิง 
1. Nichols RG, Stevens LA. Are you listening?: McGraw-Hill Companies; 1957. 
2. Scharmer CO. Theory U: Leading from the future as it emerges. 2nd ed. Oakland, CA: Berrett-
Koehler Publishers; 2016. 
3. Cyna AM, Andrew MI, Tan SGM. Handbook of Communication in Anaesthesia & Critical Care: A 
Practical Guide to Exploring the Art. Oxford, UK: Oxford University Press; 2010. 
4. Robertson K. Active listening: more than just paying attention. Aust Fam Physician. 2005 
Dec;34(12):1053-5. 
5. Bolton R. People skills: Simon and Schuster; 2009. 
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   หัวข้อ : Informative counseling

17 Oct 2018

10/10/61

1

Informative counseling and 
informed consent

รศ.ดร.นพ. สืบวงศ์ จุฑาภิสิทธ์ิ
อ.นพ. ศิรส จิตประไพ

ภาควิชาศัลยศาสตร์ คณะแพทยศาสตร์ศิริราชพยาบาล

17 Oct 2018; 13.00‐14.30

Objectives

• เพ่ือให้ผู้เข้ารับการอบรมได้เรียนรู้ และ อภปิราย ลักษณะ องค์ประกอบ 
ความสาํคัญ และ ขัน้ตอนในการทาํ informed consent

• เพ่ือให้ผู้เข้ารับการอบรมได้เหน็ รูปแบบการสอนเร่ือง ทักษะการส่ือสารใน
เร่ือง informed consent

17 Oct 2018; 13.00‐14.30

กิจกรรม

ผู้เข้าอบรวมร่วมกันอภปิราย 
 

ท่านมีความเข้าใจอย่างไร เก่ียวกับ
 informative counseling and inform 

consent

17 Oct 2018; 13.00‐14.30

กิจกรรม

ผู้เข้าร่วมอบรม ร่วมกิจกรรม role play เร่ือง 
informative counseling โดยมีอาสาสมัคร  1 

ท่าน แสดงบทบาทเป็นแพทย์ ที่จะให้คาํปรึกษากับผู้ป่วย
จาํลอง (คุณชุตมิา)

17 Oct 2018; 13.00‐14.30

• ทา่นกําลงัจะให้คําปรึกษา และ ขอ inform consent กบัคณุชตุิมา ผู้ ป่วยหญิง อาย ุ59 ปี
• คณุชตุิมา มาพบทา่นในครัง้นีด้้วยเร่ือง ปวดท้องน้อยด้านซ้าย และ ถ่ายอจุจาระปนเลือด มาประมาณ 2 สปัดาห์ 
• คณุชตุิมา ปกติแข็งแรงดี ไม่มีโรคประจําตวัใด ๆ ครัง้นี ้มาพบแพทย์ด้วยอาการปวดท้องน้อยด้านซ้าย และ ถ่าย
อจุจาระปนเลือด มาประมาณ 2 สปัดาห์

• ลกัษณะอาการปวดท้องจะปวดบริเวณด้านซ้ายลา่ง ลกัษณะอจุจาระ มีเลือดสดในชว่งแรก และมีมกูปน 
• ในชว่ง 2 สปัดาห์นี ้มีอาการแบบนีท้ัง้หมด 2 ครัง้ ครัง้แรก เม่ือ 2 สปัดาห์ก่อน แล้วหายไป ครัง้ที่สองเป็นอีกที 
เม่ือ 4 วนัก่อน

• ทา่นเป็นอายรุแพทย์เฉพาะทาง และ ได้ตรวจร่างกายแล้ว ไม่พบความผิดปกตใิด ๆ 
• PR: ปกติ ใส ่proctoscope ไปก็ปกติดี 
• ทา่นจงึแนะนําให้ คณุชตุิมา ตรวจเพิ่มเติมด้วยการทํา colonoscope 

จงให้ข้อมูลกับคุณชุตมิา เพื่อชักชวนให้คุณชุติมา เข้ารับการตรวจเพิ่มเติมด้วย colonoscope 
17 Oct 2018; 13.00‐14.30

กิจกรรม

ให้ผู้เข้าร่วมอบรม ร่วมกันอภปิราย ประเดน็ต่างๆ ในเร่ือง 
informative counseling จาก role play ที่ท่าน

มีประสบการณ์เม่ือสักครู่

17 Oct 2018; 13.00‐14.30
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Effective communication process

• Effective opening session

• Effective conversation skill

• Effective closing session skill

17 Oct 2018; 13.00‐14.30

Effective communication process

• Effective opening session
• Greeting
• Identify all persons related
• Small talk
• Refer to previous related session or previous related treatment

17 Oct 2018; 13.00‐14.30

Effective communication process

• Effective conversation skills
• Verbal and non‐verbal skill
• What should be used to inform (verbal, document, VDO)?
• What is proper information to inform and when?
• How much should we inform: high incidence, significant risk
• Choosing not to inform some patients or relatives
• Choosing not to inform some facts
• Being asked not to inform
• Too little or too much information
• Use easy word (language); no medical terms

17 Oct 2018; 13.00‐14.30

Effective communication process

• Effective closing session skill
• Check understanding
• Avoid the question “Do you understand?”
• Offer time to think more to the patient

17 Oct 2018; 13.00‐14.30

Informed consent

• Originally from research (from 1900 when Walter Reed did research 
on yellow fever in Cuba)

• Intend to protect patient and promote ethical issue
• Main principles:

• To respect and promote participants’ autonomy
• To protect them from potential harm

• Clinical care vs clinical research
• Some similar: maximize benefit to the patient
• Some differences: unknown risk or benefit

Lancet Oncol 2008; 9: 485–93
17 Oct 2018; 13.00‐14.30

Informed consent

• “consent” allows an autonomous patient to determine what 
treatments he or she will accept or refuse

• Obtaining consent from a patient is not the same as having the 
patient sign a consent form

• The clinician providing treatment is responsible for obtaining consent 
from the patient

• Consent is legally valid if it is given voluntarily by an appropriately 
informed person, who has the requisite capacity to exercise an 
informed choice

Anaesthesia and intensive care medicine 10;3:111‐4
17 Oct 2018; 13.00‐14.30
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Informed consent

INFORM
(give 

information)

CONSENT
(providing 
signature)

Promotion of participants’ understanding
Check participants’ understanding

Adequate explanation

Lancet Oncol 2008; 9: 485–93

17 Oct 2018; 13.00‐14.30

ถาม และ ตอบคาํถาม

เอกสารแนะนําเพิ่มเตมิ

Silverman J, Kurtz S, Drper J. Skills for Communicating with patients. 
Third Edition 2013.

Improvement of informed consent and the quality of consent 
documents. Lancet Oncol 2008; 9: 485–93

17 Oct 2018; 13.00‐14.30

Thank you for your attention

suebwong.chu@mahidol.ac.th

17 Oct 2018; 13.00‐14.30
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Informed consent: Is it always necessary?
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Introduction

Currently there are over 27,000 clinical studies
underway in the United States.11 While the noble
goal of all these investigations is to further scientific
knowledge for the betterment of our society, the
safety of the human subjects involved in these
studies and means of garnering this knowledge
can not be overlooked.

When a clinical research project is being devel-
oped, it is necessary to assess the ethical aspects
surrounding it and its impact on the subjects. How-
ever, informed consent is not the only ethical cri-
teria to take into account; it also constitutes the

legal and ethical cornerstone for all research invol-
ving human subjects. Informed consent serves as a
valuable tool in asserting proper regulations in clin-
ical trials, as well as providing assurance of safety
for the patient.

While most clinical studies can only be per-
formed under an informed consent, there are
exceptions to this rule. In situations such as emer-
gency research or research with minimal risk to the
subject, informed consent is not absolutely neces-
sary. Nevertheless, efforts to protect the subject’s
rights and safety should be a principal concern in
every clinical study.

Definition of informed consent

Informed consent is the process of obtaining the
permission of a subject to participation in studies
and have an opportunity to decide about his or her
healthcare. This notion originates from the legal

Injury, Int. J. Care Injured (2008) 39, 651—655

www.elsevier.com/locate/injury
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Informed consent;
Medical necessity

Summary Informed consent plays a pivotal role in human clinical research. It serves
as amarker for the subject’s comprehension of all the pertinent elements of the study.
It is also a pledge by the investigator that during the trial, the rights and safety of the
subject will be protected. Informed consent attempts to ensure that ethical beha-
viour will be upheld throughout the study. However, obtaining informed consent from
certain vulnerable populations is a challenge, and thus warrants improvement. While
informed consent is mandated for almost all clinical trial involving human subjects,
there are situations of emergency research and trials with minimal risk that call for a
waiver of the consent.
# 2008 Elsevier Ltd. All rights reserved.
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and ethical right of the patient/subject to retain
autonomy and from the ethical duty of the physi-
cian/researcher to involve the patient in health-
care decisions. Informed consent also implies that a
dialog has taken place about the nature of the
decision, reasonable alternatives, relevant risks,
benefits and uncertainties of the decision, and
the comprehension and acceptance of the health-
care decision by the patient/subject.10,4

Historical context of informed consent

We need not look any further than recent history to
highlight the importance of informed consent.
There have been some paramount circumstances
which have necessitated greater regulation of
human subject medical research. The inception of
informed consent has its roots in the Nuremberg
Code of 1945. This code was formulated in response
to the shocking discoveries during the Nuremberg
trials. Nazi doctors were found to have committed
horrific medical experimentation abuses against the
inmates in concentration camps, who were
exploited as research subjects. These experiments
ranged from inflicting burns and gunshot wounds
onto the subjects to test anti-infective agents, to
immersing detainees in tubs of ice water for hours to
assess the body’s reaction to cold temperatures. The
code attempted to set a standard for ethical beha-
viour when conducting human experimentation. It
reflected the need for informed consent, con-
demned physical and mental suffering in experi-
ments, stated that death and disability were not
expected outcomes of experiments and affirmed
that human subjects were to be protected from
the slightest possibility of harm. The Nuremberg
Code was a first legal attempt to grapple with
ethical issues involved in human research.4

Soon thereafter in 1953, the Declaration of Hel-
sinki was drafted by the World Medical Association.
It reaffirmed the Nuremberg Code’s stance on
informed consent as well as allowed legal guardians
to grant permission to enrol patients in therapeutic
and non-therapeutic research. The Declaration of
Helsinki also recommended written consent, a pro-
posal not mentioned in the Nuremberg Code.4

While significant strides were occurring in the
informed consent field, human subject safety in
clinical trails was far from being guaranteed. The
efforts to improve the ethical standards in clinical
research took a significant step backwards when the
details of Tuskegee Study came to light in 1972.
Overseen by the Center for Disease Control and
Prevention, this study, which began in 1932,
exploited the lives of more than 400 African Amer-
ican sharecroppers suffering from syphilis by with-

holding medical treatment. These findings resulted
in a considerable damage to the reputation of the
medical research community and helped harbour
irreconcilable mistrust from the public.4

In 1974, Congress passed the National Research
Act in an effort to better protect human subjects.
This act mandated that Institutional Review Boards
(IRBs) be responsible for peer reviewing any
research involving human subjects by requiring
informed consents and reviewing the protocols of
the experiments. This move was unprecedented
since investigators never before had to seek
approval of their own experiments.4

Responsibilities of the IRB

An IRB may be created by independent firms or run
by hospitals or universities. IRB is legally bound to
be comprised of a wide variety of members ranging
from scientists to lawyers to clergymen. Their
responsibility lay in assessing the risks and benefits
to ensure that the risks do not outweigh the poten-
tial benefits. They must also agree with the ethical
standards met by the proposed study and ensure
that the rights of vulnerable populations such as
children, prisoners, pregnant women and mentally
disabled persons are not compromised. The IRB
also must be convinced that it is clinically appro-
priate to conduct the study. However, the IRB’s
responsibilities do not end there, since it is con-
stantly updated on the study’s progress and is
notified of any changes in protocol during the
course of the investigation.4

Informed consent

Reason for informed consent

In many ways, informed consent serves as a patient’s
bill of rights. It is the patient’s right to be comple-
tely informed about the study, to be presented with
information that is understandable, and to agree to
participate willingly without coercion. Therefore, it
is imperative that guidelines exist which ensure
safety and eliminate false pretences for human
subjects. Protection of research participants is
based on three principles: Beneficence, which
implies that the goal of the study is to maximise
the benefits to society while minimising the risks to
study subjects; Respect for persons, which states
that individuals must be respected regardless of
their race, age, gender and socioeconomic status.
This principle also asserts that certain individuals
may be incapable of making decisions without the
aid of a guardian or caregiver; and Justice, which

652 J. Parvizi et al.
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declares that risks and benefits must be shared
equally among different types of people.4

Consent procedures

To properly assess informed consent, the investiga-
tor or the coordinator of the research conducts the
consent process and presents the study with ele-
ments pertaining to the consent. These elements of
informed consent include: statement explaining the
purpose of the research; the procedures involved
and the duration of the study; description of fore-
seeable risks; description of benefits; disclosure of
alternative treatments or procedures; explanation
of compensation; list of contacts to help with ques-
tions; and a statement that participation is volun-
tary.4

Responsibilities of the principal
investigator

Although the patient agrees to participate in the
study by signing the consent, informed consent does
not absolve the physician/researchers from their
responsibility to conduct safe and ethically sound
practices. Informed consent also retains the
patients’/subjects’ right to file a lawsuit against
the physician/researchers if wrong doing is sus-
pected. The other responsibilities of the principal
investigator include conducting the study in accor-
dance to the approved protocol, maintaining ade-
quate and accurate records and informing the IRB in
cases of adverse experiences or deviations from the
protocol.4

Challenges of obtaining informed
consent

Vulnerable populations

There are populations of research subjects that are
for various reasons not considered to be fully auton-
omous and are thus designated by the FDA as ‘‘vul-
nerable population.’’ There are many variables that
would affect the level of autonomy, such as ethni-
city, education level, age (children), mental capa-
city, pregnant women and incarcerated prisoners.

Ethnicity and cultural beliefs play a critical role in
patient recruitment. In many cultural circles, the
idea of primary intervention or prevention is a
foreign concept. Many ethnicities do not seek med-
ical help until issues have a risen. Furthermore, the
concept of research is unfamiliar to them. There-
fore, it is a challenge to convince this population to
participate in research. Recruitment of subjects is

especially difficult in populations who share the
cultural belief that women are considered property
of their husband. This adds another problematic
dimension since consent is not granted by the
patient herself, but from her husband. In such a
situation, proper communications play a key role in
explaining written consent.3

A patient’s educational level can also pose a
significant challenge for subject recruitment.
Potential participants who are illiterate would be
unfairly excluded from research since written con-
sent information would make it difficult to fully
communicate all aspects of the study for these
patients. Patients with below average educational
levels would find if difficult to decipher the consent
forms since they might not be familiar with the
scientific terminology. Ultimately, many potential
participants with lower literacy levels are excluded
in clinical studies.3

In 2000, the FDA established Pediatric Rule which
demanded that paediatric trials be conducted for all
newmedications used to treat conditions or diseases
in children. This was to ensure that doctors receive
appropriate information to safely prescribe new
medications to children. With the surge in request
for child participants for clinical research, new
concerns and issues have risen regarding informed
consent. Due to their legal inability to consent,
children are thus part of a vulnerable population.
Therefore, to protect the rights of children, the FDA
has mandated that children must assent to partici-
pate in clinical trials, and their parents or guardians
should provide fully informed consent.4

Patients with mental disabilities have impaired
reasoning and judgment, and are thus considered a
vulnerable population. This population includes
patients with schizophrenia, manic depression, Alz-
heimer’s disease and substance abuse. Since there
are no federal regulations for the protection of
human subjects with mental status impairment,
the IRBs play a greater role in preserving the rights
and safety of these subjects. If and when IRB deems
a study fair and reasonable with benefits outweigh-
ing the possible risks, mentally ill patients are
allowed to participate in the clinical trial. However,
a legally competent adult must consent on behalf of
the patient.4

While it is rare to find pregnant women in clinical
trials, the Department of Health and Human Ser-
vices (DHHS) code has limited their involvement in
these studies. This vulnerable population is at
potential risk for fetal toxicity as well as for mater-
nal health complications. According to DHHS, preg-
nant women are only allowed to participate in trials
if there is minimal risk to the fetus and if the study
meets the mother’s health needs. If the research is

Informed consent 653



17 - 19 Oct 2018

38

Teaching doctor-patient communication

ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978

only to benefit the fetus, then an informed consent
from the father is needed as well. Consequently,
pregnant women are also dissuaded from partici-
pating in all studies in their early stages due to their
uncertain risks.4

Lastly, prisoners are considered to be a vulner-
able population since they have limited choice and
greater chances of being coerced into clinical trials.
To ensure that proper ethical measures are taken,
the IRBs are granted more responsibilities, which
include making certain that risks/benefits are
appropriate and that the selection of subjects is
conducted in a fair manner. Additionally, federal
regulation has mandated that at least one member
on the IRB be a prisoner.4,7

Emergency research

Voluntary informed consent is the cornerstone of
federal policies regulating clinical trials. However,
there are situations where a written informed con-
sent is difficult toattain. Such is thecase inacritically
ill or injured patient who is unconscious or incompe-
tent. Consequently, investigational treatment may
be required immediately to resuscitate the patient
under a life-threatening situation. However, without
the informed consent, the potential life saving
experimental therapy cannot be instituted. To better
deal with this dilemma, the FDA and DHHS enacted
the Final rule in 1996. This rule allowed for a slight
exception to the requirements of informed consent
when admitting critically ill patients in emergency
clinical study. It stated that prior to the study, the IRB
must determine that: patients have a life-threaten-
ing condition; the experimental treatment is unpro-
ven; research is necessary to asses the safety and
effectiveness of the treatment; obtaining informed
consent from the patient is unfeasible; participation
may directly benefit the subjects; the waiver of
informed consent is absolutely necessary for the
clinical study; the investigator as agreed to contact
all legal surrogates; and procedures are in place to
allow family members to decline the subject’s parti-
cipation in the study. If these criteria are met, the
investigators can proceed with the clinical study.1,2,6

Furthermore, additional safeguards have also
been instituted due to the vulnerable state of these
critically ill patients. This protection method,
known as ‘‘community consultation,’’ expects the
investigators to publicly disclose the study plans,
expected risks and benefits to the community. By
constantly performing ongoing scientific monitoring
on a current trial, community consultation can also
determine whether the study should continue to
proceed. The goal of this safeguard is to achieve
better interaction between the community and the

investigators in the hope of better education about
the proposed research for the public.1,2,6

When informed consent is not
necessary

While federal regulations have required informed
consent on almost all clinical research, there are
instances where it is not necessary. Informed con-
sent is not required for research involving no more
than minimal risk. Minimal risk is defined as risk that
is comparable to those encountered in daily life.
Informed consent is also not required in studies
where the consent process may adversely impact
the findings by disclosing too much information and
creating a bias.8,9

As in the case of Final rule, if informed consent is
waived in favour of initiating emergency treatment,
consent can be deferred until later in the course of
the study. This consent can be granted by the
patient or his or her representative.1,2,6,5

Conclusion

The recent history of humanmedical research neces-
sitated proper protection of subjects’ rights and
safety. Through it all, informed consent emerged as
ameans to uphold ethical behaviour towards patients
and to protect them in clinical studies. While it has
served its purpose well, it is not without its short-
comings.Thereare stillmanychallengesencountered
in acquiring informed consent. Difficulties faced with
vulnerable populations, especially with cultural
biases and discrepancies in educational levels, war-
rant a simplification of the consent forms. Addition-
ally, these challenges also highlight the need for
greater emphasis on effective communications and
on the consenting process. Therefore, alternative
consenting procedures need to be explored as well.
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“…each potential subject must be adequately informed 
of the aims, methods…anticipated benefi ts and potential 
risks of the study and the discomfort it may entail. The 
subject should be informed of the right to abstain from 
participation in the study or to withdraw consent to 
participate at any time without reprisal. After ensuring 
that the subject has understood the information, the 
physician should then obtain the subject’s freely given 
informed consent, preferably in writing”.

Ethics guidelines for scientifi c research that involves 
human beings have been founded on these important 
principles.5 An “informed-consent doctrine” gradually 
evolved that was consistent with these guidelines and 
legal precedents.6 A US court case of Cobbs vs Grant7 
noted that the doctrine of informed consent is “anchored” 
in four postulates: fi rst, patients are generally ignorant of 
medicine; second, patients have a right to control their 
body and decide about medical treatment; third, consent 
to treatment must be informed to be eff ective; and fourth, 

Improvement of informed consent and the quality of 
consent documents
Michael Jeff ord, Rosemary Moore

Guidelines on informed consent intend to protect patients and promote ethical research conduct. To give informed 
consent, individuals should understand the purpose, process, risks, benefi ts, and alternatives to research (or a 
proposed clinical intervention) and make a free, voluntary decision about whether to participate. Many participants 
have incomplete understanding of various features of clinical trials. Issues associated with the length, format, and 
language of documents for written informed consent are common. Here, we analyse the written consent form, 
particularly in the context of clinical research, and the discussions that take place between clinician or investigator 
and patient. We review strategies to improve consent forms, particularly the use of plain language. Recommendations 
are made on discussions between investigator and patient to improve participant comprehension and satisfaction 
with the informed-consent process.

Introduction
Guidelines on informed consent intend to protect 
patients and promote ethical research conduct through 
full explanation of a proposed treatment, including any 
possible harms, and through the requirement that people 
freely consent (fi gure). 

In the research setting, the idea of written informed 
consent dates from at least 1900, when Walter Reed 
obtained written consent from patients in his research 
on yellow fever in Cuba.1 The practice of obtaining 
informed consent in clinical settings has been done for 
centuries, founded partly on perceived obligations 
derived from the Hippocratic oath. To some extent, the 
practice of informed consent in clinical care and in the 
research setting have evolved separately, leading to 
increased regulation in the research setting.

An important event in the codifi cation of informed 
consent occurred in the USA in 1914 when Justice 
Cardozo laid down the basic principle that has shaped 
US law on informed consent and aff ected developments 
elsewhere. The principle is that: “every human being of 
adult years and sound mind has a right to determine 
what should be done with his own body”.2 

The Nuremberg Code was developed in 1947 after 
human experimentation by Nazi doctors and the trial of 
those responsible. This Code established a set of principles 
and guidelines for the ethical conduct of clinical research 
and was a foundation for future guidelines.

In the clinical setting, the term “informed consent” 
arose in the USA in 1957. It shifted emphasis from 
medical paternalism towards that of a duty to respect 
patient autonomy. Californian law created an “informed-
consent standard”, stating that the nature, con-
sequences, harms, benefi ts, risks, and alternatives of a 
treatment was the information needed by an ordinary 
person to make a “reasonable” decision about its 
acceptance or rejection.3 

The World Medical Association Declaration of 
Helsinki in 19644 established worldwide ethical 
principles for medical research that involved human 
participants: 
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patients depend on their physicians for truthful 
information and must trust them. These postulates refer 
to clinical treatment, but also apply in the research 
setting. 

Main principles of informed consent
Informed consent has two main aims: fi rst, to respect 
and promote participants’ autonomy; and second, to 
protect them from potential harm. Provision of inform-
ation in an understandable way lends support to both 
these aims. Furthermore, guidelines promote ethical 
conduct of research by establishing a standard and by 
refl ecting community expectations. Patients need to 
understand the diagnosis, prognosis, nature and purpose 
of the intervention, alternatives, risks, and benefi ts—
these are minimum requirements for genuine informed 
consent. Participant satisfaction with the consent process 
is also a desirable outcome.

International guidelines for research that involves 
human beings include the International Conference on 
Harmonisation (ICH) Guideline for Good Clinical 
Practice.8 Country-specifi c guidelines also inform clinical 
research (eg, the Australian National Statement on 
Ethical Conduct in Human Research9  and the US 
National Institutes of Health Guidelines for the Conduct 
of Research Involving Human Subjects10).  

Ethics committees or institutional review boards are 
required to review and approve the process of obtaining 
informed consent and the written information for 
prospective participants to ensure that these guidelines 
are followed.

Clinical care and clinical research: similarities 
and diff erences
Respect for patient autonomy and protection from harm 
are paramount in clinical care and research settings. 
Patients need information to make informed decisions. 
Reasons for a potential intervention and the potential 
negative eff ects should be explained to the patient in an 
understandable way. 

However, clinical care and clinical research diff er. The 
main aim of clinical care is to benefi t a patient. By 
contrast, the main aim of research is to gain new 
knowledge; benefi ts from such research are reaped 
mainly by future patients.11 Many clinical trials are 
reasonable therapeutic options. However, clinical 
research might have a risk of additional side-eff ects. 
New treatments might be associated with unknown or 
theoretical risks. In this circumstance, there might be a 
greater need to tell participants about these potential 
side-eff ects. 

Thus, the standard for informed consent in clinical 
care or research might diff er depending on the context or 
level of risk. In practice, clinical research is more tightly 
controlled by regulatory codes and has greater oversight 
by ethics committees or institutional review boards 
compared with informed consent in clinical care. 

Issues with the consent process
Emphasis on disclosure
Current practice in obtaining informed consent seems to 
have been shaped by emphasis on the legal duty of 
disclosure, particularly in the research setting. Consent 
is seen as an action, concluded by signing a form. 
However, informed consent needs not only disclosure 
and a signature, but also promotion of participants’ 
understanding of the research project and the voluntary 
nature of their decision to participate.12 

The written informed-consent document (ie, consent 
form) is an important part of the requirement to disclose 
and advise participants of the details of a proposed trial. 
Although the form has been said to give “legal and 
symbolic documentation of an agreement to participate”,13 
the length and complexity of informed-consent 
documents hinder participant understanding.14 Viewing 
the consent form mainly as a legal document tends to 
hinder attempts to create reader-friendly documents: 
“many sponsors and institutions appear to view them 
primarily as a legal instrument to protect them against 
litigation”.15  

Poor participant understanding
For participants, signing of the consent form is meant to 
indicate their agreement to participate in the trial and 
confi rm that they understand the aim and risks of the 
trial and their participation in it. However, this agreement 
and confi rmation might only be symbolic: signing does 
not always represent understanding. Patients might have 
incomplete or incorrect understanding of matters 
relevant to an informed decision to join a clinical 
trial.14,16–33  

In a cross-sectional survey34 of participants in clinical 
trials of cancer treatments, Joff e and colleagues used a 
validated measure of “quality of informed consent”. They 
found that 186 (90%) of 207 respondents were satisfi ed 
with the informed-consent process and considered 
themselves well informed. However, many were unaware 
of particular features of trials, including the unproven 
nature of the treatment, the uncertainty of benefi ts to 
themselves, or the main aim of trials to benefi t future 
patients.29 In Australia, we found high levels of satisfaction 
with the decision to participate in clinical trials, but again, 
substantial problems in understanding.14 

Inadequate explanation
Sometimes, features of trials are not discussed adequately 
and patients might not have the opportunity to ask 
questions. For example, in audiotaped discussions in 
which consent was sought for participation in a 
randomised study, the word “randomisation” was used in 
only 62% of discussions and patient understanding 
checked in only 17% of discussions.35 Although the word 
“randomisation” might not be appropriate, the idea is 
important and patient understanding should be checked 
in all situations.
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A study36 of paediatricians’ explanations and parents’ 
understanding of randomisation in trials of leukaemia in 
childhood recorded that physicians explained random-
isation in 83% of discussions and a consent form was 
presented during 95% of discussions. However, only 50% 
of parents understood randomisation.36 In audiotaped 
consultations in which informed consent was sought, 
patients rarely received complete information to make a 
decision and physicians rarely checked patients’ 
preferences for the type and amount of information.37 
Although all patients should understand the fundamental 
idea of a proposed inter vention, some might desire 
further information that might be excessive for others. 

Physicians might be both the patient’s treating doctor 
and trial investigator, which might create a situation in 
which doctors inappropriately direct patients towards 
trial involvement or limit full disclosure. Potential confl ict 
of interest is a serious concern, although full discussion 
is beyond the scope of our review. Nevertheless, this dual 
relation might contribute to inadequate disclosure. In a 
survey30 of 412 members of the Swedish Society of 
Oncology, 45% of doctors thought that patients might not 
participate if they were adequately informed. In a 
randomised study,38 Simes and colleagues showed that 
total disclosure of all relevant information, rather than an 
individual approach at the discretion of the doctor, was 
associated with less willingness to agree to randomised 
treatment; however, the strategy led to better patient 
understanding.  

Emanuel and colleagues5 suggest “to enrol individuals 
in clinical research without their authorization is to treat 
them merely as a means to purposes and ends they may 
not endorse and deny them the opportunity to choose 
what projects they will pursue.” Consent forms need to 
advise of all reasonable alternatives to joining a trial, 
including, for example, the possibility of not pursuing 
further anticancer treatment, but receiving best 
supportive care that includes optimum palliative care.

The written consent form: readability and 
comprehension
Written consent is needed for almost all studies. For 
more than 25 years, researchers have noted that consent 
forms might be written inappropriately.15,39,40 

In the US Department of Health and Human Services, 
consent forms are required to be “in language 
understandable to the subject or representative”.40 The 
ICH guideline recommends use of oral and written 
language that is “as non-technical as practical and…
understandable to the subject”. The US National Institutes 
of Health recommend writing that is understandable at 
the reading level of eighth grade or lower at school.10 

Although material for patient information might call 
for a reading-comprehension ability that is between 10th 
and 14th grade in US schools,41,42 patients in public 
hospitals might have an average reading comprehension 
of around 6th grade.42 Informed-consent forms fare little 

better: reading levels might be as high as grade 11.40 
Grossman and colleagues noted that only 6% of 137 
consent forms had readability at or below 8th grade using 
the Flesch Kincaid formula. In an analysis of 107 consent 
forms from cancer clinical trials, none was written at or 
below 8th grade reading level and only 11% were below 
10th grade.15 

Almost half of US adults read at or below 8th grade 
level.43,44 Australians are likely to have similar literacy 
levels: a national literacy and numeracy survey noted that 
half the population were likely to have substantial 
diffi  culty with written materials used in everyday life.45   

A person’s reading-comprehension level might be 
several grades lower than the last grade level they 
completed at school. Self-reported education levels do 
not accurately measure health literacy.44,46 Consent forms 
and other material for health education should be written 
at least three grade levels lower than the average 
educational level of the target population.46 

Plain language
Plain language (commonly called plain English) is 
straightforward and easy to understand. Advocates have 
called for its use in government, legal, and medical 
documents since the 1970s, when plain-English 
movements arose in the UK and the USA, and then 
worldwide (panel 1).

In non-clinical-trial settings, information written in 
plain language assists in decision making about medical 
treatments,47 strengthens intentions to implement clinical 
guidelines, increases positive feelings towards the 
guidelines, and leads to perceived greater control using 
the guidelines.48 

In clinical trials, simplifi ed information appeals to 
patients.49 It is associated with decreased anxiety about 
consent and increased satisfaction with the informed-
consent document.31 

Modifi cation of consent forms
Various studies have looked at improving the readability 
of the consent form. Some have concluded that 
understanding might be improved if the consent form is 
easy to read.50–54 Others suggest that understanding and 
recall might be improved if care is taken in reading the 
consent form16,23 and if suffi  cient time is allowed to read 
them.21,55 Short consent forms might also be useful.13,15,51 

Panel 1: Websites about plain language

These websites (accessed Feb 15, 2008) can give advice and 
examples on many principles of plain language:
www.askoxford.com/betterwriting/plainenglish/
www.plainlanguage.gov  
www.plainlanguagenetwork.org  
www.health.gov/communication/literacy/plainlanguage/
www.plainenglish.co.uk
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Enhanced and simplifi ed print versions might benefi t 
people with poor reading skills.56  

Simplifi cation of consent forms to improve readability 
might be part of the answer, but not the whole solution. 
Several studies31,49 have noted positive fi ndings from 
simplifying consent forms, but these do not always 
include improved comprehension. 

Coyne and colleagues31 did a randomised comparison 
(n=207) of an easy-to-read consent form with that of a 
standard consent form. They postulated that the 
modifi ed form would lead to higher patient compre-
hension and satisfaction, lower anxiety, and higher 
patient accrual compared with the standard form. 
Patients who were assigned the easy-to-read consent 
form showed signifi cantly lower anxiety to giving 
consent and higher satisfaction than did those assigned 
the standard form. However, comprehension and state 
anxiety (anxiety that is triggered by events or situations, 
as opposed to trait anxiety, which is the tendancy of a 
person to show anxious behaviour) did not diff er 
between groups. 

Davis and colleagues49 postulated that a simplifi ed 
consent form would be less intimidating and more-
easily understood by individuals with poor to marginal 
reading skills than a standard consent form. Participants 
were mostly healthy and were asked to consider a 
hypothetical clinical trial. They were asked to read 
either a standard consent form (written at 16th grade 
level) or a simplifi ed form (written at 7th grade level). 
Participants were interviewed to assess their attitudes 
towards, and comprehension of, the standard form and 
then were given the alternate consent form and asked 
which they preferred and why. Overall, participants 
preferred the modifi ed, simpler form. Most considered 
this simplifi ed form easier to read than the standard 
form. However, the level of understanding generated by 
both forms was similar. Importantly, this study did not 
assess patient preference and understanding in the 
context of a real trial—the participants did not have 
cancer and did not need to make a decision about trial 
participation.49 

Flory and Emanuel57 did a systematic review of studies 
that were designed to improve trial participants’ 
understanding of information disclosed in the 
informed-consent process. They reviewed 30 eligible 
studies of 42 trials. Interventions to improve under-
standing were categorised into fi ve groups: multimedia; 
enhanced consent form; extended discussion; test or 
feedback; and miscellaneous. 12 trials of multimedia 
interventions (two in a cancer setting) showed that they 
commonly did not improve under standing. Of the 
15 trials with enhanced consent forms, six showed 
signifi cantly improved understanding, whereas nine 
did not; one of the trials enrolled patients with cancer.31 
Extended discussion between study staff  and participants 
signifi cantly increased understanding in three of fi ve 
trials (one of which enrolled patients with cancer58). 

All fi ve trials that assessed test or feedback strategies 
showed improved understanding; however, these 
studies have important drawbacks in their methods. 
Flory and Emanuel57 suggest that improved person-to-
person interactions (ie, extended discussions and, 
possibly, test or feedback) are the most eff ective strategy 
to improve participant understanding. However, they 
also conclude that further research is needed.

In summary, research suggests that modifi cation of 
the content, writing style, format, or length of the 
consent form is no more successful than other 
approaches that aim to improve comprehension.57 Do 
we therefore abandon eff orts to improve the consent 
form? For several reasons, we think that attention must 
continue to be paid to the language of the consent form. 
In clinical trials, simplifi ed language appeals to patients 
and is associated with decreased anxiety and increas ed 
satisfaction. Knowledge of the usefulness and compre-
hension of the consent form from the pers pective of 
others who might use it would be useful. For example, 
parts of the con sent process might be administ ered 
by health-care profes sionals other than the investigator, 
or the patient might discuss the consent form with 
their general practitioner. These professionals might 
welcome simple explanations of the trial that are easy to 
convey. 

Knowledge of whether family members infl uence the 
decision to participate; whether they rely on the consent 
form to exert infl uence; and whether plain language is 
more acceptable and comprehensible to them compared 
with language used in standard forms would be useful. 
To decide on the basis of the review by Flory and 
Emanuel57 that plain language should be abandoned 
and consent forms allowed to develop into even longer 
and more complex documents would be a mistake. There 
seems to be no reasonable argument for retaining the 
highly technical language that is commonly found in 
consent documents. The act of explaining has positive 
eff ects apart from comprehensibility and, importantly, 
“represents a tangible commitment to the informed-
consent process”.40  

The discussion
Alongside written information comes the discussion 
between a prospective trial participant and the 
investigator, trial coordinator, research nurse, or research 
assistant. 

Although the patient’s signature might represent 
agreement, it does not imply understanding. It might be 
evidence of consent, but not proof. Given the duty of 
disclosure and the patient’s individual circumstances, 
researchers should record details of risks explained, 
queries and concerns raised by patients, and responses 
to these queries. An attempt to assess understanding 
should be made and documentation recorded.

Various recommendations have been made on making 
the information given brief, simple, and clear; on 
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presenting risk information that might raise anxiety in a 
non-threatening way; and on involving potential study 
participants by asking them to answer multiple-choice 
questions or writing about the information.59 

Decision aids and prompts
A decision aid might improve satisfaction and under-
standing, at least for some studies and some patients. 
A decision aid for women who were considering partici-
pation in prevention studies for breast cancer seems to 
have been received favourably.60 After reading the deci-
sion aid, women seemed to have good subjective under-
standing of the clinical trial. 

Currently under investigation in a randomised controlled 
trial is the use of a question prompt sheet about clinical 
trials. These sheets increase question-asking, and, when 
endorsed by the doctor, decrease anxiety, shorten 
consultations, and improve recall of information.61 

Training of investigators
In 1997, Skene and Millwood,62 showed poor under-
standing by doctors of the law’s requirements for 
disclosure, which might be improved with increased 
education.62 The researchers suggest that medical 
journals are an important way that doctors gain new 
knowledge. Gore63 highlighted a hospital-based post-
graduate education programme on ethical issues 
including informed consent. As discussed earlier, a 
validated measure exists to assess the quality of informed 
consent,34 which enables comparisons between diff erent 
approaches. 

Brown and co-workers64 have established a set of ethical 
communication strategies based on ethical, linguistic and 
psychological theory to assist doctors when discussing 
possible trial participation. Moreover, they assessed the 
eff ect of a 1-day communication skills training workshop,65 
which seemed to have some modest eff ect. 

Improvement of the consent process
Plain language aims to simplify explanations such that 
the meaning is clear to a readership with varying reading 
experience and abilities. A clear and simple message is 
likely to be understood by more people than a message 
with complex wording. 

Plain language is important during the consent 
discussion. The discussion allows for checking of 
understanding—an important advantage over a form, 
however simply it is written. Panel 2 is a checklist for 
clear communication.

Suggestions for writing a consent form
Use of familiar words and ideas
Most trial sponsors and investigators tend to use technical 
language. However, research participants might have 
poor or incomplete understanding of medical or research 
terms. Furthermore, some trial-related terms such as 
“protocol”, “open-label”, and “subsequent” might be 
understood poorly.66 

If possible, terms that are likely to be familiar to people 
without specialised health knowledge should be used. 
Writing that includes familiar vocabulary and ideas is 
easy to read and comprehend.67 

Some ideas, even when worded simply, might be 
inaccessible to some people, which might explain the 
failure of strategies intended to improve readability and 
therefore comprehension. For example, Bjorn and 
colleagues50 highlight that older people had diffi  culty 
understanding “randomisation”, even when explained 
simply. Consistent evidence of such diffi  culties should 
alert investigators to focus on these challenging areas 
during discussions of informed consent.

Use of short words and sentences
Words of three or fewer syllables should be used when 
possible; words of more than three syllables begin to 
aff ect readability.40 However, health-care professionals are 
unlikely to be able to (or want to) produce a consent 
document written entirely in very short words and 
sentences. Rather, consideration should be given to 
improving readability through use of short, but equally 
acceptable, words, and through breaking longer sentences 
that contain several ideas into shorter sentences that 
contain only one. 

The paragraph below has several words of more than 
three syllables and is assessed by the Flesch-Kincaid 
readability checker as around grade level 15 (panel 3). 
The fi rst sentence also contains several diff erent ideas:

“As with any experimental treatment, additional 
unexpected and sometimes serious side eff ects, apart 
from those listed here, are a possibility. If you have any 
unusual symptoms, you should report them to your 
medical practitioner immediately”.

A rewritten version below has shorter words (and is a 
little longer because it includes an explanation of 
“experimental”). It is assessed as grade level 5·2. We 
have rewritten the sentences to decrease the ideas in 
every one. We thought it important to stress to patients 
to see their doctor about any health change, rather than 
leaving it up to them to determine whether a symptom 
is “unusual”:

Panel 2: Checklist for clear communication

• Use familiar words and ideas
• Use short words and sentences where possible
• Avoid misleading descriptions
• Use readability checkers or formulae to estimate reading 

grade level (see panel 3)
• Discuss standard treatments and trial treatments
• Encourage support from others
• Give information to take away
• Check understanding
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“This treatment is experimental. This means it has not 
been tested very much on people. We know about side 
eff ects that can sometimes happen with this experimental 
treatment. The known side eff ects are listed on this page. 
But there could be side eff ects that we don’t yet know 
about. Tell your doctor right away about any change in 
your health”. 

However, the meaning should not be compromised by 
needless simplifi cation of long words to improve readability 
score.68 In an example about chemotherapy below, there is 
no need to replace “chemotherapy” in a plain-language 
statement for an adult. It is a term that people who can 
read adequately will come to recognise during treatment:

“The aim of chemotherapy is to kill cancer cells that may 
have escaped treatment and still be in the body. These 
cancer cells could cause the cancer to return”.

Note that some short words are diffi  cult and unfamiliar, 
such as “protocol”; arguably, so too is “research”. It is 
important to try to use familiar words and check 
understanding with the person during the consent 
discussion.

Plain language is not the same as children’s writing
Most people appreciate that plain language and simple 
materials do not off end people who are highly educated.31 
The example below is from a book that explains breast 
cancer to children.69 Children’s writing is characterised 
by intensifi ers and repetition, and commonly has a story 
form: 

“‘Then why do you have to keep having the medicine?’, 
Harriet asked. ‘Good question’, said Mum. ‘It’s to try to 
make sure that every little bit of the cancer is gone. 
Cancer can grow again from a very small bit. So small 
that it’s hard to see. And we want to make sure that every 
little bit has gone’”.69

The same information in plain language for an adult 
would read like the chemotherapy example above. Unlike 
children’s writing, plain-language writing for adults 
permits some diffi  cult words and the option to include a 

glossary or explanation of diffi  cult terms. It also assumes 
some level of knowledge—eg, some understanding or 
ability to grasp the idea of “cells”.

Use of bullet points to break-up long explanations
Even experienced readers can fi nd a long and dense 
paragraph daunting. Note the following example: 

“The eff ects of this treatment on the unborn child are 
not known. If childbearing is a possibility, you will be 
required to undergo a pregnancy test prior to 
commencing the study. If you are male, you should not 
father a child while participating in this study. Male 
participants are strongly advised to use eff ective 
contraception during the course of the study and for a 
period of 12 months after the completion of the study. 
Women of childbearing potential must agree to use a 
reliable method of birth control for the duration of the 
study and for a period of 12 months after the completion 
of the study”.

This text can be summarised into bullet points:

“The eff ects of this treatment on the unborn child are 
not known.

• You must not become pregnant or father a child 
while in the study.

• Women who may become pregnant will be asked to 
have a pregnancy test before joining the study.

• Men and women must use reliable contraception 
while in the research study and for 12 months 
afterwards”.

Avoidance of misleading descriptions
Potentially misleading descriptions need to be 
anticipated and avoided. For example, use of “treatment” 
rather than “experimental treatment” in phase I clinical 
trials might reinforce misapprehension that the study is 
aiming to treat rather than test toxic eff ects or establish 
a maximum tolerable or a biologically eff ective dose. In 
traditional dose-fi nding phase I studies, investigators 
need to state clearly that the trial is experimental, and 
should be clear that benefi t from the trial is unlikely.32 
The table shows examples of other language to avoid.

Use of readability checkers or formulae to estimate 
reading level
Advice on which reading level to aim for in patient 
information ranges from about 4th grade to that of 9th 
grade.15,43,66 Achievement of a low reading grade alone is 
inadequate to ensure good understanding and compre-
hension.44 Moreover, a readability checker does not assess 
sense (panel 3).

Suggestions for the consent discussion
Extended discussions between study staff  and research 
participants might improve patient understanding. Further 
research is needed on the content of, and other matters 
around, consent discussions.57 Aaronson and colleagues58 
assessed patients with cancer who were considering 

Panel 3: Establishment of document readability

Readability can be calculated through various formulae. 
Microsoft Word (Microsoft Corporation, Washington, DC, 
USA) can calculate readability according to two formulae: 
Flesch reading ease and the Flesch–Kincaid grade level. In 
versions of Word older than 2007, select “Tools”, followed by 
“Options”, and “Spelling and Grammar”. Tick the box: “Show 
readability statistics”. After running a check of spelling and 
grammar, a box will indicate Flesch reading ease (score ranges 
from 0 to 100, low numbers indicating harder-to-read text) 
and the Flesch–Kincaid grade level. The grade level indicates 
that the text might be understood by a typical student in that 
US grade of schooling.
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participation in phase II or III studies. Patients received 
standard consent discussions, with or without a subsequent 
nurse telephone contact. Those who had the additional 
telephone discussion were more informed about several 
features of trial participation compared with those who did 
not have the telephone discussion. 

We recommend being mindful of most of the plain-
language features discussed above for written consent 
documents. In addition, the discussion should also take 
into account the following.

Discussion of standard treatments and trial treatments
Information about the trial should be presented clearly 
and simply.59 The conversation should fi rst include a 
discussion of standard treatments, followed by discussion 
of potential treatment as part of a clinical trial.37,70 

All matters relevant to a particular person must be 
discussed, including procedures, risks, costs, time 
implications, and their own understanding of personal 
benefi t from the trial. People must understand that they 
can withdraw from the trial at any time without 
explanation and without compromising their medical 
care. Verbal presentation of items normally included in 
an informed-consent document and responses that are 
refl ective, patient-centred, and supportive might be 
associated with increased accrual to clinical trials.71 

Encouragement of support from others
Involvement of people in the processing of information 
is important.59 The patient should be encouraged to have 
a friend or relative with them, and they might wish to 
have an extra nurse or other professional attend the 
interview with them.29,70,72 

Provision of information to take away; encouragement 
of time to consider
The patient should, according to their preference, be 
given written information or a recording of the 
conversation (or both).72 Delaying of consent might 
increase satisfaction with participation and improve 
understanding.14,29,70–73 

Checking of understanding
Health-care professionals should check patients’ 
understanding. Patients should be asked whether they 
have any questions and be off ered time to think about 
the information and discuss with others.74 So-called teach 
back can confi rm understanding.44,57 Health-care profes-
sionals ask the person to say in their own words what 
has been described, and ask again if the patient’s words 
show incomplete or inaccurate understanding.75 The 
question, “Do you understand?” should not be asked; 
people will generally answer, “yes”. Patients might think 
that they have understood the information and might 
report high levels of satisfaction, but have poor 
understanding.14,29 

Conclusion
“Making sure that patients are fully informed before 
they agree to be included in any randomized clinical trial 
has been, and continues to be, an immense challenge 
for all who are concerned with the ethical advancement 
of science”.76 

Many studies have assessed the language of consent. 
Recently, they have focused on the content and particularly 
the language of the written-consent form. However, 
conclusions such as those reached by Flory and Emanuel57 
reinforce the importance of discussion between the 
investigator or clinical-research professional and the 
patient.

There are reasons for putting eff ort into the production 
of plain-language participant information and consent 
forms. However, evidence suggests that these forms 
should not be relied on solely to ensure that a person 
understands details about a trial. Plain-language forms 
should be seen as part of the process that aims to achieve 
meaningful informed consent.

Consent is a process, rather than an event, and 
professionals and research participants should 
continue to engage in conversation to ensure good 
understanding, satisfaction, and continuing consent to 
participate.

Original language Improved language

People are not tumours “You have progressed on…” “The cancer has grown…”

“You have failed chemotherapy” “The chemotherapy is no longer helping you”

Avoid language that might be inappropriately 
persuasive or exploits vulnerability

“You have been invited…” “This trial might be suitable for you”

“If you are eligible...” “If the trial is suitable for you...”

“Because there are no other options…” “Instead of being in this study, you might decide to have…”

Address the reader as “you” and consider their 
perspective

“Study participants will…” “If you choose...”

“Giving study medication intravenously and 
collecting blood samples might involve 
temporary discomfort or bruising”

“If you choose to join this trial, you will have the drugs 
through a needle in your arm. The doctor will also use a 
needle to take blood for testing. You might have a bit of 
pain or bruising from the needle”

Table: Examples of language found in consent forms that could be improved
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   หัวข้อ : Breaking bad news 

1 
 

การแจ้งข่าวร้าย 
Breaking Bad News 
รองศาสตราจารยน์ายแพทย ์สพุจน์ พงศป์ระสบชยั 
ภาควชิาอายุรศาสตร ์คณะแพทยศาสตรศ์ริริาชพยาบาล 

ความส าคญั 
 การแจง้ข่าวรา้ย (breaking bad news) เป็นทกัษะการสื่อสารอนัหน่ึงทีม่คีวามส าคญัอยา่งยิง่ของ
แพทยใ์นเวชปฏบิตั ิ เนื่องจากแพทยต์อ้งเกีย่วขอ้งกบัการแจง้ขา่วรา้ยแก่ผูป่้วยและญาตเิสมอ ๆ ไมว่่าจะ
เป็นการแจง้ผลการวนิิจฉยัโรค การสบืคน้ทีผู่ป่้วยตอ้งไดร้บั การรกัษา ผลการรกัษา และพยากรณ์โรค 
ขา่วรา้ยเป็นสิง่ทีไ่มม่ผีูป่้วยคนใดปรารถนา แพทยเ์องกไ็มพ่งึปรารถนาและบางท่านอาจรูส้กึว่าการแจง้
ขา่วรา้ยเป็นเสมอืนการท ารา้ยผูป่้วยและพยายามหลกีเลีย่งไมอ่ยากท า แต่ข่าวรา้ยคอืความจรงิและจะ
เป็นประโยชน์อยา่งยิง่ยวดต่อผูป่้วยในอนาคต การหลกีเลีย่งการแจง้ข่าวรา้ยจงึอาจเป็นการท ารา้ยผูป่้วย
ทางออ้มและมกัก่อผลเสยีต่อผูป่้วยในทีสุ่ด  

 การแจง้ข่าวรา้ยเป็นการสื่อสารแบบหนึ่ง แต่มเีรือ่งของอารมณ์และความรูส้กึของผูร้บัสารรว่ม
ดว้ยอยา่งมาก แพทยท์ีต่อ้งแจง้ข่าวรา้ยจงึตอ้งประณตีในการท า ไวต่อความรูส้กึ มคีวามรู ้ ทกัษะ และ
ตอ้งใส่หวัใจเขา้ไปในการท าดว้ยเสมอ การแจง้ข่าวรา้ยไมม่เีทคนิคมาตรฐาน แต่มหีลกัการทีข่อเพยีงแค่
แพทยเ์ขา้ใจ น าไปฝึกฝน และใส่หวัใจเขา้ไปในการท ากม็กัจะท าไดด้ ี ทกัษะการแจง้ข่าวรา้ยเป็นทกัษะ
ส าคญัทีแ่พทยข์าดไมไ่ดแ้ต่น่าแปลกทีก่ลบัมกีารสอนทกัษะการแจง้ข่าวรา้ยในโรงเรยีนแพทยค์่อนขา้ง
น้อย ท าใหแ้พทยจ์ านวนมากไม่มัน่ใจและพยายามหลกีเลีย่งเพราะเกรงว่าถ้าท าไดไ้มด่จีะเกดิผลรา้ยต่อ
ผูป่้วยตามมามากกว่าผลดแีละกลวัว่าญาตผิูป่้วยอาจไมเ่ขา้ใจหรอืไมพ่อใจ เป็นต้น ความกลวัเหล่านี้เป็น
มจิฉาทฐิ ิเพราะท าใหผู้ป่้วยทีเ่ราตอ้งการรกัษาประโยชน์กลบักลายเป็นเสยีประโยชน์ในทีสุ่ด 

ควรแจ้งข่าวร้ายแก่ใคร ผูป่้วยหรือญาติ หรือทัง้คู่? 
หลกัการ 

 ในสงัคมโลกตะวนัตกนัน้การแจง้ขา่วรา้ยเป็นสิง่ทีต่อ้งแจง้กบัผูป่้วยโดยตรงตามหลกัของสทิธิ
ผูป่้วย (patient autonomy) แต่ในสงัคมโลกตะวนัออกรวมทัง้ประเทศไทยนัน้ กลบักลายเป็นว่าแพทย์
จ านวนมากเลอืกทีจ่ะแจง้ขา่วรา้ยแก่ญาตมิากกว่า (ยกเวน้โรคเอดสเ์พยีงโรคเดยีวทีแ่พทยจ์ะแจง้แก่
ผูป่้วยเท่านัน้) โดยเฉพาะถ้าเป็นขา่วทีร่า้ยมาก ๆ เช่น โรครา้ยแรงถงึชวีติ หรอืโรคมะเรง็ เป็นตน้ ดว้ย
เหตุผลต่าง ๆ  นานา เช่น กลวัผูป่้วยจะรบัไมไ่ด ้(แต่กลบัคดิว่าญาตจิะรบัได)้ กลวัผูป่้วยทรดุ (ซึง่ส่วนใหญ่
ไมเ่ป็นความจรงิ ถา้แจง้ข่าวรา้ยอยา่งถูกตอ้ง ผูป่้วยอาจซมึเศรา้ไปช่วงหนึ่ง แต่ในระยะยาวผูป่้วยมกัค่อย 
ๆ ดขีึน้) แต่เหตุผลลกึ ๆ ทีแ่พทยม์กักงัวล คอื แพทยก์ลวัว่าถา้บอกขา่วรา้ยไปแลว้ผูป่้วยแยล่ง ญาตจิะ
ไมเ่ขา้ใจและจะมาเอาเรือ่งแพทยใ์นภายหลงั 
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 ดงันัน้เมือ่ค านึงถงึสทิธผิูป่้วยและประโยชน์ต่อผูป่้วยในระยะยาวแลว้ การแจง้ขา่วรา้ยควรใหแ้ก่
ผูป่้วยเป็นหลกั ยกเวน้ผูป่้วยไมต่อ้งการรู ้ ไมม่สีตสิมัปะชญัญะ หรอืแพทยค์ดิว่าขา่วรา้ยนัน้อาจไมม่ี
ประโยชน์ใด ๆ ต่อผูป่้วยอกีแลว้ เช่น ผูป่้วยอายุมากๆ และโรครา้ยเป็นมากจนน่าจะอยูไ่ดอ้กีไม่นาน 
ผูป่้วยอยูบ่นเตยีงไมส่ามารถท าอะไรไดน้กั เป็นตน้ ขอ้มลูในผูป่้วยไทยทีเ่ป็นโรคมะเรง็ทีโ่รงพยาบาลศริิ
ราช พบว่าประมาณรอ้ยละ 90 อยากใหแ้พทยบ์อกการวนิิจฉยัตามจรงิ ในขณะที่ประมาณรอ้ยละ 10 
อยากใหแ้พทยบ์อกกบัญาตมิากกว่า (ขอ้มลูจากอาจารยน์ายแพทยไ์พโรจน์ สนิลารตัน์ สาขาวชิาเคมี
บ าบดั โรงพยาบาลศริริาช) ขอ้มลูนี้ท าใหแ้พทยต์อ้งท าความเขา้ใจใหมว่่าแทจ้รงิแลว้ผูป่้วยไทยส่วนใหญ่
กย็งัตอ้งการใหแ้พทยแ์จง้ขา่วรา้ยแก่ตนตามจรงิมากกว่า 

ประโยชน์จากการท่ีผูป่้วยได้ทราบความจริง 

 ขอ้ดขีองการทีผู่ป่้วยทราบความจรงิมมีากมาย ไดแ้ก่ 

 1. ผูป่้วยจะได้วางแผนชีวิตของตนเอง เมือ่ขา่วรา้ยนัน้มผีลอยา่งมากต่ออนาคต แพทยห์รอื
ญาตทิีไ่มใ่ช่ผูป่้วย ยอ่มไมม่ทีางรูว้่าผูป่้วยตอ้งการอะไรและก าลงัวางแผนชวีติอะไรอยู่ 

 2. ผูป่้วยจะสามารถเป็นผู้ตดัสินใจเลือกการสืบค้นหรือการรกัษาได้ด้วยตนเอง ในกรณทีี่
เป็นการตรวจหรอืรกัษาทีม่คีวามเสีย่ง (เช่น การผ่าตดั การใหเ้คมบี าบดั เป็นตน้) หรอือาจตดัสนิใจได้
ยาก (เช่น การเลอืกทีจ่ะใส่ท่อหายใจหรอืการปฏบิตักิารกูช้วีติ เป็นตน้) ผูป่้วยย่อมเป็นผูต้ดัสนิใจไดด้ี
ทีสุ่ด 

 3. ไม่มีความลบัระหว่างแพทยก์บัผู้ป่วยหรือญาติกบัผูป่้วย ท าใหก้ารพดูคุยเป็นไปไดอ้ย่าง
เปิดเผย ไมต่อ้งงบุงบิลบั ๆ ล่อ ๆ ไมต่อ้งคอยระวงัว่าความลบัจะแตก ไมเ่คยมแีพทยห์รอืญาตสิามารถ
ปิดบงัความลบัต่อผูป่้วยได ้ เพราะผูป่้วยจะรูต้วัเองเสมอ ทัง้จากอาการของตนเองทีท่รดุลงเรือ่ย ๆ จาก
ท่าทขีองแพทย ์ ท่าทขีองญาต ิ และจากการหลุดปากของคนรอบตวั การทีผู่ป่้วยมกัรูค้วามจรงิเองแต่ไม่
ครบถว้นอาจท าใหผู้ป่้วยเขา้ใจผดิ ๆ และมกักงัวลไปในทางทีร่า้ยกว่าความเป็นจรงิ ผลคอื ผูป่้วยตอ้ง
เผชญิกบัความทุกขอ์ยา่งโดดเดีย่ว เพราะไมส่ามารถคุยกบัใคร ไมส่ามารถปรบัทุกขก์บัใคร และไม่
สามารถรอ้งไหก้บัใคร เพราะคนรอบขา้งพยายามปิดบงัไมพ่ดูถงึเรือ่งนี้ ท าใหบ้รรยากาศในครอบครวั
เตม็ไปดว้ยความเงยีบเหงาและความอดึอดั (conspiracy of silence) ทัง้ ๆ ทีเ่วลานี้เป็นเวลาทีผู่ป่้วย
ตอ้งการคนทีร่กัมาช่วยรบัฟังและใหก้ารประคบัประคองอยา่งทีสุ่ด 

ผูป่้วยน่าจะเป็นผู้เลือกว่าอยากให้แพทยแ์จ้งข่าวแก่ตนเองหรือแก่ใคร 

 ผูป่้วยแต่ละคนมพีืน้ฐานและบรบิทของตนเอง ผูป่้วยจงึเป็นผูท้ีเ่หมาะสมทีสุ่ดทีจ่ะเลอืกว่าอยาก
ใหแ้พทยแ์จง้ขา่วแก่ตนเองโดยไมต่อ้งบอกญาต ิหรอืใหแ้จง้ญาตโิดยไมต่อ้งบอกตน หรอือยากใหแ้จง้แก่
ทัง้ตนและญาตพิรอ้ม ๆ กนั ซึง่แพทยส์ามารถส่งเสรมิความตอ้งการน้ีไดโ้ดยการคุยกบัผูป่้วยและญาติ
ตัง้แต่การมาตรวจครัง้แรก ๆ หรอืก่อนจะรูผ้ลตรวจ เช่น การพดูว่า  
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 “คุณสมชาย (ผูป่้วย) ครบั ผมขอปรกึษาหน่อยครบั อยากทราบว่าครัง้หน้าถา้ไดผ้ลตรวจแลว้ 
อยากใหห้มอแจง้กบัคุณสมชายโดยตรง หรอือยากใหแ้จง้กบัญาติ ๆ  หรอือยากมาฟังดว้ยกนัทัง้หมดครบั” 
เป็นตน้  

หากญาติกงัวลไม่อยากให้แพทยแ์จ้งข่าวร้ายแก่ผูป่้วยจะท าอย่างไร 

 บ่อยครัง้ญาตจิะแอบมาบอกแพทยก่์อนว่า ถา้เป็นโรครา้ย (เช่น มะเรง็) ไมใ่หบ้อกผูป่้วยเป็นอนั
ขาดเพราะกลวัผูป่้วยจะทรดุ ความห่วงใยของญาตแิบบน้ีกเ็ป็นทีเ่ขา้ใจได ้ แต่ส่วนใหญ่เกดิจากความ
เขา้ใจผดิ แพทยไ์ม่จ าเป็นต้องท าตามใจญาต ิแต่ควรพดูคุยกบัญาตอิยา่งเขา้ใจ ชื่นชมในความห่วงใยของ
ญาต ิถามเหตุผลทีค่ดิเช่นนัน้ แกไ้ขความเขา้ใจผดิ เช่น กลวัผูป่้วยจะทรดุ เป็นตน้ บอกประโยชน์ทีผู่ป่้วย
จะไดห้ลงัจากทราบความจรงิตามเหตุผลต่าง ๆ ทีก่ล่าวแลว้ขา้งตน้ และบอกญาตใิหค้ลายกงัวลว่าแพทย์
มกีระบวนการแจง้อยา่งขา่วรา้ยอยา่งระมดัระวงั ไมต่อ้งวติก จากประสบการณ์ของผูเ้ขยีนพบว่าญาตมิกั
เขา้ใจและยนิดใีหบ้อกความจรงิแก่ผูป่้วยเกอืบทุกราย แต่หากญาตยิงัไมเ่ขา้ใจและยนืกรานไมใ่หบ้อก
ผูป่้วย ผูเ้ขยีนแนะน าว่าอาจท าตามความตอ้งการของญาตไิปก่อน ไมค่วรหกัหาญน ้าใจ แลว้ค่อย ๆ
พยายามอธบิายใหมใ่นครัง้ต่อ ๆ ไป หรอือาจบอกญาตวิ่าแพทยจ์ะลองเลยีบเคยีงถามจากผูป่้วยดวู่า
พอจะทราบอะไรมาแลว้บา้ง ซึง่ถา้พบว่าผูป่้วยพอทราบมาก่อนแลว้ กส็ามารถอธบิายญาตใิหย้อมรบัว่า
ผูป่้วยพอรูแ้ลว้ ไมน่่าตอ้งปิดบงัอะไรอกี หรอืเมือ่ถงึจดุทีต่อ้งมกีารตดัสนิใจทีย่าก เช่น เลอืกจะใหเ้คมี
บ าบดัหรอืผ่าตดัหรอืไม ่ เป็นตน้ ซึง่แพทยน่์าจะถอืโอกาสน้ีชีใ้หญ้าตเิหน็ว่าถา้ผูป่้วยทราบความจรงิ
ผูป่้วยน่าจะเลอืกเองไดด้ทีีสุ่ด ดงันัน้น่าจะแจง้ผูป่้วย เป็นตน้  

เทคนิคการแจ้งข่าวร้าย 
 การแจง้ข่าวรา้ยมหีลายเทคนิค แต่เทคนิคทีม่ผีูแ้นะน าค่อนขา้งมาก1 และผูเ้ขยีนเองนิยมใชค้อื 
เทคนิค “SPIKES” ซึง่เสนอโดย Buckman และคณะ2 ซึง่มรีายละเอยีดดงั ตารางท่ี 1 

ตารางท่ี 1 ขัน้ตอนการแจง้ขา่วรา้ยโดยวธิ ีSPIKES 

S Setting up 
P Patient perception 
I Invitation of bad news 
K Knowledge 
E Emotion 
S Strategy 

S (Setting up)  

 หมายถงึ การเตรยีมการ แพทยค์วรตอ้งมเีวลาเพยีงพอ ไมเ่รง่รดั สถานทีพู่ดคุยควรมคีวามเป็น
ส่วนตวั เงยีบสงบพอสมควร ควรมทีีน่ัง่ส าหรบัผูป่้วยและญาตทิุกคน (ไมค่วรยนืคุย) พยายามตดั
สิง่รบกวน เช่น แจง้บอกพยาบาลล่วงหน้าไมใ่หใ้ครมารบกวนขณะก าลงัคุยกบัผูป่้วย แพทยค์วรปิด
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โทรศพัทม์อืถอืระหว่างคุย ควรมกีระดาษทชิชเูสมอในกรณทีีผู่ป่้วยอาจรอ้งไห ้ แพทยเ์องกต็อ้งท าจติใจ
ตนเองใหส้งบเช่นกนั ควรทบทวนประวตัแิละผลตรวจต่าง ๆ ของผูป่้วยใหเ้ขา้ใจถ่องแท ้

P (Patient perception)  

 หมายถงึ การประเมนิว่าผูป่้วยพอทราบอะไรมาบา้งแลว้ แพทยค์วรเริม่การสนทนาดว้ยการ
ทกัทาย แนะน าชื่อตนเอง ทวนชื่อผูป่้วย และถามชื่อญาต ิ (ควรถามชื่อญาตทิุกคนไดจ้ะดทีีสุ่ด ไมค่วร
เรยีกญาตวิ่า “ญาต”ิ) ควรม ีsmall talk เลก็น้อยเพื่อสรา้งความคุน้เคย แลว้ค่อยประเมนิว่าผูป่้วยพอทราบ
อะไรมาบา้งแลว้ เช่น  

 “คุณสมชายครบั ครัง้ทีแ่ลว้ทีคุ่ณสมชายมาตรวจเพราะเรือ่ง..... จ าไดม้ัย้ครบัว่าผมไดอ้ธบิาย
อะไรใหคุ้ยสมชายฟังบา้งครบั..... หมอว่าหมอสงสยัว่าเป็นอะไร?.....ลองเล่าใหห้มอฟังหน่อยครบั” 

 หากพบว่าผูป่้วยพอทราบบา้งแลว้ แต่ดกูงัวลหรอืกลวั ก็ควรถามลงลกึลงไปว่าเหตุผลทีก่งัวล 
และอาจใหค้วามหวงัเสรมิไปไดเ้ลยในขัน้ตอนน้ี เช่น 

 “คุณสมชายกลวัเป็นมะเรง็ เพราะอะไรครบั?” 

“ใช่ครบั เราก าลงัสงสยัวณัโรคหรอือาจเป็นเน้ืองอกมะเรง็ แต่ไมว่่าจะเป็นอะไรกร็กัษาไดค้รบั” 

 ถา้ผูป่้วยบอกว่ายงัไม่ทราบ หรอืบอกว่าแพทยไ์มไ่ดบ้อกอะไร อาจเกดิจากแพทยค์นทีแ่ลว้ไมไ่ด้
อธบิายเลยจรงิ ๆ กต็อ้งคุยอธบิายผูป่้วยใหม ่ แต่ถา้คดิว่าแพทยน่์าจะอธบิายมาเพยีงพอแลว้ กอ็าจเกดิ
จากผูป่้วยทราบแต่พยายามปฏเิสธ (denial) ต่อสิง่ทีแ่พทยพ์ดูในครัง้ทีแ่ลว้ แพทยก์ค็วรเขา้ใจ อย่าโกรธ
ผูป่้วยว่าท าไมเขา้ใจยาก ควรถามค าถามเจาะลงไป (explore) เพื่อหาสาเหตุ ท าใหแ้พทยส์ามารถอธบิาย
ผูป่้วยได ้เช่น 

 “คุณสมชายก าลงักงัวลอะไรหรอืเปล่าครบั ช่วยเล่าใหห้มอฟังหน่อยครบั” 

I (Invitation of bad news)  

 หมายถงึ การเชือ้เชญิและเตรยีมใหผู้ป่้วยทราบว่าแพทยก์ าลงัจะบอกขา่วรา้ย เช่น 

 “คุณสมชายครบั วนัน้ีเราจะมาฟังผลตรวจกนันะครบั” 

 “คุณสมชายครบั คุณสมชายอยากใหห้มอบอกผลการตรวจมากน้อยแค่ไหนครบั” 

 “ตอนหมอบอกผลตรวจ คุณสมชายอยากให.้.(ญาต)ิ..อยู่ดว้ยมัย้ครบั” 

 ถา้ขา่วรา้ยนัน้ค่อนขา้งรา้ย ก่อนจะบอกข่าวรา้ย แพทยค์วรม ี“warning shot” ก่อนเสมอ เช่น 

 “ผลชิ้นเน้ือออกมาไมค่่อยดคีรบั....” 

 “ผลออกมาไมเ่ป็นดงัทีเ่ราหวงัครบั.....”  

 หลงัจากนัน้จงึบอกข่าวรา้ย 

K (Knowledge)  
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 หมายถงึ การใหข้่าวรา้ย (ไมใ่ช่การใหค้วามรูท้างการแพทย)์ ไดแ้ก่ ตวัขา่วรา้ยทีแ่พทยต์อ้งการ
แจง้นัน่เอง  ควรบอกอยา่งชดัเจน ตรงไปตรงมา ไมก่ ากวม หลงัจากบอกขา่วรา้ยแลว้ผูเ้ชีย่วชาญ
บางท่าน (รวมทัง้ผูเ้ขยีน) มกัใหค้วามหวงัแก่ผูป่้วยตามมาเสมอ เช่น 

 “ผลเป็นมะเรง็ครบั..... แต่มทีางรกัษา (ช่วย) ไดค้รบั” เป็นตน้ 

 ขอ้ผดิพลาดทีพ่บบ่อย ๆ คอื หลงัจากแจง้ขา่วรา้ยและแพทยพ์ยายามใหค้วามหวงัแลว้ ถา้โรค
นัน้รกัษาไมห่าย แพทยม์กักงัวลใจแลว้พดูต่อมากเกนิไปจนกลายเป็นท าลายความหวงันัน้เสยีเอง ซึง่จะ
ท าใหผู้ป่้วยรูส้กึแยล่งเพราะสิง่ทีจ่ะเป็นความหวงันัน้ถูกท าลายไป เช่น 

 “ผลเป็นมะเรง็ครบั แต่มทีางรกัษาได.้..ถงึแมก้ารรกัษานัน้จะไดผ้ลไม ่100% และไม่หายขาด”  

 “ผลเป็นมะเรง็ครบั พอมทีางรกัษาได้... แมก้ารรกัษานัน้จะควบคุมโรคใหด้ขีึ้นไดร้ะดบัหนึง่”  

 “ผลเป็นเลอืดบวก (เอดส)์ ครบั แต่มยีารกัษาได ้ถงึแมจ้ะไมห่าย ไดแ้ค่ชะลอกต็าม” เป็นตน้ 

 สาเหตุคอื แพทยม์กัรูส้กึว่าไมค่วรพดูใหค้วามหวงัมากจนเลศิเลอเกนิไป มเิช่นนัน้จะเหมอืนการ
โกหก และภายหลงัผูป่้วยจะมาเอาเรือ่ง ซึง่ทีแ่ทจ้รงิแลว้เราไมไ่ดโ้กหก การทีเ่ราบอกว่ามทีางช่วย มทีาง
รกัษานัน้เป็นความจรงิแทแ้น่นอน แพทยค์วรบอกความจรงิเท่าทีม่ปีระโยชน์ต่อผูป่้วย ไมจ่ าเป็นตอ้งพดู
ทุกอยา่งจนหมดเปลอืก ผูเ้ขยีนพบว่าผูป่้วยส่วนใหญ่หลงัจากไดฟั้งขา่วรา้ยแลว้ไดค้วามหวงั มกัไมซ่กัไซ้
แพทยต่์อว่ารกัษาไดห้ายขาดไดห้รอืไม ่ คาดว่าเพราะผูป่้วยเองกอ็ยากถนอมความหวงัเอาไว ้ ไมอ่ยาก
ซกัถามต่อทีอ่าจจะเป็นการท าลายความหวงันัน้เสยีเอง แต่บางครัง้ญาตเิองต่างหากทีไ่มเ่ขา้ใจและ
พยายามถามแพทยว์่า “จะหายขาดหรอืไม่?” ซึง่บางครัง้เหมอืนชกัใบใหเ้รอืเสยี ผูเ้ขยีนเองมกัไมต่อบ
ค าถามนี้แต่จะใชก้ารพดูยนืยนัเหมอืนเดมิว่า “รกัษาไดค้รบั” 

 การพดูในขัน้ตอนนี้ แพทยค์วรพดูใหช้า้ ใหช้ดั อาจหยดุเพื่อถามความเขา้ใจผูป่้วยเป็นระยะๆ 
(tell-ask-tell) ตอ้งคอยสงัเกตปฏกิริยิาของผูป่้วยตลอดเวลา ยงัไมค่วรพดูขอ้มลูทางการแพทยม์ากมาย 
เช่น รายละเอยีดของโรคหรอืการรกัษาในขัน้ตอนน้ี 

E (Emotion)  

 หมายถงึ การรบัมอืกบัอารมณ์ของผูป่้วย เนื่องจากผูป่้วยหลงัจากไดร้บัขา่วรา้ยจะมกีาร
ตอบสนองแตกต่างกนัไป เช่น ผูป่้วยอาจรอ้งไห ้โกรธ ปฏเิสธ ต่อรอง ชอ็ก เงยีบไป หรอือาจยอมรบัได้
เป็นอยา่งด ี แพทยม์กัรูส้กึว่าถา้ผูป่้วยทีม่ปีฏกิริยิา รอ้งไห ้ โกรธ ปฏเิสธ ต่อรอง ชอ็ก เงยีบไป แปลว่า
ผูป่้วย “รบัไมไ่ด”้ แสดงว่าการแจง้ข่าวรา้ยนี้ไมป่ระสบความส าเรจ็ ซึง่เป็นความเขา้ใจทีผ่ดิ เพราะ
ปฏกิริยิาทัง้หมดนี้ลว้นเป็นสิง่ปกต ิ เป็นกลไกป้องกนัทางจติใจของผูป่้วยเอง ดงันัน้หน้าทีข่องแพทยค์อื 
ตอ้งเขา้ใจและช่วยส่งเสรมิกลไกเหล่านี้ใหไ้ปสู่การท าใหผู้ป่้วยยอมรบัในทีสุ่ด ไดแ้ก่ 

 ผูป่้วยทีร่อ้งไห ้ (crying) แพทยม์กักลวัและท าอะไรไมถู่ก จงึมกัรบียบัยัง้หรอืปลอบผูป่้วยเรว็
เกนิไป เช่น พดูว่า “อยา่รอ้งไห.้....ใจเยน็ ๆ.....ไมต่อ้งคดิมาก” เป็นตน้ ซึง่เป็นการท ารา้ยผูป่้วยทางออ้ม 
เพราะการรอ้งไหท้ าใหค้วามทุกขท์ีท่่วมทน้ในใจของผูป่้วยหลัง่ไหลออกมา ผูป่้วยจะดขีึน้และสงบลงเอง



56

17 - 19 Oct 2018Teaching doctor-patient communication

ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978

 

6 
 

จนพรอ้มจะรบัฟังแพทยต่์อได้เอง ทีจ่รงิผูป่้วยทีร่อ้งไหก้ลบัเป็นผูป่้วยทีร่บัมอืง่ายกว่าอยา่งอื่น สิง่ที่
แพทยค์วรท าคอื ควรเงยีบใหผู้ป่้วยรอ้งไหส้กัพกั ยืน่กระดาษทชิชใูห ้ (ไมค่วรใชผ้า้เชด็หน้าของแพทย)์ 
หรอืการสมัผสัโดยแตะมอืผูป่้วยเบาๆ (ไมค่วรแตะสงูเกนิไหล่ หรอืต ่ากว่าเอว) โดยอาจไมต่อ้งพดูอะไร
เลย 

 ผูป่้วยทีโ่กรธ (anger) แพทยม์กักลวัทีสุ่ด ผูป่้วยอาจกล่าวโทษแพทย ์กล่าวโทษโรงพยาบาลอื่น 
หรอืโทษโชคชะตา เป็นตน้ แพทยค์วรเขา้ใจ ไมค่วรรบียบัยัง้ผูป่้วย เช่น “ใจเยน็ๆ”, “ค่อย ๆ  พดูค่อย ๆ  จา” 
“หมอเขา้ใจความรูส้กึของคุณ” หรอืรบีแกต้วั เป็นตน้ เพราะผูป่้วยจะยิง่รูส้กึว่าแพทยไ์มเ่ขา้ใจ แพทยค์วร
ใหผู้ป่้วยระบาย (release) สิง่ทีอ่ดัอัน้ออกมาผูป่้วยจะดขีึน้ เช่น พดูว่า “พดูออกมาเลยครบั หมอก าลงัฟัง
ครบั” เมือ่ผูป่้วยระบายความโกรธออกมาแลว้จนเริม่สงบแลว้แพทยอ์าจพูดว่า “หมอขอบคุณทีคุ่ณสมชาย
บอกใหห้มอทราบ” หรอื “หมอเสยีใจกบัเรือ่งทีเ่กดิขึ้น” เป็นตน้ ไมค่วรไปแกต้วัต่าง ๆ นานา หรอืแก้
ตวัแทนผูอ้ื่นก่อนจะใหผู้ป่้วยระบายความโกรธออกเสยีก่อนเพราะจะท าใหผู้ป่้วยโกรธยิง่ขึน้ 

 ผูป่้วยทีป่ฏเิสธ (denial) เช่น “ไม่น่าใช่มัง้ครบั.....ผลผดิพลาดหรอืเปล่าครบั.....หมอตรวจอกีทมีัย้
ครบั” เป็นตน้ ผูป่้วยมกัไมไ่ดต้อ้งการค าตอบจรงิ ๆ แพทยไ์มค่วรไปตอบหรอืย ้าผูป่้วยว่า “ใช่แน่นอนครบั
.....ผลไมผ่ดิแน่ครบั.....ไมต่อ้งตรวจใหม่ครบั.....” เป็นตน้ เพราะจะเป็นการย ้าแผลทีผู่ป่้วยปฏเิสธใหเ้จบ็
ยิง่ขึน้ แพทยค์วรรบัฟัง แสดงความเหน็ใจ เช่น การสมัผสั แสดงความเหน็ใจ (empathy) บอกผูป่้วยว่า 
เช่น “หมอเขา้ใจ” “คุณสมชายคงไมอ่ยากเชือ่” เป็นตน้ 

 ผูป่้วยทีต่่อรอง (bargaining) ยงัลงัเลหรอืสองจติสองใจ แพทยค์วรรบัฟังและแสดงต่อผูป่้วยว่า
ท่านเขา้ใจ ใหเ้วลาผูป่้วย บางครัง้กต็อ้งนดัแนะมาใหม่ภายหลงั 

 ผูป่้วยทีช่อ็ก (shock) หรอืเงยีบไป (silence) กลบัเป็นผูป่้วยทีร่บัมอืยากกว่าแบบอื่น เพราะดยูาก
ว่าผูป่้วยคดิอะไรอยู ่ ควรใหผู้ป่้วยเงยีบอยูก่บัตนเองสกัครู ่ แลว้จงึกระตุน้ผูป่้วยโดยการสมัผสั แลว้ถาม
หยัง่ (probing) ด ูเช่นพดูว่า “ดคูุณสมชายเงยีบไป รูส้กึอยา่งไรครบั บอกหมอหน่อยครบั” เป็นตน้ ผูป่้วย
กจ็ะแสดงออกมาว่าทีจ่รงิมปีฏกิริยิาอย่างไร แพทยก์จ็ะรบัมอืไดง้่ายขึน้ 

S (Strategy) 

 หมายถงึ การวางแผนต่อไป หลงัจากรบัมอืกบัอารมณ์ของผูป่้วยและผูป่้วยสงบแลว้ แพทย์
สามารถถามผูป่้วยไดว้่าพรอ้มทีจ่ะใหแ้พทยพ์ดูคุยต่อเรื่องแนวทางต่อไปเลยหรอืไม่ เช่น 

 “คุณสมชายครบั พรอ้มทีจ่ะคุยกบัหมอต่อแลว้ยงัครบั” 

ถา้ผูป่้วยพรอ้มกส็ามารถพดูคุยแนวทางในระยะอนัใกลน้ี้ไดเ้ลย ยงัไมค่วรพดูเรือ่งระยะยาว หรอื
พยากรณ์โรคในครัง้นี้ ควรพดูชา้ ๆ พดูใหน้้อย ๆ เฉพาะสิง่ทีจ่ าเป็นใกล ้ๆ นี้เท่านัน้ โดยสลบักบัการ
สอบถามความเขา้ใจเป็นระยะๆ (tell-ask-tell) 

แพทยค์วรใชภ้าษาทีค่นทัว่ไปเขา้ใจ (layman language) และควรฝึกใชค้ าเรยีกชื่อโรคต่าง ๆ ที่
ไมช่วนตระหนก เช่น หวัใจท างานไมค่่อยด ี (แทนค าว่า หวัใจลม้เหลวหรอืหวัใจวาย), ไตท างานลดลง 
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(แทนค าว่า ไตวาย), น ้าคัง่คา้งในปอด (แทนค าว่า น ้าท่วมปอด) เป็นต้น และแพทยค์วรหลกีเลีย่งค าพดู
เชงิลบใหม้าก เช่น ค าว่า แย่, แยล่ง, ทรดุ, เจบ็ปวด, ทรมาน, รา้ยแรง, ลุกลาม, กระจาย, ระยะ 4 เป็นตน้ 

 ก่อนจบการสนทนา ควรเปิดโอกาสใหผู้ป่้วยไดซ้กัถาม หลงัจากนัน้แพทยค์วรพดูสรปุ 
(summarize) สิง่ทีไ่ดพ้ดูกนัมาในวนัน้ีและนดัแนะการพบกนัครัง้ต่อไป เช่น 

 “คุณสมชายครบั หมอขอสรุปนะครบัว่า วนัน้ีหมอไดแ้จง้ผลตรวจผลชิ้นเน้ือคุณสมชาย สรปุว่า
เป็นมะเรง็ครบั แต่มทีางรกัษาได.้....โดยเราจะตรวจเอกซเรยเ์พิม่เตมิ และจะนดัมาใหย้าเคมบี าบดัใน
สปัดาหห์น้านะครบั” เป็นตน้ 

หลกัการแจ้งข่าวร้ายในบางสถานการณ์จ าเพาะ 
 หลกัการแจง้ขา่วรา้ยโดยเทคนิค “SPIKES” สามารถน ามาใชใ้นการแจง้ข่าวรา้ยเกอืบทุก
สถานการณ์ แต่ในบางสถานการณ์จ าเพาะอาจมหีลกัการบางอย่างเพิม่เตมิ ไดแ้ก่ 

ผูป่้วยแย่ลงฉับพลนัหรือเสียชีวิตโดยไม่ได้คาดหมาย 

 เนื่องจากเป็นข่าวรา้ยทีไ่มไ่ดค้าดหมายมาก่อน ท าใหญ้าต ิ (หรอืผูป่้วย) ไมไ่ดเ้ตรยีมใจมาก่อน 
บางครัง้จงึอดมคีวามระแวงไมไ่ด ้ดงันัน้หลกัการคอื  
 1. แพทยอ์าจตอ้งมกีารแจง้เป็นช่วง ๆ เป็นระยะ ๆ ว่าเกดิอะไรขึน้ ซึง่แพทยก์ าลงัพยายามช่วย
อยูอ่ยา่งเตม็ที ่ แลว้จงึมาแจง้อาการต่อมาเป็นระยะ ๆ จนทา้ยทีสุ่ดแจง้ว่าผูป่้วยเป็นอย่างไร (แยล่ง 
เสยีชวีติ เป็นตน้)  
 2. ควรอธบิายสิง่ทีเ่กดิขึน้ชา้ ๆ อยา่งละเอยีด (อาจตอ้งบอกเวลาอยา่งชดัเจนเป็นนาท ีๆ ณ จดุ
ต่าง ๆ) เพราะจะเป็นการท าใหญ้าตเิชื่อมัน่ว่าแพทยโ์ปรง่ใส ไมไ่ดปิ้ดบงัอะไรต่อญาต ิอธบิายจนถงึตอน
ทา้ยสุด แลว้จงึบอกข่าวรา้ย 
 3. ควรอธบิายใหเ้หน็ความพยายามของแพทย ์ (และทมีแพทย)์ ว่าไมไ่ดน้ิ่งนอนใจ ไดพ้ยายาม
แกไ้ขสิง่ทีเ่กดิขึน้อยา่งเตม็ความสามารถ แต่อยา่พดูปกป้องตนเองจนเกนิไป 
 4. อยา่ลงัเลใจทีจ่ะบอกญาตหิรอืผูป่้วยว่า ท่านเสยีใจกบัสิง่ทีเ่กดิขึน้ 
 5. กรณทีีท่่านไมท่ราบสาเหตุทีเ่กดิขึน้ ไมค่วรด่วนแจง้สมมตฐิานของท่านหรอืความเหน็ของ
ท่าน เพราะญาตมิกัจะถอืว่าเป็นค าตอบทีแ่น่นอน ควรบอกว่ายงัไม่ทราบแน่ชดั แต่จะรบีทบทวนอยา่ง
ละเอยีดถีถ่ว้นทีสุ่ดเพื่อหาสาเหตุจะดกีว่า 

ผูป่้วยเกิดภาวะแทรกซ้อน (ท่ีอาจพบได้ตามปกติ) จากการท าหตัถการหรือการผา่ตดั 

 มหีลกัการคลา้ยคลงึกนัคอื  
 1. ควรอธบิายสิง่ทีเ่กดิขึน้ชา้ ๆ อยา่งละเอยีดว่าขณะท าตอนนัน้เป็นอย่างไร เหน็อะไรทีส่งสยัว่า
มภีาวะแทรกซอ้นเกดิขึน้ จวบจนเราวนิิจฉยัไดว้่าเกดิภาวะแทรกซอ้น 
 2. ควรแสดงใหเ้หน็ความพยายามของแพทยแ์ละทมี ว่าไดพ้ยายามแกไ้ขสิง่ทีเ่กดิขึน้อยา่ง
รวดเรว็ สุดความสามารถ และดทีีสุ่ด 
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 3. อยา่ลงัเลใจทีจ่ะบอกญาตหิรอืผูป่้วยว่า แมส้ิง่นี้จะเกดิขึน้ได ้ (ดงัทีไ่ดแ้จง้ตัง้แต่ก่อนท า
หตัถการ) แต่ท่าน “เสยีใจ” กบัสิง่ทีเ่กดิขึน้ 

ผูป่้วยเกิดภาวะแทรกซ้อนจากความผิดพลาดของแพทย ์

 มหีลกัการเหมอืนกบัผูป่้วยทีเ่กดิภาวะแทรกซอ้นจากหตัถการ แต่ในกรณนีี้ไมต่อ้งลงัเลใจเลยว่า
น่าจะบอกญาตหิรอืผูป่้วยว่า “หมอขอโทษ” เพราะเกดิจากความผดิพลาดของเราจรงิ ๆ การขอโทษจาก
ใจจรงิมกัท าใหญ้าตหิรอืผูป่้วยใหอ้ภยัและไมต่ดิใจในทีสุ่ด และมกัช่วยลดการฟ้องรอ้งไดอ้ยา่งมาก 

สรปุ 
 การแจง้ข่าวรา้ยเป็นกระบวนการทีส่ าคญัและมปีระโยชน์ต่อผูป่้วยเป็นอย่างยิง่ การแจง้ขา่วรา้ย
เป็นทัง้ศาสตรแ์ละศลิป์ โดย “ศาสตร”์ ไดแ้ก่ การใชเ้ทคนิค “SPIKES” ส่วน “ศลิป์” ไดแ้ก่ การไวต่อ
ความรูส้กึ ความเหน็อกเหน็ใจ และการฝึกฝนจนช านาญในทีสุ่ด 

เอกสารอ้างอิง 
1. Back AL, Arnold RM, Baile WF, Tulsky JA, Fryer-Edwards K. Approaching difficult 

communication tasks in oncology. CA Cancer J Clin 2005;55:164-77. 
2. Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP. SPIKES-A six-step 

protocol for delivering bad news: application to the patient with cancer. Oncologist 
2000;5:302-11. 



59

17 - 19 Oct 2018Teaching doctor-patient communication

ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978

 เอกสารประกอบการอบรม

18 Oct 2018



60

17 - 19 Oct 2018Teaching doctor-patient communication

ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978



61

17 - 19 Oct 2018

ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978

Teaching doctor-patient communication

18 Oct 2018

   หัวข้อ : Disclosure of medical errors negligence, and complications

10/5/2018

1

Disclosure of
Medical Error

Objectives
1) What is the key of teaching disclosure?

2) How to structure teaching session

3) How to facilitate teaching session

Some FACTs about disclosure
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2

Almost all patients want to be disclosed

แม้ความผิดพลาดจะเพียงเล็กน้อยก็ตาม

Trust & Relationship
อย่าทําลายสิ�งสําคญั

Disclosure is the right thing to do

ไม่ใช่แค่ควรทํา แตต้่องทาํ
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3

Ethics Laws Policy

Disclosure needs balance

Ethics
จริงใจ หรือ หลอกลวง

เพื�อผู้ ป่วย หรือ ตนเอง

Patient autonomy

Ethics Justice or fairness
สิทธิที�จะได้รับการชดเชย
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4

Ethics Non-disclosure

เกิดอนัตรายในภายหลงั

ขาดการมีส่วนร่วม

ทําลายความสมัพนัธ์

เพิ�มความกงัวลหรือสงสยั

องค์กรไม่พฒันา

Law Non-disclosure = dishonesty
Unprofessional behavior

Policy No blames No shame culture
สนบัสนนุ ช่วยเหลือ แก้ไขระบบ
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5

Disclosure is NOT an instinct
ต้องเรียนรู้ ฝึกฝน และมีแนวทาง

How to facilitate

Disclosure of medical errors?

“3P” to design a simulation event

Adapted from: Swanwick T, Understanding Medical Education, 2011

Purpose
Objective 

Participant
Level of learners’ experience

Process
 Simulator chosen
 Scenario development
 Simulation class
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6

The act of helping other people to deal 

with a process or reach an agreement or 

solution without getting directly involved in 

the process, discussion, etc.

Facilitation

Cambridge dictionary

What should be facilitated?

How to facilitate?

Questioning 

Listening 

Constructive feedback 

Management

Essential skill of being a “facilitator”
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How to disclose Medical Errorsrs

Before disclosurere

When? 

1. Focus on facts

อยาเดา อยามั่ว อยาแกตัวหรือคาดเดา 
2. Focus on patient’s need 

หาความตองการใหเจอ อยาทําใหสงสัยหรือมีคําถาม
3. Reduce uncertainty 

วางแผนการดูแลใหชัดเจน ไมมีใครชอบความไมแนนอน
4. Sharpen your saw 

ฝกทักษะท่ีสําคญั  ฝกฟง ฝกพูด ฝกจับความรูสึก ฝกควบคุมอารมณ
5. Do responsibility 

แสดงความเห็นใจ เสยีใจ และรับผิดชอบ 
6. Show what you have learned 

 แสดงใหเห็นวามีการพัฒนาความปลอดภัยในการดูแลผูปวย 
7. Careful documentation 

 ใหความสําคญักับเวชระเบียน 

1. Data gathering and prepare

เตรียมขอมูลใหพรอม อยางครบถวน
2. Preserve trust and relationship 

อยาทําลายความเช่ือใจและความสัมพันธ 
3. Authority and leadership 

อยาฉายเดีย่ว ตองทํางานเปนทีม พรอมผูเกีย่วของ 
4. Prompt disclosure 

ทําเร็วท่ีสุด เมื่อทุกอยางพรอม 
5. Family involvement 

 ใหทุกคนมีสวนรวมในการรับรูขอมูล

After disclosurere

1. Offer follow up meeting 

อยาพยายามดําเนินการใหเสร็จสิน้ในคร้ังเดียว แนะนําใหเจอกันบอย ๆ 
2. Offer/Refer to 2nd opinion 

เปดโอกาสใหมีทางเลือกที่ดีกวาอยายื้อไวหากหมดซึ่งศรัทธาหรือความไวใจ 

3. Accept outcomes 

ทําใหดีที่สุด สดุทายตองยอมรับผลลัพธที่เกิดขึ้น
4. Organization leadership 

องคกรตองอยาปลอยใหบุคลากรเดียวดายหรือเผชิญหนาโดยลําพัง
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   หัวข้อ : Advanced care planning

An introduction to advance care planning in practice
Anjali Mullick consultant in palliative medicine 1 2, Jonathan Martin consultant in palliative medicine
and visiting fellow 1 3, Libby Sallnow specialty registrar in palliative medicine and research fellow 1

1St Joseph’s Hospice, London E8 4SA, UK ; 2Newham University Hospital, London, UK; 3Harris Manchester College, University of Oxford, Oxford,
UK

Advance care planning has been defined as a process of formal
decision making that aims to help patients establish decisions
about future care that take effect when they lose capacity.1 It
recently gained increased importance in the United Kingdom,
after being recommended by the end of life care strategy.2 The
first national guidance for health and social care staff in the UK
was produced in 2007 and revised in 2011.3 Before this, terms
and concepts used in the UK had included “living wills” and
“advance directives,” which have been replaced by terminology
outlined in the national guidance and the Mental Capacity Act
2005.4

Advance care planning differs from general care planning in
that it is usually used in the context of progressive illness and
anticipated deterioration. This has implications for its
acceptability to patients. It is a voluntary process and may result
in a written record of a patient’s wishes, which can be referred
to by carers and health professionals in the future. If a patient
loses capacity, health and social care professionals should make
use of information gleaned from the advance care planning
process to guide them in decision making when needed.
The Royal College of Physicians and other national
organisations stress the need to avoid a document driven or “tick
box” approach to this process,5 and many authors advise
focusing on communication rather than on specific interventions
or outcomes.6-8 The success of advance care planning should
therefore not be defined on the basis of completed paperwork
alone.9

This review aims to provide an overview of the potential benefits
and risks of advance care planning, to summarise barriers to
taking part in it, and to give practical guidance to health
professionals on how to approach the process, with reference
to the Mental Capacity Act 2005. Although this article is based
on UK law and practice, we believe that the concepts and
approaches discussed could be applied more widely. For
example, both the Australian and American Medical
Associations endorse similar concepts to those used in the
UK.10 11

What are the benefits of advance care
planning?
Theoretically, the process can facilitate patient autonomy so
that patients’ future wishes can be carried out once they can no
longer decide for themselves,1 but evidence regarding real
benefit is mixed. A controlled trial of the impact of combining
improved communication about resuscitation preferences with
information on prognosis found no improvement in the quality
of end of life care.12 Other authors have suggested that the wider
advance care planning process may also be ineffective in
achieving positive outcomes.13-16

Conversely, some evidence, including that from a recent small
systematic review in patients with dementia and cognitive
impairment,17 points to several possible benefits. These include
less aggressive medical care and better quality of life near death,
decreased rates of hospital admission, especially of care home
residents, and increased rates of hospice admission,18-20 with
those having completed an advance care plan being more likely
to receive care that is aligned with their wishes.21 22 A UK
retrospective study of 969 deceased hospice patients found that
those who had completed such a plan (57%) spent less time in
hospital in their last year of life. It also found that those who
died outside of hospital had a lower mean hospital treatment
cost than those who died in hospital.23

Advance care planning is also thought to help families prepare
for the death of a loved one, to resolve family conflict, and to
help with bereavement.24 25 For example, a randomised controlled
trial of facilitated advance care planning versus usual care in
elderly patients in Australia showed that 86% of patients in the
intervention arm had their end of life wishes known and
respected compared with 30% in the control arm. The same
study highlighted a greater level of satisfaction among patients
and relatives in the intervention group. Family members of
patients in the intervention group who died had lower levels of
psychological morbidity.25

A systematic review published in 2008 examined evidence for
improving palliative care at the end of life. It included 41 articles
relating to advance care planning and found moderate evidence
supporting multicomponent interventions to increase patient
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Summary points

Advance care planning aims to help patients establish decisions about future care that take effect when they lose capacity
Evidence for the benefit of advance care planning is mixed; more recent evidence suggests that it can facilitate the delivery of care more
in keeping with patient wishes and increase patient and family satisfaction with care
Advance care planning discussions should be centred around the beliefs, goals, and values of patients, rather than on specific outcomes
or interventions
A sound working knowledge of the Mental Capacity Act 2005 is important when facilitating advance care plan discussions

Sources and selection criteria

We searched Medline, Embase, and the Cochrane Database of Systematic Reviews using the search terms “advance care planning” and
“advance directives”, focusing on publications in the past five years, but including older papers that seemed relevant. Where possible we
prioritised systematic reviews and controlled trials. We did not carry out a systematic review of the literature and studies are of variable
quality, with many being small.

uptake of advance directives; however, these studies seldom
measured clinically important outcomes. The paper also
concluded that recent research supports an approach to care
planning that engages values, involves skilled facilitators, and
focuses on key decision makers (for example, patients, care
givers, and providers).26

Patients can find the process itself helpful, particularly when
discussion focuses on their goals, values, and beliefs, rather
than on particular treatments or interventions.25-28

Patients report several reasons for wishing to make advance
decisions, including not wanting to be a burden on others and
concern for self,27 29 with underlying specific issues relating to
their personal experiences and fears.29 30

What are the risks and barriers to advance
care planning?
Some patients will not wish to engage in discussions about
future care because this involves thinking about a deterioration
in their condition.6-32 There may also be cultural sensitivities to
such conversations. Self identified barriers to the process in one
qualitative study of older medical patients included perceiving
advance care planning as irrelevant, having insufficient
information to engage in the discussions, and the time constraints
of health professionals.33 A further challenge is that the process
asks patients to predict their future experience of illness, which
some may find difficult.34 35 However, a person’s willingness
to engage in the conversation may change over time, so it may
be appropriate to re-offer discussions at a later stage.
Equally, barriers may exist for professionals31-37; in particular,
doctors may be unwilling to initiate such discussions, because
this may “bring death into full view.”6 Some may fear that
honesty about prognosis will cause patients undue distress or
destroy their hope.6 38 However, although caution in discussion
is obviously needed, a longitudinal qualitative study found that
patients have a variety of responses to, on the one hand, wanting
support for hope and, on the other, wanting honest prognostic
information; responses included being able to hope for things
other than cure.38 This accords with our experience—some
degree of emotional upset may occur, but it is usually
appropriate to the situation, and most patients who accept the
offer of a discussion for advance care planning find such
conversations empowering.
Some patients think that professionals should raise the matter,39
so if we do not do this their needs may remain unmet. Being in
a trusting relationship with patients,24 or being able to develop
such a relationship,40 is helpful in this context.

How can we initiate discussions?
Advance care planning can apply to patients with a wide range
of diagnoses, but particularly those with long term conditions
or receiving end of life care.5 It should be offered when the
patient is still well enough to participate in the discussions and
before any relevant loss of mental capacity.5 41 This can mean
that for certain conditions, such as dementia, discussions may
have to be offered early in the course of disease. One UK
systematic review found that a maximum of 36% of patients
with cognitive impairment and dementia being admitted to a
nursing home had capacity to participate in advance care
planning.17 However, data on the best timing of advance care
planning discussions in patients with dementia are conflicting.
One recent qualitative study suggested that patients with mild
dementia find such discussions acceptable,42 but another found
that people with dementia had difficulty considering their future
selves.35

More generally, some studies have identified particular triggers
for initiating these conversations, such as recurrence of cancer.6
The timing of conversations with patients with non-cancer
conditions, such as chronic obstructive pulmonary disease, may
also prove challenging. This disease is often not perceived to
be terminal and therefore not relevant to the principles of
advance care planning.36 This reflects the nature of chronic
conditions in which disease can be stable and well managed for
many years, before moving on to the terminal phase. However,
because sudden changes in condition can occur, the opportunity
to take part in advance care planning could be missed if the
subject is not broached early on.
Another crucial factor is the communication skills of health
professionals. A number of authors recognise the potentially
challenging, sensitive, and complex nature of conversations
about advance care planning,13 43 with others recommending
that practitioners need specific training.5-44 One component of
such highly skilled communication is knowing when not to
proceed with discussions—for example, when doing so might
cause disproportionate levels of distress5—and how to “titrate”
information over time.
Box 1 includes a list of suggested triggers for initiating or
reviewing such discussions.

Practical approaches to communication
When preparing to offer discussions it may be useful to consider
the following:

• Patients may need time to think and reflect, so the initial
advance care planning process may extend over several
conversations.5 6 One study found that the process took a
median of 60 minutes over one to three conversations25
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Box 1 Triggers for initiating or reviewing advance care planning discussions

There is no agreed standard frequency with which to review these discussions, so the interval should be based on patients’ wishes, taking
into account their clinical condition.
Triggers include:

• Patient initiates the conversation
• Diagnosis of a progressive life limiting illness
• The diagnosis of a condition with a predictable trajectory, which is likely to result in a loss of capacity, such as dementia or motor
neurone disease

• A change or deterioration in condition
• Change in a patient’s personal circumstances, such as moving into a care home or loss of a family member
• Routine clinical review of the patient, such as clinic appointments or home visits
• When the previously agreed review interval elapses

• Ensure that any outcomes of these discussions are
appropriately shared among relevant teams and
organisations,26 45 and updated if decisions change

• Avoid giving the impression that it is possible to anticipate
and plan for every eventuality13

• Do not assume that other health or social care professionals
have offered opportunities for such discussions36 37

• Discussions that take place in the patient’s wider family
or social network may give rise to conflict, which is best
dealt with early, to avoid conflict coming to light when the
patient has lost capacity or died.24

Mahon suggests two questions that may be useful for initiating
an advance care planning discussion that focuses on the patient’s
goals:

1) If you cannot, or choose not to, participate in healthcare
decisions with whom should we speak?
2) If you cannot, or choose not to, participate in decision
making what should we consider when making decisions
about your care?8

For some patients answering question 1 may be as far as they
wish to take such a discussion, and hopefully this question can
be asked without causing patients undue anxiety. Box 2 outlines
our communication suggestions.

How does advance care planning fit with
the Mental Capacity Act 2005?
As well as knowing about a patient’s disease and its likely
consequences,5 an adequate understanding of the law (including
capacity assessment), the advance care planning process, and
the related documentation is necessary.9 48 However, two UK
studies have shown that some professionals have a limited
understanding of advance care planning,44 49 with the authors of
one suggesting that those with specialist skills in particular
diseases may be better placed to undertake more complex
aspects of the process.44 This section serves as a brief
introduction to some of the key legal problems.
TheMental Capacity Act 2005 legislates for England andWales
on the way in which decisions are made by, and on behalf of,
people with impaired mental capacity.4 It sets out five principles
and a legal framework designed to protect patients with impaired
capacity and their carers, who have to make decisions about
their care and treatment. It is accompanied by the Mental
Capacity Act 2005 code of practice, and practitioners have a
legal duty to have regard to this.50 Abiding by a person’s wishes
about a health related advance decision comes into effect only
once the person has lost capacity to make that particular
decision.

Mental capacity
People are assumed to have capacity unless it is established that
they lack capacity despite all practicable steps taken to help
them make the decision in question (see box 3 for the mental
capacity assessment).

Best interests
Section 4 of the act deals with making decisions in accordance
with the best interests of the person lacking capacity and
specifies an initial checklist of common factors that must always
be considered. It states that whoever determines what is in
someone’s best interests must consider, so far as is reasonably
ascertainable, the person’s past and present wishes and feelings,
particularly any relevant written statement made when he or
she had capacity,4 thus giving “weight” to the advance care
planning process.

What are the potential outcomes of an
advance care planning discussion?
In addition to documents recording a person’s preferred place
of care or death, advance care planning has three main
tools—advance statements, advance decisions to refuse
treatment, and lasting powers of attorney.

Advance statements
These are statements about what the patient would or would not
want to happen in the future, their goals of care, or their personal
values; they are sometimes known as a statement of preferences
and wishes. They can be about medical treatment (“I would
wish to be ventilated if I stop breathing”) or about social aspects
of care (“I prefer coffee in the morning”). They are not legally
binding but must be taken into account when best interest
decisions are made about the person after capacity has been
lost. They can be written by the patient or be verbal statements.
It is useful to record verbal statements in the patient record, and
it is important that they are accessible for those making decisions
in the future.

Advance decision to refuse treatment
Valid and applicable advance decisions to refuse treatment (box
4) are legally binding statements (usually written documents)
that allow patients to refuse specific medical treatments if they
lose capacity in the future. Patients can refuse only medical and
nursing treatments in advance and not basic care (such as the
offer of food and drink by mouth and repositioning in bed).
It is best, but not a requirement, if the specific circumstances
in which patients wish to refuse treatments are made clear,
because this information will be used by clinicians in the future
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Box 2 Communication tips

Initiating the conversation
Start with general open questions, then be guided by the patient’s cues and responses to know whether to explore further
Examples:

• How have you been coping with your illness recently?
• Do you like to think about or plan for the future?
• When you think of the future, what do you hope for?46

• When you think about the future, what worries you the most?46

• Have you given any thought to what kinds of treatment you would want (and not want) if you became unable to speak for yourself?47

• What do you consider your quality of life to be like now?47

During the conversation
Use language that patients can understand and any other communication aids you might need
Give patients enough information to make informed choices without overloading them
Clarify any ambiguous statements that patients make—for example:
• Patient: “I don’t want heroics”
• Professional: “What do you mean by heroics?”

Ending the conversation
Summarise what has been discussed to check mutual understanding, or ask the patient to do so
Screen for any other problems—for example: “Is there anything else you would like to discuss?”
Arrange another time to continue, complete, or review the discussion if necessary—for example, if the patient would like help completing
an advance decision to refuse treatment
Document the contents of the discussion in the patient record
Share the contents (with the patient’s permission) with anyone else who needs to know, such as family, carers, the community team,
and the general practitioner or specialists

Box 3 Assessing mental capacity

Mental capacity is decision specific and time specific—it is specific to the decision in question and may be of time limited relevance.
The test for mental capacity has two parts:

• The diagnostic test. This is positive if the person has “an impairment of, or disturbance in the functioning of, the mind or brain” (Mental
Capacity Act 2005 section 2). Otherwise, by definition, the person has capacity

• The functional test (Mental Capacity Act 2005 section 3) applies only if the diagnostic test is positive. People who can understand,
retain, and use or weigh information relating to a decision, as well as be able to communicate their decision, have not lost capacity,
even if the diagnostic test is positive. Loss of one or more of these four elements confirms loss of capacity for the specific decision

Mental capacity for a particular decision may fluctuate over time and may need to be reviewed frequently. For example, a patient may be
temporarily incapacitated by an episode of sepsis, or through the use of alcohol.

Box 4 Determining whether an advance decision to refuse treatment is valid and applicable

Such decisions come into effect only if the person has lost mental capacity to make the decision in question. The person must have had
relevant capacity at the time the advance decision was made and it must be about the decision in question.

Validity
For such a decision to be valid, it should not have been withdrawn by the person, and the person should not have later behaved in a way
that is inconsistent with it. In addition, if the person has subsequently made a lasting power of attorney regarding the same decision the
advance decision is rendered invalid.

Applicability
For the refusal to be applicable it must be about the treatment currently in question and relate to the circumstances in which the patient now
finds himself or herself, if these have also been specified. For example, a person specifically refusing antibiotics for treatment of a chest
infection might receive antibiotics for a urinary tract infection if clinically appropriate. However, if the advance decision covers all antibiotics
under the specified circumstances then health professionals would be bound not to administer them.
An advance decision may not be applicable if circumstances have changed (for example, an unanticipated advance in medical treatment)
and there are reasonable grounds to believe that these changes would have affected the advance decision if the person had known about
them when making the decision.

Life sustaining treatment
When the treatment to be refused is potentially life sustaining, such as cardiopulmonary resuscitation, as well as being valid and applicable,
the decision must be written, signed by the patient in the presence of a signed witness, and must state that it applies even if life is at risk.

to determine if the refusal is applicable. The wording of these
statements can be difficult, because potential future situations
must be anticipated and described unambiguously. If more than
one circumstance is specified for a given refusal of treatment,
all have to be present at the same time for the advance decision
to apply. Verbal wishes to refuse treatments that do not sustain
life can be recorded in the patient’s notes.

If you are satisfied that the advance decision to refuse treatment
is valid and applicable then you will have to abide by it (best
interests do not apply). The only circumstance in which an
advance decision is not binding is when the person is detained
under theMental Health Act 1983.51 Such patients can be treated
for their mental disorder without their consent, even if they have
a valid and applicable advance decision to refuse the treatment
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in question (electroconvulsive therapy is an exception to this
rule).

Lasting power of attorney
These are legal documents that replace the previous enduring
power of attorney. They allow patients (donors) to nominate
someone (attorney) to whom they want to give decisionmaking
powers (if they lose capacity in the future). There are two types
of lasting power of attorney: “property and financial affairs”
and “health and welfare.” Once made, these documents must
be registered with the Office of the Public Guardian (for a fee)
before coming into effect. It is possible to nominate more than
one person as an attorney, or nominate different people for
different decisions.
A health and welfare lasting power of attorney comes into effect
only when the donor loses the capacity to make the decisions
that are covered by the document. If there are worries that an
attorney is not making decisions in the best interests of the
donor, the decision should be challenged. It can then be
adjudicated on by the Court of Protection (which might appoint
a court appointed deputy, usually someone close to the patient,
who would be able to take best interests decisions for the
patient).

What are electronic palliative care
coordination systems?
Appropriate dissemination of advance care planning decisions
is a challenge; other than for lasting powers of attorney, the UK
has no central register of advance care plans. Electronic
palliative care coordination systems are designed to improve
communication and facilitate health professionals’ access to
this information. Electronic registers, or urgent care records,
such as CoordinatemyCare in London (www.coordinatemycare.
co.uk/index.html), hold immediately accessible information
about patients’ advance care plans and other information, such
as treatment escalation plans, and are available to a wide range
of relevant professionals. In some areas, this has led to an
increase in patients dying in their preferred place of care.52

When should advance care planning
decisions be reviewed? (see box 1)
Although no specific evidence or recommendations are available
on when to review these decisions, on the basis of personal
experience, several factors may be relevant and should prompt
review. For example, if the personal circumstances of patients
change, such as place of residence or perception of quality of
life, they may wish to reconsider their decisions. New
therapeutic options may become available or, as the condition
progresses, the patient’s values and goals may change, and this
may affect earlier decisions. Advance care planning must be
reconsidered regularly, either to confirm or amend the content,
while the person has mental capacity to do so. This will allow
the document to reflect the patient’s current wishes and increase
the likelihood that it will be judged as valid and applicable at
the relevant time.
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Additional educational resources

Resources for patients
National End of Life Care Programme (www.endoflifecare.nhs.uk/search-resources/resources-search/publications/planning-for-your-
future-care.aspx)—Outlines the different options available to people when planning for their end of life care and comes in a range of
languages
Aging with Dignity (www.agingwithdignity.org/forms/5wishes.pdf)—US based website that aims to help people take control of how they
are treated if they are seriously ill
Regents of the University of California (www.prepareforyourcare.org)—Aims to help patients make medical decisions for themselves
and get the right medical care

Resources for professionals
Thomas K, Lobo B, eds. Advance care planning in end of life care. Oxford University Press, 2011
National End of Life Care Programme. Capacity, care planning and advance care planning in life limiting illness. A guide for health and
social care staff. 2011. www.endoflifecare.nhs.uk/assets/downloads/ACP_booklet_2011_Final_1.pdf
Office of the Public Guardian. A guide for people working in health and social care. OPG603. 2009. www.justice.gov.uk/downloads/
protecting-the-vulnerable/mca/opg-603-0409.pdf
Macmillan Cancer Support/NHS. Tips for advance care planning for GPs. 2012. www.endoflifecare.nhs.uk/search-resources/resources-
search/publications/acp-tips-for-gps.aspx
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Advance Care Planning
Linda L. Emanuel, MD, PhD; Charles F. von Gunten, MD, PhD; Frank D. Ferris, MD

A dvance care planning is the process of planning for future medical care, particularly for
the event when the patient is unable to make his or her own decisions. It should be a
routine part of standard medical care and, when possible, conducted with the proxy de-
cision maker present. It is helpful to think of the process as a stepwise approach. The

steps include the appropriate introduction of the topic, structured discussions covering potential sce-
narios, documentation of preferences, periodic review and update of the directives, and application
of the wishes when needed. The steps can be integrated flexibly into routine clinical encounters by
the physician and other members of the health care team. The process fosters personal resolution for
the patient, preparedness for the proxy, and effective teamwork for the professionals. The process
also has pitfalls of which to be aware. Arch Fam Med. 2000;9:1181-1187

WHAT IS ADVANCE
CARE PLANNING?

Advance care planning is a process, not an
event. It is the process of planning for fu-
ture medical care in the event that the pa-
tient is unable to make his or her own de-
cisions. During this process, patients
explore, discuss, articulate, and docu-
ment their preferences.1

The process helps patients identify and
clarify their personal values and goals about
health and medical treatment. They iden-
tify the care they would like, or not like,
to receive in various situations. Patients also
determine whom they would like to make
health care decisions on their behalf in the
event they cannot do so themselves.2

Ideally, advance care planning is a
process of structured discussion and docu-

mentation woven into the regular pro-
cess of health care that is reviewed and up-
dated on a regular basis.3 It is designed to
ensure that a patient’s wishes will be re-
spected in the event that the patient is un-
able to participate in decision making.4,5

In the case of a child, it is designed to en-
sure that the patient’s parents are pro-
vided with an understandable discussion
of the child’s prognosis and of the treat-
ment options, should the child’s condi-
tion deteriorate to a terminal state.6 The
sense of control and peace of mind that this
process fosters in the patient and the re-
duction of anxiety in proxy decision mak-
ers are important benefits.

Advance care planning is important
for physicians for many reasons. Patients
have a right to participate in the planning
of their health care. Physicians have a le-
gal and professional responsibility to en-
sure this, even if the patient loses the ca-
pacity to make decisions. The process of
determining those preferences for treat-
ment builds trust and a sense of team-
work among the patient, proxy, and phy-
sician in several ways. The invitation to
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discuss future care permits the pa-
tient (or the parents if the patient is
a child) to understand his or her own
values, goals, and preferences that
govern his or her life. The physi-
cian and proxy learn about those
preferences and needs. The process
helps to relieve anxieties and fears
on both sides because a spirit of
frankness and openness is fostered.
Advance care planning is preven-
tive medicine because it avoids fu-
ture confusion and conflict.

The model for advance care
planning can be applied to other de-
cision-making processes as patients
plan for the end of their lives (eg, plan-
ning for bequests, autopsy, burial or
cremation, funeral or memorial ser-
vices, and guardianship and choices
of caregivers and settings for care).

INVOLVEMENT OF OTHERS

The physician plays an important
role in initiating and guiding ad-
vance care planning. The physician
needs to be involved in some, but not
all, stages of advance care planning
to understand the patient and estab-
lish a trustworthy shared decision-
making process. Recent studies sug-
gest that patients prefer discussing
these issues with their family mem-
bers. However, as the physician will
be responsible for the actual medi-
cal orders, sufficient involvement is
necessary for the physician to feel
comfortable and able to pursue the
goals and priorities for care that the
patient wants.

Many physicians are con-
cerned that advance care planning is
too idealistic or time intensive to in-
clude it in their busy practice.

This article provides a frame-
work for the routine and practical in-
clusion of the process into practice.
The patient, proxy, and family can
perform most of the work without the
physician if they are given a work-
sheet and background materials. For
purposes of reimbursement, the time
that the physician takes to counsel
and provide information about ad-

vance care planning can be incorpo-
rated into the coding of complexity
of the encounter.

Some physicians choose to have
other members of the health care
team assist them with advance care
planning (eg, a nurse, physician as-
sistant, or social worker). Once the
patient’s ideas have been gathered,
the physician can focus on the core
discussions in direct meetings with
the patient, proxy, and family. Pre-
paratory work will permit these dis-
cussions to be to the point and ef-
fective. Once the core discussion has
taken place, the patient should be
invited to reflect on things and to
return at a subsequent visit with
decisions to review.

There are legitimate cultural,
ethnic, and age-related differences in
approaches to medical decision mak-
ing and advance care planning. How-
ever, generalizations should not be
used to rationalize the omission of
this topic for an individual patient.
Pediatric patients and their parents
can benefit from the advance care
planning process, too. Determine
how a patient and family want medi-
cal information to be shared and
medical decision making to be
handled early in the therapeutic re-
lationship.

Terms used in advance care
planning can be confusing. Ad-
vance directives are previous direc-
tives by the patient for his or her own
health care. Advance directives fall
into 2 categories, those concerning
instructions for medical care and
those concerning designation of a
proxy for the patient. Instructional
directives for care can be recorded in
a number of types of documents. A
living will is usually a simple state-
ment asking for no heroic care in
case of poor prognosis. A personal
letter may also be used. A values his-
tory is a statement of values regard-
ing health care in life-threatening ill-
ness situations. A medical directive
is a set of instructions based on likely
scenarios of illness, goals for care,
and specific treatments, combined

with a general values statement. It
is also combined with a proxy des-
ignation section. A person who is
empowered to make decisions in the
place of the patient is sometimes
termed a health care proxy or a du-
rable power of attorney for health
care.

FIVE STEPS FOR SUCCESSFUL
ADVANCE CARE PLANNING

Step 1: Introduce the Topic

Research shows that most patients
believe that it is the physician’s re-
sponsibility to start advance care
planning and will wait for the phy-
sician’s initiative. Advance care plan-
ning is most easily accomplished
during stable health, since changes
often require a period for adjust-
ment before the patient will have
stable goals again.

In the face of life-threatening ill-
ness or other significant change in
health status, advance care plan-
ning becomes even more neces-
sary. Try to find a time when there
is as much stability and adjustment
to the new illness circumstances as
possible.

Sometimes the most difficult
part of the advance care planning
process is the introduction of the
topic. Physicians often have a num-
ber of concerns that make them re-
luctant to do so. Some may be con-
cerned that the subject of advance
care planning will frighten the pa-
tient or send the wrong message.
Others may be uncertain about the
most effective approach to use. In
fact, most patients welcome the op-
portunity to discuss their prefer-
ences with their physician, and phy-
sicians who routinely engage in the
process find it helpful and not too
time-consuming.

Although some patients will be
more likely to need advance care
planning than others, healthy people
who experience an unexpected ill-
ness, such as major trauma, can sud-
denly be the patients most in need
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of advance directives. Whenever
possible, physicians routinely should
initiate the advance care planning
process with every adult patient in
their practice, regardless of age or
current state of health. An outpa-
tient office visit or other nonthreat-
ening setting is ideal.

For children with a chronic ill-
ness, the optimal timing of advance
care planning will vary. At a mini-
mum, the discussion should take
place after a relapse of disease, or at
the time of significant complica-
tions, but before the child is in a state
of crisis.

When introducing the topic, in-
quire how familiar the patient is with
advance care planning. Some pa-
tients may already have advance di-
rectives in the form of a living will
or durable power of attorney for
health care. If this is the case, re-
view the documents and amend
them if appropriate. An advisory
medical directive can be used to
amend existing statutory docu-
ments.

Before beginning the process,
be prepared to explain the purpose
and nature of the process that you
recommend using. You may have lit-
erature that you would like the pa-
tient to read. If you are using a vali-
dated worksheet, give it to the
patient to look over before the next
discussion. Explain the roles of other
family members or a proxy. If ap-
propriate, introduce other mem-
bers of the health care team who will
be involved in the process.

Although most patients will
welcome the opportunity to dis-
cuss these matters, be aware of the
patient’s comfort level during the in-
troduction of the topic. If a patient
(or parent if the patient is a child)
does not seem comfortable talking
with you, be supportive and pro-
vide information, but do not force
the conversation. It may happen later
when the patient is ready.

As patients frequently wish to
minimize the decision-making bur-
den for family, suggest that the pa-

tient involve family members,
friends, and even members of the
community to explore how best to
manage potential burdens. Ask the
patient to identify a possible proxy
decision maker, who might act on
his or her behalf, to be involved in
subsequent conversations. The best
proxy decision maker is not always
a family member. Sometimes the de-
cisions are too difficult for people
close to the patient, who may be
overly influenced by their attach-
ment or by burdens of care. Whether
close or not so close, the proxy
should be someone whom the pa-
tient trusts and who would be will-
ing and able to represent the pa-
tient’s wishes. Encourage the patient
to bring that person, or persons, to
the next meeting and book a time to
follow up.

Step 2: Engage in Structured
Discussions

A critical success factor for ad-
vance care planning is the ability to
structure discussions with the pa-
tient that convey the information pa-
tients need and to elicit relevant pref-
erences to determine their advance
directives. To prevent any misun-
derstanding, remind the patient that
it is the goal of advance care plan-
ning to plan for the potential loss of
his or her capacity to make deci-
sions, temporarily or permanently.
Convey commitment to follow the
patient’s wishes and to protect the
patient from unwanted treatment or
undertreatment, and convey intent
to help plan for any caretaking needs
of the patient’s family.

Role of the Proxy. Involve the po-
tential proxy decision maker in the
discussions and planning so that he
or she can have a thorough and ex-
plicit understanding of the patient’s
wishes. Usually, the appropriate role
for the proxy during the initial dis-
cussions is to listen, perhaps to take
notes, and to ask questions for clari-
fication. A joint meeting involving the

patient, physician, and proxy to en-
sure common understanding can be
invaluable if the proxy and physi-
cian are later called on to collabo-
rate in decision making.

As part of the advance care plan-
ning process, the patient should
specify the role he or she would like
the proxy to assume if the patient is
incapacitated. Proxies may try to
implement specific treatment choices,
they may try to decide according to
the patient’s best interests, or they
may decide by taking into consider-
ation the interests of all parties that
the patient cares about in a form of
substituted judgment. Although these
possibilities often coincide, they may
not, and it can be very helpful for the
patient to decide which standard is
most important.

In all cases, the proxy will need
to work with the physician and, in
general, should have the same par-
ticipation in decisions that the pa-
tient would have had. Most com-
monly, the proxy uses a blend of
standards—his or her own judg-
ment based on the situation and
what he or she knows about the pa-
tient’s wishes. This allows for unex-
pected factors that could not be an-
ticipated during the advance care
planning process.

Patient and Proxy Education. At the
core of advance care planning is the
empowerment and preparedness of
the patient and proxy. Both usually
require some education, time for re-
flection, and discussion. To make in-
formed choices, the patient must un-
derstand the meaning of the various
clinical scenarios under discus-
sion, as well as the benefits and
drawbacks of the various treatment
options. The discussion should pro-
vide insight into the types of clini-
cal scenarios that might arise and the
types of decisions that proxies most
commonly face.

Define key medical terms us-
ing words the patient and proxy can
understand. Explain the benefits and
burdens of various treatment op-
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tions (eg, life support on a ventila-
tor may be needed for a short time
only if the underlying problem is
reversible). Remind them that any
intervention can be refused or
stopped if it is not meeting overall
treatment goals. Because recovery
cannot always be predicted, help pa-
tients to consider situations involv-
ing uncertainty, incomplete recov-
ery, or even death.

Elicit the Patient’s Values and
Goals. Develop an understanding of
the patient’s values and goals re-
lated to health and illness. For pe-
diatric patients, involve them to the
level at which they are comfortable
and work with the parents or guard-
ians. There are a number of ways to
facilitate this part of the discus-
sion. Ask about past experiences—
the patient’s own or those of other
people the patient knows. Describe
possible scenarios and ask the pa-
tient what he or she would want in
such a situation.

As a range of clinical situa-
tions is reviewed with the patient, it
will be possible to get a sense of
where thresholds exist for with-
drawal or withholding of care. Help
the patient to articulate his or her
own general principles, values, and
goals for care in given situations and
specific treatment wishes. Con-
sider asking the patient if he or she
wants to write down in a letter to the
physician how such things should
be handled.

Use a Validated Advisory Docu-
ment. To guide the discussion and
capture patient preferences, con-
sider using a worksheet or other
carefully developed and studied tool.
Many people find that, by using a
worksheet, the discussion with the
patient readily identifies the pa-
tient’s values and attitudes regard-
ing health and medical care across
a range of medical situations, pos-
sible goals, and treatment choices.
By going through various scenarios
and options, the patient’s personal

threshold for use or nonuse of in-
terventions can become clearer.
Proxy decision makers can be iden-
tified and their roles defined.

Ensure that the worksheet in-
cludes a range of potential sce-
narios that patients should con-
sider. It should elicit the patient’s
values and goals related to health and
medical care in general terms and
should include the most common
lifesaving interventions. If a pa-
tient already has a life-threatening
condition, the conversation may be
more focused on specific scenarios
and treatment issues. For example,
a patient with end-stage cardiomy-
opathy needs to consider the issues
of cardiopulmonary resuscitation
and the role of intensive care units.
The patient with end-stage renal dis-
ease must consider dialysis. The pa-
tient with advanced acquired im-
munodeficiency syndrome needs to
consider dementia and respiratory
failure.

A number of validated work-
sheets are available from which to
choose.7-9 They provide a consis-
tent approach, are easy to use, and
reduce the chance that important in-
formation will be left out or framed
in a biased way; the preferences they
elicit tend to be reliable and du-
rable reflections of the patient’s
wishes. Once they are complete,
worksheets can serve as a resource
that the patient, proxy, and family
members take home. They may also
be able to serve as a formal advi-
sory document.

Step 3: Document Patient
Preferences

Formalize the Directives. Once the
patient has made some decisions, to
avoid the possibility of a directive
that cannot be implemented, it is
crucial for the physician to review
the advance directives with the pa-
tient and proxy. Check for, and help
to correct, any inconsistencies and
misunderstandings. Make sure that
the directives provide the type of in-

formation needed to make clinical
decisions.

After a final review is com-
plete, ask the patient to confirm his
or her wishes by signing the direc-
tives. Although any statement of a
patient’s wishes—written or ver-
bal—can be considered an advance
directive and should be respected by
physicians, a formal written docu-
ment signed by the patient can avoid
ambiguity.

Enter Directives Into the Medical
Record. Once the directives have
been reviewed and accepted, the
physician must document them for-
mally in the patient’s medical re-
cord. When a validated worksheet
has been used to structure the plan-
ning discussion, the completed, fi-
nalized, and signed worksheet can
itself be used as the entry in the
medical record.

In the absence of a validated
worksheet, the physician should de-
scribe the patient’s wishes in a writ-
ten document and ask the patient to
review and amend it as appropri-
ate. Once everyone is satisfied, have
the patient sign the document and
enter it into the medical record. It
is also useful for the physician and
proxy to sign the advance directive
and provide their location informa-
tion. This offers reassurance to the
patient and helps to ensure the phy-
sician’s and proxy’s involvement in
eventual decision making.

Recommended Statutory Docu-
ments. For added protection,
patients should be encouraged to
complete one or more statutory
documents (eg, living will or du-
rable power of attorney for health
care) that comply with state stat-
utes. Physicians should familiarize
themselves with the specific ad-
vance directive statutory require-
ments of their state. They can do this
by checking with their hospital’s
legal counsel, their state attorney
general’s office, or their local medi-
cal society.
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Distribute the Directives. It is im-
portant to have these records wher-
ever the patient may receive care.
Place them into a central repository,
such as a hospital or a regional or na-
tional center. Provide copies to the
patient, proxy decision maker, fam-
ily members, and all health care
providers as appropriate. Use wallet
cards to help ensure that informa-
tion is available when it is needed.

Include Advance Directives in the
Plan of Care. Once preferences have
been established, the physician may
need to change the plan of care and
put certain things in place to ensure
that the patient’s wishes can be fol-
lowed. For patients who may wish to
remain at home and never be taken
to an emergency department or hos-
pitalized again, appropriate alter-
native arrangements, including
referral to a home hospice agency,
provision of appropriate medica-
tions, and instructions detailing how
to handle symptoms and crises, may
be needed. Practical suggestions may
be helpful. Consider posting tele-
phone numbers by the home tele-
phone to call in an emergency (eg, the
hospice nurse on call) or numbers not
to call (eg, 911).

Step 4: Review and Update
the Directive

It is important to revisit the subject
of advance care planning on a peri-
odic basis to review the patient’s pref-
erences and to update the docu-
ments. Major life events, such as
illness, marriage, the birth of a child,
or the death of a loved one, may af-
fect a person’s attitude toward his or
her health care and/or end-of-life care.

Any changes in preferences
warrant discussion to allow the pa-
tient to reassess and to ensure that
the physician and proxy decision
maker fully understand the new
wishes. Changes in preferences
should be documented, and exist-
ing documents should be updated
and shared appropriately.

Step 5: Apply Directives to
Actual Circumstances

When patients become incapaci-
tated, the application of previous
wishes to real circumstances can be
challenging. The following guide-
lines may be helpful to ensure that
a patient’s advance directives are fol-
lowed as closely as possible.

Most advance directives go into
effect when the patient is no longer
able to direct his or her own medi-
cal care. Learn to recognize when a
patient becomes incapable of mak-
ing decisions. Although situations
where the patient is unresponsive are
obvious, if the patient has some abil-
ity to respond, the physician first
must determine the patient’s capac-
ity to make decisions.

Never assume an advance di-
rective’s content without actually
reading the document. Do not take
for granted that patients who have
living wills want treatment with-
held. Some people indicate within
their living will that they want all
measures taken to prolong their life.

Advance directives should be
interpreted in view of the clinical
facts of the case. Validated docu-
ments are likely to be more useful
than short statements or statutory
documents. No matter how thor-
ough they are, advance directives
cannot anticipate all possible cir-
cumstances. The proxy and the phy-
sician may need to extrapolate from
the scenarios described in the ad-
vance directive to the current situ-
ation, and to make an educated guess
as to what the patient would want
if he or she were able to speak for
himself or herself.

Whenever significant interpre-
tation is necessary, the physician
should consult the patient’s proxy.
Sometimes the physician and/or
proxy may believe that a patient
would have indeed wanted some-
thing other than what is reflected by
a strict reading of the advance direc-
tive. In this case, they should work
together to reach consensus.

Certain patterns of decisions
have high predictability and follow
logic. For instance, a decline of less
invasive interventions has been
shown to predict decline of more in-
vasive interventions. Acceptance of
more invasive interventions pre-
dicts acceptance of less invasive in-
terventions. If a patient has indi-
cated that he or she would like
intervention in a poor-prognosis sce-
nario, there is a high probability that
the patient would also accept inter-
vention in a better-prognosis situa-
tion. Likewise, if the patient has in-
dicated that he or she would decline
intervention in a better-prognosis sce-
nario, there is a high probability that
he or she would also decline if the
prognosis were poor.

If disagreements cannot be re-
solved, assistance should be sought
from an ethics consultant or com-
mittee.

COMMON PITFALLS OF
ADVANCE CARE PLANNING

Anticipating and avoiding the com-
mon pitfalls is essential to a success-
ful advance care planning process.
There are several.

Failure to Plan

Do not avoid advance care plan-
ning. Too often, situations occur and
decisions are made without the ben-
efit of advance care planning. Be pro-
active. It is easy to forget the cen-
tral role of the patient, and easy to
forget the importance of the proxy.
Involve both early and often.

Proxy Not Present
for Discussions

Do not leave the proxy decision
maker(s) out of the initial discus-
sions with the patient.

Unclear Patient Preferences

Vague statements can be danger-
ously misleading. Clarify patient
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preferences if they do not seem clear
to you or to the proxy. For in-
stance, patients who make state-
ments such as “I never want to be
kept alive on a machine” should be
asked to clarify whether their wishes
would change if their condition were
readily reversible, or if their prog-
nosis were unclear.

Discussion Focused Too
Narrowly

Avoid isolated do-not-resuscitate dis-
cussions; they often create chaotic
emotions and thoughts in patients
who have to imagine imminent death
to make the decision. A do-not-
resuscitate discussion is usually an in-
dication that other palliative goals and
measures should be considered in the
context of a range of scenarios.

Communicative Patients Ignored

Sometimes people assume that what
a patient wants in the present is what
heorshe indicated for futurepossible
scenarios.Aslongasthepatientiscom-
petent, talktohimorher.Animpaired
patient may still be able to express
wishesatsomelevel. Insuchcases, the
advancedirectiveandtangibleevidence
of thepatient’s currentwishes should
be taken into account.

Advance Directives Not Read

Sometimes physicians assume that
they know what is stated in an ad-
vance directive. This is a mistake.
Advance directives can be for ag-
gressive intervention, comfort care,
or a wide range of specific views and
must be read and understood.

COMPLEMENTARY
APPLICATION OF THE MODEL

FOR ADVANCE CARE
PLANNING TO PREPARE FOR

LAST HOURS OF LIFE

Planning other issues that face pa-
tients at the end of their lives is criti-
cal if their needs and expectations
are to be respected by health care

professionals and family members
who will survive them. Although it
would be ideal if all patients and
families prepared for death well in
advance of the final hours of their
lives, most patients with advanced
illnesses and their families have not
discussed or prepared for their death.

As patients approach the last
hours of their lives, they have a last
chance to finish their business, cre-
ate final memories, give final gifts,
and say their good-byes. If appro-
priately assisted, considerable plan-
ning can be accomplished around
many of these issues.

The 5-step model for eliciting,
documenting, and following ad-
vance directives can be used to guide
these decision-making processes and
to document patient choices. As
these important tasks are generally
more than individual physicians can
handle, other members of the inter-
disciplinary team can help patients
and families complete their busi-
ness and get their affairs in order.

In preparing for death, it is im-
portant to understand the perspec-
tive and wishes of all who are pres-
ent, ie, the patient, the family, and the
caregivers. Personal expectations,
agendas, fears and phobias and ac-
ceptable setting(s) for care need to be
clear, since any one person may al-
ter the course of care unexpectedly
and may interfere with the patient’s
wishes if such are not clearly known.
Personal, cultural, and religious val-
ues, beliefs, and practices need to be
anticipated and respected, as missed
rites or rituals or errors made by un-
knowing caregivers may have griev-
ous consequences in the eyes of the
patient or family members. Identifi-
cation and acknowledgment that
some family members have a need to
give care and others do not will help
to allow each to participate as closely
as makes him or her comfortable.

Advance Practical Planning

Many patients will choose to get
their financial and legal affairs in or-

der, give gifts, and plan for be-
quests, organ donation, autopsy,
burial or cremation, their funeral or
memorial services, and guardian-
ship of their children as they finish
their business. Some patients will
even want to give family members
permission to build new lives after
they die.

Choice of Caregivers

The choice of caregivers for each pa-
tient is crucial as vulnerability in-
creases. Patients may or may not
want family members to care for
them. Family members may or may
not be able to assume responsibili-
ties for caring and ideally should
have the opportunity to be family
first, and caregivers only if they and
the patient agree to the role. All
caregivers need to have the oppor-
tunity to change their role if they feel
the stress is too much, or if they are
not getting enough of a chance to fin-
ish their personal business with the
patient.

Choice of Setting

The choice of care setting for the last
hours of the patient’s life should be
as acceptable as possible to the pa-
tient, the family, and all caregivers.
Each setting will carry benefits and
burdens. Whatever the choice, the
setting should permit family mem-
bers to remain with the patient as
much as they want, and should pro-
vide them with opportunities for pri-
vacy and intimacy. Although dying
at home may be the wish of many
patients, such a choice may expose
family members to undue burden or
compromise their careers, personal
economic resources, or health. If the
number of able caregivers and per-
sonal resources is limited, or if fam-
ily members are afraid of ghosts and
would not be able to live on in their
home afterward, care and death in
the home may not be the best choice.
An alternate inpatient setting may be
a hospice or palliative care facility,
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a skilled nursing facility, or even an
acute care facility. Depending on the
resources that are locally available
and whether the staff is skilled in this
kindofcare, thesealternativesettings
may lead to a far better outcome.

SUMMARY

Advance care planning should be a
routine part of standard medical care
that is integrated into clinical en-
counters by the physician and other
members of the health care team.
Formally, it can be thought of as a
stepwise approach, to include the ap-
propriate introduction of the topic,
structured discussions covering po-
tential scenarios, documentation of
preferences, periodic review and up-
date of the directives, and applica-
tion of the patient’s wishes when
needed. Less formally, the process
fosters personal resolution for the
patient, preparedness for the proxy,
and effective teamwork for the pro-
fessionals.

A number of critical factors
contribute to a successful process
and outcome: physician guidance
and participation, family or proxy
participation, and use of a work-
sheet or structured materials to fos-
ter discussion and documentation.

The process also has pitfalls of
which to be aware. Vague or mis-
leading statements of wishes can be
hazardous; failure to involve the
proxy risks discord around deci-
sions; premature activation of the di-

rective when the patient is still
competent fails to honor the pa-
tient’s real-time autonomy; and as-
sumption about wishes in advance
directives being for noninterven-
tion may not be accurate.

The following are the key
points:

• Every person has the right to par-
ticipate in the planning of his or
her health care.

• Consider using a validated work-
sheet to guide discussions. Pa-
tients, families, and proxies can
complete them at home after they
have been introduced.

• Revisit the subject of advance care
planning on a periodic basis, par-
ticularly with major life or health
changes.

• Do not presume that patients who
are very ill lack the ability to make
decisions.

Accepted for publication September 11,
2000.
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การให้ค าปรึกษาแก่ญาตทิี่มีภาวะเศร้าโศกเสียใจจากการที่ผู้ป่วยเสียชีวิต 

ปเนต ผู้กฤตยาคามี 

 ภาวะเศร้าโศกเสียใจจากการท่ีบคุคลอนัเป็นท่ีรักเสียชีวิต (grief and bereavement) เป็นภาวะท่ี
อาจเกิดขึน้ได้กบัญาตขิองผู้ ป่วยภายหลงัจากผู้ ป่วยเสียชีวิต ซึง่ในบางครัง้ญาตจิ าเป็นต้องได้รับค าปรึกษา
และการดแูลทางด้านจิตใจจากแพทย์เพ่ือไมใ่ห้ภาวะเศร้าโศกเสียใจคงอยูต่อ่เน่ืองเป็นเวลานานและสง่ผล
กระทบตอ่การด าเนินชีวิตประจ าวนั โดยหลกัการให้ค าปรึกษาแก่ญาตมีิดงัตอ่ไปนี ้

1. การประเมินว่าญาตคินใดมีความเส่ียงต่อการเกิดภาวะเศร้าโศกเสียใจจากการที่บุคคลอัน
เป็นท่ีรักเสียชีวิต 
การประเมินความเส่ียงสามารถท าได้ตัง้แตต่อนท่ีผู้ ป่วยยงัไมเ่สียชีวิต ซึง่หากแพทย์สามารถ

คาดการณ์ได้วา่ญาตขิองผู้ ป่วยรายใดมีความเส่ียงสงูและรีบให้ค าปรึกษาและให้การดแูลทางด้านจิตใจ
ตัง้แตเ่นิ่นๆ จะชว่ยลดความเศร้าโศกเสียใจให้ญาตไิด้ภายหลงัท่ีผู้ ป่วยเสียชีวิตแล้ว โดยปัจจยัเส่ียงตอ่การ
เกิดภาวะเศร้าโศกเสียใจจากการท่ีบคุคลอนัเป็นท่ีรักเสียชีวิตมีดงัตารางท่ี 1 

ตารางท่ี 1 ปัจจยัเส่ียงตอ่การเกิดภาวะเศร้าโศกเสียใจจากการท่ีบคุคลอนัเป็นท่ีรักเสียชีวิต1 

ประเภทของปัจจัยเส่ียง รายละเอียด 
ลกัษณะของการเสียชีวิตของผู้ ป่วย - ผู้ ป่วยเสียชีวิตตัง้แตอ่ายยุงัน้อย เชน่ การเสียชีวิตของบตุร 

- ผู้ ป่วยเสียชีวิตอย่างกะทนัหนั 
- ผู้ ป่วยทกุข์ทรมานมากก่อนเสียชีวิต 
- ผู้ ป่วยเสียชีวิตจากโรคท่ีเป็นตราบาป เชน่ โรคเอดส์ 

ลกัษณะของญาติ - ญาติป่วยเป็นโรคทางจิตเวช เชน่ โรคซมึเศร้า 
- ญาติวิตกกงัวลง่าย 
- ญาตไิมม่ัน่ใจตนเอง 
- ญาตเิคยผา่นประสบการณ์การสญูเสียบคุคลอนัเป็นท่ีรักมาบอ่ยๆ 

ลกัษณะความสมัพนัธ์ของญาตกิบั
ผู้ ป่วย 

- ญาติต้องพึง่พิงผู้ ป่วยมาก 

ลกัษณะของครอบครัว - มีปัญหาครอบครัว 
- ญาติอยู่ตวัคนเดียวภายหลงัผู้ ป่วยเสียชีวิต 
- ไมมี่ญาตคินอ่ืนๆให้การช่วยเหลือ 
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หากพบว่าญาติคนใดมีปัจจยัเส่ียงเหลา่นีห้ลายๆปัจจยั แพทย์ควรประเมินสภาพจิตใจของญาตแิละให้
ค าปรึกษาตัง้แตเ่นิ่นๆ 

2. การให้ค าปรึกษาแก่ญาตเิม่ือผู้ป่วยใกล้เสียชีวิต 
เทคนิคหนึง่ท่ีอาจชว่ยลดความเศร้าเสียใจให้ญาตไิด้คือการชวนญาตริ าลึกถึงความสมัพนัธ์

ระหวา่งญาติกบัผู้ ป่วยในชว่งชีวิตท่ีผา่นมา โดยหากพบว่าญาตยิงัมีสิ่งใดท่ีอยากบอกหรืออยากท าให้ผู้ ป่วย
แตย่งัไมมี่โอกาสได้ท าแพทย์อาจชว่ยสง่เสริมให้ญาตไิด้ท าตามความตัง้ใจเพ่ือไมใ่ห้มีสิ่งใดค้างคาใจญาติ
ภายหลงัจากผู้ ป่วยเสียชีวิตแล้ว นอกจากนีห้ากพบวา่มีสิ่งใดท่ีดีท่ีญาตไิด้เคยท าให้กบัผู้ ป่วยแพทย์สามารถ
ชีใ้ห้ญาตเิห็นหรือให้การช่ืนชมได้ เทคนิคนีอ้าจชว่ยลดความรู้สกึผิดของญาตใินกรณีท่ีญาตรู้ิสกึวา่ตนเอง
ดแูลผู้ ป่วยได้ไมดี่พอ2 

เม่ืออาการของผู้ ป่วยเข้าสูร่ะยะสดุท้าย แพทย์ควรสง่เสริมให้ญาตแิละผู้ ป่วยใช้เวลาช่วงสดุท้ายอยู่
ด้วยกนัอยา่งเตม็ท่ีเพ่ือให้ญาตแิละผู้ ป่วยได้มีโอกาสบอกความรู้สกึท่ีมีตอ่กนัรวมถึงการบอกลาก่อนท่ีผู้ ป่วย
จะเสียชีวิต2 

3. การให้ค าปรึกษาแก่ญาติภายหลังจากผู้ป่วยเสียชีวิตแล้ว 
หากญาตยิงัมีความรู้สกึเศร้าเสียใจภายหลงัจากผู้ ป่วยเสียชีวิตแล้ว แพทย์อาจให้ค าปรึกษาโดย

เร่ิมจากเปิดโอกาสให้ญาตไิด้ระบายความรู้สึกเศร้าเสียใจพร้อมกบัรับฟังอยา่งตัง้ใจ แพทย์อาจใช้เทคนิค
สะท้อนความรู้สกึ เชน่ เม่ือสงัเกตเห็นผู้ ป่วยมีน า้ตาคลอแพทย์อาจพดูวา่ “ผมเข้าใจครับวา่คณุรู้สกึเสียใจ 
เพราะคณุพอ่มีความส าคญักบัคณุมาก” การท่ีญาตไิด้ระบายความรู้สึกและมีผู้ ท่ีรับฟังอยา่งเข้าใจจะชว่ย
บรรเทาความรู้สึกเศร้าเสียใจของญาตไิด้ เม่ือญาตไิด้ระบายความรู้สกึในระดบัหนึง่แล้วแพทย์อาจ
เปล่ียนไปถามถึงความทรงจ าดีๆท่ีญาตมีิตอ่ผู้ ป่วยร่วมด้วยเพ่ือไมใ่ห้ญาตหิมกมุน่อยูก่บัความเศร้าเสียใจ
มากจนเกินไป นอกจากนีก้ารสง่เสริมให้ญาตไิด้พบปะกบัญาติคนอ่ืนๆ และการชวนคยุเร่ืองการวางแผนจดั
งานศพตามประเพณีอาจชว่ยบรรเทาความรู้สกึเศร้าเสียใจให้ญาตไิด้1 

4. การให้ค าปรึกษาโดยใช้หลักการ dual process model of coping with loss (DPM)3 

หลกัการนีม้าจากแนวความคดิท่ีวา่ภายหลงัจากผู้ ป่วยเสียชีวิต ญาติอาจมีปฏิกิริยาได้สองรูปแบบ
คือ 

1) Loss-orientation ญาตยิงัคงเศร้าเสียใจเป็นอยา่งมากเน่ืองจากยงัคงหมกมุน่อยูก่บัความ
คดิถึงผู้ ป่วยท่ีเสียชีวิต 
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2) Restoration-orientation ญาตพิยายามเบี่ยงเบนความสนใจจากความทกุข์โดยการจดจอ่กบั
การวางแผนจดัการเร่ืองตา่งๆในชีวิตประจ าวนั 

หากญาตมีิปฏิกิริยาทัง้สองรูปแบบสลบักนัไปมาอยา่งสมดลุ จะชว่ยให้ระดบัความเศร้าเสียใจมีไม่
มากจนเกินไป และญาติยงัสามารถวางแผนปรับตวัในการด าเนินชีวิตประจ าวนัโดยท่ีปราศจากผู้ ป่วยได้ 
แตห่ากมีปฏิกิริยาในรูปแบบใดรูปแบบหนึง่ท่ีมากจนเกินไป เชน่ ยงัเศร้าเสียใจมากจนไมส่ามารถดแูลบ้าน
หรือไปท างานได้ หรือ พยายามลืมความเศร้าโดยการท างานหนกัจนไมมี่โอกาสได้ระบายความรู้สกึของ
ตนเอง จะท าให้ภาวะเศร้าเสียใจยงัคงอยูอ่ย่างตอ่เน่ือง ดงันัน้ในการให้ค าปรึกษา แพทย์อาจถามถึง
ความคดิและความรู้สึกของญาตเิพ่ือเปิดโอกาสให้ญาตไิด้ระบายความรู้สกึเศร้าเสียใจอยา่งพอเหมาะโดย
ระวงัอยา่ให้ญาติหมกมุน่อยู่กบัความรู้สกึนีม้ากจนเกินไป จากนัน้จงึเปล่ียนรูปแบบการถามเป็นการถามถึง
การวางแผนการจดัการเร่ืองตา่งๆในชีวิตประจ าวนัเพ่ือกระตุ้นให้ญาตสิามารถปรับตวัด าเนินชีวิตตอ่ได้
ภายหลงัจากท่ีผู้ ป่วยเสียชีวิตแล้ว 
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   หัวข้อ : Basic principles of communication skills teaching

Oct 2018

1

Principles of Principles of 

Communication Skills Communication Skills 

TeachingTeaching

เชิดศกัดิ ไอรมณีรตัน์
ภาควชิาศลัยศาสตร ์คณะแพทยศาสตรศิ์ริราชพยาบาล

Goals

• After this session, participants will be able 
to :-

– Explain key concepts of how to teach 

communication skills

– Give examples of methods for communication 

skills teaching

– Choose appropriate methods for 

communication skills teaching

Outline

• Should we teach?

• What to teach?

• How to teach?

Should We Teach?

• Systematic review of literature about 
communication skills teaching and 

learning in medicine

– 180 articles between 1991 – 1998

– Select 83 high and medium quality articles

– Overwhelming evidence for positive effect of 

communication skills training.

– Low scorers on pre-training test showed the 
greatest gain from the training.

Aspegren K. Teaching and learning communication skills in medicine: A review with quality grading of articles: 

BEME guide no. 2. Medical Teacher 1999, 21(6): 563 – 70.

What to Teach?

• จาํเป็นหรือไมที่อาจารยต์อ้งเรียนรูเ้นื อหาของ “ทกัษะการสือสาร”
กอ่นทีจะเขา้สู่วิธีการสอน

– Experience: little formal training

– Difficulty in accessing literature

– Uncomfortable teaching without personal 

understanding

– Framework for students’ assessment

What to Teach?

• UK consensus statement on the content of 
communication curricula in undergraduate 

medical education

– Developed by an iterative process of 

discussion between 33 UK medical schools

– Product: Communication curriculum wheel

Von Fragstein M, et al.  UK consensus statement on the content of communication curricula in undergraduate 

medical education. Medical Education 2008, 42: 1100 – 1107.
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Theory and Evidence

• Awareness of the evidence base for 
communication skills on

– Patient satisfaction

– Wellbeing

– Adherence and concordance

– Physical outcomes

– Psychological outcomes

– Medico-legal issues

– Patient safety

Tasks and Skills of Communication

Tasks

• Establish a relationship

• Initiation

• Gather information 

• Elicit patient’s view

• Explain

• …

• Closing

Skills

• Eye contact

• Facial expression

• Attentive listening

• Balancing open/close 

questions

• Facilitation

• Summarizing

• Checking patient’s 

understanding

Specific Issues

• Age-specific areas

• Cultural and social diversity

• Handling emotions

• Specific clinical contexts

• Specific application: informed consent, 

health promotion, behavior change

• Sensitive issues: break bad news, dying 

and bereavement, child abuse

Media

• Face-to-face communication

• Telephone communication

• Written communication

• Electronic communication

• Making presentation

Beyond Patient

• Relatives and caretakers

• Advocates and interpreters

• Intra-professional

• Inter-professional
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General Principles for 
Communication Skills Teaching

• It is taught in clinical context.

• It is objective driven.

• It is based on behaviors and attitudes.

• It is learner-centered.

• It is interactive.

• It is based on objective observation.

• It has constructive feedback.

• It needs a safe learning environment.

Teaching Methods

Facilitator-centered            Learner-centered

Didactic            Experiential

Didactic Methods

• Lecture

• Assigned reading

• Discussion groups

• Demonstrations (live or videotaped)

• Seminars

• E-learning

Experiential Learning

• Audio and video recordings and feedback

• Real patients

– Pre-recorded videotaped consultations

– Live interviews of patients

• Simulated patients

• Role play

Patients

• Pre-recorded videotapes of real consult

• Live interviews of real patients

• Simulated patients

• Role play

Summary

• Should we teach?

– Yes

• What to teach?

– Communication curriculum wheel

• How to teach?

– Didactic versus experiential learning
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UK consensus statement on the content of
communication curricula in undergraduate
medical education
Martin von Fragstein,1 Jonathan Silverman,2 Annie Cushing,3 Sally Quilligan,2 Helen Salisbury4

& Connie Wiskin5 on behalf of the UK Council for Clinical Communication Skills Teaching
in Undergraduate Medical Education

CONTEXT The teaching and assessment of clinical
communication have become central components of
undergraduate medical education in the UK. This
paper recommends the key content for an under-
graduate communication curriculum. Designed by
UK educationalists with UK schools in mind, the
recommendations are equally applicable to
communication curricula throughout the world.

OBJECTIVES This paper is intended to assist curricu-
lum planners in the design, implementation and
review of medical communication curricula. The doc-
ument will also be useful in the education of other
health care professionals. Designed for undergraduate
education, the consensus statement also provides a
baseline for further professional development.

METHODS The consensus statement, based on strong
theoretical and research evidence, was developed by
an iterative process of discussion between communi-
cation skills leads from all 33 UK medical schools
conducted under the auspices of the UK Council
of Clinical Communication Skills Teaching in
Undergraduate Medical Education.

DISCUSSION How this framework is used will inevita-
bly be at the discretion of each medical school and its
implementation will be determined by different
course designs. Although we believe students should
be exposed to all the areas described, it would be
impractical to set inflexible competency levels as
these may be attained at different stages which are
highly school-dependent. However, the framework
will enable all schools to consider where different
elements are addressed, where gaps exist and how to
generate novel combinations of domains within the
communication curriculum. It is hoped that this
consensus statement will support the development
and integration of teaching, learning and assessment
of clinical communication.

KEYWORDS consensus; *education; medical; undergraduate;
*communication; teaching ⁄ *methods; Great Britain.

Medical Education 2008: 42: 1100–1107
doi:10.1111/j.1365-2923.2008.03137.x

INTRODUCTION

The teaching and assessment of clinical communica-
tion skills have become central components of
undergraduate medical education in the UK.1–5 This
paper recommends the key content for an under-
graduate communication curriculum. Although the
recommendations have been designed by UK educa-
tionalists with UK medical schools in mind, they are
equally applicable to communication curricula
elsewhere in the world.

This document was developed by an iterative process
of discussion between communication skills leads
from all 33 UK medical schools conducted under the
auspices of the UK Council of Clinical Communica-
tion Skills Teaching in Undergraduate Medical

communication curricula
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Education, established in 2005 (details on the current
representatives of the UK council are available online
as Supporting Information). The document is
intended to assist curriculum planners in the design,
implementation and review of medical communica-
tion skills curricula. We hope that it will also be useful
in the education of other health care professionals.

Designed for undergraduate education, the recom-
mendations described here also provide a baseline
for further professional development.6–8 The process
of developing and improving competency in the
complex area of medical communication skills is
something that all health care professionals must
engage with throughout their careers.

How this framework is used will inevitably be at the
discretion of each medical school. Its implementation
will be determined by different course designs.
However, the framework will enable all schools to
consider where different elements are addressed,
where gaps exist and how to generate novel combi-
nations of domains within the communication
curriculum. Although we believe that students should

be exposed to all the areas described, we consider
that it would be impractical to set inflexible compe-
tency levels because these may be attained at different
stages that are entirely school-dependent. By not
defining competencies, we have more readily
included areas which are important but which resist
easy measurement, such as integrity and respect.

We hope that this consensus statement will support
the development and integration of teaching,
learning and assessment of clinical communication.

THE CONSENSUS STATEMENT

The consensus statement consists of a diagrammatic
representation of the domains of clinical communi-
cation followed by a more detailed written descrip-
tion. The statement was generated through a process
of iterative discussion between communication leads
from all 33 UK medical schools which aimed to
produce an empirical model of practical relevance to
curriculum design and implementation. It is also
based on strong theoretical and research evidence.
Comprehensive evidence exists to guide the modern
practice of communication skills teaching and
learning9 and over 30 years of accumulated research
linked to outcome has guided the choice of
communication domains, tasks, skills and issues to
include in the statement.10–14

COMMUNICATION CURRICULUM WHEEL

A central component of this consensus statement is a
diagrammatic representation of the content of clinical
communication curricula in undergraduate medical
education. In this diagram, the key domains of clinical
communication are shown as concentric rings, starting
in the centre with ‘respect for others’ and moving
outwards through the specific domains of communi-
cation learning (Fig. 1). These domains are set within a
milieu of four over-riding principles which govern not
only communication, but all areas of medicine.

The specific components of each domain are then
delineated within each ring. By rotating the rings
independently, the communication curriculum plan-
ner can in effect ‘dial a curriculum’ by, for instance,
dialling up how to teach the specific situation of
explanation and planning about an elderly patient,
to a relative over the telephone.

This communication curriculum wheel enables
curriculum planners to take a helical rather than a

Overview

What is already known on this subject

The teaching and assessment of clinical com-
munication are now central components of
undergraduate medical education in the UK.

What this study adds

This consensus statement from all 33 UK medical
schools recommends the key content for the
undergraduate clinical communication curricu-
lum. By utilising this benchmark, medical schools
will be able to develop the range of learning
experiences all students should encounter to be
sufficiently qualified for a career in medicine.
These recommendations are equally applicable
throughout the world and in the education of
other health care professionals.

Suggestions for further research

The UK Council of Clinical Communication Skills
Teaching in Undergraduate Medical Education
will next produce written and video-format
guidance on the teaching and assessment of the
individual domains delineated within this
statement.

ª Blackwell Publishing Ltd 2008. MEDICAL EDUCATION 2008; 42: 1100–1107 1101
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linear approach to clinical communication teaching.
The dial-a-curriculum model not only enables linkage
of the key domains, but also explicitly encourages a
reiterative process. A properly planned communica-
tion curriculum provides opportunities for learners
to review, refine and build on existing skills while
simultaneously adding new skills and increasing
complexity. If ongoing, helical communication
programmes do not run throughout the course,
students will fail to master communication.15

In the text below, we expand and illustrate the
domains and components of the diagram.

DOMAINS OF CLINICAL COMMUNICATION

Respect for others

Underlying all other components of effective clinical
communication is respect. Students need to
embrace respect for all patients and a commitment to
equality in order to be able to communicate
effectively and flexibly with individuals, regardless of

social, cultural or ethnic backgrounds or disabilities.
Our society, like others worldwide, comprises an
increasingly diverse mix of cultural groups with
unique health beliefs and aspects of individuality that
impact on the interaction between doctor and
patient. These changes in society emphasise the need
for health care professionals to develop respectful
partnerships with their patients and colleagues.

Theory and evidence of communication skills

Although this paper largely focuses on the acquisition
of skills, these skills are underpinned by a significant
body of evidence and theoretical frameworks.10,11,16

Learners need to be aware of the evidence base for
communication and be capable of interpreting and
acting upon it appropriately. This includes an
awareness of the literature related to:

• patient satisfaction;
• recall;
• adherence and concordance;
• wellbeing;
• physical outcome;
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1102 ª Blackwell Publishing Ltd 2008. MEDICAL EDUCATION 2008; 42: 1100–1107
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• psychological outcome;
• medico-legal issues, and
• patient safety and reduction of error.

Students need to understand that effective
communication is part of an integrated approach to
practice in health care and that it stands alongside
and is as important to good practice as clinical
knowledge and practical skills.

The theoretical approach of patient-centredness17

has been demonstrated to be a paramount feature of
high-quality care and should be a central component
of any communication curriculum. Students need to
develop a commitment to partnership and the
concept of patient autonomy which puts patient
choices and self-determined needs at the core of
health care interactions.

Tasks and skills of the clinical interview

Tasks

The importance of appreciating the nature and tasks
of the consultation should not be underestimated.
Students should strive to understand not only the
purpose of the consultation, but also how various
tasks within the consultation contribute and apply to
achieving the overall goal. Effective communication
requires a keen understanding of the structure of the
medical interview.

As communication is generally purposive, most of the
activities of the medical interview can be taught as
tasks. A number of well-established consultation
models and recommendations list these tasks.18–24

Experienced doctors operate flexibly and may choose
from a mixture of models. The tasks below are
typically associated with these models:

• establishing and building a relationship;
• initiating (i.e. opening the consultation and

setting the agenda);
• establishing, recognisingandmeetingpatientneeds;
• gathering information;
• eliciting and considering the patient’s world view;
• conducting a physical examination;
• formulating and explaining relevant diagnoses;
• explaining, planning and negotiating;
• structuring, signposting and prioritising, and
• closing (ending the interview and setting up the

next meeting).

These communication process tasks are closely linked
to the content of the medical interview. For instance,

the communication task of gathering information,
which is achieved via a set of specific process skills,
enables the practitioner to obtain the content of the
medical history. These two elements of content and
process are inextricably linked and require an
integrated approach in the medical curriculum.

Skills

There are a number of discrete, observable, specific
behavioural skills relevant to the execution of each of
the separate tasks above. Examples of these skills
include:

• eye contact;
• facial expression;
• attentive listening;
• screening;
• appropriate balance of open and closed questions;
• faciliation;
• empathic reflection;
• responding to cues (both verbal and non-verbal);
• summarising;
• signposting;
• determining the patient’s starting point when

giving information;
• chunking information, and
• checking the patient’s understanding.

These skills form the backbone of effective clinical
communication curricula: a full list of these vital skills
can be found in the consultation models referenced
above. It is important that students understand and
can put into practice these key communication skills
as delineated in the various models.

The task and skills of ‘relationship building’ need
special emphasis. Learners need to understand and
appreciate the particular nature of the doctor’s
relationship with the patient, including the imbal-
ance of power that is inherent in the consultation.
The importance of the therapeutic relationship and
the need for professional boundaries require
particular attention. Students must recognise the
importance of building and maintaining a rapport
with the patient and must develop the skills required
to put this intention into action.

Specific issues

There are many challenging contexts and situations
for doctors when they communicate with patients. The
skills necessary to carry out the tasks of the consultation
provide a secure platform from which to tackle
specific communication issues. The challenge for the

ª Blackwell Publishing Ltd 2008. MEDICAL EDUCATION 2008; 42: 1100–1107 1103
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Teaching doctor-patient communication

communication curriculum is to deepen learners’
understanding of these core skills and to encourage
them to use these skills flexibly and responsibly in a
variety of specific situations. The following specific
areas should be covered within the curriculum.

Age-specific areas

The curriculum should cover communication with
children and parents, adolescents, and elderly patients.

Cultural and social diversity

Teaching in the curriculum should include issues
related to: ethnicity and nationality; language;
religion; sexuality; gender; socioeconomic status;
disability; educational status, and spirituality.

Handling emotions and difficult questions

The curriculum should include teaching that enables
students to learn how to handle difficult emotions,
such as distress; fear; anger; aggression; denial;
collusion, and embarrassment.

Skills for specific clinical contexts

The curriculum should include the teaching of skills
to be used within specific clinical contexts, such as:
in psychiatry (uncovering hidden depression and
assessing suicidal risk; working with psychotic
patients; working with patients with cognitive
impairment; dealing with alcohol and substance
abuse); when working in emergency medicine
(dealing with aggressive and violent patients; time
management and prioritisation).

Specific application of explanation and planning skills

The curriculum should include skills pertaining
to seeking informed consent; risk manage-
ment; health promotion, and behaviour change.

Dealing with uncertainty

Issues of uncertainty require skills that enable the
health care professional to deal with: issues concern-
ing uncertain prognosis; changing relationships with
patients (the expert patient; the well-informed
patient) and medically unexplained symptoms.

Sensitive issues

Medical professionals are also required to assimilate
skills that enable them to: break bad news; discuss

death, dying and bereavement; talk about sex;
explore a patient’s gynaecological history, and discuss
issues that involve stigmatisation, such as child abuse,
HIV infection and mental illness.

Communication impairment

The curriculum must also enable students to acquire
the skills required to communicate with patients who
have a sensory impairment such as a hearing
impairment or a visual impairment; an expressive
impairment; or learning disability.

Media

Students need to be able to communicate effectively
in spoken, written and electronic formats. Five areas
should be addressed within the curriculum.

Face-to-face communication requires students to:

• develop an awareness of environmental factors,
both physical and social, and

• be aware of the use of body language.

Telephone communication requires students to:

• understand the specific demands and adaptations
required in communication over the telephone.

Written communication requires students to:

• record an accurate initial patient assessment and
subsequent daily progress notes in clear and
concise written language;

• write discharge and referral letters in a manner
that is well structured, comprehensible,
comprehensive and clear, and

• write notes, drug charts and death certificates,
legibly, clearly and accurately.

Computer-based and electronic communication
requires students to:

• have sufficiently competent IT skills to ensure
patients’ electronic records are well maintained;

• be familiar with computerised patient records,
prescribing and referral systems, and

• be aware of issues pertaining to the use of fax and
e-mail for communication (e.g. confidentiality).

Making presentations requires students to:

• present patient information in clinical settings in
anorganised, articulate and coherentmanner, and

1104 ª Blackwell Publishing Ltd 2008. MEDICAL EDUCATION 2008; 42: 1100–1107

M von Fragstein et al



98

17 - 19 Oct 2018Teaching doctor-patient communication

ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978

• present clinical and academic information to
large groups.

Communicating beyond the patient

Clinicians need to communicate with relatives,
carers and colleagues from a range of health and
social care professions and other agencies, while
maintaining appropriate patient autonomy and
confidentiality.

Individuals who accompany the patient to the
consultation, whether relatives, carers, advocates or
interpreters, present added challenges to communi-
cation. Clinicians also need to collaborate with other
doctors and negotiate in the patient’s best interests:
learners require the opportunity to explore which
skills and attitudes are needed to work effectively with
medical colleagues. Students will work with the wider
health care team, with statutory and voluntary
organisations and with management groups. This
requires a commitment to communicate effectively
and work co-operatively and respectfully with other
professionals and organisations. To achieve this,
learners will need to be able to identify enabling
factors and barriers to effective team-working.
Whenever possible, teaching on interprofessional
team-working should be planned and taught
interprofessionally.

Students need to address the following four areas.

Relatives and carers

Communication with relatives and carers requires
students to: explore how to negotiate the inclusion of
a third party; enable the patient to present his or her
problem freely; consider how to maintain
confidentiality, and understand how to manage the
dynamics of a triadic interview.

Advocates and interpreters

Students must learn the skills necessary to: work with
patient advocates; work with professional and lay
interpreters; negotiate and define the parameters of
the roles involved, and work effectively within the
cultural and practical constraints contained in this
type of interview.

Intra-professional

Intra-professional communication requires students
to be able to: produce clear, comprehensible oral

and written communication; understand the issues
relating to handover and ward round presentations;
understand techniques for being appropriately
assertive when working with a colleague; appreciate
how to express concerns to a colleague or peer
about his or her performance; be aware of General
Medical Council guidelines regarding the
responsibility to act if there is any suspicion that a
colleague is behaving in a manner that may put
patients at risk; deal with complaints and medical
errors (understand the mechanisms by which
complaints from patients, relatives or staff are dealt
with; understand the systems that exist for reporting
medical errors and the roles these may have in
improving patient safety; consider the impact that
being the subject of a complaint or responsible for an
error may have on an individual, and the sources of
support available).

Inter-professional

Inter-professional communication requires students
to be able to: understand other team members’
values, roles, expertise and responsibilities and
consider how to collaborate effectively; understand
the issues that promote effective communication
and continuity of care across the primary or
secondary care interface, managing and embracing,
conflicting sharing information, and maintaining
confidentiality.

SUPPORTING PRINCIPLES

The domains described above are set within a milieu
of over-riding principles which govern all areas of
medical practice. Communication curricula must
exist within the following four areas, which will also
govern the rest of the undergraduate curriculum.25–27

This common background underlines the necessity
for collaborative and integrative planning across the
undergraduate curriculum as a whole.

Reflective practice

Reflective practice includes personal self-awareness
and dealing with uncertainty, whether concerning
diagnosis, optimal management or prognosis. This
requires the student to develop self-awareness and
the ability to: recognise areas of personal challenge;
understand the extent to which personal views and
values can clash with professional responsibility and
the potential impact this might have on communi-
cation with patients; recognise his or her own
limitations; understand when there is a need to refer

ª Blackwell Publishing Ltd 2008. MEDICAL EDUCATION 2008; 42: 1100–1107 1105
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to senior colleagues; appreciate the need to respond
constructively to feedback; understand professional
boundaries; consider personal care and safety. The
student also needs to appreciate how to cope with
uncertainty by understanding the stress that
uncertainty may bring, and reflecting on personal
coping strategies.

Professionalism

Students need to develop a professional approach
that incorporates integrity, honesty and probity and
facilitates the development of an understanding of
professional boundaries.

Developing attributes of integrity, honesty and
probity will allow students to: accept the moral
and ethical responsibilities involved in providing care
to individual patients and communities; appreciate
the unequal balance of power in the doctor)patient
relationship and the need to always act in the
patient’s best interest; be willing to face difficult
situations, including those involving uncertainty, risk
and error and communicate in ways that safeguard
patient safety; be honest and trustworthy in all
communication, including in written reports
and documentation, and be responsible for
maintaining confidentiality and appropriate
sharing of information.

Understanding professional boundaries will
enable students to: be aware of the boundaries that
exist in the clinical relationship; understand the
need for such boundaries, and appreciate the
factors that maintain them, such as formality of
language and dress, the nature of the clinical
environment and the necessary limitations on
personal involvement.

Ethics and law

Students also need to be aware of the ethical
dimensions of health care and how these are
enshrined in law. From this follows understanding of
the importance of communicating effectively in
difficult ethical areas. Key ethical considerations
include familiarity with (and adherence to) the
principles of: confidentiality; consent; beneficence;
best interest; autonomy; truth telling;
non-maleficence, and justice.

Evidence-based practice

The principles of evidence-based practice require
that decisions about health care are based on the

best available, current, valid and relevant evidence,
and that this should be integrated with clinical
expertise and the patient’s values and prefer-
ences.28 These decisions should be made by those
receiving care, informed by the tacit and explicit
knowledge of those providing care, within the
context of available resources. This applies equally
to the following two areas, which are inextricably
linked:

• best clinical communication practice, and
• best clinical care practice.

CONCLUSIONS

This document recommends the key content for
undergraduate clinical communication curricula. It
provides a conceptual model and details the indi-
vidual components of an effective curriculum. Such
a curriculum will facilitate the acquisition of a
range of skills and understanding which will enable
students to face complex social interactions
throughout their medical training and subsequent
careers. This document represents the views of UK
Council of Clinical Communication Skills Teaching
in Undergraduate Medical Education members.
We hope that, by setting out a benchmark for
clinical communication skills curricula, medical
schools will be able to develop the range of
learning experiences that all students should
encounter in order for them to be sufficiently
qualified for a career in medicine.

We also hope that this consensus statement will
support the development and integration of
teaching, learning and assessment of clinical
communication.

Contributors: this paper was developed through an
iterative process by the communication skills leads from
all 33 UK medical schools conducted under the
auspices of the UK Council of Communication Skills
Teaching in Undergraduate Medical Education.
Following a series of workshops, a small working group,
consisting of the authors of this paper, was established
to finalise the consensus statement. This was then
approved by the UK Council as a whole. All authors
contributed to this process.
Acknowledgements: none.
Funding: none.
Conflicts of interest: none.
Ethical approval: not applicable.
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   หัวข้อ : How to teach communication in everyday practice

Oct 2018

1

How to Teach How to Teach 

Communication in Communication in 

Everyday PracticeEveryday Practice

เชิดศกัดิ ไอรมณีรตัน์
ภาควชิาศลัยศาสตร ์คณะแพทยศาสตรศิ์ริราชพยาบาล

Objectives

• เมือสิ นสุดการสอนในคาบนี แลว้ อาจารยผ์ูร้ว่มกิจกรรม
สามารถเพิมการสอนทกัษะการสือสารกบัผูป่้วยใหแ้ก่
นักศึกษาและแพทยป์ระจาํบา้นบ่อยขึ นกวา่เดิม

Outline

• Teaching approaches
• Steps in clinical learning cycle

Simulation Real life experience

Teaching Communication Skills
[Experiential Learning]

Chiniara G., et al. Simulation in healthcare: A taxonomy and a conceptual framework for 

instructional design and media selection, Medical Teacher 2013, 35: e1380 – 95.

Preparatory 
theory

Clinical practice 

Briefing

Follow up
Evaluation

Debriefing

Laboratory

Clinical learning cycle
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2

7

Purposes

• Assess student’s readiness for practice

• Identify concerns related to practice

• Set objectives and levels of performance

• Assess student’s understanding

• Checking preparation

• Providing encouragement

• Questioning the student’s plan of care 

• Negotiate the roles to be taken in clinical practice

• Exploring the opportunities for feedback during clinical 
practice

Briefing session

8

Purpose
• Acquisition of the skills of clinical 

competence with a lesser 

emphasis on the accumulation of 
theoretical knowledge

Clinical practice

9

Purposes

• Reflection on clinical experience

• Identify discoveries, new learning, insight

• Analyze thinking and feeling about the 

experiences

• Confirm or confront personal bias or beliefs

• Obtain and give feedback on performance

Debriefing session

“Experience alone is not sufficient for learning to 
occur. The experience must be interpreted and 
integrated into existing knowledge structures to 
become new knowledge. Reflection is crucial for this 
active process of learning.”

John Sandars

Experiential Learning Theory

Experience

Reflection
Conceptualization

Experimentation

(Apply)

Kolb DA. Experiential learning. Englewood cliffs, NJ: Prentice-Hall, 1984.
Schön, D. The Reflective Practitioner, New York: Basic Books, 1983.

A complex and deliberate process of thinking about and 

interpreting experience in order to learn from it. 

This is a conscious process which does not occur 

automatically, but is in response to experience and

with a definite purpose.

Reflection is a highly personal process, and the outcome 

is a changed perspective, or learning.

Atkins and Murphy, 1995

Reflection
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Levels of Reflection

Critical (deep) 
reflection 

Practical 
(medium)reflection

Descriptive (superficial) 
reflection

Summary

• Teaching communication in everyday practice
–Approaches: simulation vs. reallife experience
–Clinical learning cycle

• Briefing
• Encounter
• Debriefing

–Reflection

HRH Prince Mahidol Adulyadej
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   หัวข้อ : How to assess communication skills

Oct 2018

1

How to Assess How to Assess 

Communication SkillsCommunication Skills

เชิดศกัดิ ไอรมณีรตัน์
ภาควชิาศลัยศาสตร ์คณะแพทยศาสตรศิ์ริราชพยาบาล

OLE

Objectives

Learning

Evaluation

2

Goals

After this session, participants will be able to: 

 Explain key factors leading to valid 
assessment

 Give examples of tools for communication 
skills assessment

 Choose appropriate tools for 

communication skills assessment

Outline

• Basic considerations in assessment

• Commonly used assessment tools

• Practice using the instruments

Assessment Approaches

5

Does

Shows how

Knows how

Knows

5

Assessment Tools

• A systematic review of instruments 
assessing patient-centered 

communication

– Fourteen instruments

– Cover wide range of settings and patient 

populations

– Number of items: 6 – 20

– Use in both formative and summative settings

– Raters: patients, SP, instructors

Brouwers M, et al. Assessing patient-centered communication in teaching: A systematic review of instruments, 

Medical Education 2017, doi 10.11.11/medu.13375.
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2

Calgary-Cambridge Guides

Kurtz SM, Silverman JD, Draper J. Teaching and learning 
communication skills in medicine. Radcliffe Medical Press 

(Oxford), 1998.

Burt et al. Assessing communication quality of 

consultations in primary care: initial reliability of the Blobal
Consultation Rating Scale, based on the Calgary-

Cambridge Guide to the medical interview, BMJ Open 

2014; 4: e004339.

• http://www.skillscascade.com/handouts/CalgaryCambridgeGuide.pdf

Calgary-Cambridge Guides for Effective 

Physician-Patient Communication

Kurtz S, Silverman J, Benson J, Draper J. Marrying content and process in clinical method teaching: 

Enhancing the Calgary-Cambridge guides. Acad Med. 2003; 78(8): 802-9.

GKCSAF

• Peterson EB, et al. The reliability of a modified 

Kalamazoo Consensus Statement Checklist for 

assessing the communication skills of 

multidisciplinary clinicians in the simulated 

environment, Patient Education and Counseling 
2014: 96: 411 – 8.

GKCSAF

A. Builds a relationship

B. Opens the discussion

C. Gathers information

D. Understands the patient’s and families

E. Shares information

F. Reaches agreement

G. Provides closure

H. Demonstrates empathy

I. Communicates accurate information

RUCIS

• Iramaneerat C, et al. Evaluating the 
effectiveness of rating instruments for a 

communication skills assessment of 
medical residents. Adv Health Sci Educ
Theory Pract 2009;14 : 575 -94.

RUCIS

1. Friendly 

communication

2. Respectful treatment

3. Listening

4. Honest 

communication

5. Interest in patient as 

a person

6. Discussion options

7. Encourage questions

8. Clear explanation

9. Physical examination

10. Vocabulary

11. Sensitive subject 

matters

12. Receptiveness to 

feedback

13. Overall impression
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Summary

• Basic considerations in assessment

– Formative and summative

– Knows, knows how, shows how, does

• Commonly used assessment tools

– Calgary-Cambridge guide

– Gap-Kalamazoo form

– RUCIS scale

• Practice using the instruments



“Purposeful assessment drives 
instruction and affects 
learning." 

Wisconsin’s guiding principles for teaching and learning
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©All content is copyright by original owners
On any reprints please include references as shown on the last page of the guide 

CALGARY - CAMBRIDGE GUIDE TO THE MEDICAL INTERVIEW – COMMUNICATION PROCESS 

INITIATING THE SESSION 

Establishing initial rapport
1. Greets patient and obtains patient’s name                                   

2. Introduces self, role and nature of interview; obtains consent if necessary                                                      

3. Demonstrates respect and interest, attends to patient’s physical comfort  

Identifying the reason(s) for the consultation
4. Identifies the patient’s problems or the issues that the patient wishes to address 
with appropriate opening question (e.g. “What problems brought you to the 
hospital?” or “What would you like to discuss today?” or “What questions did you 
hope to get answered today?”) 

5. Listens attentively to the patient’s opening statement, without interrupting or 
directing patient’s response 

6. Confirms list and screens for further problems (e.g. “so that’s headaches and 
tiredness; anything else……?”) 

7. Negotiates agenda taking both patient’s and physician’s needs into account  

GATHERING INFORMATION 

Exploration of patient’s problems
8. Encourages patient to tell the story of the problem(s) from when first started 
to the present in own words (clarifying reason for presenting now) 

9. Uses open and closed questioning technique, appropriately moving from open 
to closed                                     

10. Listens attentively, allowing patient to complete statements without 
interruption and leaving space for patient to think before answering or go on after 
pausing 

11. Facilitates patient's responses verbally and non–verbally e.g. use of 
encouragement, silence, repetition, paraphrasing, interpretation 

12. Picks up verbal and non–verbal cues (body language, speech, facial 
expression, affect); checks out and acknowledges as appropriate  

13.Clarifies patient’s statements that are unclear or need amplification (e.g. 
“Could you explain what you mean by light headed")                              

14. Periodically summarises to verify own understanding of what the patient has 
said; invites patient to correct interpretation or provide further information. 

15. Uses concise, easily understood questions and comments, avoids or 
adequately explains jargon   

16. Establishes dates and sequence of events 

Additional skills for understanding the patient’s perspective
17. Actively determines and appropriately explores:

• patient’s ideas (i.e. beliefs re cause)  
• patient’s concerns (i.e. worries) regarding each problem  
• patient’s expectations (i.e., goals, what help the patient had 

expected for each problem)    
• effects: how each problem affects the patient’s life 

18. Encourages patient to express feelings 
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PROVIDING STRUCTURE  

Making organisation overt
19. Summarises at the end of a specific line of inquiry to confirm understanding 
before moving on to the next section 

20. Progresses from one section to another using signposting, transitional 
statements; includes rationale for next section      

Attending to flow
21. Structures interview in logical sequence

22. Attends to timing and keeping interview on task    

BUILDING RELATIONSHIP 

Using appropriate non-verbal behaviour
23. Demonstrates appropriate non–verbal behaviour 

• eye contact, facial expression 
• posture, position & movement 
• vocal cues e.g. rate, volume, tone

24. If reads, writes notes or uses computer, does in a manner that does not 
interfere with dialogue or rapport 

25. Demonstrates appropriate confidence

Developing rapport
26. Accepts legitimacy of patient’s views and feelings; is not judgmental

27. Uses empathy to communicate understanding and appreciation of the patient’s 
feelings or predicament; overtly acknowledges patient's views and feelings

28. Provides support: expresses concern, understanding, willingness to help; 
acknowledges coping efforts and appropriate self care; offers partnership 

29. Deals sensitively with embarrassing and disturbing topics and physical pain, 
including when associated with physical examination 

Involving the patient
30. Shares thinking with patient to encourage patient’s involvement (e.g. “What 
I’m thinking now is....”) 

31. Explains rationale for questions or parts of physical examination that could 
appear to be non-sequiturs                                                  

32. During physical examination, explains process, asks permission  
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Teaching doctor-patient communication

EXPLANATION AND PLANNING  

Providing the correct amount and type of information
33. Chunks and checks: gives information in manageable chunks, checks for 
understanding, uses patient’s response as a guide to how to proceed 

34. Assesses patient’s starting point: asks for patient’s prior knowledge early on 
when giving information, discovers extent of patient’s wish for information 

35. Asks patients what other information would be helpful e.g. aetiology, 
prognosis  

36. Gives explanation at appropriate times: avoids giving advice, information or 
reassurance prematurely 

Aiding accurate recall and understanding
37. Organises explanation: divides into discrete sections, develops a logical 
sequence 

38. Uses explicit categorisation or signposting (e.g. “There are three important 
things that I would like to discuss. 1st...” “Now, shall we move on to.”)  

39. Uses repetition and summarising to reinforce information 

40. Uses concise, easily understood language, avoids or explains jargon 

41. Uses visual methods of conveying information: diagrams, models, written 
information and instructions 

42. Checks patient’s understanding of information given (or plans made): e.g. by 
asking patient to restate in own words; clarifies as necessary  

Achieving a shared understanding: incorporating the patient’s perspective
43. Relates explanations to patient’s illness framework: to previously elicited 
ideas, concerns and expectations 

44. Provides opportunities and encourages patient to contribute: to ask 
questions, seek clarification or express doubts; responds appropriately  

45. Picks up verbal and non-verbal cues e.g. patient’s need to contribute 
information or ask questions, information overload, distress 

46. Elicits patient's beliefs, reactions and feelings re information given, terms 
used; acknowledges and addresses where necessary  

Planning: shared decision making
47. Shares own thinking as appropriate: ideas, thought processes, dilemmas 

48. Involves patient by making suggestions rather than directives 

49. Encourages patient to contribute their thoughts: ideas, suggestions and 
preferences 

50. Negotiates a mutually acceptable plan 

51. Offers choices: encourages patient to make choices and decisions to the level 
that they wish

52. Checks with patient if accepts plans, if concerns have been addressed 
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CLOSING THE SESSION  

Forward planning
53. Contracts with patient re next steps for patient and physician  

54. Safety nets, explaining possible unexpected outcomes, what to do if plan is 
not working, when and how to seek help 

Ensuring appropriate point of closure
55. Summarises session briefly and clarifies plan of care 

56. Final check that patient agrees and is comfortable with plan and asks if any 
corrections, questions or other items to discuss 

OPTIONS IN EXPLANATION AND PLANNING (includes content) 

IF discussing investigations and procedures
57. Provides clear information on procedures, eg, what patient might experience, 
how patient will be informed of results 

58. Relates procedures to treatment plan: value, purpose 

59. Encourages questions about and discussion of potential anxieties or negative 
outcomes 

IF discussing opinion and significance of problem
60. Offers opinion of what is going on and names if possible 

61. Reveals rationale for opinion 

62. Explains causation, seriousness, expected outcome, short and long term 
consequences 

63. Elicits patient’s beliefs, reactions, concerns re opinion 

IF negotiating mutual plan of action
64. Discusses options eg, no action, investigation, medication or surgery, non-drug 
treatments (physiotherapy, walking aides, fluids, counselling, preventive 
measures) 

65. Provides information on action or treatment offered 
name 
steps involved, how it works 
benefits and advantages 
possible side effects 

66. Obtains patient’s view of need for action, perceived benefits, barriers, 
motivation 

67. Accepts patient’s views, advocates alternative viewpoint as necessary 

68. Elicits patient’s reactions and concerns about plans and treatments including 
acceptability 

 69. Takes patient’s lifestyle, beliefs, cultural background and abilities into 
consideration 

70. Encourages patient to be involved in implementing plans, to take responsibility 
and be self-reliant 

71. Asks about patient support systems, discusses other support available 

References: 
Kurtz SM, Silverman JD, Draper J (1998) Teaching and Learning Communication 
Skills in Medicine. Radcliffe Medical Press (Oxford)
Silverman JD, Kurtz SM, Draper J (1998) Skills for Communicating with Patients. 
Radcliffe Medical Press (Oxford) 
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Revised UIC Communication and Interpersonal Skills Scale

Please choose the option that best describes how you feel toward the resident’s
communication skills. Some items also have a ‘not applicable’ option. Select this option 
when the context of the case does not allow you to observe that aspect of the resident’s 
performance.  
1. Friendly communication You did not greet me, or greeted me perfunctorily, or 

communicated with me rudely during the encounter.  

Your greeting and/or behavior during the encounter was 
generally polite but impersonal or distant.  

You greeted me warmly and communicated with me in a 
friendly, personal manner throughout the encounter.  

Your greeting and overall communication were friendly 
and compassionate. Your tone of voice was appropriate for 
the situation. Overall, you created an exceptionally warm and 
friendly environment that made me feel comfortable to tell 
you all of my problems.  

2. Respectful treatment You showed an obvious sign of disrespect during the 
encounter. You treated me as an inferior.  

You did not show disrespect to me. However, I observed 
some signs of condescending behavior. Although I believe it 
was unintentional, it made me feel that I was not at the same 
level with you.  

You gave several indications of respecting me. If there 
was a physical exam, this includes draping me appropriately. 

You were exceptionally respectful throughout the 
encounter. Your verbal and nonverbal communication 
showed respect for my privacy, my opinions, my rights, and 
my socioeconomic status.  

3. Listening to my story You rarely gave me any opportunity to tell my story or 
frequently interrupted me while I was talking, not allowing 
me to finish what I said. Sometimes I felt you were not 
paying attention (for example, you asked for information that 
I already provided).  

You let me tell my story without interruption, or only 
interrupted appropriately and respectfully. You seemed to pay 
attention to my story and responded to what I said 
appropriately.  

You allowed me to tell my story without interruption, 
responded appropriately to what I said, and asked thoughtful 
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questions to encourage me to tell more of my story. 

You were an exceptional listener. You encouraged me to 
tell my story and checked your understanding by restating 
important points.  

4. Honest communication You did not seem truthful and frank. I felt that there 
might be something that you were trying to hide from me.  

You did not seem to hide any critical information from 
me.  

You explained the facts of the situation without 
trivializing negative information or possibilities (e.g., side 
effects, complications, failure rates).  

You were exceptionally frank and honest. You fully 
explained the positive and negative aspects of my condition. 
You openly acknowledged your own lack of knowledge or 
uncertainty, and things you would have to consult with others. 
When appropriate, you also suggested I seek a second 
opinion.  

Not applicable. There was no information for the 
resident to provide.  

5. Interest in me as a person. You never showed interest in me as a person. You only 
focused on the disease or medical issue.  

In addition to talking about my medical issue, you spent 
some time getting to know me as a person.  

You spent some time exploring how my medical issue 
affects my personal or social life.  

You were exceptionally interested in me as a person. You 
not only explored how my medical problem affects my 
personal and social life, but also showed your willingness to 
help me address those challenges.  

6. Discussion of options/plans You did not explain any options or plans, you just told 
me what you would do without asking for my opinion.  

You explained options to me, but did not involve me in 
decision making. If you solicited my opinion, you just 
ignored it. You made all the decisions for me based on your 
medical opinion.  

You discussed options with me, made recommendations, 
solicited my opinion regarding the options/plans, and 
incorporated my opinion into your medical planning.  
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You not only solicited my input, but also explored the 
reasons for my choice and showed your understanding and 
respect for my decisions by negotiating a mutually agreeable 
plan.  

Not applicable. There were no decisions to be made in 
this case.  

7. Encouraging my questions You did not solicit questions, or frequently avoided my 
questions, or did not provide helpful answers.  

You sometimes asked if I had questions, but seldom 
waited at least 5 seconds to allow me to formulate questions. 
You addressed my questions briefly without avoiding them.  

You actively encouraged me to ask questions, paused to 
allow me to formulate them, and provided clear and sufficient 
answers to all of my questions.  

You actively encouraged me to ask questions several 
times during the encounter, with sufficient wait time. You 
spent significant time and effort to answer my questions 
clearly and confirmed that I understood the answer and that 
my concerns were addressed.  

8. Providing clear 
explanations You rarely explained things to me; you did not help me 

better understand my situation.  

You gave me only brief explanations of my situation; you 
did not help me understand what would happen next. 

You gave me a full and understandable explanation of my 
situation, pertinent findings, and important next steps.  

You gave me a full explanation of my situation, your 
thinking about it and your recommendation, and probed my 
understanding by letting me summarize pertinent information. 

Not applicable. There was nothing to be explained in this 
case.  

9. Physical examination  You never or rarely warned me about what you were 
going to do with my body. You also never or rarely explained 
what you found from the physical examination.  

You did not warn me about what you were going to do 
with my body, OR did not explain to me pertinent findings
(both negative and positive) from your physical examination. 

You told me what you were going to do to my body AND 
described what you found.  
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You helped me understand clearly what you were going 
to do to my body. You also provided clear explanation of 
what you found from the physical examination and the 
implications of your findings for my situation.  

Not applicable. There was no physical examination in 
this case.  

10. Appropriate vocabulary You used vocabulary that was too simple or too complex 
for me, or frequently used medical terms without explaining 
them to me. Sometimes I could not understand what you told 
me without asking for explanations of terms you used.  

Your vocabulary was generally appropriate but you 
sometimes inadvertently used medical terms without 
explaining them to me.  

Your vocabulary was appropriate and if needed you 
provided brief explanations of any medical terms you used 
without need for prompting.  

Your vocabulary was appropriate and you always 
provided clear and full explanation of relevant medical terms
you used. In addition, you helped me better my understanding
of my condition with the medical terms you explained to me. 

11. Sensitive subject matters 
(e.g., sexual history, 
tobacco/alcohol/drug use, 
religious/cultural issues, 
giving bad news, or difficult 
emotional states) 

You never warned me before approaching sensitive 
subject matters. You seemed judgmental and clearly 
expressed your disapproval of my positions or feelings, 
making me feel uncomfortable about discussing these 
subjects or feelings with you.  

You were careful and nonjudgmental in discussing 
sensitive subject matters. However, you did not express 
understanding of my feelings and did not provide much 
emotional support.  

You were sensitive about discussing difficult subjects and 
were respectful of my feelings. I never sensed that you were 
judgmental or disapproving of my positions or feelings on 
these subjects. You showed empathic understanding of my 
position or feelings and provided appropriate emotional 
support.  

You were unusually empathic, sensitive and respectful of 
me and of my feelings and provided exceptional emotional 
support. In addition, you verbally reflected these back to me
(e.g., “You sound sad”) to show your understanding.  

Not applicable. There were no sensitive subject matters 
in this case.  
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12. Receptiveness to feedback You did not seem open to my feedback about your 
performance. You responded defensively or dismissively to 
many of my comments.  

You listened to my feedback agreeably but passively. 
You did not actively participate during the feedback session.  

You were able to describe some of your own effective 
and ineffective behaviors, were attentive to my comments, 
and had an open discussion with me about alternative 
behaviors.  

You actively solicited additional feedback and showed 
signs of integrating my feedback into your behavioral 
repertoire. For example, you tried to role-play the 
communication techniques I suggested.  

Not applicable. I provided no feedback.  
13. Do I want to see you again 
as my personal physician?  I did not feel comfortable in communicating with you at 

all. I would rather see a different physician.  

I think you were okay in general and might come see you 
again.  

I was impressed by the way you communicated with me. 
I would like to see you again.  

I was very impressed with you. I think you are one of the 
best physicians I have ever seen. I would feel very 
comfortable discussing any medical problems with you, and 
would recommend you to my friends.  
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  
    
    
   
   
   

         

   

     

    

 

   

    

  

 

  

   

   

 



  

    

  





   

   

   

   

  

 

  




      

      

      

      
      

  

     

     



   

       

   

        

      

       
       

       

       

       

     
       

        

     

     

      

           

          
          

         

       

          

          

      
       

      

      

      

       

   


      
       
   
     
     
    
     
    
     
        
       
     
    
     

     

      

     

       

     
      

       

    



      

        
      

    

       

       

        

      
   

     

      

     

       

            

  


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      
       
   

      
      
     
      
         
      

        
         
      
      
       
     

        
      
       
      
        
       
     
      
       
      
      
     

         

       
      
          
     
      
        
          
        
    
       
      
       
      
      
          
       
     
       
        
     
       
        
        
       
        
      
       
       
     

    
       
      

       
     
       
         
        
      
         
          
      
     
         

      
      
         
       
        
     
     
         
       
       
      
       
       
         
        
        
     
        
      
 
         

      
           
        
        
        
       

         

         
         
      
     
  

         
      
       
      
       
       
        


         
     

            

 


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      
      
        
      
        


         
     
         
     
       
    

          
     
        
         
      
        
       
      
       

        
     
     



       
       
         
        
      
         
         
      
        
       
       
       
      
       
     
      
        
         
      
       
       
      
        
       
      
        
         
        
        
        

        
       
       
         

   
       
      
           
           
         
    
  
 
 
        

         
          
         
      
         
           
        
             
          
     

 
        
     
      
      
            
       
       
       
      
      
        
     
      
        
        
       
        
    
      

         
        
         
       
        
        
         
       
   

            

 


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 
          
         
        
      
       
         
          
        
         
        
          
         
        
    

         
      
       
      
           
         
         
         
        
          
          
         
        
      
       
        
         
        
       
       
         
 

        

      
     
    
       

 
       
         

        
        
       
        
        
      
      
         
   

        
      
        
      
        
       
   

        
  
       
        
       
        
         
        
      
  

          

       
          
        
        
        
    
       

     
    
     

       
        
      
         
         
      
 
      


        
        
       

      

          
   
        
        
        
         
         
        
         
       
      

            

 


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       
       
        
     
      

          
           
         
           
 

        
     

        
        
           
        
          
       
      
       
      
          
        
         

        
        
         
        
       
        
          
         
       
      
       
         
        


        
  
        
          
           
        
       
       
          
     

   
   
    
     
   
     
   
     
    

                    




         

       
             
          

            

 


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          

       
         
         
       
      
         



       
      
      
       
        
        
       
     
     
       
      
     
        
    

       
    
      
     
      
       
     
       

       
         
      
       
    
     
      
         
         
       
        
       
      
       
        
  
        

           
         
        
         
       
        
          
      
        
        
       
       
      

       
       
  


 

 
 

 
  
 

        
        
        
        
        
        
        
        
        
        

        
    

       
  

    

 
     
     
    
     
    

    

          
        
     

            

 


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        
     
        
      
     
       
      
         
      
       
     
      
        
          
       
       

        
      
       
        
         
         
        
     
      

       
       
         
         
       
          
         
         
     
       
       
       
     
        

        
        
        
        
        
        
         
        
      
         

       
        
        
         
         
 
       

     
       

      
      


        
       
       
         
         
        
         
       
      
         
       
       
        

 
        

 
         
       
        

         

           

         

  

         

          

          

            

            

            

           

          

            

           

         

      

           

     

  

        

        

       

           

         

           

         

            




          

     
         

     
          

     

            

 





128

17 - 19 Oct 2018Teaching doctor-patient communication

ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978

           
    

       
           


           
       
     

        
       
 

        
   

         
      
   

          
     

       
     

         
       
          
 

       
       
    

       
        


          
        

         
 

           
      
       


           
    

            
      
   

         
        
  

       
         

       


          
         
      

           
       
      

          
          
     

            
          
       

       
     

              
         
 

           
 

         
        
  

       
        
   

        


           
        
      

          
      
    

             
       
    

             
       
       

          
      
        


            
       
       

            

 


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The reliability of a modified Kalamazoo Consensus Statement Checklist
for assessing the communication skills of multidisciplinary clinicians
in the simulated environment
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1. Introduction

Sound interpersonal and communication skills are critical to
the provision of quality healthcare. Effective communication with
patients, families and physicians has been shown to enhance
coping, mitigate grief, improve adherence to treatment, alter
perceptions of care and reduce medical errors and litigation [1–6].
The National Board of Medical Examiners (NBME), Association of
American Medical Colleges (AAMC), Institute of Medicine, and
Accreditation Council on Graduate Medical Education (ACGME)

have suitably placed a priority on the teaching and assessment of
interpersonal and communication skills in undergraduate and
graduate medical education [6–10]. Consequently, in the United
States, achieving competency in communication has become a
factor for promotion, graduation and licensure [7–9]. Teaching and
assessing communication skills remains a complex and historically
under-represented component of medical education [10,11].
Fortunately, increased awareness of the importance of communi-
cation and relationships in healthcare, and more emphasis on the
importance of communication skills training in medical education,
has led to an ever growing body of literature regarding the teaching
and assessing of communication skills available to educators
[10,12–17]. This article reports on the psychometric properties of
an assessment tool which was derived from The Kalamazoo
Consensus Statement [18], an exemplar in the field of medical
communication research, education and assessment.
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A B S T R A C T

Objective: With increased recognition of the importance of sound communication skills and

communication skills education, reliable assessment tools are essential. This study reports on the

psychometric properties of an assessment tool based on the Kalamazoo Consensus Statement Essential

Elements Communication Checklist.

Methods: The Gap-Kalamazoo Communication Skills Assessment Form (GKCSAF), a modified version of

an existing communication skills assessment tool, the Kalamazoo Essential Elements Communication

Checklist-Adapted, was used to assess learners in a multidisciplinary, simulation-based communication

skills educational program using multiple raters. 118 simulated conversations were available for

analysis. Internal consistency and inter-rater reliability were determined by calculating a Cronbach’s

alpha score and intra-class correlation coefficients (ICC), respectively.

Results: The GKCSAF demonstrated high internal consistency with a Cronbach’s alpha score of 0.844

(faculty raters) and 0.880 (peer observer raters), and high inter-rater reliability with an ICC of 0.830

(faculty raters) and 0.89 (peer observer raters).

Conclusion: The Gap-Kalamazoo Communication Skills Assessment Form is a reliable method of

assessing the communication skills of multidisciplinary learners using multi-rater methods within the

learning environment.

Practice implications: The Gap-Kalamazoo Communication Skills Assessment Form can be used by

educational programs that wish to implement a reliable assessment and feedback system for a variety of

learners.
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The Kalamazoo Consensus Statement was developed in 1999 by
21 North American leaders from the fields of medical education
and communication [18]. Their intent was to delineate a list of
elements essential to physician–patient communication for the
purpose of facilitating the development, implementation and
evaluation of communication curricula [18]. The result was a list of
seven ‘‘essential elements,’’ or communication tasks, that define
effective physician–patient communication. This consensus state-
ment has since served as a framework for the development of
numerous educational programs [10,15,19–23].

In subsequent years the same group met to create the
Kalamazoo Essential Elements Communication Checklist (KEECC),
an assessment tool for the purpose of rating learners’ competency
across the seven essential elements of the Kalamazoo Consensus
Statement [10]. The essential elements, or competencies (Builds
the Relationship, Opens the Discussion, Gathers Information,
Understands the Patient’s and Family’s Perspective, Shares
Information, Reaches Agreement, and Provides Closure), are rated
using a categorical 4-option scale across 24 sub-competencies. This
tool has applicability to all levels of training and various settings
[10]. Two additional iterations of the KEECC, the Kalamazoo
Essential Elements Communication Checklist-Adapted (KEECC-A)
[10] and the Gap-Kalamazoo Communication Skills Assessment
Form (GKCSAF) [10] have been published. The GKCSAF has been
adapted for multi-rater use, a powerful method for assessing
communication skills that enhances self-insight [11,24]. In
combination, these three tools have been used in undergraduate
and graduate medical education and healthcare education
programs nationally and internationally [10,11,24,25].

Simulation, either through the use of role-play or standardized
patients, is an increasingly common and effective educational
modality for use in communication skills education [3,13,15]. With
the growth of simulation-based training comes the need for
reliable assessment tools for use in the simulated environment.
While psychometric data exists regarding the KEECC [9], KEECC-A
[25] and GKCSAF [11], to our knowledge no study has evaluated
inter-rater reliability among the communication elements of the
Kalamazoo Tools, nor has there been a psychometric analysis for a
multidisciplinary field of learners in the simulated environment.

The objective of this paper, therefore, is to build on the work of
previous studies, by reporting the internal consistency and inter-
rater reliability of the GKCSAF when used for multi-rater
assessment of multi-disciplinary learners in a simulation-based
communication skills education program.

2. Methods

2.1. Tool development

Three assessment tools based on the Kalamazoo Consensus
Statement have been published [10]. The original tool, the KEECC,
rated learners categorically (i.e., done well, needs improvement, not
done, notapplicable) on seven competenciesand 24 sub-competencies
[10,18]. Rider and colleagues at Harvard Medical School adapted the
KEECC by adding a 5-point Likert scale (1 = poor to 5 = excellent) [10].
This adapted version, the KEECC-A, allows for evaluation of the seven
Kalamazoo Essential Elements on a global ratings scale and the 24 sub-
competencies function as a rubric for this checklist [10]. The Likert
scale can also be used to rate each competency and sub-competency.
Calhoun, Rider and colleagues modified the KEECC-A to include two
more communications elements, Demonstrates Empathy and Com-
munications Accurate Information, creating the GKCSAF [10,24]. This
latest Kalamazoo Consensus Statement instrument was also modified
for use by multiple raters (modeled after 3608 assessment tools) and
includes a section for gap analysis [24]. Gap analysis is a novel
application of multi-rater feedback that consists of comparing rating
scores from different groups of raters, for example faculty or peer
observers, with self-score of the participant or participant team [11].
This comparison of scores has been shown to enhance learner self-
insight [11]. The GKCSAF contains Likert-scale, forced-choice,  and free-
text fields, enabling it to provide absolute and relative scores for each
aspect of communication and specific comments regarding strengths
and areas needing improvement. A similar version of the instrument
was created for simulated patients/families using language that was
assessed by Microsoft Word as suitable for a reader at the United States
6th grade reading level, which roughly translates to a reading level
appropriate for a 10–12 year old (Table 1).

Table 1
Description of the Kalamazoo Consensus Statement assessment instruments.a

Kalamazoo instrument Data type Instrument description Psychometric studies

Kalamazoo Essential Elements

Communication Checklist

Categorical ratings:

Done well

Needs improvement

Not done

Not applicable

Includes the Kalamazoo Consensus

Statement 7 core communication

competencies and

24 sub-competencies

Schirmer JM, Mauksch L, Lang F,

Marvel MK, Zoppi K, Epstein RM,

Brock D, Pryzbylski M. Assessing

communication competence: a

review of current tools. Fam Med

2005;37:184–92

Kalamazoo Essential Elements

Communication

Checklist-Adaptedb

5-point Likert scale:

1 = poor to 5 = excellent

Global ratings on the 7 core competencies

Second version with ratings on 7 core and

24 sub-competencies

Joyce BL, Steenbergh T, Scher E.

Use of the Kalamazoo Essential

Elements Communication Checklist

(Adapted) in an institutional

interpersonal and communication

skills curriculum. J Grad Med Educ

2010;2:165–9

Gap–Kalamazoo Communication

Skills Assessment Form

Likert-scales, forced-choice

and free-text fields to provide

absolute and relative scores for

each competency; and specific

comments on strengths and

areas needing improvement

Global ratings on the 7 core competencies

and 2 additional competencies:

Demonstrates Empathy, and Communicates

Accurate Information

Versions:

� Clinician/Faculty (also used by Peer Facilitators)

� Self-assessment

� Patient/Family (6th grade reading level)

Calhoun AW, Rider EA, Meyer EC,

Lamiani G, Truog RD. Assessment

of communication skills and

self-appraisal in the simulated

environment: feasibility of

multi-rater feedback with gap

analysis. Simul Healthc

2009;4:22–9

a The instruments are published in: Rider EA, Nawotniak RH. A practical guide to teaching and assessing the ACGME core competencies, 2nd ed. Marblehead, MA: HCPro

Inc.; 2010.
b To preserve research integrity, we recommend using the authentic versions of the Kalamazoo instruments. The version of the GKCSAF used in this study is included as an

Appendix with this article.
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2.2. Tool implementation

The GKCSAF has been used for four years to assess
communication competencies of participants  in the Program
for the Approach the Complex Encounters (PACE). PACE is a
simulation-based curriculum at the University of Louisville
School of Medicine developed to enhance the skills of multidis-
ciplinary healthcare professionals in navigating challenging
communication situations [15]. PACE relies on the Kalamazoo
Consensus Statement competencies as a framework for commu-
nication skills education. During a PACE session, after a brief
discussion of communication strategies, resident/nurse (or rarely
resident/chaplain) clinician teams embark on a simulated
conversation with a patient family portrayed by standardized
patients (SP). Clinician teams always consist of one physician and
one allied health professional, however, determination of which
participants simulate which conversation are left up to the
participants themselves. PACE sessions are typically attended by
two to three faculty members who help guide post-simulation
feedback and discussion. Each simulated conversation is rated by
PACE faculty members, standardized patients, peer-observers
and the participants  themselves in a 3608 fashion using the
GKCSAF.

2.3. Tool training

Faculty, peer observers, standardized patients and partici-
pants were not trained specifically on the use of the GKCSAF
prior to this study. This was done intentionally as many
assessment tools have been validated by studies in which raters
were formally trained on the use of the tool in question.
Extensive training, however, is not always possible given the
issues of lack of free time that chronically plague busy clinical
faculty, residents with duty-hours restrictions and hospital staff
carrying full-time work schedules. Thus, we wanted to assess
the psychometric properties of the GKCSAF in an environment
that most closely reflects how we anticipate this tool will be
used.

2.4. Scoring

The GKCSAF is composed of nine essential communication
elements rated on a 5-point Likert Scale (1 = Poor, 2 = Fair,
3 = Good, 4 = Very good, 5 = Excellent). In the PACE sessions, four
versions of the Gap-Kalamazoo Tool are generated for each
simulated conversation, generated by the four groups of raters:
a self-assessment, faculty assessment, peer observer assessment
and standardized patient (SP) assessment. Competency-specific
overall scores are calculated by averaging individual scores for
each competency. Learners are provided a written feedback form
following their PACE session, detailing cumulative assessment
scores from all raters across all communication elements.

2.5. Statistical analysis

For the purpose of statistical analysis, faculty and peer observer
ratings were used. The unit of analysis was the clinician team. To
assess internal consistency, a Cronbach’s alpha score was calculated
for simulated conversations to provide an overall alpha for faculty
and peer ratings, respectively. These groups were chosen due to the
relatively consistent number of raters across all sessions, allowing
for more consistent statistical assessment. In addition to this, we
calculated a separate Cronbach’s alpha for each faculty rater across
all sessions and averaged these values to generate an additional
Cronbach’s alpha. This was done to assure the accuracy of the initial
score, given the possibility of intra-session correlations in rating that
could artificially elevate the statistic. As the same peer observers did
not rate every conversation within a PACE session, we were unable
to perform a separate Cronbach’s alpha for peer observers in the
same manner. Inter-rater reliability was analyzed using intra-class
correlation coefficients (two-way random, consistency measures)
(ICC). This statistic was calculated for all simulated conversations in
which 3 faculty members or peer observers provided ratings. ICC’s
were calculated for each communication element and for the overall
average score of each tool. Cronbach’s alpha scores and ICCs are
reported for faculty and peer observers separately. Statistics were
calculated using SPSS ver 21.

Fig. 1. Intra-class correlation coefficient scores for communication domains of the Gap-Kalamazoo Communication Skills Assessment Form for faculty and peer observers.

E.B. Peterson et al. / Patient Education and Counseling 96 (2014) 411–418 413
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3. Results

3.1. Subjects

Since its inception in 2009, PACE has simulated 118 conversa-
tions for 173 participants. Participants include medical residents
2–4 years after receiving their M.D. degree (categorical pediatric
and combined pediatric/internal medicine residents, N = 108),
nurses (bedside nurses, nursing administrators and nursing
students, N = 63) and hospital chaplains (N = 2). Of those con-
versations, 44 had 3 faculty raters and 25 had 3 peer observer
raters rendering them eligible for analysis by ICC.

3.2. Tool internal consistency

There were 118 faculty rated conversations and 72 peer observer
rated conversations from which to calculate a Cronbach’s alpha. The
Gap-Kalamazoo tool demonstrated an overall Cronbach’s Alpha of
0.844 for faculty and 0.880 for peer observers. Faculty rater-specific
Cronbach’s alpha scores were 0.837 (N = 106 of conversations used
for calculation), 0.818 (N = 104) and 0.90 (N = 61), respectively. The
overall average of the faculty rater sub-alpha scores was 0.852.

3.3. Tool reliability

Faculty ICC scores ranged from 0.527 to 0.800 for each domain of
communication. Among faculty, the lowest ICC’s were noted for the
elements of Communicates Accurate Information and Shares Infor-
mation (0.527 and 0.563, respectively), while the elements with the
highest ICC’s were Opens the Discussion and Gathers Information
(0.800 and 0.770, respectively). The overall ICC was 0.830.

Peer observer ICC scores ranged from 0.626 to 0.887 for each
domain of communication. Among peer observers, only one
communication domain, Provides Closure, scored <0.7. Five
elements had ICCs >0.8. The overall ICC was 0.890 (Fig. 1).

4. Discussion and conclusion

4.1. Discussion

The three published assessment tools developed from the
Kalamazoo Consensus Statement (Table 1) are valuable resources
for communication skills education [10]. Psychometric analysis of
these tools strengthens their applicability across a variety of learning
environments. A 2005 analysis of the psychometric properties of the
KEECC demonstrated a Cronbach’s alpha of 0.88 [9]. Previously
published psychometric data analysis of the KEECC-A reported good
internal consistency for a cumulative communications rating when
used to evaluate medical residents during a simulated clinical
encounter [25]. Good internal consistency has been previously
published for the Gap-Kalamazoo Tool but was based on a small
sample size of only seven learners [11]. To our knowledge no study
has evaluated inter-rater reliability among the communication
elements of the Kalamazoo Tools, nor has there been a psychometric
analysis for a multidisciplinary field of learners. This latter
consideration is of special importance, as the GKCSAF was
specifically designed for a multidisciplinary, multi-rater assessment.

We designed the PACE curriculum to include multi-rater
feedback. Multi-rater feedback is a holistic approach to evaluation
particularly suited to communication skills training that places the
learner at the center of multiple relationships including peers,
patients/families and faculty [11]. By encompassing the feedback of
patients/families and multi-disciplinary clinician peers, real-world
validity is enhanced and more comprehensive feedback can be
generated for learners [11]. Likewise, the GKCSAF is designed for
multi-rater use, therefore, we chose to assess the internal

consistency and inter-rater reliability for both faculty and peer
observer ratings. However, we did not generate a combined ICC
value that included both groups. This was done deliberately because
we expect that perceptions of skill will differ among the groups of
raters. This is due to the nature of multi-rater feedback, which
postulates differences in the perspective and hence content of
feedback provided between disciplinary groups. If this were not
case, multi-rater feedback would be unnecessary as all perceptions
of skill will be the same. In support of this view, participants receive
written feedback that encompasses the ratings and comments from
all groups of raters, and a global general score is not provided.

4.1.1. Internal consistency

The GKCSAF demonstrates good internal consistency with a
Cronbach’s alpha of 0.844 and 0.880 for faculty (N = 118) and peer
observer ratings (N = 75), respectively. These scores are consistent
with previously published data for earlier versions of the tool.
Knowing that calculating an overall alpha carried the risk of bias,
due to a potential of clustering scores for a given conversation, we
calculated a sub-alpha score per randomly assigned faculty rater to
ensure the overall alpha was not falsely elevated. Finding an
average sub-alpha similar to the overall alpha lends credibility to
the internal consistency and lessens the concern about potential
bias within a conversation. As mentioned above, we were unable to
perform such a sub-analysis for peer observer ratings, as peer
observers changed with every given conversation and hence could
not be separated in the same manner as faculty. The strength of this
study is the number of conversations analyzed, at 118 for faculty,
and 72 for peer observer, which is much higher than previously
reported psychometric data regarding the Gap-Kalamazoo tool.

4.1.2. Inter-rater reliability

For the purposes of assessing inter-rater reliability, we chose to
use conversations that had 3 raters for statistical reasons. This
limited our data set to 44 faculty-rated conversations and 25 peer-
observer-rated conversations.

The ICC scores for faculty ratings across the nine communication
elements assessed in the Gap-Kalamazoo tool ranged from 0.527 to
0.800 but demonstrated high inter-rater reliability with an overall
ICC 0.830. Specifically, Communicates Accurate Information and
Shares Information had relatively low ICCs of 0.527 and 0.563,
respectively, Demonstrates Empathy, Provides Closure and Under-
stands the Patient’s and Family’s Perspective had acceptable ICCs
between 0.6 and 0.7, while the remaining four elements of Builds a
Relationship, Opens the Discussion, Gathers Information, Reaches
Agreement had good ICCs of �0.7. It was of interest to us that certain
elements of the communication checklist demonstrated higher
inter-rater reliability than others. Particularly, the elements of
Communicates Accurate Information and Shares Information
showed the poorest inter-rater reliability. While we feel that
Communicates Accurate Information and Shares Information are
two important and distinct communication tasks, the lower ICCs for
these two elements could represent a higher subjectivity for these
elements or even a perceived redundancy or confusion regarding the
essence of these tasks. This could represent a need for clarifying
language within the evaluative rubric as to the true conceptual
content of these elements. Of note, the overall average scores of the
communication encounter demonstrated higher reliability among
raters than any individual domain, conceivably indicating that
general impressions of overall communication skill are preserved
with the Gap-Kalamazoo tool. Hence, even if individual elements
lacked agreement, there was consensus regarding the clinician
teams’ overall performance during the simulated conversation.

The ICC scores for peer observer ratings across the nine
communication elements assessed in the Gap-Kalamazoo tool
ranged from 0.626 to 0.887 with an overall inter-rater reliability of

E.B. Peterson et al. / Patient Education and Counseling 96 (2014) 411–418414
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0.890. One communication domain, Provides Closure, demonstrat-
ed acceptable inter-rater reliability with an ICC of 0.626. Three
domains, Opens the Discussion, Reaches Agreement and Commu-
nicates Accurate Information had ICCs in the good range of �0.7
while the remaining five elements displayed excellent inter-rater
reliability with ICCs �0.8. Parallel to faculty ratings, the overall
rating of the communication encounter demonstrated a higher ICC
than any individual domain at 0.890, again suggesting that overall
ratings of skill may be preserved among raters even if perceptions
of skill for individual communication tasks differ.

In general, higher inter-rater reliability was demonstrated
among peer observers than faculty raters. We can think of several
reasons why this might exist. First, it is possible that peer observer
scores tend to cluster in one direction. We also wondered whether
peer observers might cluster scores in a more generally favorable
manner. To test the theory that peer observers might perceive
overall communication skills as better than faculty raters, we
compared the average ratings among peer observer and faculty
raters and found they did not differ significantly (3.93 vs. 3.98, p-
value 0.54 by Mann–Whitney U). Second, peer observers were
unfamiliar with the GKCSAF prior to completing the assessment
tool and this could have led to differences in perception of the
communication elements, as opposed to faculty who had prior
experience with the tool.

4.1.3. Limitations

While we feel this study shows the Gap-Kalamazoo tool a useful
and reliable instrument for assessing learners participating in a
communication skills curriculum, there are several limitations that
bear discussion.

First, generalizability theory is an alternative method to assess
the reliability of assessment tools and is felt to be superior to more
traditional means of determining reliability as it can detect
multiple sources of error [26]. A generalizability study, had we
been able to perform it, would have yielded more information than
our current approach. Unfortunately, the structure of our dataset
rendered a generalizability study impossible.

Second, this tool is intended for use by multiple raters but we
were unable to analyze reliability within all groups of raters.
Although ratings are obtained from the four groups, faculty, peer
observers, standardized patients and self/participants, we only had
sufficient data to analyze faculty and peer observers. To calculate
inter-rater reliability we chose to use conversations that were
rated by three individuals. Unfortunately, we had no conversations
in which more than two standardized patients or participants
(‘‘self-scores’’) rated a conversation so we were unable to assess
the psychometric properties within these groups of raters. A study
in which reliability was analyzed with all groups of raters would
certainly be a stronger study but we did not have the data to
perform such an analysis. We still feel the tool demonstrated
reasonable reliability within the two groups of raters mentioned
above, supporting its’ use in a multi-rater fashion. Additionally,
due to the variability in peer observer ratings, we were unable to
perform a ‘‘sub-alpha’’ to confirm the accuracy of the Cronbach’s
alpha score for peer observer ratings as we were for faculty ratings.
It is possible, then, that the reported Cronbach’s alpha score of
0.880 for peer observer ratings is falsely elevated.

Third, other than the theories briefly mentioned above, it is
unclear to us why some elements of the tool performed well while
others showed generally poor inter-rater reliability, particularly
among faculty members. Unfortunately, we have not had the
opportunity to discuss the use of the tool among faculty raters, as
doing so may elucidate why it was easier to reach agreement
among certain elements than others.

Last, and most important, a significant limitation of this study is
the fact that post-simulation debriefing occurred prior to

completion of the assessment tool. Results regarding inter-rater
reliability should be viewed with caution, knowing that post-
simulation discussion likely led to some normalization of the data.
The order of debriefing in relation to tool completion was a
conscious decision from the outset of curriculum development in
an effort to create and preserve a learning atmosphere. Simulating
complicated, emotionally charged conversations while being
viewed by others is a vulnerable position for learners, and we
strive to create a safe learning environment that promotes an
atmosphere of self-discovery. The GKCSAF takes approximately
10–15 min to complete, time we felt, would create a disruption of
the learning environment and place an unwanted emphasis on
evaluation and assessment for our learners. We designed the
curriculum not for the purposes of validating the assessment tool
but with the goal of creating an effective communication skills
curriculum. In doing so, we placed a higher priority on the learning
environment than the rigors of the study presented here. We
realize that this was a judgment call and whether or not
completing the assessment prior to debriefing would affect
learners as we purport remains to be seen. We do contend that
holding the debriefing prior to completing the assessment took led
to less normalization of the data than one might think due to the
nature of the debriefing session. The debriefing component of this
curriculum relies heavily on participant self-directed learning and
discovery using recorded simulations for playback and review.
Feedback and discussion is directed using frame-by-frame analysis
of the conversations, led by the self-insights of the participants and
observers. Participants and peer observers are unfamiliar with the
GKCSAF. There is no mention of, or reference to, the Kalamazoo
Essential Elements framework during the discussion. To summa-
rize, the possibility exists that influence on raters from the
debriefing session led to inflation of the inter-rater reliability of the
GKCSAF. Given that the environment in which we use the tool is
similar to how it will likely be used in practice, we still feel the
GKCSAF is a useful tool, viewed within the constraints mentioned
above.

4.2. Conclusions

The importance of developing sound communication skills
among healthcare professionals and the greater emphasis on
communication skills education in undergraduate and graduate
medical education makes reliable assessment methodologies
essential. The Gap–Kalamazoo Communication Skills Assessment
Form is linked to an accepted theoretic framework, builds on
studies utilizing earlier versions of the Kalamazoo assessment
tools, and has been demonstrated to have good psychometric
reliability, and therefore begins to meet this important need.
Further research exploring the inter-rater reliability among all
groups of raters, completion of the assessment tool prior to
debriefing, and use of generalizability theory would further define
the usefulness of this tool.

4.3. Practice implications

Despite the limitations mentioned above, the Gap-Kalamazoo
Communication Skills Assessment Form can be used by educa-
tional programs that wish to implement a reliable assessment and
feedback system for a variety of multidisciplinary learners.

Note: A different tool with different contents, but also titled the
Kalamazoo Essential Elements Communication Checklist-Adapted,
is found on the Internet. To preserve research integrity, we
recommend using the authentic, copyrighted, validated version.
Questions regarding use of the GKCSAF tool can be directed to
aaron.calhoun@louisville.edu or elizabeth_rider@hms.harvard.edu
(member, Kalamazoo Consensus Statement group).
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Abstract The investigators used evidence based on response processes to evaluate and

improve the validity of scores on the Patient-Centered Communication and Interpersonal

Skills (CIS) Scale for the assessment of residents’ communication competence. The

investigators retrospectively analyzed the communication skills ratings of 68 residents at

the University of Illinois at Chicago (UIC). Each resident encountered six standardized

patients (SPs) portraying six cases. SPs rated the performance of each resident using the

CIS Scale—an 18-item rating instrument asking for level of agreement on a 5-category

scale. A many-faceted Rasch measurement model was used to determine how effectively

each item and scale on the rating instrument performed. The analyses revealed that items

were too easy for the residents. The SPs underutilized the lowest rating category, making

the scale function as a 4-category rating scale. Some SPs were inconsistent when assigning

ratings in the middle categories. The investigators modified the rating instrument based on

the findings, creating the Revised UIC Communication and Interpersonal Skills (RUCIS)

Scale—a 13-item rating instrument that employs a 4-category behaviorally anchored rating

scale for each item. The investigators implemented the RUCIS Scale in a subsequent

communication skills OSCE for 85 residents. The analyses revealed that the RUCIS Scale

functioned more effectively than the CIS Scale in several respects (e.g., a more uniform

distribution of ratings across categories, and better fit of the items to the measurement

model). However, SPs still rarely assigned ratings in the lowest rating category of each

scale.
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Introduction

Communication and interpersonal skills are one of the six core competencies for which

residency programs have to demonstrate training outcomes (Accreditation Council for

Graduate Medical Education 1999). An assessment of residents’ communication skills

that can provide valid inferences about their ability to exchange information and ally

with patients requires an observed interaction with patients. The Accreditation Council

for Graduate Medical Education (ACGME) and the American Board of Medical Spe-

cialties (ABMS) recommend using an assessment format that asks residents to interact

with standardized patients (SPs) in an Objective Structured Clinical Examination (OSCE)

as the most desirable approach for communication skills assessment (Bashook and Swing

2000).

The rating instrument that a standardized patient uses to record his/her observations of a

resident’s performance during a communication skills OSCE plays a critical role in pro-

viding valid inferences from an assessment. A rating instrument not only guides the

observation but also dictates the scoring of the performance of individual residents. Several

rating instruments for the assessment of medical communication skills by SPs in OSCE

settings have been developed and validated, including the Interpersonal and Communi-

cation Skills Checklist (Cohen et al. 1996), the Interpersonal Skills Rating Form (Schnabl

et al. 1991), the Arizona Clinical Interview Rating Scale (Stillman et al. 1976, 1986), the

Brown University Interpersonal Skill Evaluation (Burchard and Rowland-Morin 1990), the

SEGUE Framework (Makoul 2001), the Liverpool Communication Skills Assessment

Scale (LCSAS) (Humphris 2002; Humphris and Kaney 2001), and the Patient-Centered

Communication and Interpersonal Skills (CIS) Scale (Yudkowsky et al. 2004, 2006).

Despite the many available rating instruments for communication skills assessment in

OSCE settings, choosing an appropriate instrument to score residents’ performance in a

communication skills OSCE is not an easy task. Validity evidence that supports the use of

scores obtained from these rating instruments is quite limited. Researchers conducting

validity studies of these instruments have focused mainly on reporting internal consistency

reliability, inter-rater reliability, and correlations of scores with measures of other vari-

ables. According to the Standards for Educational and Psychological Testing (American

Educational Research Association et al. 1999), such validity research only provides evi-

dence based on internal structure and relations to other variables, leaving out evidence

based on test content, response processes, and consequences.

In this study, we evaluated validity evidence related to the use of one of the existing

communication skills OSCE rating instruments—the Patient-Centered Communication and

Interpersonal Skills (CIS) Scale. We focused on evidence based on response processes, a

source of validity evidence that test score users often overlook. In the context of a com-

munication skills OSCE, the validity evidence based on response processes refers to the

evaluation of the extent to which the SPs apply rating criteria to rate the residents’ per-

formance in a manner that is consistent with the intended interpretation and uses of scores

(American Educational Research Association et al. 1999).

There are several approaches that researchers can use to gather validity evidence based

on response processes. Researchers can collect some pieces of evidence before the OSCE
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administration (e.g., documenting the rating criteria and the processes for selecting,

training, and qualifying SPs). Researchers can collect other pieces of evidence at the time a

SP rates the performance (e.g., engaging SPs in verbal think-aloud during the rating

process, thus allowing researchers to know what SPs are thinking while deciding what

rating they will assign (Heller et al. 1998)). The focus of this study was on gathering

validity evidence related to response processes after an OSCE administration (i.e., when all

the ratings were available to us). That is, we carried out a psychometric analysis of ratings

to investigate to what extent the OSCE ratings were consistent with the intended uses of the

scores. OSCE ratings are the result of the interaction between residents, cases, items (and

their rating scales), and SPs. A comprehensive validity study of response processes for an

OSCE would require close examination of responses related to all these components of an

OSCE. In this study, we limited the scope of our analyses to response processes related to

items and scales on the rating instrument. That is, we investigated the extent to which SPs

used the rating instrument to rate the residents’ performance in a way that was consistent

with the intended uses of the scores.

This study looked at the use of the CIS Scale in the scoring of internal medicine

residents’ performance in communication skills OSCEs carried out at the University of

Illinois at Chicago (UIC). The purposes of our study were (1) to evaluate the effectiveness

of the CIS Scale in scoring the residents’ performance in the communication skills OSCE,

(2) to use the findings obtained from the analysis to determine whether the rating instru-

ment needed to be revised to improve its effectiveness, (3) to use the results from the

analysis to guide the instrument revision process, and (4) to compare the original CIS Scale

to the modified rating instrument to determine whether the modifications helped improve

the scale’s functioning, thus in effect enhancing the validity of the inferences made from

scores on the communication skills OSCE. In the course of evaluating the effectiveness of

these two rating instruments, we demonstrate how researchers can analyze OSCE rating

data to provide validity evidence related to response processes.

Method

Research design

We carried out the study in two phases. The first phase was a retrospective analysis of the

communication skills OSCE ratings for internal medicine residents obtained in 2003, in

which SPs used the CIS scale to rate the performance of residents. We identified certain

items and scales on that rating instrument that did not function effectively and revised the

rating instrument to address those weaknesses. We piloted the revised instrument with a

small group of SP trainers and medical faculty members and then further revised the

instrument based on the comments obtained from the pilot study. This led to a development

of a revised rating instrument for communication skills assessment called the Revised UIC

Communication and Interpersonal Skills (RUCIS) scale.

In the second phase of the study, we implemented the RUCIS scale in the 2007 com-

munication skills OSCE for internal medicine residents. We carried out an analysis to

evaluate the effectiveness of the revised rating instrument in order to determine whether

the instrument modifications helped improve the effectiveness of the instrument. Both the

2003 and 2007 communication skills OSCEs were mandatory formative assessments

conducted as part of the standard curriculum of the residency program.
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Participants

Participants in the 2003 communication skills OSCE included 68 internal medicine resi-

dents (51% PGY-2 and 49% PGY-3; 66% male and 34% female) and 8 SPs (38% male and

62% female). Participants in the 2007 communication skills OSCE included 85 internal

medicine residents (54% PGY-1 and 46% PGY-2; 47% male and 53% female) and 17 SPs

(29% male and 71% female).

Rating instruments

The CIS Scale, which SPs used to rate the performance of residents in the 2003 com-

munication skills OSCE, is an 18-item rating instrument. Each item asks SPs to provide an

agreement rating using a 5-category rating scale, in which 1 corresponds to ‘‘strongly

disagree’’ and 5 corresponds to ‘‘strongly agree.’’ Since all items are statements of

desirable communication behaviors, higher ratings indicate higher level of communication

competence (See Appendix A).

The RUCIS Scale, which SPs used to rate the performance of residents in the 2007

communication skills OSCE, is a 13-item rating instrument. Each item contains a short

description of the particular aspect of communication under consideration and four

behaviorally anchored rating categories unique to each item. For each item, the lowest

rating category always describes the least appropriate behavior for that aspect of com-

munication, while the highest rating category always describes the most appropriate

behavior for that aspect. In addition to the four rating categories for each item, six items

also have a ‘‘not applicable’’ option that SPs could use when they did not observe the

behavior related to that aspect of communication (See Appendix B).

SP training

In the 2003 communication skills OSCE, all the SPs took part in an intensive training

program to learn how to portray the cases and how to rate resident performance before

participating in the OSCE. The training program included a review and discussion of the

case script and repeatedly practicing the appropriate portrayal of the cases under the

supervision of a trainer. Training on the CIS scale included a review and discussion of the

scale and practice using it to rate a videotaped or observed performance. There was no

attempt to reach agreement between the SP and trainer in the ratings they assigned, but

divergent ratings were noted and discussed. The trainer ensured that each SP could portray

the case consistently and rate the performance of residents to the trainer’s satisfaction

before the SP was allowed to participate in the communication skills OSCE.

In the 2007 communication skills OSCE, all the SPs also took part in an intensive SP

training program similar to the training for the 2003 communication skills OSCE to ensure

an accurate portrayal of the cases before participating in the OSCE. However, this time we

employed a frame-of-reference (FOR) approach in training the SPs to provide ratings

(Bernadin and Buckley 1981). Prior to training, a group of SP trainers reviewed selected

videotaped OSCE sessions and provided a consensus ‘‘gold standard’’ rating for each item

in each encounter. During the training sessions SPs rated the selected videotaped OSCE

sessions using the RUCIS scale, compared their ratings to the trainers’ ‘‘gold standard’’

ratings, and discussed the rationale for the gold standard. By practicing and receiving

feedback from several videotaped OSCE sessions, the SPs developed a common rating

standard (i.e., frame) by which to evaluate residents’ performances.
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OSCE administrations

Both OSCEs employed the same cases and the same administration format. Six residents

were assessed in each half-day session. In each session, each resident encountered six

different SPs in six different clinical scenarios (cases). In each case, residents spent 10 min

in the encounter with the SP, 5 min reviewing task-related educational materials while the

SP rated the performance, and another 5 min receiving verbal feedback from the SP. The

task-related educational materials consisted of printed documents describing effective

ways to interact with a patient in the situation they just encountered. The verbal feedback

session provided SPs and residents with the opportunity to discuss effective and ineffective

behaviors observed during the encounter, and to practice techniques that the SP suggested.

The SP did not inform the resident of his/her specific ratings. The six communication tasks

that residents encountered were: (1) providing patient education, (2) obtaining informed

consent, (3) dealing with a patient who refuses treatment, (4) counseling an elderly patient

who has been abused, (5) giving bad news to a patient, and (6) conducting a physical

examination. We repeated the OSCE sessions once or twice a week until all residents had

the opportunity to participate in the OSCE, which took 2 and 4 months, for the 2003 and

2007 communication skills OSCE, respectively.

Analyses

Because the OSCE is a multi-faceted assessment method where the rating of a resident’s

performance depends upon many factors, including the communication competence of the

resident, the difficulty of the item on the rating instrument, the severity of the SP, and the

difficulty of the case, we used a many-faceted Rasch measurement (i.e., Facets) model

(Linacre 1989) to analyze the data. The Facets model uses a logarithmic function of the

odds of receiving a rating in a given category as compared to the odds of receiving a rating

in the next lower category to define the communication competence of residents, the

difficulty of items, the severity of SPs, and the difficulty of cases. All measures of these

four facets are reported on the logit scale, which is a linear, equal interval scale. Higher

logit measures indicate more competent residents, more difficult items, more severe SPs,

and more difficult cases. Because there were multiple rating categories for each item, the

Facets model also calculated a set of step thresholds for each item. (A step threshold is the

transition point between two adjacent categories, where the probabilities of receiving a

rating in the two categories are equal.) We used the Facets computer program (Linacre

2005) to conduct the analyses.

To ensure that the analyses to obtain validity evidence based on response processes

would be based on reliable data, we first examined the degree of reproducibility of resi-

dents’ communication competence measures—validity evidence related to the internal

structure of test scores. We calculated a measure of internal consistency reliability, the

resident separation reliability, which is an index analogous to KR-20 or Cronbach’s Alpha.

Because ratings of multiple items on the same case by the same SP can be dependent on

one another, which could lead to overestimation of reliability (Sireci et al. 1991; Thissen

et al. 1989), we used cases (rather than items) as scoring units. That is, we averaged the

ratings a SP gave to all items in a given case to produce a case score, which we considered

as one rating in the Facets analysis.

An effective rating instrument for an OSCE should produce ratings that satisfy two tests

related to response processes. The first one involves determining whether each rating scale

functioned appropriately (i.e., were the categories on the scales that the SPs used
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well-defined, mutually exclusive, and exhaustive). The second one involves determining

whether each item on the rating instrument functioned properly (i.e., when evaluating each

resident’s performance, did SPs assign ratings for each item in a consistent fashion).

We used the following six criteria (Linacre 2004) as guidelines for determining whether

each rating scale category for each item functioned effectively (i.e., to determine whether

the rating categories of each item were well-defined, mutually exclusive, and exhaustive):

(1) There should be at least 10 ratings in each rating category to allow accurate

calibration of step thresholds.

(2) The frequency distribution of ratings across categories should have a uniform or

unimodal pattern. If SPs use only a few of the rating categories and rarely use other

rating categories, the resulting irregular distribution of ratings indicates a poorly

functioning scale that cannot effectively differentiate residents according to their

levels of communication competence.

(3) The average measures of residents’ communication competence should increase as

the rating categories increase. In other words, residents who receive ratings in higher

categories should have higher overall communication competence measures than

those who receive ratings in lower categories.

(4) The step thresholds should increase as the rating categories increase. This criterion

mirrors the third criterion. Failure of step thresholds to increase as the rating

categories increase is called step disordering, which suggests that SPs may have

difficulty differentiating the performance of residents in those categories. One or

more of the rating categories for a particular item may not be clearly defined.

(5) The step thresholds should advance at least 1 logit, but not more than 5 logits. The

finding that two step thresholds advance by less than 1 logit would suggest that those

two rating categories are practically inseparable. That is, SPs may not be able to

reliably differentiate between them. On the other hand, step thresholds that are too far

apart are an indication of a possible dead zone on the scale where measurement loses

its precision.

(6) The outfit mean-square value for each rating category should be less than 2.0. An

outfit mean-square value is a statistical index that indicates how well the ratings in

each category fit the measurement model. Its value can range from 0 to infinity, with

an expected value of 1. A high outfit mean-square value for a rating category is an

indicator that some SPs used that rating category in an unexpected or surprising

manner that was inconsistent with the way that other SPs used that category.

In addition to evaluating the functioning of the scale categories, we evaluated fit statistics

for each item on the instrument to determine whether SPs provided aberrant ratings on any

items, which might indicate problematic response processes. These fit statistics are indices

that indicate how well the rating data for each item fit the measurement model. In this

study, we examined both outfit and infit mean-square statistics for each item. We calcu-

lated an outfit mean-square value for each item by dividing the sum of the squared

standardized residuals for the item by its degree of freedom. (A residual is the difference

between the rating a SP assigned a resident on an item and the rating the measurement

model predicted the SP would assign.) This calculation produces a value that can range

from 0 to infinity, with an expectation of 1.0. Values larger than 1.0 indicate the presence

of unmodeled noise in the ratings for that item (i.e., unexpected ratings that SPs assigned

when evaluating residents, given how SPs assigned ratings for other items). By contrast,

values less than 1.0 indicate that there was too little variation in the ratings SPs assigned

for that item (Linacre and Wright 1994; Wright and Masters 1982). However, outfit
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mean-square values are very sensitive to outlier ratings. To reduce the influence of outlier

ratings, we weighted each squared standardized residual by its information function before

we summed them. (This involved applying differential weights to standardized residuals.

That is, residuals that resulted from SP ratings of items and cases that were far too easy or

too difficult for residents received less weight than those that resulted from SP ratings of

items and cases that were at the appropriate difficulty level for residents.) This calculation

produced an infit mean-square statistic that has the same distribution and interpretation as

an outfit mean-square statistic, but is more immune to the influence of the ratings for

residents on items or cases that are far too easy or difficult for them. Wright and Linacre

(1994) recommended that an appropriate mean-square fit statistic for judge-mediated

ratings should be in the range of 0.4–1.2.

From the analysis of the 2003 communication skills OSCE ratings, we identified the

items and rating categories on the CIS Scale that did not function effectively according to

one or more of these criteria. We then used these findings to guide the development of a

modified rating instrument—the RUCIS Scale. We implemented the RUCIS Scale in the

2007 communication skills OSCE and evaluated the effectiveness of the revised instrument

using the same criteria to determine whether the modifications helped improve the

effectiveness of the instrument, thus in effect enhancing the validity of the score

interpretation.

Results

Evaluating the effectiveness of the CIS scale

The analysis of the 2003 communication skills OSCE revealed that this group of residents

was highly competent relative to the items and cases on the CIS Scale (Table 1). The

average resident communication competence measure was higher than the average item

and case difficulty measures, and there were few items or cases appropriate for measuring

the communication competence of residents who were in the upper range of the com-

munication competency continuum (i.e., in the 0.75–2.5 logits range). These findings

suggest that these items and cases were not very well suited to measuring the communi-

cation competence of this group of residents (i.e., it was a relatively easy assessment for

them). Using cases as scoring units, our analysis yielded a resident separation reliability of

0.74.

Table 1 Summary of measures obtained from the analysis of the communication skills OSCEs

Measurement facets Minimum (logits) Maximum (logits) Mean (logits) SD (logits)

A. 2003 Communication skills OSCE

Resident competence -0.40 2.44 0.78 0.61

Item difficulty -0.71 0.83 0 0.44

Case difficulty -0.45 0.30 0 0.25

B. 2007 Communication skills OSCE

Resident competence -1.85 1.68 -0.17 0.68

Item difficulty -0.91 0.98 0 0.60

Case difficulty -0.99 0.65 0 0.49
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The problematic alignment between the resident communication competence measures

and the item and case difficulty measures is clearly demonstrated in Fig. 1, a simplified

construct map we obtained from the analysis, showing the relationships between three of

the four facets in our analysis. The first column displays the equal interval logit measures.

The second column shows the resident communication measures. More competent resi-

dents appear higher in the column, while less competent residents appear lower in the

column. The third and fourth columns show the cases and items ordered by difficulty.

Difficult items and cases appear higher in the columns (e.g., items 18, 16, and 9, and cases

3 and 6), while easy items and cases appear lower in the columns (e.g., items 1, 12, and 2,

and case 4). Columns 5–22 show how SPs used the 5-category rating scale for each item on

the CIS Scale. A horizontal line across a column indicates the point at which the proba-

bility of a resident receiving the next higher rating begins to exceed the probability of

receiving the lower rating (i.e., a step threshold). According to this construct map, the most

likely rating that SPs assigned on all the CIS items was a 4 or 5. Another interesting finding

is SPs did not use the scale in an identical fashion when assigning ratings on these 18

items, as demonstrated by having different ranges of communication competence measures

for each rating category across items (e.g., the region of rating category 3 is not the same

across all items).

The analysis of the 2003 communication skills OSCE revealed that the CIS Scale did

not meet several of Linacre’s (2004) guidelines for evaluating rating scale category

effectiveness. We summarized these results in Table 2. First, only five items had more than

10 ratings in all five categories. The 5-category agreement rating scale actually functioned

as a 4-category rating scale. SPs rarely assigned ratings of 1. The items on the CIS Scale

------------------------------------------------ Step thresholds separating rating categories for items -------------- 
|Logit|+Resident|-Case |-Item       | 1 | 2 | 3 | 4 | 5 | 6 | 7 | 8 | 9 | 10 | 11 | 12 | 13 | 14 | 15 | 16 | 17 | 18 | 
----------------------------------------------------------------------------------------------------------------------
+   3 +         +      +            +(5)+(5)+(5)+(5)+(5)+(5)+(5)+(5)+(5)+ (5)+ (5)+ (5)+ (5)+ (5)+ (5)+ (5)+ (5)+ (5)+ 
|     | *       |      |            |   |   |   |   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
|     | *       |      |            |   |   |   |   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
|     |         |      |            |   |   |   |   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
|     |         |      |            |---|   |   |   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
|     | ***     |      |            |   |   |   |---|   |   |   |---|   |    |    |----|    |    |    |    |    |----| 
|     | ***     |      |            |   |---|   |   |---|---|---|   |   |    |    |    |    |    |    |    |    |    | 
|     | ****    |      |            |   |   |---|   |   |   |   |   |   |    |----|    |    |    |    |    |    |    | 
+   2 + *****   +      +            +   +   +   +   +   +   +   +   +   +    +    +    +----+----+----+    +    +    + 
|     | ****    |      |            |   |   |   |   |   |   |   |   |   |    |    |    |    |    |    |----|----|    | 
|     | ******  |      |            |   |   |   |   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
|     | *****   |      |            |   |   |   |   |   |   |   |   |---|    |    |    |    |    |    |    |    |    | 
|     | *****   |      |            |   |   |   |   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
|     | ******* |      |            |   |   |   | 4 |   |   |   | 4 |   |----|    |  4 |    |    |    |    |    |    | 
|     | *       |      |            | 4 |   |   |   | 4 |   |   |   |   |    |    |    |    |    |    |    |    |  4 | 
|     | ******* |      |            |   | 4 |   |   |   | 4 | 4 |   |   |    |    |    |  4 |  4 |    |  4 |    |    | 
+   1 + ******  +      +            +   +   + 4 +   +   +   +   +   +   +    +  4 +    +    +    +    +    +    +    + 
|     | ***     |      |            |   |   |   |   |   |   |   |   |   |    |    |    |    |    |  4 |    |  4 |    | 
|     | ****    |      | 18         |   |   |   |---|   |   |   |---|   |  4 |    |----|    |    |    |    |    |    | 
|     | **      |      |            |   |   |   |   |---|   |   |   | 4 |    |    |    |    |    |    |----|    |    | 
|     |         |      | 16  9      |   |   |   |   |   |---|---|   |   |    |    |    |----|----|    |    |    |----| 
|     | *       | 6 3  | 13  7      |---|---|---|   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
|     |         |      | 8          |   |   |   |   |   |   |   |   |   |----|----|    |    |    |----|    |----|    | 
|     |         | 5    | 10  14  6  |   |   |   | 3 | 3 |   |   | 3 |   |    |    |  3 |    |    |    |  3 |    |    | 
*   0 *         *      *            *   *   *   *   *   *   * 3 *   *   *  3 *    *    *  3 *  3 *    *    *    *    * 
|     |         | 2    | 17  3   5  |   |   | 3 |   |   | 3 |   |   |---|    |    |    |    |    |    |    |  3 |  3 | 
|     |         | 1    | 4          |   | 3 |   |   |   |   |   |   |   |    |    |    |    |    |  3 |    |    |    | 
|     |         |      | 11  15     | 3 |   |   |---|   |   |   |   |   |----|  3 |    |    |    |    |----|    |    | 
|     |         | 4    | 1   12     |   |   |   |   |---|   |   |---|   |    |    |----|----|----|    |    |    |    | 
|     |         |      | 2          |   |   |---|   |   |---|---|   |   |    |    |    |    |    |----|    |----|----| 
|     |         |      |            |   |---|   |   |   |   |   |   | 3 |  2 |----|    |    |    |    |    |    |    | 
|     |         |      |            |---|   |   |   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
+  -1 +         +      +            +   +   +   +   +   +   +   +   +   +    +    +    +    +    +  2 +  2 +  2 +    + 
|     |         |      |            |   |   | 2 |   |   | 2 |   |   |   |    |  2 |    |  2 |  2 |    |    |    |    | 
|     |         |      |            |   | 2 |   | 2 | 2 |   | 2 |   |   |    |    |    |    |    |    |    |    |    | 
|     |         |      |            | 2 |   |   |   |   |   |   | 2 |   |----|    |  2 |    |    |    |    |    |  2 | 
|     |         |      |            |   |   |   |   |   |   |   |   |---|    |    |    |    |    |    |    |    |    | 
|     |         |      |            |   |   |   |   |   |   |   |   |   |    |    |    |    |    |----|    |----|    | 
|     |         |      |            |   |   |   |   |   |   |   |   |   |    |----|    |    |    |    |    |    |    | 
|     |         |      |            |   |---|---|   |   |   |   |   |   |    |    |    |    |    |    |    |    |    | 
+  -2 +         +      +            +(1)+(1)+(1)+(1)+(1)+(1)+(1)+(1)+(2)+ (1)+ (1)+ (1)+ (1)+ (1)+ (1)+ (1)+ (1)+ (1)+ 
----------------------------------------------------------------------------------------------------------------------
|Logit|*=1person|-Case |-Item       | 1 | 2 | 3 | 4 | 5 | 6 | 7 | 8 | 9 | 10 | 11 | 12 | 13 | 14 | 15 | 16 | 17 | 18 | 
----------------------------------------------------------------------------------------------------------------------

Fig. 1 A construct map showing the misalignment between the resident communication competence
measures and the item and case difficulty measures for the 18 items on the CIS Scale
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appeared to be relatively easy for these residents, resulting in an unbalanced distribution of

ratings across the five rating categories: about 70–80% of all ratings were 4 s or 5 s. The

only item that exhibited an acceptable rating distribution was item 18, which showed a

unimodal distribution that peaked in the middle categories.

The analysis also revealed that some SPs experienced difficulty in differentiating

between the middle categories of the 5-category agreement scale, as demonstrated by the

failure of the average measures and step thresholds to increase properly along with the

rating categories. Only seven items (items 4, 5, 6, 9, 11, 16, and 18) exhibited proper

advancement of average resident communication competence measures as the rating cat-

egories increased. Nine items (items 2, 4, 6, 10, 11, 13, 14, 15, and 17) showed disordered

step thresholds. Seven items (items 7, 8, 9, 10, 13, 14, and 15) had one or more rating

categories with outfit mean-square values equal to or greater than 2, reflecting inconsistent

use of the categories. Only one item (item 12) had all adjacent step thresholds separated by

at least one logit. The other 17 items had one or more step thresholds that were too close to

adjacent thresholds, especially for step thresholds in the middle of the scale. However,

none of the 18 items had step thresholds that advanced by more than five logits, suggesting

that there were no significant gaps between the categories.

We summarized item fit statistics in Table 3. Four items (items 3, 5, 10, and 15) had

outfit mean-square values higher than 1.2, indicating that some SPs assigned ratings for

those items that were unexpectedly high or low, given the other ratings that the SPs

assigned. Items 10 and 15 had infit mean-square values higher than 1.2. A close exami-

nation of the unexpected ratings for items 10 (I felt you encouraged me to ask questions)

and 15 (I felt you were careful to use plain language) revealed that six out of eight SPs

were inconsistent in rating item 10, and seven out of eight SPs were inconsistent in rating

item 15. Apparently, the SPs did not have a shared understanding of what they were

evaluating when using these two items. This finding suggested that we needed to revise

these items to make them clearer to SPs.

Table 2 Comparing the functioning of the CIS scale (2003) and RUCIS scale (2007) using Linacre’s
(2004) guidelines

CIS scale
5-category scales
18 items

RUCIS scale
4-category scales
13 items

Resident separation reliability 0.74 0.71

Criteria for evaluating the functioning of the categories on each rating scale

At least 10 ratings in each category 5 items (28%) 6 items (46%)

Uniform/unimodal distribution of ratings across
categories

1 item (6%) 12 items (92%)

Residents with higher category ratings have higher
overall communication competence measures

7 items (39%) 12 items (92%)

No step disordering 9 items (50%) 11 items (85%)

Step thresholds advance by at least 1 logit, but not
more than 5 logits

1 item (6%) 10 items (77%)

An outfit mean-square value\2.0 for each rating category 11 items (61%) 13 items (100%)

Criteria for evaluating the functioning of the items on the instrument

Outfit mean-square values\1.2 14 items (78%) 12 items (92%)

Infit mean-square values\1.2 16 items (89%) 13 items (100%)

Rating instruments for communication skills assessment 583
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Modifying the rating instrument

The findings from our validity study revealed that there were several aspects of the CIS

Scale that did not function well. Using these findings as our guide, we worked with medical

faculty and SPs to revise the CIS Scale in several ways. Instead of using a single Likert-

style agreement rating scale that was applicable to all items on the instrument, we devised a

behaviorally anchored rating scale (BARS) (Bernardin and Smith 1981; Smith and Kendall

1963) that provided a detailed description of the specific communication behavior char-

acteristic of each rating category for each item. Our expectation was that the change in the

scale format would make each rating scale more specific to the context of a particular item

and less open to SPs’ idiosyncratic interpretations.

Because our analysis revealed that the lowest rating category on the CIS Scale was a

non-functioning category, we decided to change the scale format from 5-category scales to

4-category scales. To address the problem of an unbalanced rating distribution in which

70–80% of ratings were positive ratings, while only 20–30% of ratings were neutral or

negative ratings, we developed 4-category scales that were saturated on the positive side.

In other words, we created a separate rating scale for each item with only one category

describing inadequate performance and three categories describing satisfactory commu-

nication behaviors that exemplified progressively higher levels of performance.

We also provided a ‘‘not applicable’’ option for six items. Our goal was to eliminate some

unexpected ratings that SPs assigned in the neutral category of the agreement scalewhen they

found themselves unable to rate a certain aspect of communication during the encounter

because they did not observe any evidence that the resident engaged in that aspect.

Although we did not change the content coverage of the rating instrument, we revised

the items to eliminate redundancy and improve their clarity. We combined into one item

the redundant items that addressed the same aspect of communication. Specifically, we

combined items 1 and 2 into an item on friendly communication; combined items 7, 8, and

9 into an item on discussion of options; combined items 10, 11, and 12 into an item on

encouraging questions; and combined items 13 and 14 into an item on providing a clear

explanation. We created a new item on physical examination to allow SPs to separate the

act of providing an explanation of a physical examination from the act of providing an

explanation about medical conditions.

Finally, we attempted to make several items more difficult by requiring that residents

demonstrate communication behaviors that are more sophisticated and/or difficult to

perform to qualify for a rating in the highest category.

These modifications led to the development of a revised rating instrument, called the

RUCIS Scale (Appendix B), which we later used in the scoring of residents’ performance

in the 2007 communication skills OSCE.

Table 3 Summary of item fit statistics

Item fit statistics Minimum Maximum Mean SD

A. 2003 Communication skills OSCE

Outfit mean-square values 0.71 2.35 1.08 0.37

Infit mean-square values 0.76 1.72 1.00 0.23

B. 2007 Communication skills OSCE

Outfit mean-square values 0.86 1.22 1.00 0.08

Infit mean-square values 0.86 1.16 1.00 0.07
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Evaluating the effectiveness of the RUCIS scale

The analysis of the 2007 communication skills OSCE revealed that this set of items was

better targeted for measuring the communication competence of the residents (See Table 1

and columns 2–4 of Fig. 2). The distribution of resident communication competence

measures was better aligned with the distributions of item and case difficulty measures than

was the case for the 2003 communication skills OSCE. Using cases as scoring units, our

analysis yielded a resident separation reliability of 0.71. Despite fewer numbers of items on

the RUCIS Scale, the ratings on this revised instrument could achieve the same level of

internal consistency reliability as the level obtained from the CIS Scale.

Table 2 provides a point-by-point comparison of the findings from our analyses of the

functioning of the CIS Scale and the RUCIS Scale. We found that seven items on the

revised instrument still had fewer than 10 ratings assigned in the lowest category. Beyond

this, nearly all the items and rating scales appearing on the RUCIS Scale satisfied Linacre’s

criteria. All items but one had a uniform distribution of ratings that peaked in the middle or

at the high end. Item 5 (interest in me as a person) was the only item that had a rating

distribution that peaked in rating category 1. Item 2 (respectful treatment) was the only

item that did not show increasing average measures as rating categories increased. The

rating categories for all items fit the measurement model (i.e., all outfit mean-square values

for the rating categories were less than 2). Items 7 and 12 were the only two items with

disordered step thresholds. Some of the distances between step thresholds for Items 5, 6,

and 10 were too narrow (i.e., less than one logit apart). However, all the step thresholds for

----------------------------------------------- Step thresholds separating rating categories for items ------------ 
|Logit|+Resident   |-Case|-Item     |  1  |  2  |  3  |  4  |  5  |  6  |  7  |  8  |  9  | 10  | 11  | 12  | 13  | 
-------------------------------------------------------------------------------------------------------------------
+   3 +            +     +          + (4) + (4) + (4) + (4) + (4) + (4) + (4) + (4) + (4) + (4) + (4) + (4) + (4) + 
|     |            |     |          |     |     | --- |     |     |     |     |     |     |     |     |     |     | 
|     |            |     |          |     |     |     |     |     |     |     |     |     |     | --- |     |     | 
|     |            |     |          | --- |     |     |     |     |     | --- |     |     |     |     |     |     | 
|     |            |     |          |     |     |     | --- |     |     |     |     |     |     |     |     |     | 
|     | *          |     |          |     | --- |     |     |     | --- |     |     |     |     |     |     | --- | 
|     |            |     |          |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     |            |     |          |     |     |     |     |     |     |     |     | --- |     |     |     |     | 
+   2 + *          +     +          +     +     +     +     +     +     +     +     +     +     +     +     +     + 
|     | **         |     |          |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     | *          |     |          |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     | ***        |     |          |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     | *****      |     |          |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     | ***        |     |          |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     | *          |     |          |     |     |  3  |     | --- |     |     |  3  |     |     |     |     |     | 
|     | **         |     | 5        |  3  |     |     |     |     |     |     |     |     |     |     |     |     | 
+   1 + *********  +     +          +     +  3  +     +  3  +     +     +     +     +     +  3  +  3  +     +     + 
|     | *******    |     |          |     |     |     |     |     |     |     |     |     |     |     |     |  3  | 
|     | ******     |     |          |     |     |     |     |     |  3  |     |     |     |     |     |     |     | 
|     | ****       |     | 3  13    |     |     |     |     |     |     |  3  |     |     |     |     |  3  |     | 
|     | ********** | 6   |          |     |     |     |     |  3  |     |     |     |     |     |     |     |     | 
|     | *****      |     | 11       |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     | ******     |     | 7  9     |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     | *****      | 3 5 |          |     |     |     |     |     |     |     |     |     |     |     |     |     | 
*   0 * ****       * 1 2 * 6        *     *     *     *     * --- *     *     *     *  3  *     *     *     *     * 
|     | *******    |     |          | --- | --- |     |     |     |     |     |     |     |     |     |     |     | 
|     | **         |     |          |     |     | --- | --- |     |     |     |     |     |     | --- |     | --- | 
|     | *          |     | 8        |     |     |     |     |     | --- |     |     |     |     |     |     |     | 
|     |            |     | 1  10    |     |     |     |     |  2  |     |     |     |     |     |     |     |     | 
|     |            |     | 2  4  12 |     |     |     |     |     |     | --- |     |     | --- |     |     |     | 
|     |            | 4   |          |     |     |     |     |     |     |     | --- |     |     |     |     |     | 
|     |            |     |          |     |     |     |     |     |     |     |     |     |     |     | --- |     | 
+  -1 +            +     +          +     +     +     +     +     +     +     +     +     +     +     +     +     + 
|     |            |     |          |     |  2  |     |     |     |  2  |     |     |     |     |     |     |  2  | 
|     |            |     |          |  2  |     |     |  2  | --- |     |  2  |     |     |     |  2  |     |     | 
|     |            |     |          |     |     |  2  |     |     |     |     |     |     |     |     |     |     | 
|     |            |     |          |     |     |     |     |     |     |     |     |     |  2  |     |  2  |     | 
|     |            |     |          |     |     |     |     |     |     |     |     |     |     |     |     |     | 
|     |            |     |          |     |     |     |     |     |     |     |  2  |     |     |     |     |     | 
+     +            +     +          + (1) + (1) + (1) + (1) + (1) + (1) + (1) + (1) + (2) + (1) + (1) + (1) + (1) + 
-------------------------------------------------------------------------------------------------------------------
|Logit|* = 1 person|-Case|-Item     |  1  |  2  |  3  |  4  |  5  |  6  |  7  |  8  |  9  | 10  | 11  | 12  | 13  | 
--------------------------------------------------------------------------------------------------------------------

Fig. 2 A construct map showing the better alignment between the resident communication competence
measures and the item and case difficulty measures for the 13 items on the RUCIS Scale
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the other items were appropriately ordered and advanced by more than one logit but less

than five logits.

We summarized item fit statistics obtained from the analysis of the 2007 communica-

tion skills OSCE in Table 3. All items showed good fit to the measurement model

according to their infit mean-square values. Item 5 (interest in me as a person) was the only

item with an outfit mean-square value higher than 1.2, indicating too much unexplained

variance in the ratings that SPs assigned for this item. Thus, it was the only item that

needed close examination to try to determine what made it difficult for SPs to use the

item’s behaviorally anchored rating scale to assign consistent ratings.

Discussion

This study demonstrated the process of using validity evidence obtained from a Facets

analysis to help revise an assessment instrument such as an OSCE rating scale. Validation

is a continuing process of gathering and evaluating various sources of evidence to deter-

mine whether that evidence supports (or refutes) the proposed score interpretation. The two

phases of this study correspond to the two stages of validation that Kane (2006) described.

In the first phase of the study, we focused on finding ways to build a measurement

instrument that possessed appropriate psychometric properties that would support the

intended uses of OSCE scores. This phase corresponds to the development stage of vali-

dation. In the second phase, we critically evaluated whether the newly developed rating

instrument actually functioned as predicted. This phase corresponds to the appraisal stage
of validation.

In the first phase of our study, validity evidence based on response processes helped us

identify several aspects of the CIS Scale that did not function as intended. The validity

evidence suggested that the 5-category Likert-style agreement scale functioned as an

unbalanced 4-category rating scale (i.e., most of the ratings were positive ratings, while

only a few ratings were neutral or negative). This finding indicated that the items on the

CIS Scale were too easy for this sample of residents. Results from our analyses also

suggested that some SPs were unable to differentiate performance in the middle categories

of the scale. Additionally, we found that some SPs assigned a number of surprising or

unexpected ratings for item 10 (I felt you encouraged me to ask questions) and for item 15

(I felt you were careful to use plain language), suggesting that these SPs were not able to

consistently apply the rating criteria for these two items to rate some residents’ perfor-

mances. All these pieces of validity evidence provided useful information to guide the

development of a revised rating instrument in our attempt to address these weaknesses of

the CIS Scale.

In the second phase of our validity study, we implemented the revised instrument in a

later administration of the communication skills OSCE and carried out the same types of

analyses that had revealed the inadequacies of the CIS Scale. We considered this as a test

of whether the revised instrument could withstand the same validity challenges as its

predecessor. We found that in many aspects the RUCIS Scale helped improve score

interpretability. The SPs more consistently applied the rating criteria to rate residents’

performances. The items on the RUCIS Scale fit the measurement model quite well.

Providing a clear description of communication behavior that was appropriate for each

rating category for the two misfitting items on the CIS Scale (items 10 and 15) helped

eliminate confusion among SPs in rating these two aspects of communication (as dem-

onstrated by good item fit statistics for items 7 and 10 on the RUCIS Scale).
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However, the modifications we made to the rating instrument did not address all the

validity issues we identified in the CIS Scale. There was one area in which the revised

instrument did not show significant improvement over its predecessor. When using the

behaviorally anchored rating scales, SPs still assigned only a few ratings in the lowest

rating category of many items. This could be due to a restricted range of communication

competence among the particular sample of residents assessed. We developed the RUCIS

Scale with a broad range of communication competence in mind—from very incompetent

physicians to very competent physicians. The subjects included in the 2007 communication

skills OSCE were a single group of residents in one residency program. This limited the

range of observable communication skills that SPs were likely to see. If we were to assess a

broader range of subjects, ranging from medical students in their early years of training to

experienced physicians practicing in various specialties from geographically diverse

medical settings, the SPs would be more likely to observe a broader range of communi-

cation behaviors and would be more likely to employ the full range of rating categories

appearing on each behaviorally anchored rating scale. Testing this hypothesis would

require that researchers conduct additional studies to evaluate validity generalization

(American Educational Research Association et al. 1999). That is, we are suggesting that

researchers carry out studies to determine the extent to which variations in situational

facets (e.g., residents from different residency programs, different SPs, etc.) may affect the

assignment of ratings. The studies would help us determine how generalizable the results

we obtained are across subjects that differ in education and experience, and across SPs.

Another possible explanation for non-uniform distributions of ratings is that SPs may

have been uncomfortable assigning very low ratings to residents. If this were the case, then

SP trainers could address this issue during the training, helping SPs understand that it is

appropriate (and expected) that they will assign low ratings if they see evidence of phy-

sician behaviors that warrant those ratings. However, we would be a bit cautious in

following this criterion too strictly. For a formative assessment or in a summative

assessment where residents had not been properly trained, a uniform distribution of ratings

is to be expected. However, in a summative assessment where the majority of residents

have practiced the skills so that they are well prepared for the communication tasks, a skew

distribution of ratings where only few residents would have ratings in lower categories can

be obtained, which might not suggest a problem with the rating instrument.

The evaluation of item fit statistics for the RUCIS scale revealed that item 5 (interest in

me as a person) was the only item with too much unexplained variance in its ratings.

Interestingly, two of the SPs were responsible for 65% of the statistically significantly

unexpected ratings (i.e., ratings with an absolute value of their standardized residuals larger

than 2.0) for this item. This finding suggests that the source of error in the ratings of item 5

might be due to the inconsistency of only two SPs, and that the fit of the item might be

improved through additional training of these two SPs to clear up any confusion they might

have experienced when rating this item.

Although we carried out the study in two phases that addressed both the development

and appraisal stages of validation (Kane 2006), this study by no means presents a complete

validation effort. Validation is an ongoing process of gathering various sources of evidence

to support proposed score interpretations. One could consider the findings from the second

phase of this study as input to further modify the rating instrument to craft an even more

psychometrically sound assessment, thus cycling back to the development stage of vali-

dation once again. For example, our results suggest that item 5 on the RUCIS Scale is still

problematic, since it continues to show inadequate fit to the measurement model. Addi-

tional modification on this item is a potential area for further instrument improvement.

Rating instruments for communication skills assessment 587

123



150

17 - 19 Oct 2018Teaching doctor-patient communication

ศูนย์ความเป็นเลิศด้านการศึกษาวิทยาศาสตร์สุขภาพ(ศศว) คณะแพทยศาสตร์ศิริราชพยาบาล Tel. 02-4199978

There are some limitations related to the interpretation and application of the findings

from this study. The first limitation is the instrument’s limited focus on patient-centered

medical communication skills. The ACGME’s (1999) definition of communication skills

emphasizes the importance of the ability to communicate not only with patients but also

with other members of a healthcare team. The RUCIS Scale does not address the skills

needed to communicate effectively with other members of a healthcare team. The psy-

chometric properties of the RUCIS Scale demonstrated in this study might only apply to its

use in an OSCE setting where SPs are trained properly on how to use the rating instrument.

Another limitation of this study is the homogeneity of the resident samples we examined.

Since our participants were internal medicine residents from a single training program,

they were relatively homogeneous in their medical communication experience. Commu-

nication behaviors that were not observed in these residents might be evident when other

groups of physicians are assessed. A multi-center trial of the rating instrument that involves

medical schools from various geographical regions could study how the RUCIS Scale

functions with a more heterogeneous group of physicians.

We hope that the findings from our study will benefit the medical education community

in several ways. First, the product of this validation effort—the RUCIS Scale, along with

validity evidence that supports its uses in the communication skills OSCE, should serve the

needs of many residency programs, especially given the increasing interest in communi-

cation skills assessment that the ACGME Outcome Project has generated. Second, our

study provides a concrete example of how to use a many-faceted Rasch measurement

approach to improve the quality of SP rating instruments and to provide validity evidence

based on response processes as outlined in the 1999 Standards for Educational and Psy-
chological Testing (American Educational Research Association et al. 1999). Finally, this

study generated many interesting ideas for future research.

Appendix A

Items on the Patient-Centered Communication and Interpersonal Skills (CIS) scale

1. I felt you greeted me warmly upon entering the room.

2. I felt you were friendly throughout the encounter. You were never crabby or rude to

me.

3. I felt that you treated me like we were on the same level. You never ‘‘talked down’’

to me or treated me like a child.

4. I felt you let me tell my story and were careful to not interrupt me while I was

speaking.

5. I felt you were telling me everything; being truthful, up front and frank; not keeping

things from me.

6. I felt you showed interest in me as a ‘‘person.’’ You never acted bored or ignored

what I had to say.

7. I felt that you discussed options with me.

8. I felt you made sure that I understood those options.

9. I felt you asked my opinion, allowing me to make my own decision.

10. I felt you encouraged me to ask questions.

11. I felt you displayed patience when I asked questions.

12. I felt you answered my questions, never avoiding them.
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13. I felt you clearly explained what I needed to know about my problem; how and why it

occurred.

14. I felt you clearly explained what I should expect next.

15. I felt you were careful to use plain language and not medical jargon when speaking to

me.

16. I felt you approached sensitive/difficult subject matters, such as religion, sexual

history, tobacco/drug/alcohol history, sexual orientation, giving bad news, etc., with

sensitivity and without being judgmental.

17. I felt the resident displayed a positive attitude during the verbal feedback session.

18. If given the choice in the future, I would choose this resident as my personal

physician.

Note: All items are rated on a 5-point Likert scale, ranging from 1 (strongly disagree) to 5

(strongly agree).

Appendix B

Revised UIC Communication and Interpersonal Skills scale

Instruction

Please choose the option that best describes how you feel toward the resident’s commu-

nication skills. Some items also have a ‘‘not applicable’’ option. Select this option when the

context of the case does not allow you to observe that aspect of the resident’s performance.

(1) Friendly communication

s You did not greet me, or greeted me perfunctorily, or communicated with me

rudely during the encounter.
s Your greeting and/or behavior during the encounter was generally polite but

impersonal or distant.
s You greeted me warmly and communicated with me in a friendly, personal

manner throughout the encounter.
s Your greeting and overall communication were friendly and compassionate.

Your tone of voice was appropriate for the situation. Overall, you created an

exceptionally warm and friendly environment that made me feel comfortable to

tell you all of my problems.

(2) Respectful treatment

s You showed an obvious sign of disrespect during the encounter. You treated me

as an inferior.
s You did not show disrespect to me. However, I observed some signs of

condescending behavior. Although I believe it was unintentional, it made me

feel that I was not at the same level with you.
s You gave several indications of respecting me. If there was a physical exam, this

includes draping me appropriately.
s You were exceptionally respectful throughout the encounter. Your verbal and

non-verbal communication showed respect for my privacy, my opinions, my

rights, and my socioeconomic status.
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(3) Listening to my story

s You rarely gave me any opportunity to tell my story or frequently interrupted me

while I was talking, not allowing me to finish what I said. Sometimes I felt you

were not paying attention (for example, you asked for information that I already

provided).
s You let me tell my story without interruption, or only interrupted appropriately

and respectfully. You seemed to pay attention to my story and responded to what

I said appropriately.
s You allowed me to tell my story without interruption, responded appropriately

to what I said, and asked thoughtful questions to encourage me to tell more of

my story.
s You were an exceptional listener. You encouraged me to tell my story and

checked your understanding by restating important points.

(4) Honest communication

s You did not seem truthful and frank. I felt that there might be something that

you were trying to hide from me.
s You did not seem to hide any critical information from me.
s You explained the facts of the situation without trivializing negative information

or possibilities (e.g., side effects, complications, failure rates).
s You were exceptionally frank and honest. You fully explained the positive and

negative aspects of my condition. You openly acknowledged your own lack of

knowledge or uncertainty, and things you would have to consult with others.

When appropriate, you also suggested I seek a second opinion.
s Not applicable. There was no information for the resident to provide.

(5) Interest in me as a person

s You never showed interest in me as a person. You only focused on the disease or

medical issue.
s In addition to talking about my medical issue, you spent some time getting to

know me as a person.
s You spent some time exploring how my medical issue affects my personal or

social life.
s You were exceptionally interested in me as a person. You not only explored how

my medical problem affects my personal and social life, but also showed your

willingness to help me address those challenges.

(6) Discussion of options/plans

s You did not explain any options or plans; you just told me what you would do

without asking for my opinion.
s You explained options to me, but did not involve me in decision making. If you

solicited my opinion, you just ignored it. You made all the decisions for me

based on your medical opinion.
s You discussed options with me, made recommendations, solicited my opinion

regarding the options/plans, and incorporated my opinion into your medical

planning.
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s You not only solicited my input, but also explored the reasons for my choice and

showed your understanding and respect for my decisions by negotiating a

mutually agreeable plan.
s Not applicable. There were no decisions to be made in this case.

(7) Encouraging my questions

s You did not solicit questions, or frequently avoided my questions, or did not

provide helpful answers.
s You sometimes asked if I had questions, but seldom waited at least 5 seconds to

allow me to formulate questions. You addressed my questions briefly without

avoiding them.
s You actively encouraged me to ask questions, paused to allow me to formulate

them, and provided clear and sufficient answers to all of my questions.
s You actively encouraged me to ask questions several times during the encounter,

with sufficient wait time. You spent significant time and effort to answer my

questions clearly and confirmed that I understood the answer and that my

concerns were addressed.

(8) Providing clear explanation

s You rarely explained things to me; you did not help me better understand my

situation.
s You gave me only brief explanations of my situation; you did not help me

understand what would happen next.
s You gave me a full and understandable explanation of my situation, pertinent

findings, and important next steps.
s You gave me a full explanation of my situation, your thinking about it and your

recommendation, and probed my understanding by letting me summarize

pertinent information.
s Not applicable. There was nothing to be explained in this case.

(9) Physical examination

s You never or rarely warned me about what you were going to do with my body.

You also never or rarely explained what you found from the physical

examination.
s You did not warn me about what you were going to do with my body, OR did

not explain to me pertinent findings (both negative and positive) from your

physical examination.
s You told me what you were going to do to my body AND described what you

found.
s You helped me understand clearly what you were going to do to my body. You

also provided clear explanation of what you found from the physical

examination and the implications of your findings for my situation.
s Not applicable. There was no physical examination in this case.

(10) Appropriate vocabulary

s You used vocabulary that was too simple or too complex for me, or frequently

used medical terms without explaining them to me. Sometimes I could not

understand what you told me without asking for explanations of terms you used.
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s Your vocabulary was generally appropriate but you sometimes inadvertently

used medical terms without explaining them to me.
s Your vocabulary was appropriate and if needed you provided brief explanations

of any medical terms you used without need for prompting.
s Your vocabulary was appropriate and you always provide clear and full

explanation of relevant medical terms you used. In addition, you helped me

better my understanding of my condition with the medical terms you explained

to me.

(11) Sensitive subject matters (e.g., sexual history, tobacco/alcohol/drug use,
religious/cultural issues, giving bad news, or difficult emotional states)

s You never warned me before approaching sensitive subject matters. You seemed

judgmental and clearly expressed your disapproval of my positions or feelings,

making me feel uncomfortable about discussing these subjects or feelings with

you.
s You were careful and non-judgmental in discussing sensitive subject matters.

However, you did not express understanding of my feelings and did not provide

much emotional support.
s You were sensitive about discussing difficult subjects and were respectful of my

feelings. I never sensed that you were judgmental or disapproving of my

positions or feelings on these subjects. You showed empathic understanding of

my position or feelings and provided appropriate emotional support.
s You were unusually empathic, sensitive and respectful of me and of my

feelings and provided exceptional emotional support. In addition, you verbally

reflected these back to me (e.g., ‘‘You sound sad’’) to show your

understanding.
s Not applicable. There were no sensitive subject matters in this case.

(12) Receptiveness to feedback

s You did not seem open to my feedback about your performance. You responded

defensively or dismissively too many of my comments.
s You listened to my feedback agreeably but passively. You did not actively

participate during the feedback session.
s You were able to describe some of your own effective and ineffective behaviors,

were attentive to my comments, and had an open discussion with me about

alternative behaviors.
s You actively solicited additional feedback and showed signs of integrating my

feedback into your behavioral repertoire. For example, you tried to role-play the

communication techniques I suggested.
s Not applicable. I provided no feedback.

(13) Do I want to see you again as my personal physician?

s I did not feel comfortable in communicating with you at all. I would rather see a

different physician.
s I think you were okay in general and might come see you again.
s I was impressed by the way you communicated with me. I would like to see you

again.
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s I was very impressed with you. I think you are one of the best physicians I have

ever seen. I would feel very comfortable discussing any medical problems with

you, and would recommend you to my friends.
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