AMA Journal of Ethics

February 2015, Volume 17, Number 2: 138-141

MEDICAL EDUCATION
Communication Skills Training in the Twenty-First Century
Thomas W. LeBlanc, MD, MA

| did my first paracentesis as a medical student. My patient had cirrhosis of the liver, which
led to “ascites” (the medical term for a massive fluid buildup in the abdomen). He appeared
about nine months pregnant, and his tense, distended belly caused him much difficulty
breathing. He pleaded for relief, so the medical resident offered him paracentesis, i.e., a
fluid removal procedure. As we left the patient’s room the intern proudly proclaimed,
“You're going to do this one,” with a smile and a nod of confidence in my direction. | felt
much less confidence in myself than he seemed to have in me. What if | punctured the
bowel? What if I hit a blood vessel? Catastrophic thoughts consumed me.

So | tried to “psych myself up” for my first paracentesis; surely this was an important rite of
passage. And why worry? After all, | had seen a paracentesis once before, just the week
prior; it seemed simple enough: just insert the needle into the fluid pocket and drain as
much fluid as possible. And the intern would be right there, supervising me. She had done
at least four or five of these procedures before, and we could page the resident if we ran
into trouble. What could go wrong?

Thankfully, nothing did, and after | removed about five liters of fluid from my patient’s
abdomen he smiled and thanked us, finally able to speak without the staccato of a person
whose lungs cannot fully expand. Still, | couldn't help but feel that | had dodged a bullet, or
perhaps had enjoyed some beginner’s luck. | wondered, was this really an appropriate way
to learn? Should | really have been doing this for the first time on a real patient?

Stories like this are hardly unusual among medical trainees. “See one, do one, teach one” is
the old adage of medical education. Having trained in the “see one, do one, teach one”
culture, | can certainly appreciate its benefits. In many ways, it works; after all, much of
medical training is an apprenticeship. Like the aspiring blacksmith who learns his new craft
by watching a master at work, medical trainees do most of their learning contextually. It's a
highly effective educational approach. Provided there are sufficient protections in place, it
can be safe and reasonable to learn in this way. Reflecting on my own experiences, | have
always learned so much more from caring for a patient than from reading a textbook.

More philosophically speaking, there will be a “first time” for each and every one of us to do
a procedure. As simulation technology becomes increasingly sophisticated and available,
however, one has to question the appropriateness of doing a procedure for the first time
on a real patient. As a medical student in the early 2000s, we practiced physical
examination maneuvers on each other first; we even learned to draw blood from each
other’s veins before anyone let us near a real patient, because simulation technology was
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not yet ready for prime time. Now there are central line insertion simulators and
anesthesia simulators. We can practice doing airway intubations on test dummies and run
mock “code blue” scenarios with realistic equipment that responds much as a patient
might. These simulators allow trainees to practice the mechanics of a procedure or
scenario outside the pressurized environment in which patients’ lives are at stake. Building
this “muscle memory” can serve us, and our patients, well—practice does, indeed, make
perfect.

Most people will therefore agree that trainees should practice using simulators first, before
doing a risky procedure in real life on a real patient. This is hardly a controversial idea, and
medical school curricula increasingly incorporate various types of simulation into their
training [1, 2]. Allow me, then, to be a bit more controversial: | contend that we should take
this logic a step further, and extend it to the ways in which we communicate and interact
with patients. After all, harm can come from words, too, or from body language, not just
from the tip of an errantly placed needle or a mishandled scalpel. Simulation isn't just for
procedures anymore; patient-doctor encounters can be simulated too.

A growing body of literature demonstrates that communication behaviors are measurable,
teachable, madifiable, and associated with important patient-centered outcomes [3-9].
Yet many students and trainees begin talking with patients without much instruction or
practice. Unfortunately, trainees often assume they already know how to communicate.
After all, we spend most of our lives doing it. But medical communication is different; there
is often much at stake, emotions are involved, and the asymmetry of information can be
enormous. If you don't believe me, think about the last time your car needed a major repair
and recall the confusion, frustration, uncertainty, and other emotions that probably made
this a difficult experience. A new solenoid—what is it and why do I need one? Will my car
blow up without it?

When | give lectures on this topic, there are always skeptics. Some complain about how
simulated communication exercises take valuable time away from “real” medical
education. Others criticize the examples, possibly to deflect the focus from the discomfort
the subject matter causes them. Still others say this content cannot be taught and should
be learned slowly, through experience. Yet, when trainees take their place in the “hot seat”
before a standardized patient, most of them really struggle. Then something magical
happens: we see them improve with practice. The evidence is clear; communication
techniques make a difference, and they can be taught and learned. For example, short
training courses are shown to improve the quality of medical residents’ end-of-life
discussions with patients [9] and improve oncologists’ attention to important psychosocial
issues in the clinic [5].

Much of the recent success of palliative care as a subspecialty, one can argue, stems from
its focus on high-quality communication. So many of us really value expert communicators
because we feel unskilled ourselves and are sometimes unprepared when faced with
communication-related challenges. When you really “get stuck” in a tough situation with a
patient or family, you call colleagues in palliative care to help talk everyone through it.
These skills and practices are absolutely invaluable. So why aren't we doing more to
explicitly teach and measure them?
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Granted, simulation of patient-centered communication can be difficult and costly and
necessitates quite a bit of time and expertise. It often requires paying standardized
patients to play roles and investing in their training. It requires interest and commitment
from both educators and students. However, as several prominent examples show, it is
possible and its rewards can be great. OncoTalk [10], an NIH-funded initiative to teach
oncology trainees better communication skills, has spawned a number of offshoots for
geriatrics, nephrology, and critical care settings, among others, including its newest cousin,
Vital Talk, which offers communication and faculty training courses for clinicians [11]. Don't
our patients deserve not to be the proverbial “guinea pigs"? Would we not scoff at sending
a student to the wards without understanding anatomy and physiology? Similarly, no
trainee should have to give bad news to a patient without having practiced it repeatedly in
simulation, studied principles of high-quality patient-centered communication, and been
evaluated on his or her performance.

But don't take my word for it; in its visionary 2014 report Dying in America, the Institute of
Medicine calls for structured assessment of communication quality as part of physician
licensing and continuing medical education [12]. This would be an important step toward
elevating the quality and consistency of patient-centered care in the United States.
Perhaps this is a signal that the future is getting brighter for the teaching of patient-
centered communication skills. And perhaps, in light of new teaching techniques, the old
adage requires a bit of modification: “See one, try one, and if you mess it up—don't worry,
it's just a simulation.”
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