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Voorwoord

Dit proefschrift is een verslag van een onderzoek dat van start ging in juli 1990.
Diverse mensen van de Universiteit Utrecht en het NIVEL zijn in de loop der jaren
betrokken geweest bij verschillende fasen van het onderzoek. Zonder anderen te
kort te doen wil ik er hier een aantal met name noemen.

Allereerst wil ik Miriam Janssen bedanken. Gezamenlik hebben wij dit project
destijds ter hand genomen. Zij had het jarenlang voor dit onderzoek over om
dagelijks tweemaal de grote rivieren over te steken. Gelukkig was haar
Nederlands uitstekend, zelfs beter dan het mijne, want met mijn Limburgs is het
nooit wat geworden. Tot oktober 1993 werkten wij als een soort siamese tweeling
aan de ontwikkeling van de cursus en de opzet van het evaluatie-onderzoek.
Diverse instanties hebben we afgereisd en deskundigen geraadpleegd over allerlei
onderwerpen. Hoewel haar vervroegd vertrek naar een vaste baan beneden de
rivieren op een moment kwam dat er nog veel gedaan moest worden aan werving
van ziekenhuizen en verzamelen van onderzoeksmateriaal, had het ook een
positief effect op mijn ontwikkeling als promovendus. Het gaf mij de ruimte om
mijn gedachten te ontwikkelen en geheel naar ’eigen’ inzicht dit proefschrift te
schrijven. Zeer dankbaar ben ik Miriam dat zij aan het eind van de rit de
ondankbare monnikentaak op zich heeft willen nemen om de laatste fouten in de
tekst op te sporen.

Jacques Winnubst wil ik bedanken voor het als promotor scheppen van de
voorwaarden en de ruimte die de uitvoering van het onderzoek mogelijk maakte.
Gedurende het onderzoek vond hij de juiste balans door het initiatief aan de
onderzoekers te laten, zonder de voortgang uit het oog te verliezen. Zijn
vertrouwen in de voortgang van het onderzoek en het proefschrift werkte
geruststellend en bemoedigend. Zijn naar het einde toe immer stijgende geestdrift
heeft zijn weerslag gevonden in een sterk verhoogde oplage.

Jozien Bensing werd op het juiste moment hoogleraar zodat zij als autoriteit op
het gebied van de medische gespreksvoering promotor kon worden. Zij is
gepromoveerd op instrumentele en affectieve communicatie, en bleek zelf beide
typen gedrag bijzonder goed te beheersen. Haar instrumentele, taak-gerichte
communicatie heeft zijn weerslag gevonden in diverse passages in dit proefschrift.
Haar bemoedigende affectieve communicatie heeft er zeer toe bijgedragen dat het
allemaal tot een goed einde is gebracht. Haar raadgeving om niet te wanhopen
zou iedere aanstaande promovendus op het hart moeten dragen. Aan haar heb ik
te danken dat ik dit proefschrift in het Engels heb geschreven. Daarmee heeft zij
mij doen inzien dat vooraf gevreesde problemen achteraf vaak erg meevallen.



Haar inspirerende bijdragen, haar onvoorwaardelijke steun en het van meet af
rotsvaste vertrouwen in de goede afloop zullen mij altijd bijblijven.

Wynand Ros was degene die met een vooruitziende blik het onderzoeksvoorstel
destijds samen met Jacques geformuleerd heeft. Ook was hij degene die mij
destijds attendeerde op de vacature voor het onderzoeksproject. Van zijn
onvoorwaardelijke en vasthoudende 'sociale steun’ heb ik veel baat gehad. Op
kritische momenten in het onderzoek was hij steeds behulpzaam in het vinden van
de juiste koers. Veel bewondering heb ik tot de dag van vandaag voor zijn
vermogen om gedachten uiterst gebalanceerd te formuleren. Altijd kon hij in een
paar zinnen een onderwerp waarmee ik bij het schrijven vast zat zodanig
herformuleren dat het door mij niet meer als probleem herkend werd, maar juist
glashelder voorkwam. Dankzij zijn geduldig en bereidwillig doornemen van de
talloze versies van de hoofdstukken heeft mijn schrijfvaardigheid zich ontwikkeld.

Esther Hosli, van haar gedisciplineerde en daadkrachtige kwaliteiten heb ik mogen
profiteren tijdens Miriam’s zwangerschapsverlof. Terwijl ik mij concentreerde op
het in elkaar sleutelen van de cursus, verrichtte zij alvast de voormetingen in het
AZU waar ze worstelde met weerbarstige participanten. Uiteindelijk speelde ze het
zelfs klaar om eerder te promoveren dan ik, op de ziektebeleving van kinderen.

Na het vertrek van Miriam werd haar leemte opgevuld met stagiaires. Als eerste
kwam Koen van der Kwast, student sociale psychologie aan de Universiteit van
Amsterdam, van eind 1993 tot begin 1994. Van zijn plannen om de invloed van
patiént-kenmerken op de gespreksvoering van de arts te bestuderen is helaas
weinig terecht gekomen. De confrontatie met de tragiek van de ziekte kanker was
in dit onderzoek niet alleen gebonden aan de video-observaties van de patiént-
contacten in de spreekkamers van de deelnemende artsen, maar manifesteerde
zich ook in ons onderzoeksteam. Koen overleed op 23 april 1996, op 28 jarige
leeftijd, na drie jaar keihard gevochten te hebben voor zijn gezondheid en zijn
bestaan. De onbegrijpelijke onrechtvaardigheid van zijn in de kiem gesmoorde
leven heeft een blijvende indruk op mij gemaakt.

Renske Blokker was stagiaire vanaf zomer 1994 tot voorjaar 1995. Zij is van
onschatbare waarde geweest voor het scoren van een groot aantal video-
opnamen en het verzamelen van gegevens op een van de lokaties. Ze liet daar al
direct zien niet terug te deinzen voor enige tegenslag in de dataverzameling.
Mislukte opnamen moesten gewoon over! Na haar scriptie aan het formele eind
van haar stage heeft ze geheel belangeloos mij behoed te verzanden in het
scoringswerk, door nog een fors aandeel te leveren in het scoren van de
resterende videobanden. Ik ben haar immer dankbaar voor haar enthousiaste en
produktieve bijdrage aan dit onderzoek.

Ook de andere directe collega’s van de Werkgroep Psychologie van Gezondheid
en Ziekte mogen hier niet onvermeld blijven. Ivan Komproe, Mieke Rijken, Ingrid



Hoeks en later Nicolette van Heesch waren jarenlang mijn kamergenoten. Vijf
mensen in een kamer die ook nog uitpuilde van de computers en andere
materialen resulteerde niet in irritaties en onenigheid, maar juist in een hoop
gezelligheid en kameraadschap. Met veel genoegen denk ik terug aan onze
talloze discussies en verhalen.

Veel dank ben ik verschuldigd aan het team van deskundigen rond de
ontwikkeling van de cursus. L.G. Vreeman en E.A. Langewis adviseerden over
computer-ondersteund onderwijs. W.A. van Deijk (internist), J.M. van Doorne
(prosthodontist), H.F.J. ten Kroode (psycholoog), M.H. Oosterwijk (psycholoog),
V. Batenburg (psycholoog) verschaften advies over arts-patiént communicatie.
Speciale dank gaat uit naar Alexander de Graeff (internist) voor zijn bereidwillige
en kritische beoordeling van onze scripts. Veel dank zijn we verschuldigd voor zijn
aanwezigheid bij de video-opnamen voor het beeldmateriaal van de cursus. Hij
had beslist als arts kunnen figureren in onze cursus, met name in de video-
fragmenten van het 'goede voorbeeld’. Uitbeelden van het 'slechte voorbeeld’ had
hem wellicht aanzienlijk meer moeite gekost.

Dit proefschrift is voltooid tijdens mijn aanstelling aan het NIVEL. Een aantal
collega’s zijn daarbij van bijzonder belang geweest. Met name kamergenoot Jan
Kerssens heeft mij met engelengeduld ingewijd in de geheimen van multi-level
analyses en het interpreteren van de berekeningen. Peter Spreeuwenberg heeft
mij vervolgens op gang geholpen met het zelfstandig uitvoeren van de analyses.
Mijn andere kamergenote, Irma Kruijver, wil ik bedanken voor de talloze gezellige
en ook ernstige discussies over belevenissen binnen en buiten het werk. Samen
met Jan vormden we van het begin af aan een goed trio. Sandra van Dulmen wil
ik met name bedanken voor haar bijdrage in het valideren van mijn observatie
instrument. Ook was zij degene die mij attendeerde op haar artistieke 'ex’ die de
omslag illustratie heeft verzorgd.

Tevens wil ik alle artsen en patiénten die aan het onderzoek hebben deelgenomen
bedanken voor hun inspanningen ten behoeve van het onderzoek. Zonder hun
bijdrage had dit proefschrift niet geschreven kunnen worden.

Tenslotte gaat veel dank uit naar mijn dierbare Anneke. Hoewel de mascotte op
mijn buro die ik van haar gekregen heb mij zeker geholpen heeft, denk ik toch dat
zijzelf de beste mascotte is geweest. Dankzij haar zorgzaamheid heeft ze mij de
ruimte en de stimulans gegeveri om dit proefschrift tot een goed einde te brengen.



'Clearly, medically relevant research should not only sponsor
the introduction into practice of new financing systems and
new diagnostic and therapeutic technologies, but also more
effective communication behaviors, if we are to continue
to deserve the confidence and respect of the consumer.
(T.S.Inui and W.B. Carter, 1985)
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Introduction

Communication is an important tool in medicine, some even consider it the most
important tool (Cassell 1985, 1991, Bensing 1991, Wagener 1995). Communica-
tion between physician and patient plays a crucial role in the diagnostic and
therapeutic behaviour of the physician. The physician becomes acquainted with
the patient's medical problem and he' informs the patient about diagnoses, the
results of medical tests, medical decisions, procedures and treatments through the
exchange of information. Poor interviewing techniques may lead to the doctor
failing to recognize the patient's problems and the patient failing to understand
instructions.

The whole process of medical care is conducted by communication. In the doctor-
patient encounter, the medical care the physician can offer is tuned to the needs
and expectations of the patient. However, this tuning process is not without
problems. Problems in communication arise from the differing expertise and
perspectives of physicians and patients. Where the physician mainly regards the
medical problem from a biomedical expertise, for the patient, a disease is never a
purely medical problem, but intrinsically connected to psychological, social and
emotional experiences, consequences and concerns (Bensing 1991, Stewart

'In this book, both physicians and patients are referred to as males for reasons of readability.
Therefore, he, his and him should be read as he/she, his’her and him/her.



1995). The diagnosis and treatment of a potentially chronic and life threatening
disease like cancer provokes a strong emotional response in the patient of
uncertainty and considerable psychological distress. This distress is repeatedly
triggered in different stages of the disease (Couzijn et al. 1990, Winnubst et al.
1987). For a patient, 'coping with cancer’ implies primarily coping with these
psychosocial and emotional concerns. Cancer patients need considerable support
to be able to cope with their disease and the related emotional concerns (Ros
1990). Communication is certainly the most important tool for a physician in
learning about these concerns and providing the patient with adequate care and
support.

Different studies have shown that physicians do not always meet the informational
and emotional needs of patients with cancer (Ford et al. 1996). The psychological
distress many cancer patients experience often remains unnoticed due to
uninviting aspects of the physicians’ interviewing techniques (Ford et al. 1996).
Physicians often tend to be reluctant to discuss psychosocial topics with the
patient (Roter 1995, Levinson 1993, Putnam 1988). According to Putnam (1988),
physicians are reluctant to discuss psychosocial problems of patients because
they feel that they should do something to solve them, whereas at the same time
they feel unable to do so. Furthermore, their reluctance may be motivated by a
lack of time caused by crowded waiting rooms. Physicians fear that discussing
patient concerns may take extra time beyond the discussion of medical problems.
It is well known that there is a close relationship between time spent in
consultations and quality of care (Howie et al. 1997). Research about issues of list
size and the use of time has shown that physicians vary their use of interviewing
techniques according to the time available. When surgeries are booked at longer
intervals, physicians tend to display more inviting behaviour, collect more details
about the patient's illness, and spend more time in explaining the patient's
problem and its proposed management. They also discuss prevention and health
education more (Roland et al. 1986, Ridsdale et al. 1992, Ridderikhoff 1993).

Still, a positive doctor-patient interaction is facilitated when the physician is aware
of the affective or emotional state of the patient, and is capable of communicating
his concern, interest, support and understanding (Méndez et al. 1986). Effective
communication is an important part of the development of a successful
relationship between a doctor and a patient. The physician has great influence on
how this relationship develops. The physician's attitude can encourage or
discourage the patient to take initiatives in the consultation and to ask questions.
The physician who holds that 'patients do not demand much time and attention’
and his colleague who holds that 'patients do demand much time and attention’
may both see their opinions confirmed by their own behaviour (Molleman et al.
1984). Since the physician has the knowledge and expertise and therefore the
power in the interpersonal relationship, he is responsible for sharing these aspects
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with the patient.

Behaviours that are conducive to patients’ disclosure of sensitive emotional
information include the adoption of a patient-centred interviewing style (Stewart et
al. 1995, Ford et al. 1996). This style aims at sharing the power and control over
the content of the medical interview and the decision- making process. It facilitates
patient expression and participation in the consultation, by making the patient feel
free to speak openly and to ask questions.

Furthermore, problems in doctor-patient communication often concern the amount
and kind of information provided, and also how this information is provided (Ley
1988). While patients are in need of information, they are often badly informed and
at the same time experience difficulty in perceiving and understanding the
information (Cuisinier et al. 1986). Information is important for patients in coping
with cancer, because lack of knowledge about the disease, the course of the
illness and the treatment adds stress and problems for the patient (Couzijn et al.
1990). Adequate information provided by the physician about the illness and its
treatment is important for the well-being of the patient. However, at times, cancer
patients can be confused and overwhelmed by emotions that they are unable to
perceive the information properly. This places additional demands on the
communication skills of the physician. Skilful, patient-centred information giving is
directed at tuning the amount and kind of information to the needs of the patient;
taking the patient’s ability to understand into account.

Policy makers

The importance of adequate communication in medical care is not only stressed in
the communication literature, but is also recognized in various recent
governmental policy recommendations.

In 1990 the 'Raad voor Gezondheidsonderzoek' (Health Research Council of The
Netherlands) published an advisory document entitled: 'Kwaliteit van zorg’ (Quality
of Care). In this report it was clearly stated that an adequate doctor-patient
relationship and the readiness to inform patients properly are important quality
characteristics in care (RGO 1990). In 1991 the 'Gezondheidsraad’ (Health Council
of the Netherlands) stressed the importance of doctor-patient communication in
their report 'Medisch handelen op een tweesprong’ (Medical behaviour at the
crossroads). Their advice concerned the medical schools in particular, which
should be aware of the necessity of paying more attention to adequate
communication with the patient and his family (Gezondheidsraad 1991).

in 1993 the ’'Nederlandse Patiénten/Consumenten Federatie NP/CF’ (Dutch
Patient/Consumers Federation) published a report 'Tijd voor patiénten’ (Time for
patients) (Malsch et al. 1993). This report was written in response to a report
'Kiezen en delen’ (Choosing and sharing) by the government's Dunning
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Committee, which was established in 1990 to advise on enhancement of the cost-
effectiveness of medical care (Dunning 1991). The NP/CF concluded that the
patient perspective was not sufficiently considered in this report, and therefore
initiated a study on the needs and expectations of patients about health care. The
results indicate that patients consider aspects of interpersonal communication
most important in the doctor-patient relationship, in addition to equality and
respect. Patients expect the doctor-patient relationship to be characterized by
mutual trust and respect, the physician is expected to provide sufficient time and
information, and should display openness and frankness. The top 10 required
changes in establishing patient-centred health care include: the patient receiving
more information and participating more meaningfully in decision making; more
time and attention; more care and less technology; and the physician acquiring
more social skills. Furthermore, the physician should not focus his attention solely
on the medical problem, but treat the patient as a whole person.

The importance of doctor-patient communication is also recognized in recent
Dutch legislation on medical treatment. In the 'Wet inzake de geneeskundige
behandelingsovereenkomst (WGBO)' (Medical Treatment Contract Act) enacted in
1995, in which the relationship between the physician and the patient is described,
the adequate personal treatment of patients takes a central position. Particularly
emphasized in this law is the patient’s right to be properly informed.

Finally, the importance of adequate doctor-patient communication in the medical
care of cancer patients is clearly recognized by the Dutch Cancer Society which
reserved extra funds in 1993, in addition to their regular budget for psychosocial
oncology, for research focused on the 'quality of care’. In particular, this initiative
is designed to encourage research on the relational aspects of communication with
incurable cancer patients. The 'Wetenschappelike Raad voor de Sociale
Oncologie’ (Scientific Council of Social Oncology) has expressed its intention to
continue to finance research in this area from the regular budget in the coming
years (WRSO 1996).

Other sources

Adequate doctor-patient communication is an important element of the quality of
medical care. This is not only acknowledged in the governmental reports, but can
also be observed in annual reports of hospitals and other organisations which deal
with patient complaints about medical care. Data on patient complaints show that
a substantial proportion of them concern information exchange and interpersonal
communication. In a recent study of the 'Consumentenbond’ (Dutch Consumer
Organisation) among 820 patients of the Health Care Consumers Panel, it was
found that, although only 7 percent of these patients had ever made a complaint
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about medical care, 43 percent of these complaints concerned relational and
communication problems (Andela 1995).

In. The Netherlands, different organisations are available to deal with patient
complaints. Straten et al. (1997) provide a detailed overview of these
organisations as well as of figures on patient complaints. For example the
‘Medisch Tuchtcollege’ (Medical Disciplinary Tribunal), receives currently more
than 700 complaints per year, about 6 percent of which in the period 1983 to 1996
were concerned with relational problems and insufficient information (van der Wal
1996). Of the complaints that were registered in 1996 by the 'Nederlandse
Patiénten Vereniging’ (Dutch Patient Association), 5 percent concerned inter-
personal relations. Of the more than 1300 complaints received annually by the
‘Landelijk Informatiepunt voor Patiénten LIP’ (National Patient Information Centre),
about 14 percent are concerned with relational problems between the patient and
the caregiver. The 26 ‘Informatie- en Klachtenbureau’s Gezondheidszorg’ (Health
Care Complaint and Information Office) receive more than 5000 questions and
complaints of patients about medical care per year. About 26 percent of the
complaints is concerned with interpersonal communication (de Ruiter 1995).
Finally, the hospitals themselves receive complaints from their patients too. Data
on these complaints are not centrally registered, so it's difficult to provide an
adequate overview of the proportion of complaints relating to communication.
However, annual reports of individual hospitals generally reveal about 20 percent
or more of the complaints received are concerned with relational and
communication problems.

Another source which illustrates the importance of adequate medical
communication is a study by Lens et al. (1994), who investigated disfunctioning
among 2000 medical specialists in 21 hospitals in The Netherlands. They found
that in a period of five years disfunctioning was observed among 93 (5%) of the
specialists. The most frequently occurring type of disfunctioning was ’lack of social
skills’, which was observed in 17 percent of the disfunctioning specialists. The
authors concluded that when communication with colleagues was included, lack of
communication skills occurred in 40 percent of the disfunctioning physicians.

Also, from the side of the physician, it is recognized that communication is an
important factor in the quality of care. A group of six general practitioners
organized intervision sessions about their own mistakes and near-accidents in
medical care (van Pelt-Termeer 1995). For almost a year the physicians discussed
40 cases in which mistakes in care had occurred. For each case, a detailed and
systematic registration of factors that contributed to the incidents was made.
Analyses of these records showed that problems in communication were among
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the most important factors in mistakes and near-accidents. This factor occurred in
more than 25 percent of the incidents.

Teaching communication skills in medical schools

The above-mentioned complaints by patients about interpersonal communication
in medical care can possibly be largely prevented if physicians receive more
training in communication skills in medical schools and during their period of
residence.

In 1994 a commission initiated by the united medical schools published 'Raamplan
1994’ (Blueprint 1994) in which requirements are described for the quality
standards of the Dutch vocational medical training (Metz 1994). One chapter
explicitly ~ concerns  the doctor-patient relationship and interpersonal
communication. This chapter describes that, among other guidelines, the physician
is expected to display interest in, and have an unprejudiced and understanding
attitude of the patient, his situation and his ’lifeworld’. He is expected to take the
patient’s perspective into account, including the consequences of the disease for
the patient and his relatives. Furthermore, the physician should aim at a reciprocal
relationship, taking the preferences as well as needs and expectations of patients
into account, and show discretion and empathy when informing patients. The eight
medical schoals in the Netherlands have adopted this report as a guideline for the
development of their educational programs (Metz 1995).

As yet, education of communication training in medical schools is rather limited.
Batelaan (1995) made a survey of the educational programs on communication
skills for students, as included in the standard curricula in the eight medical
schools in The Netherlands. This survey was an update of a survey previously
made by Wouda (1992). Batelaan focused on practical courses in which students
can practice their communication skills in small groups. She surveyed the six
undergraduate years of medical education and found that on average 6.3
mornings or afternoons (range 3.3 to 10.2) per year is spent on practising
communication skills. Based on a unit length of 2.75 hours this corresponds to on
average 17 hours (range 9 to 28 hours) per year per university. For study years of
42 weeks, communication skills courses occupy 1.5 percent (range 0.8% to 2.4%)
of the annual curriculum.

When comparing the findings of Batelaan (1995) with those of Wouda (1992), it
appears that in four medical schools the amount of curriculum time spent on
teaching communication skills in the six undergraduate years has increased by 50
percent. The University of Maastricht reduced the total number of hours by 12
percent between 1992 and 1995, but still spends the most time of all medical
schools on communication training: about 28 hours per year. In the remaining
three medical schools, the number of hours remained unchanged in this period.
This observation of limited curriculum time spent on training of communication
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skills not only applies to the Dutch situation. Whitehouse (1991) reported that in
British medical schools less than 2 percent curricular time is spent on formal
communication skills training. They concluded that courses on communication
skills are treated as a minor subject of a low significance within the curricula of
medical schools (Whitehouse 1991, Frederikson et al. 1992).

During the residential years, when the physicians specialize in a particular medical
discipline, the attention is even more sharply focused on acquiring specific medical
and diagnostic skills at the expense of further development of communication skills
(Moorhead et al. 1991, Roter et al. 1992, Orbell et al. 1993).

A need for postgraduate communication training

These data clearly illustrate the necessity of continuous efforts to enhance the
quality of interpersonal communication. However, physicians are known to be
sceptical of the behavioural sciences and reluctant to attend to courses on
communication skills (Frederikson et al. 1992, Wagener 1995). They generally
tend to be more attracted to the predictable scientific logic of the biomedical
model, and tend to be reluctant to adopt a biopsychosocial model of medicine,
which focuses on the patient's perspective and personal experiences (Bensing
1991). Medical specialists in particular tend to have a less patient-centred
orientation than primary care physicians. Batenburg (1997) compared clerks and
trainees of general practice and surgery of the Utrecht Medical School on their
attitudes of patient-centredness. She found that clerks preferring general practice
and general practice trainees showed more patient-centred attitudes than clerks
preferring surgery and surgery trainees.

The difficulty of teaching communication skills in undergraduate medical education
is clearly depicted by Erkelens in his recent Health Council speech (Erkelens
1997). From his own experience, he approves the central role of doctor-patient
communication in adequate medical care. At the same time, he observes how
medical students cleverly learn techniques in required courses, which they will
hardly use in their clinical practice. This illustrates the relevance of continuous and
deliberate efforts to remind physicians of the importance of adequate medical
communication. Moreover, acquiring adequate skills in medical communication is a
cyclic process of repeated learning efforts (Boshuizen et al. 1995). Postgraduate
education is an effective way to refresh the earlier acquired skills and to develop
new techniques.

Most of the conventional training in communication skills takes place in a group
under supervision of an instructor. So, in order to follow a training program, some
at least of the participant’'s mornings or afternoons are fixed. Hence, in spite of its
generally brief character, conventional training programs are rather time-
consuming. Following conventional training programs may interfere considerably
with the busy schedule of a medical specialist. This time-demanding aspect may
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very negatively influence the interest of physicians in a course on communication
skills. A flexible training program can remove these objections.

Computer-Assisted Instruction

Providing education by means of computer-assisted instruction (CAl) offers
learners flexibility in several ways. CAl has advantages over the more
conventional forms of education, in particular due to its capacity to adjust to the
learner (Hannafin 1988, Jonassen 1988). It puts the learner in control over his own
learning process. Furthermore, CAl is a time-efficient learning method, which can
be fitted more easily into a busy working schedule. Whereas a conventional
course would require the participants to take days off, spend time on travelling, or
adapt their daily program to pre-planned sessions; a CAl course can be followed
at the workplace. CAl methods can enhance the access to learning, as it is flexible
in its usage. The participant can follow the training program whenever it suits him
personally since it is not fixed at particular times or places. Moreover, the
participant can follow the training program individually and at his own pace.
Modern CAl programs have become dynamic learning tools. Due .to the use of
multi-media like text, pictures, sound and video, the course content of modern CAl
applications can be presented in a lively and attractive way. Furthermore, the
learner can play an active role by interactively controlling the presentation of the
course content. In a CAIl lesson, the learner is presented theory about
communication skills and he can review illustrative video-examples of doctor-
patient interactions. By means of interactive exercises, the learner can develop his
mastery over the course content.

Aim of the study

In this study a new unconventional method of teaching communication skills to
medical specialists was developed and evaluated. In medical education, CAI
methods are being increasingly used in the biomedical area, but using CAl in the
acquisition of social skills is almost without precedent. The study explores the
potential of CAI to provide continuous medical education in communication skills
for postgraduate physicians. The flexible characteristics of CAl make the training
method particularly useful for medical specialists who, due to their occupational
obligations, have limited opportunities to attend to postgraduate medical education
programs.

The potential of CAl is evaluated by investigating the feasibility of the course as
well as its effectiveness. The feasibility focuses on the learning behaviour of the
physicians and their subjective evaluation of the content and educational method
of the course program. The effectiveness is investigated by analysing three
sources of information about the physicians’ performance on communication skills
before and after the course.

8 Chapter 1



Overview of the chapters

Chapters 2, 3 and 4 provide a general background on three scientific areas which
are related to this research project: communication skills, evaluation of educational
programs, and computer-assisted instruction. More specific details relating to the
design and content of the course and the set-up of the evaluation study are found
in Chapters 5 and 6. The results of the study are presented in Chapters 7 and 8.
Chapter 9 presents a general overview and discussion of the results.

In Chapter 2 a general overview is presented of the theoretical concepts which
relate to medical communication. The chapter focuses on the importance of
adequate doctor-patient communication in cancer care, and more particularly, of a
patient-centred approach towards communication. The patient-centred style
focuses on the patient perspective, and providing support to the patient in dealing
with his medical and psychosocial concerns. Furthermore, the patient-centred
approach encourages the patient to participate actively in the interaction. As a
result the patient can participate more meaningfully in the decision making process
on the treatment and management of the disease.

In this chapter the performance of the patient-centred style is explained in three
specific areas of communication which are relevant in cancer care: dealing with
emotions, disclosure of emotionally disturbing information, and providing
information.

CAl provides a new method of teaching communication skills. In the literature, no
evaluation studies of this kind of course focusing on measuring behavioural
changes among clinically experienced physicians could be located. However,
several evaluation studies of conventional types of courses on communication
skills for physicians have been carried out in the past decade. Conventional
courses are group courses guided by an instructor, which generally consist of
lectures, live or video models and role-play with simulation patients. Chapter 3
provides an overview of these evaluation studies among clinically experienced
physicians who have finished their undergraduate medical education. The review
focuses on the training objectives (what is trained), the educational methods
applied (how it is trained), the evaluation methodology (how effects are measured)
and results (what effects were found). This review of evaluation studies of
conventional methods provides a background for our evaluation study of the CAl
training method.

In Chapter 4 the characteristics and potentials of CAl as a teaching method are
described. Since CAl provides an individualized self-motivated type of learning, the
chapter focuses on motivational aspects of CAIl. Furthermore, this chapter
provides an overview of the educational methods which are applied in CAIl for
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teaching communication skills. These educational methods of CAl are compared
with those of conventional training programs as described in Chapter 3. Finally, a
brief review is presented of studies on the effectiveness of CAl. Evaluation studies
of CAl courses on social skills are generally scarce. Only one study could be
located in which the effects of CAl on communication behaviour of medical
students was evaluated.

The development of Interact-Cancer is described in Chapter 5. In this chapter
elements of Chapter 2 and 4 are brought together. Whereas Chapter 4 provides a
basis for the instructional design of Interact-Cancer, the course content is based
on the patient-centred approach described in Chapter 2. The course consists of
four modules: basic skills, breaking bad-news, providing information, and dealing
with emotions of patients respectively.

The research methods of the study are presented in Chapter 6. In this chapter are
described the research questions and study design, applied measurement
instruments and hypotheses. Further, the research procedures are described with
regard to physician and patient recruitment and how measurements were
performed. Two research questions were analysed in this study. The first question
is concerned with the feasibility of Interact-Cancer, the second focuses on the
course effects on the communication behaviour of the participating physicians.

In Chapter 7 the results on the first research question about the feasibility of
Interact-Cancer are presented. The feasibility of the course was investigated by
analysing how the participating physicians used the course program, and what
their opinion was about this kind of training in communication skills. Several
characteristics of the learning behaviour of the participants are described. This
provides insight into how the learners completed the course, in terms of session
planning and time investment. Furthermore, the participants’ subjective evaluation
of the instructional design and content of the course is described in detail. This
evaluation focused on a wide range of characteristics of both the educational
methods as well as the individual modules of the course.

Chapter 8 presents the results of the second research question concerning the
effectiveness of Interact-Cancer. Three sources of information were analysed to
investigate the course effects of Interact-Cancer on the physicians’ communication
behaviour: 1) independent ratings of video recordings of consultations, 2) patient
ratings of their satisfaction about the physician’s communication, and 3) physician
self-ratings about the interaction with the patient.
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An overall discussion of the research findings and of the potential of CAl to
provide continuous medical education in communication skills for medical
specialists is presented in Chapter 9. The discussion focuses on the observation
methodology which is applied to measure the patient-centredness of the
physicians’ communication behaviour. Furthermore, the measurement of patient
and physician satisfaction about their interaction is viewed critically. Finally, the
potential of CAl is considered from the perspective of course characteristics of CAl
in relation to the preferences and motives of the learners.
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2

Communication between physicians
and (cancer) patients

Doctor-patient communication is as old as the medical profession itself.
Communication is an inextricable part of the medical task of the physician.
Through communication physician and patient inform each other about aspects of
the disease. The medical interview enables the physician to elicit information
about the onset, severity and course of the patient's problems and determine the
contribution of psychosocial factors. Through communication patients get a better
understanding of their problem and receive information on how to control it
(Anderson et al. 1991).

The attention paid to research on doctor-patient communication has grown since
the second half of the sixties, starting with the research of Korsch et al. (1968).
Since that time much research has been directed towards describing and rating
interview behaviours (Byrne et al. 1976, Roter 1977, Stiles 1978), analysing
factors that determine the quality of communication (Greenwald et al. 1982,
Maguire 1984, Waitzkin 1985, Hall et al. 1987, Ley 1988, Roter et al. 1988), and
investigating the relationship between the physician’'s communication behaviour
and outcome measures (Ben-Sira 1976, Comstock et al. 1982, Stewart 1984,
Buller et al. 1987, Hall et al. 1988b, Bertakis et al. 1991).

Specific attention has been paid to communication with cancer patients for a
longer period of time. Up to the seventies, this attention was mainly directed at the
pros and cons of disclosing the diagnosis to cancer patients (Northouse et al.
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1987). With the increasing autonomy of the patient and a decrease in paternalistic
attitudes among physicians, this matter has developed in the direction of a policy
in which honesty and frankness are taken as a starting point. Since the eighties,
the focus in research has increasingly embraced the study of the role of different
aspects of doctor-patient communication in the quality of care. The increasing
complexity of treatments has made the importance of properly informing patients
more vital. Also the idea has developed that communication is important in
supporting the patient to deal with his life-crisis; accordingly doctor-patient
communication may influence the patient's quality of life. Communication with
cancer patients is not an easy task for physicians. They have to deal not only with
complex physical problems, but also with a wide variety of psychosocial problems.
Different theoretical approaches are available for describing and analysing the
process of doctor-patient communication. This chapter will start with the
description of the two most prevalent theoretical approaches. Next, the patient-
centred approach will be described in more detail, focusing on three elements in
this approach. Finally, three topics in doctor-patient communication which are
relevant in cancer care will be described. These are: dealing with emotions,
providing information, and the disclosure of emotionally disturbing information.

2.1 Theories on doctor-patient communication

When describing doctor-patient communication, two dichotomies are often
mentioned in the literature. One is the distinction between instrumental and
affective behaviour, the other the distinction between doctor-centred and patient-
centred communication (Ben-Sira 1980, Bensing 1991, Roter et al. 1992, Ong et
al. 1995). These will be described briefly below.

2.1.1 Instrumental versus affective behaviour

The distinction between instrumental and affective behaviour originates in the work
of Bales (1950). His 'interactional process analyses’ described interactions in a
simple way by focusing upon the exchange of various kinds of information as well
as its related affective meanings like agreement, tension and solidarity. In the late
seventies Ben-Sira related this basic idea to the medical consultation (Ben-Sira
1976). He defined the instrumental aspects of the behaviour of physicians as the
content of behaviour, and the affective aspects as the mode of communicative
behaviour. He considered affective behaviour to be an important addition to the
physician’s instrumental behaviour. It is the affective behaviour of the physician
that makes the difference for the patients between being treated as a person
rather than as a case. Affective behaviour is aimed at the reduction of anxiety in
the patient, and it modulates the patient's evaluation of the physician’s
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instrumental behaviour (Ben-Sira 1980).

In the eighties Roter and Hall continued the use of the instrumental-affective
distinction in analysing doctor-patient interactions (Hall et al. 1987, Roter et al.
1989). They define instrumental or task behaviours as 'technically based skills
used in problem solving, which compose the base of expertness for which the
physician is consulted’ (Hall et al. 1987). They operationalized instrumental or task
behaviour as: giving information about medical condition, therapy and procedures;
counselling and advising about preventive behaviours; and asking for information,
clarification and opinion (Hall et al. 1987, Roter et al. 1989). According to this
description, instrumental behaviour is essentially verbal behaviour. Affective or
socio-emotional behaviour may be expressed verbally as well as nonverbally. It is
described as the expression of emotion through nonverbal cues, as well as verbal
behaviours that are related to the interpersonal relationship (Hall et al. 1987, Roter
et al. 1989). According to Roter and Hall (1989) all face-to-face behaviour carries
affective content which may be transmitted at different levels. At the intrinsic level,
the socio-emotional content of the verbal exchange is expressed explicitly. These
exchanges consist of behaviours like friendliness, showing concern, giving
reassurance, showing approval, showing empathy, giving support, and being open,
honest, relaxed and encouraging. The conveyed level relates to the manner of
expression through which verbal exchanges receive an implicit affective meaning.
This implicit affective meaning is basically communicated through nonverbal
behaviours like tone of speech, gestures and facial expressions.

Roter and Hall describe affective behaviour as somewhat unintentional behaviour,
which simply is there, but which they nevertheless consider important in the
establishment and maintenance of a positive interpersonal relationship between
doctor and patient. In their definition, affective behaviour is not particularly directed
at engaging in a discussion of psychosocial problems (Hall et al. 1987). This
element is added by Bensing (1991). She also considers the purpose of affective
behaviour to be the creation and maintenance of a good interpersonal relationship
with the patient. According to Bensing (1991), affective behaviour includes also
elements of maintaining a therapeutic relationship as described by Rogers (1951).
Core conditions of the therapeutic relationship are empathy, the physician’s ability
to show the patient that he really understands the patient’s problems; respect, the
ability of physicians to accept their patients as they really are; and warmth, the
degree to which physicians communicate a sense of caring for their patients.

Many patients with a chronic disease experience anxiety and uncertainty which
needs explicit attention of the physician. Bensing (1991) states that 'when turning
to the doctor the patient has two goals: the solution of an illness problem and the
solution of an anxiety problem’. In her view, affective behaviour includes attentive,
listening and emphatic behaviours and the ability of the physician to communicate
concern, warmth and interest in the patient as a whole person. These behaviours
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are essential for addressing to the psychosocial aspects of the health problem of
the patient. Adequate affective behaviours give patients the feeling of being cared
about, that the physician takes time for them, that he explains and listens, and that
the physician is accessible when needed. In her research she found that non-
verbal affective behaviour, in particular, is a basic requirement if patients are to
feel that others care for them.

2.1.2 Doctor-centred versus patient-centred behaviour

Byrne and Long (1976) originally formulated the distinction between doctor-centred
and patient-centred behaviour and defined it in terms of a 'power-shift model. This
model expresses their notion that the way a consultation proceeds (or should
proceed) is directed not only by the doctor's special skills and knowledge but also
by the patient’s knowledge and experience. Both contribute to a balance of power
between physician and patient. The doctor-centred style implies that the
interaction is ruled mainly by the physician’s medical skills and knowledge. Others
label this style as disease-centred (Stewart 1991). In a patient-centred style, the
interaction is influenced by the patient's personal knowledge and experience. A
patient-centred style is characterized by 'sharing control’ (Northouse 1987), striving
towards an egalitarian relationship (Bensing 1991), or 'mutuality’ (Roter et al.
1992).

Roter et al. (1992) describe the doctor-centred style as consisting of behaviours
directed at meeting the physician's agenda. In their view, the physician’s agenda
is the gathering of sufficient information to test hypotheses in order to make a
diagnosis and to recommend a treatment, and the need for a rapid and efficient
visit. The doctor-centred style is biomedically oriented (Bensing 1991, Smith et al.
1991a). The physician controls the content of the interview, both by his initiation of
new topics and by what he pays attention to and ignores in the patient’s
comments. The style is effective in maintaining the doctor’s control of the visit, but
is less effective in addressing patient's needs (Roter et al. 1992). Stewart (1991)
describes her strongly related disease-centred style as consisting of behaviours
that ignore the psychosocial aspects and focus on the purely medical aspects of
the disease.

The patient-centred style is directed at enhancing patients’ responsibility,
autonomy and involvement in care (Smith et al. 1991a). It is the patient who leads
in the succession and elaboration of subjects (Smith et al. 1991a). A patient-
centred style implies non-coercive discourse based on norms of reciprocity rather
than dominance and subordination. A patient-centred physician actively seeks the
patient’s point of view and behaves in a way that assists the patient in expressing
himself, speaking openly and feeling free to ask questions (Stewart 1984). The
patient-centred style is characterized by humaneness, which includes the
expression of warmth, respect, kindness, willingness to listen, humility, empathy
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and sensitivity, appropriate nonverbal behaviours and interpersonal skill (Hall et al.
1988a).

Patient-centred behaviour concentrates on the psychosocial aspects of the disease
which includes patients’ personal experiences, thoughts and feelings concerned
with suffering a disease (Stewart et al. 1995). In the words of Mishler (1984), a
patient-centred style is characterized by attending to the ’voice of lifeworld” which
Mishler describes as recognizing the problems of patients within the context of
their lifeworlds of meaning. The 'voice of the lifeworld’ of patients represents their
personal and social contexts of their problems (Mishler 1984). Attentiveness to the
voice of the lifeworld is the recognition of the distinctive personal identity of
patients and respect for the contextual grounding of their problems in their
lifeworlds. This notion of the relevance of the personal and social context is also
described by Smith et al. (1991a) who state that the patient-centred style is
directed at eliciting the biopsychosocial story of the patient. The biopsychosocial
story represents the interaction between the biological, psychological and social
components of the patient’s life; a view originally formulated by Engel (1980).
Byrne and Long’s description of the patient-centred style depends on the stage of
the consultation (Byrne et al. 1976). In the diagnostic phase, which is
characterized by the physician asking for information from the patient, the style is
characterized by listening, reflecting, clarifying, interpreting and silence. In the
prescribing phase, when the physician is providing information and making
decisions, the style is characterized by giving information, answering patient
questions, seeking and using patient ideas, summarizing and pre-directional
probing. The common element in the behaviour of the physician in both stages is
the focus on the needs of the patient.

Adopting the patient-centred style does not mean that it should fully replace the
doctor-centred style of communication. The doctor-centred style is required for the
definitive categorization of most organic diseases and for decisions about disease
probability and diagnostic procedures (Smith et al. 1991a). That physicians
develop a doctor-centred style is more or less a natural consequence of medical
education. While talking with patients about their medical condition, physicians
develop diagnostical hypotheses which have to be tested. This leads to a style of
communication consisting of short checks of hypotheses often formulated in
closed-ended questions. Learning the patient-centred style is more like relearning
to talk with patients. It has been noted that medical students do a better job of
talking with their patients than fully trained doctors do (Roter et al. 1992). As
students’ medical education progresses, the science of medicine replaces its
human dimension and students find it harder simply to talk with their patients
(Helfer 1970, Roter et al. 1992).

Both styles are complementary. Byrne and Long (1976) noticed that doctors shift
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between styles within and between consultations. The patient leads in areas where
he is the expert (symptoms, concerns, preferences), the physician leads in his
domain of expertise (diagnosis and treatment) (Smith et al. 1991a). This shift in
input of both parties is best described as mutuality (Roter et al. 1992). Mutuality is
achieved by the establishment of an atmosphere in which patient's contributions
are appropriate and appreciated. The physician ascertains the patient’'s goals and
expectations. He educates the patient about the nature of his problem, discussing
the pros and cons of alternative evaluation and treatment approaches. The
physician not only presents, but also explains recommendations and elicits the
patient suggestions and preferences. He is open to negotiation of disagreements
(Brody 1980, Roter et al. 1992).

2.1.3 Relationship between both perspectives

Since both dimensions described are theoretical models of describing doctor-
patient communication, the question arises as to the ways in which both
dimensions have similarities as well as differences. The similarities will be
explained first.

Initially, doctor-centred behaviour has some correspondence with instrumental
behaviour; and patient-centred behaviour has some correspondence with affective
behaviour. This can be understood as follows. A physician with a doctor-centred
style, determines himself to a large degree which topics will be discussed during
the consultation, so he takes decisions without involving the patient. Because
physicians are primarily biomedically oriented, a doctor-centred style basically
implies instrumental behaviour: solving the medical problem. Bensing (1991)
connects this behaviour to one of the needs of the patients described by Engel
(White 1988); their need to know and understand. The physician answers this
need by providing information, explanation and clarification.

A patient-centred style on the other hand, implies being open to patient’s problems
and concerns, showing interest and being attentive to the patient’s lifeworld, and
involving the patient in medical decision making. As a result, the patient has more
influence on the content of the consultation and is encouraged to express himself
more, not only about purely medical subjects, but also about related psychosocial
subjects and subjective experiences. Patients are not primarily interested in the
biomedical aspects of the disease, but rather in its personal consequences, like
the effects of the disease and its treatment on daily life, as well as its emotional
significance. In fact, again in the words of Engel, the physician has to meet a
second need of patients; their need to feel known and understood (White 1988).
Consequently, in a patient-centred consultation, attention is not only directed at
the medical problem, but also at the emotional problem. From this perspective,
affective behaviour becomes increasingly important, especially as regards the
meaning Bensing (1991) has attributed to it. In fact, when comparing the
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descriptions of affective and patient-centred behaviour many similarities are found.
Both contain elements of humanity, respect, empathy, and sensitivity and
establishing a good interpersonal relationship.

However, both dimensions should not be regarded as different approaches
deriving from the same distinction in types of communication behaviour.
Instrumental behaviour should not be linked solely to doctor-centred behaviour,
nor should affective behaviour be regarded as the equivalent of patient-centred
behaviour. Instrumental behaviour can be performed in a doctor-centred as well as
a patient-centred style. For example, when information about biomedical topics
(instrumental) is provided in a doctor-centred way, the physician will speak in a
monologue, paying little attention to whether the patient is able to grasp and
understand the information. When the physician provides this information in a
patient-centred way, he will use a different manner in which he pays more
attention to the individual needs of the patient he is talking to. The information
exchange will have more the character of a dialogue.

A distinction can also be made regarding affective behaviour between a doctor-
centred and a patient-centred orientation. A physician who pays only brief and
superficial attention to the socio-emotional problems of the patient, can be
regarded as having a more doctor-centred style. Patient-centred affective
behaviour implies trying to get truly involved with the individual perspective of the
patient. This requires asking the patient about his personal experiences, giving
him room to freely express himself about his own experiences and being
supportive and showing concern.

2.1.4 Selection of a model

In this study the distinction between patient- and doctor-centred behaviour is taken
as a starting point, stressing the importance of physicians developing a patient-
centred style of communication. The patient-centred approach aims to teach
physicians to be sensitive to the needs of the patient and to communicate with the
patient, not only from the medical perspective, but also from the perspective of the
patient. It is generally regarded important for physicians to learn to take the
psychosocial perspectives of their patients into account (Roter et al. 1992, Stewart
et al. 1995). This implies teaching them a patient-centred style of communication.
In this respect, the patient- versus doctor-centred distinction is more
comprehensive than the instrumental-affective distinction. Whereas the
instrumental-affective distinction represents a more neutral description of types of
communication behaviour, the patient-centred approach does reflect a
fundamental philosophy about what a good doctor-patient interaction should be
like, and how a good interaction can be established. Definitions of adequate
instrumental and affective behaviours can be derived from this primary notion. The
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patient-centred model is valuable because the model is explicit about the
behaviour of an effective doctor and it provides a vocabulary and a focus for
teaching and learning (Stewart et al. 1995). From this model distinct criteria can
be derived, which can be used in the judgement of the doctor-patient interaction.
What a patient-centred style of communication is like and why it is so important, is
described in the following sections.

2.2 The patient-centred approach

Central in the patient-centred approach is the awareness of a distinction between
the physician’s biomedical perspective and the patient's psychosocial perspective
on the problem of the patient. Generally, in medicine the biomedical perspective
dominates whereas attention paid to the psychosocial aspects of the disease is
often limited. Patients need more than a scientific biomedical formulation and
treatment of their problem. They generally want to feel understood and valued and
to be involved in making sense of their health problems. Many also want to be
involved in decisions on disease management (Stewart et al. 1995). Patient-
centred medicine is directed at integrating the physician’s biomedical
understanding of disease with each patient's unique experience of illness (Stewart
et al. 1995). In the words of Mishler (1984): doctors should give priority to
"patients’ lifeworld contexts of meaning as the basis for understanding, diagnosing
and treating their problems". Patients are looking for cure (solving the health
problem) as well as care (solving the emotional problem) (Bensing 1991).

The patient-centred approach is especially relevant in the case of chronic diseases
(Moorhead et al. 1991). Chronic diseases are accompanied with a high amount of
emotional problems, because they have a bad prognosis, interfere with daily living
and have debilitating symptoms. Moreover, physicians are often very limited in
what they can do about a patient's chronic disease. Paying attention to the
patient's personal experience of the disease, may help the patient to cope more
adequately. The physician may help the patient by alleviating fears, correcting
misconceptions, encouraging the patient to discuss his discouragement, or simply
by 'being there’ and caring what happens to him (Stewart et al. 1995). Caring
implies that the physician is fully present and engaged with the patient. Care is a
matter of recognizing that every patient is different (Stewart et al. 1995).
Engagement with the patient's perspective implies addressing different aspects of
patients’ experiences like their ideas about what is wrong with them, their feelings
and fears about being ill, the impact of their problems on their functioning, and
their expectations (Stewart et al. 1995). When physicians address these aspects,
patients may become more satisfied and the doctor-patient interaction may
become more effective and of a better quality.
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The following sections will go into three aspects of the patient-centred approach.

1. The patient perspective is the starting point for adequate doctor-patient
interaction. Since cancer patients are the target group of our research, common
psychosocial experiences of patients will be described in relation to different
phases in the disease process of cancer.

2. Sharing of power and control is an important prerequisite to get the patient-
perspective to the front in the interaction. It is not self-evident that patients and
physicians do have equal control over their interaction. Many patients take
submissive positions and are reluctant to speak about the things that bother them.
3. Supportive communication is a target of the patient-centred style. It implies
helping patients to cope with their emotions and insecurities and helping them to
deal with their psychosocial problems which are triggered by their disease.

2.2.1 The iliness experience of cancer patients

In the Netherlands, an extensive study of the psychosocial problems cancer
patients experience has been performed by Schrameijer and Brunenberg (1992).
They found in their study group of 188 patients that the majority (87%) of the
patients suffer psychological problems, deriving especially from the threat to life,
as well as physical problems (60%) like fatigue and pain. Almost half (48%) of the
patients appeared to suffer relational problems. A smaller proportion (20%)
reported practical and financial problems.

Suffering from cancer is surrounded with a great deal of insecurity. Having cancer
puts enormous psychological strain on the patient and this is nourished by several
characteristics of the disease. The cause of many kinds of cancer is still unknown.
Moreover, the course of the disease process is often unpredictable, the treatment
often very burdensome and the outcome uncertain. Although advances have been
achieved in the treatment of cancer, it is a disease which (still) can not be treated
easily. More than half of the patients (women 50%. men 656%) with cancer die
within 5 years of diagnosis (Schrameijer et al. 1992).

Schrameijer and Brunenberg (1992) describe the problems cancer patients
experience within the context of four phases in the disease process (derived from
Weisman 1979 and Winnubst et al. 1987). In each phase of the disease the
patient experiences moments of suffering and existential problems. Patients suffer
many insecurities, especially about the future.

In the first phase, which involves diagnosis and treatment, most patients
experience an existential crisis because of the association of cancer with death
(Couzijn et al. 1990). In this phase, relatively little is known about the severity of
the disease and how the patient will bear the forthcoming treatment. The patient
experiences moments of uncertainty which alternate with moments of hope. As the
cause of cancer is unknown, some patients blame themselves in an attempt to
answer this question about causality. Further, many patients suffer social
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problems, as a consequence of not being able to fulfil various social roles and
because of an increased dependency on others. Often patients experience a loss
of self-esteem, partly due to decreased social respect, formerly experienced in the
fulfilment of social roles, and partly due to a distortion of the body image. Many
patients suffer a feeling of loss of control and experience a diminished influence
over their own lives.

The second phase is characterized by a decrease of the intensity of care, due to
the completion of the initial treatment, possibly accompanied by discharge from
hospital. Patients have to become more self-reliant again. In the meantime the
prognosis has become more clear. The troubles patients experience in this phase
are mainly determined by the expected prognosis, by (side)effects of the treatment
and by the extent to which the patient suffers pain. In general patients feel,
relatively speaking, most optimistic in this phase, but still the feeling of insecurity
in respect of the future remains. Sometimes it can take years before this insecurity
disappears into the background and becomes relatively less important. Even as
much as three years after treatment, many cancer patients experience a
diminished feeling of control, have more worries about their health and feel
insecure about the disease (Schrameijer et al. 1992).

The disease process enters the third phase, when the treatment appears to be
ineffective or the disease starts again. This reconfrontation with the disease again
causes an emotional crisis, comparable with the first phase. Sometimes patients
are able to cope better with this crisis, due to being more prepared. Sometimes
however, the reconfrontation may hit the patient even harder due to a lowered
mental resistance in the struggle with the previous episode. The patient as well as
his relatives may feel that hope has dissipated.

When the disease appears to be incurable, the disease process enters the fourth
phase. This phase is characterized by mentally preparing oneself for the
forthcoming death. Patients often experience anticipatory grief (Couzijn et al.
1990). The patient not only fears the approaching end of his life; the loss of bodily
functions and loss of autonomy are also prospects to be feared. Often it is not the
fear of death itself that is most burdensome, many patients worry most about the
wellbeing of their partner and children (Cook Gotay 1984, Holland 1989). Beside
that, it is the fear of possible suffering which becomes more prevalent. In this
phase many patients suffer more pain than before. They may increasingly think
about suicide but the actual bringing this into practice hardly occurs.

In any phase of the disease process many cancer patients experience social
problems (Dunkel-Schetter 1984, Schrameijer et al. 1992). People in their
environment show defensive reactions due to being afraid of the disease. Many try
to avoid contact with cancer and as a consequence with the patients who suffer
the disease. Cancer patients often experience social isolation. Further, those
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contacts that do exist are not always satisfying, since many people do not know
how to behave towards cancer patients. People often concentrate on positive talk,
to distract the patient from thinking about his negative situation (Dunkel-Schetter et
al. 1982). In so doing they erect a barrier to serious talk. Although cancer patients
often feel the need to discuss their situation with others, they are often reluctant to
be open-hearted. This reluctancy is motivated by the fear of stigmatization and
increases when the prognosis deteriorates (Northouse et al. 1987).

As it appears, cancer is not only a serious physical disease, it is also related to a
broad range of psychosocial problems. These problems are an inseparable part of
the disease like all other physical consequences and discomforts of the disease
and its treatment (Ben-Sira 1980, Bannink 1990). However, the psychosocial
problems associated with cancer do not always receive sufficient attention from
the physician. The unequal position of patient and physician in the interaction is an
underlying factor in this, as will be explained in the following paragraph.

2.2.2 Sharing power and control

In their interaction, doctors and patients often do not have equal positions.
Physicians often take a dominant role in leading the patient through the
consultation, whereas patients are inclined to take submissive roles. This pattern
is regarded as the traditional form of doctor-patient relationship, and is still seen
as the most common one (Roter et al. 1992). A consequence of this division of
roles is illustrated by a study of Tuckett et al. (1985, cited in Roter et al. 1992)
who found that during medical consultations, 75% of the patients did not ask the
questions they initially intended to ask. Apparently, patients are reluctant to speak
and to express their thoughts and worries (Vess et al. 1988). When patient and
physician have relatively equal positions in their interaction, the psychosocial
frame of reference of the patient may get as much attention as the biomedical
frame of reference of the physician. Therefore, the sharing of power and control is
an essential element of the patient-centred approach. Furthermore, by activating
the patient the physician helps him to develop an increased sense of competence
and confidence in examining one’s expectations, preferences, and perspectives.
This allows the patient to participate more meaningfully in the decision making
process for treatment and disease management (Roter 1997).

Several reasons may contribute to why patients take submissive roles in the
interaction with their physician (Mclintosh 1974, Buller et al. 1987). Some patients
do not talk about everything that bothers them because they are afraid to talk
about certain topics or to have some feared expectations confirmed, as a result of
their heightened anxiety and uncertainty about prognosis and treatment (Vess et
al. 1988). Further, patients may experience barriers between themselves and the
physician because the latter is too busy and is perceived to be socially distant.
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Many patients look up to their physician and think that he expects a submissive
role. Physicians may even deliberately behave in a way that causes these barriers,
to discourage patients from asking too much questions. Further, patients do not
want to complain, or be a nuisance. Finally, while patients often have a limited
understanding of medical problems and treatments, they have a desire not to
expose their ignorance of medical matters. So many patients are reluctant to ask
questions for fear of being perceived as ignorant or as wasting the doctor’s time
(Street 1991).

Physicians do not take this submissive attitude of patients into account. If patients
have questions, doctors expect that patients will ask them (Roter et al. 1992).
However, passive, dependent patients do not always express their opinions to
their physician if he does not explicitly ask them to do so, or if he does not show
enough interest by means of an open, inviting attitude. As a result, some important
topics might be left unspoken and some of the needs or interests of the patient do
not get any attention (Goldberg et al. 1980).

A physician can help the patient to overcome his reluctance and stimulate him to
take a more active role in the interaction by taking a less dominant position, and
by creating a more open, inviting atmosphere. Establishing a good interpersonal
relationship is regarded as a prerequisite for optimal medical care (Irwin et al.
1989, Bensing 1991, Roter et al. 1992, Ong et al. 1995). Irwin et al. (1989) define
a good interpersonal relationship between patient and physician as an effective
working relationship in which there is mutual trust. A positive interpersonal
relationship can be established through an affiliative style of communication which
includes behaviours like communicating interest, friendliness, empathy, a non-
judgemental attitude, and a social orientation (Buller et al. 1987). A positive
doctor-patient interaction is facilitated when the physician is aware of the affective
or emotional state of the patient and is capable of communicating his concern,
interest, support, and understanding. Many patients consider this, as well as
kindness, sympathy and encouragement as highly relevant doctor characteristics
(Méndez et al. 1986).

Besides inviting and encouraging patients implicitly by creating an open
atmosphere, physicians should also encourage them more explicitly to express
themselves and say what is really bothering them (Cuisinier et al. 1986).
Behaviours of physicians that have an ’activating’ effect on the patient are the so
called partnership building behaviours (Street 1991). These behaviours are
directed at trying to elevate the patient's status within the relationship, and to
increase the likelihood of patient participation (Hall et al. 1988b). Roter et al.
(1992) define these behaviours as: asking for patients’ opinion, for understanding,
and for suggestions, requesting questions, seeking patients’ ideas, making
interpretations, reflecting patients’ statements, facilitating patients’ response and
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making acknowledgement. Partnership building is related to taking into account
the individual frames of reference of patients (Cuisinier et al. 1986). It reflects the
willingness of the physician to allow the patient greater control over the topics of
the consultation and over the decisions reached (Street 1991).

2.2.3 Supportive communication

As described in the previous paragraph, being confronted with cancer is
accompanied by feelings of anxiety and insecurity. Patients are confronted with
the problem of how to cope with the disease. An important coping strategy is
seeking support of others; relatives, friends, caregivers and other patients (Dunkel-
Schetter 1982, Cuisinier et al. 1986, de Ridder et al. 1996). Social support has
been extensively studied over the past twenty years. It has gained a prominent
position in research on the well-being of patients suffering from chronic diseases
(de Ridder et al. 1996). This is not the right place to go into the many theoretical
discussions which can be found in the literature about the kinds of social support
and its effectiveness (Wortman 1984, Dunkel-Schetter 1984, Thoits 1986, Cutrona
et al. 1990, Ros et al. 1992). Instead, a brief overview will be presented of the
general characteristics and functions of social support and the link with
communication behaviour.

Generally, receiving social support is considered to be beneficial in coping with
stressful events (Albrecht et al. 1984, Irwin et al. 1988, de Ridder et al. 1996).
Patients who receive more socio-emotional support are found to be less
psychologically distressed (Irwin et al. 1988). Social support augments the
repertoire of coping behaviours and helps the patient to adapt to the situation and
may correct non-adequate reactions (Komproe et al. 1995). Since having cancer is
a stressful experience, it is expected that social support is beneficial in coping with
the disease.

In the literature, various distinctions can be found between different types of social
support. A popular distinction is between informational, emotional, instrumental or
material, and appraisal support (House et al. 1985, Albrecht et al. 1987). Various
authors have divided these types into two broad categories: problem focused
support and emotion focused support (Albrecht et al. 1984, Thoits 1986, Cutrona
et al. 1990, Cutrona et al. 1994).

Problem focused support is directed at solving or eliminating the problem that is
causing the distress and increasing the recipient’'s sense of mastery or personal
control over his situation. Emotion focused support encompasses efforts to
comfort or console, without direct efforts to solve the problem causing the stress.
The first category includes informational and instrumental support, the second
includes emotional and appraisal support.

Cutrona (1990) proposes that problem focused support is more effective in case of
a controllable stressful event, while emotion focused support is optimally beneficial
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in the context of uncontrollable events. Since suffering a chronic disease implies
both relatively uncontrollable aspects, like prognosis, as well as relatively
controllable aspects like pain, caution should be exercised in stating that one kind
of support is more important than the other. The ability to control the situation may
also depend on the stage of the disease. In the first phase, when a lot of
arrangements have to be made, problem focused support may be relatively more
important. In later stages, emotional support may become relatively more
important. In general, both kinds of support are equally important in providing
optimal care.

Social support is a process inextricably woven into communication behaviour.
Communication is a central mechanism through which support is conveyed
(Albrecht et al. 1987, Giles et al. 1991, Burleson et al. 1994). In the case of
interaction with patients suffering from a chronic disease, good communication is
supportive communication. Albrecht et al. (1987) define social support as a
process that 'refers to verbal and nonverbal communication between recipients
and providers that reduces uncertainty about the situation, the self, the other, or
the relationship, and functions to enhance a perception of personal control in one’s
life experience’. According to Albrecht et al. (1984) supportive communication
behaviour serves several functions. First of all it may serve to meet the recipient’s
need to vent feelings and for reassurance. Further, it may reduce uncertainty,
provide resources and companionship, and aid in mental and physical recovery.
Finally, it may increase the patient's combativeness. Social support tends to assist
patients in recovery from illness in three broad ways, including: assistance with
physical rehabilitation, social role rebuilding and socio-emotional improvement
(Albrecht et al. 1984).

The question arises what communicative behaviours can be characterized as
supportive. The functions of supportive messages can be both problem or emotion
oriented. Problem oriented supportive communication is established through
providing the patient information about his situation, about possible interventions to
combat the disease, and about future expectations. Emotion oriented supportive
communication is directed at providing confirmation of the patient’s self-concept,
offering of acceptance and reassurance, establishing mutual trust, showing
concern. One basic aspect of emotion oriented social support is simply 'being
there’, not only as a doctor, but also as a human being (Cuisinier et al. 1986). This
basically gives the patient the feeling that he is not alone and a feeling of
acceptance and assurance. 'Being there’ also means encouraging the patient to
say what is really bothering him, and allowing him to relieve internal pressures.
Providers offer support when they act as catalysts by enabling recipients to
ventilate about their stressors, thus offering indirect help with easing initial states
of uncertainty (Albrecht et al. 1987). This kind of support is established through
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emphatic behaviours. Listening, showing concern, offering sympathy and allowing
patients to move from one topic to another until all their frustrations have passed,
are behaviours of importance here. Providers who are active listeners enable the
patient to articulate their problems and uncertainties. This mere opportunity to
express themselves may reduce patients’ uncertainty and increase their sense of
control because their worries become more crystallized and shared entities.
Facing the worries more objectively is a first step in resolving the troubles.
Verbalizing personal concerns during a time of stress can help clarify feelings, to
develop strategies for managing them more effectively, and to begin active
problem-solving (Wortman 1984, Albrecht et al. 1987).

The physician as provider of support

Social support is communicated by various resources like spouses, relatives,
friends and various professional caregivers. Often a distinction between types of
resources is made in terms of social networks (Albrecht et al. 1987, Janssen
1992). Different resources may be of different importance to the patient. Relatives
and friends are expected to provide support for the patient in coming to terms with
the disease. However they are not always able to do so since they are, like the
patient, confronted with a whole range of adaptive tasks (de Ridder et al. 1996). It
has been reported that cancer patients often lack the support of the people in their
environment (Dunkel-Schetter et al. 1982, Cuisinier et al. 1986). Many patients do
not have anybody else with whom they can discuss their emotional problems.
Other people in the environment of the patient are not always very understanding
of the emotional suffering of the patient and may not always be able to support the
patient. Due to their struggle with their own emotional response they may feel
entirely helpless and incompetent (Ben-Sira 1984). Reactions of important others
towards the patient are determined by negative feelings about the patient’s illness
and a belief that a positive and optimistic interaction with the patient is
appropriate. This contradiction may result in avoiding open communication or even
physically avoiding the patient (Dunkel-Schetter et al. 1982). Vess et al. (1988)
found that even communication with spouses changes depending on the outlook.
When the medical information about the iliness is positive and the outlook is
optimistic patients openly encourage and engage in discussions with their
spouses. However when information is negative, the spouses become more
worried and communication is reduced.

In general, effective supporters are those who share a context with the patient and
have a certain credibility and status (Albrecht et al. 1984, 1987). The physician is
an important provider of social support because he is fully aware of and informed
about the patient’s condition and is expected to have effective tools to handle the
disease. In fact, chronically ill patients conceive of physicians as the most
important resource of support (Ben-Sira 1984). The patient largely expects the
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resolution of his emotional problem from the physician since his stressful
experience is to a great extent determined by his perception of the seriousness of
his condition and prognosis (Ben-Sira 1984).

2.3 Medical communication in cancer care

In this section three topics in doctor-patient communication which are relevant in
cancer care will be discussed. These topics will be described from the perspective
of patient-centred communication, implying taking into account the psychosocial
perspective of the patient, sharing power and control, and being supportive.

1. Dealing with emotions. When taking the psychosocial perspectives of patients
into account, physicians have to pay attention to emotions of their patients.
Although having cancer is a highly emotional affair, emotional matters are hardly
ever discussed.

2. Providing information. Information is important for patients, since information is
their basis for knowing and understanding their situation. Information helps
patients in coping with their disease, in reducing their insecurities. Being well-
informed is also a basis for sharing power and control.

3. Disclosure of emotionally disturbing information. In cancer care physicians
often have to provide bad news to their patients. Not only the diagnosis, but also
disappointing results of the treatment or the declining condition of the patient are
frequent topics of bad-news conversations. Often it is difficult for physicians to
provide the patient this kind of information.

2.3.1 Dealing with emotions

Cancer patients experience emotional problems, which are an inseparable part of
their disease. Their emotions and their sorrow have become their daily reality.
Physicians however often consider the emotional disturbances of patients as a
secondary problem, which will alleviate with an effective treatment of the physical
disturbance. Their attention is primarily directed at the physical problem, thereby
neglecting the emotional problems of the patient to a great extent. Paying more
attention to the patient's emotional experiences enhances the patient’s feeling of
being supported, which in turn may help the patient to cope better with the disease
and enhance his wellbeing.

The emotional crisis many patients experience after being diagnosed as suffering
from cancer, often shows various degrees of denial, anger and aggression
(Couzijn et al. 1990). Most patients also experience periods of anxiety, depression,
helplessness, relationship difficulties and cognitive impairments at some time
during the course of their illness (Fallowfield 1991). Further, cancer patients often
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experience a feeling of threat to their self-esteem, loss of control and uncertainty
(Cuisinier et al. 1986). Common fears experienced by many cancer patients are:
fear of pain, of recurrence, of progressive deterioration, of dependency on others
and death (Dunkel-Schetter et al. 1982). These negative feelings may be triggered
by the awareness of having cancer, as well as by the treatment which often has
aversive side effects.

Denial is a common reaction of patients in coping with cancer. However, patients
do not constantly deny their situation during the iliness; periods of denial alternate
with periods of acceptance (Vess et al. 1988). It has been reported that 25% to
47% of cancer patients show a mixed profile, fluctuating between varying degrees
of acceptance and denial over a six month period (Cuisinier et al. 1986, Brock et
al. 1993).

Patients may widely differ in the period they suffer emotional distress. According to
Couzijn et al. (1990) the emotional crisis may last from a few days up to several
months. They found that generally the period of three months after diagnosis is
considered to be the most distressing. Their estimation of psychologic morbidity in
the diagnostic phase of cancer is 20% to 33%.

In dealing with their emotions, it is helpful for patients if they can express their
emotions towards others like family members, caregivers or other patients. When
patients with serious physical illness become anxious or depressed, they tend to
feel that they are the only ones who are not coping. They may feel guilty and
ashamed at their 'inadequacy’ or 'weakness’, and be afraid to mention that they
find it difficult to cope (Maguire 1984). Venting their feelings towards others leads
to a relief of the emotional tensions and anxieties (Albrecht et al. 1987). Further,
discussing their feelings with others allows patients to receive feedback about the
meaning and appropriateness of their feelings and that their reactions are common
and normal (Dunkel-Schetter et al. 1982, Northouse et al. 1987). Being valued by
others enhances the self-esteem of patients (Northouse et al. 1987).

However, disclosure is often a problem for patients because they fear that other
people may avoid talking to them or may not want to engage in honest and open
communication (Northouse et al. 1987). Since many people in the environment of
the patient avoid speaking openly with the patient about his situation, also patients
themselves avoid to speak openly and to express their feelings towards others.
Patients fear that an open discussion of their feelings will upset others and they
may believe that it is inappropriate to express their feelings or concerns to others
(Dunkel-Schetter et al. 1982). Although patients regard their physician as an
important provider of support, they are even reluctant to share their feelings with
him, because they often perceive him to be more interested in biomedical
problems than in personal problems (Dunkel-Schetter et al. 1982, Northouse et al.
1987).
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Indeed, physicians do not always sufficiently attend to the psychosocial needs and
problems of their patients. Cuisinier et al. (1986) report a study among general
practitioners in which was found that whereas the physicians recognized
psychosocial problems among half of their patients, in half of the cases they were
not discussed with the patient. Physicians are reluctant to explore psychological
and social factors which are relevant in the disease process of the patient
(Maguire et al. 1976, Cuisinier et al. 1986, Fallowfield 1991, Ford et al. 1996).
According to Ben-Sira (1984): professional emotional support for alleviating the
individual's distress, particularly from a physician, is the most sought after and
least attainable.

Several reasons may contribute to this lack of attention. Many physicians think
that addressing to patients’ psychosocial issues is time-consuming and likely to
overwhelm a tight schedule (Roter et al. 1997). Sometimes doctors fail to pick up
the psychosocial suffering because they lack the skills necessary for effective
communication. Sometimes doctors avoid too much involvement with their
patients’ distress, and use distancing tactics out of a fear of losing their own
emotiona! balance. Some doctors consider psychological issues not part of their
responsibility (Fallowfield 1991). Physicians often consider the emotional problem
secondary to the physical problem, assuming that the therapeutic success of the
physical disturbance would concomitantly also alleviate the emotional disturbance,
thus viewing affective behaviour as either an ineffective therapeutic tool, or
altogether superfluous (Ben-Sira 1984).

Other factors that contribute to the reluctance of physicians to cover the possibility
that patients have psychological or social problems are summarized by Maguire
(1984). First of all, Maguire reports that physicians generally assume that patients
who develop problems would tell their physicians at their own initiative. Further,
physicians do not accept responsibility for eliciting these problems; they feel they
don’t have the time and they fear they might be faced with problems they cannot
deal with. Finally, probing patients’ emotional responses to serious illness is
avoided because it brings the physician close to suffering and the real impact of
illness and treatment. Physicians are not always emotionally able to deal with life-
threatening conditions of their patients. Discussing emotionally laden psychosocial
problems inhibits them in determining the form, content and timing of
communication as objectively as possible (Greenwald et al. 1982).

Dealing with emotions of patients does not mean that the physician should be able
to offer the patient some kind of psychological therapy, that would definitely go
beyond his task. Signalling the moods of patients and paying active attention to
them offers the patient the social support he needs in his vulnerable situation. At
times it is important for the physician to pay attention to the information the patient
can provide about thoughts, feelings, worries and social circumstances (Fallowfield
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1991). In encouraging the patient to express himself, it is important for the
physician to listen and express care and concern. In a more open atmosphere,
patients become less reluctant to talk about their feelings. Physicians can then
help patients to regain more control over their situation and feelings. Allowing
patients to disclose their feelings plays a pivotal role in helping individuals adjust
to cancer and other life crises (Northouse et al. 1987). Effective communication
alleviates anxiety and results in improved care (Vess et al. 1988).

When they allow patients to disclose their feelings, physicians can pay more
attention to the emotional response, and give feedback which increases patients’
feelings that their response to cancer is normal (Northouse et al. 1987). Allowing
patients to express their concerns, acknowledging these concerns and acting as a
sounding board helps patients to interpret and manage their experiences (Dunkel-
Schetter et al. 1982). It enhances problem solving and allows patients to view their
circumstances from a more meaningful perspective.

Besides allowing patients to disclose their feelings, patients can also regain a
sense of control if physicians inform them properly about their circumstances.
Many anxieties and uncertainties are induced by a lack of knowledge (Molleman et
al. 1984, Cuisinier et al. 1986, Northouse et al. 1987, Ros 1990). Information has
a positive impact on the patient's sense of control and responses to the illness. It
may prevent the patient from developing unnecessary worries and reduce the
uncertainties and anxieties of the patients (Molleman et al. 1984). Well informed
patients are reported to experience fewer periods of anxiety and depression as
well as less pain and complications in their disease process (Cuisinier et al. 1986).
Information is generally beneficial because it gives patients a framework in which
to interpret and clarify life threatening events.

2.3.2 Providing information

Providing information is an important aspect of every medical consultation (Inui et
al. 1985, Waitzkin 1985, Roter et al. 1988, Street 1991). Providing information
often takes up much of the time a physician spends with cancer patients during a
consultation (Northouse et al. 1987). Roter et al. (1988) found in their meta-
analyses that 35.3% of all interactions of the physician involved providing
information, making it the most frequent kind of exchange. Being well informed is
very important for cancer patients. However the literature shows that patients often
are not satisfied about the information they get from their physicians. Several
factors from the physician’s side as well as from the patient's side may contribute
to this. This, and how the provision of information can be improved, is described in
this section.

Cancer patients are in great need of information about the different aspects of the
disease process (Cuisinier et al. 1986, Gautam et al. 1987, Blanchard et al. 1988,
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Woodard 1992). Lind et al. (1989) reported that 80% of the patients in their study
believed that physicians should tell them everything. The other 20% believed that
they should be told as much as necessary (Peteet et al. 1991).

Cancer, with its often precarious prognosis, unpredictable course, and invasive
treatments generates uncertainties and fears which result in an increased need for
clarification (Dunkel-Schetter et al. 1982, Molleman et al. 1984). Badly informed
patients feel more insecure and have more unrealistic anxieties (McIntosh 1974,
Cassileth et al. 1980, Molleman et al. 1984, Sardell et al. 1993). Providing
information to the patient is an important factor for the wellbeing of the patient. For
cancer patients the exchange of information is highly important because it is one
of their main sources of information about changes in their health status (Street
1991). Information may reduce uncertainty, alleviate concerns and has been
reported to improve health (Molleman et al. 1984, Cuisinier et al. 1986, Northouse
et al. 1987). Information reduces uncertainty by giving patients a framework in
which to interpret and clarify the emotionally disturbing event. Information helps
patients to regain a sense of control over circumstances surrounding the disease
(Northouse et al. 1987). It helps patients to cope with their crisis response to the
diagnosis, to adjust to symptoms and treatment, and to develop skills, knowledge
and attitudes to regain health status (Cuisinier et al. 1986).

Various authors indicate that physician information-giving is positively related with
patient satisfaction (Comstock et al. 1982, Putnam et al. 1985). However, cancer
patients are often not very positive about the amount and clarity of the information
they receive from their physicians (Cuisinier et al. 1986, Vess et al. 1988,
Fallowfield 1990). Hall et al. (1988b) found in their meta-analysis of 41 studies, in
which several outcome measures were related to various provider process
variables, that the satisfaction of patients with the information provided is often
lower than satisfaction with other aspects of health care. Sometimes the
dissatisfaction reported by patients was attributed to an insufficient amount of
information. It has often been reported that patients want more information than
they receive (Mcintosh 1974, Taylor 1988, Stiles et al. 1992). Waitzkin (1985)
found that physicians tend to misperceive their own informative behaviour as well
as their patients’ desire for information. In fact they overestimate the time they
spend on informing patients, while on the other hand they underestimate their
patients’ need for information.

On other occasions the dissatisfaction of patients reflects a discrepancy between
the kind of information desired and the kind provided. Patients like to receive
information about the cause, diagnosis and prognosis of their disease, while on
the other hand physicians concentrate on information about the treatment
(Kindelan et al. 1987, Roter et al. 1992). Chaitchik et al. (1992) reported that
medical information has a different value for physicians and patients. In their
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study, physicians seem to define medical information objectively in terms of
references to type of disease and its stage, type and rationale for treatment, and
so on. Patients on the other hand, define medical information in terms of its
personal relevance regarding prognosis, recovery, suffering pain and other
inconveniences, and the burden of the disease and its treatment. The importance
of personal relevance is also noted by Fallowfield (1991) who considers that
information exchange should not only consist of medical technical details about
the disease and its treatment, but should also include the thoughts, feelings,
worries and social circumstances of the patient.

It has been reported that physicians experience various difficulties in the exchange
of information. In a study among general practitioners it was found that they
encountered communication difficulties in 20% to 25% of their consultations, 80%
of which were difficulties in the transmission of information (Pendleton 1983).
Greenwald et al. (1982) found in their study of physicians’ attitudes toward
communication with cancer patients, that 25% of 'cancer-oriented’ physicians find
it difficult to talk with cancer patients about their condition.

Several factors add to the difficulty of providing information (Mcintosh 1974,
Cuisinier et al. 1986, Northouse et al. 1987). One is that information has to be
conveyed in a restricted period of time, which makes high demands on the
efficiency of the exchanges and offers little opportunity to detect and correct
misunderstandings. A high workload has a negative influence on the exchange of
information. Busier doctors pay less attention to the details of the patient’s illness
and focus more on broadly defined symptoms, attend less to psychosocial issues,
they spend less time giving information and may become less facilitative (Waitzkin
1985, Roland et al. 1986, Howie et al. 1989, Ridsdale et al. 1992, Ridderikhoff
1993).

Furthermore, physicians are confronted with different levels of comprehension on
the part of the patients. Patients of a lower social class or lower educational level
often receive relatively less information (Waitzkin 1985, Roter et al. 1992). This
has been ascribed to the lower level of verbal activity among lower social class
patients. Physicians provide more information if patients ask for it. Less well
educated patients tend not to do this explicitly, because of the social distance with
the physician or because of their less verbally oriented background.

Another factor is that physicians are not always well informed about the
information needs of patients. There appears to be a considerable discrepancy
between what physicians think the patient should know and the patient’s desire for
information (Maguire 1984).

A fourth factor concerns the physician’s desire not to alarm the patient. Physicians
are confronted with the difficulty of finding a good balance between informing and
protecting the patient (Northouse et al. 1987). It has been reported that physicians
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sometimes deliberately withhold information to prevent strong emotional reactions
from the patient (Cuisinier et al. 1986, Taylor 1988, Chaitchik et al. 1992). It has
also been suggested that physicians may withhold information to prevent
themselves from reacting emotionally (Greenwald et al. 1982, Cuisinier et al.
1986).

Finally, physicians may be reluctant to inform patients because they may be afraid
to show signals of insecurity, which has unfavourable effects on the trust the
patient has in the medical capacities of the physician. Anxious, uncertain patients
are extremely sensitive to subtleties in the physician’s behaviour. Above all,
physicians want to prevent patients from becoming worried and depressed
(Mcintosh 1974).

On the patient side, several factors might contribute to the observed sub-optimal
levels of their satisfaction about the amount and clarity of information. One factor
of importance is the heightened level of emotional arousal patients experience.
Because of this, adequate processing of the information provided might be
disrupted (Vess et al. 1988). This is often noted in relation to strong emotional
reactions from patients after hearing the diagnosis, but might also be true in
general. Thus, patients may feel badly informed because they are too stunned to
register information (after receiving diagnoses) (Cuisinier et al. 1986, Hogbin et al.
1989, Brewin 1991, Michaels 1992), because they may simply not recall
information (Morrow et al. 1983, Cuisinier et al. 1986, Hogbin et al. 1989), or they
may deny or repress information (Maguire et al. 1988, Hogbin et al. 1989). So,
inadequacy of information is not always the result of the physician providing
insufficient information, but may also reflect difficulties of the patient in perceiving
and retaining the information adequately (Ong et al. 1995).

Effective communication of information

It is the responsibility of the physician to recognize the informational needs of the
patient and the factors that undermine the effectiveness of the information
exchange (Fallowfield 1991). Patients differ widely in their ability to comprehend,
their pre-existing knowledge, their interests, their absorption capacity of
information, and their ability to remember previous information. When providing
information, the physician should take this into account in establishing a patient-
centred style. A basic starting point in providing information is therefore, that the
information should be relevant to and attuned to the needs of the patient, and to
his level of understanding. When information is provided in an effective manner, it
means that it can be easily grasped and remembered by the patient. Ley (1988)
has done some deliberate research on improving effectiveness in the provision of
information. In his clear and detailed monograph he presents several
recommendations for improving the quality of information provision. Ley uses a
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model which stresses the importance of patient understanding and recall of the
information provided as central keys to patient satisfaction about communication
with their physicians. He weighs the quality of information exchange with the
physician against the level of recall of the information by the patient.

His recommendations can be summarized as follows. In general, the way
information is provided should be tuned to the individual situation and capabilities
of the patient. Since people recall best what they are told first, it is advisable to
start information sessions with the most important information. Medical terminology
should be avoided, or -if that is not possible- explained to the patient. Advice
should be phrased in concrete, specific rather than general, abstract statements
and tuned to the specific life situation of the patient. When providing large
amounts of information, parts of it should be repeated or summarised, especially if
the information is complex and the patient shows signs of not fully understanding
it. Information should be provided in small blocks, alternating with checks to see if
the patient understands it and still is able to grasp it. Finally, it is preferable to
convey information in written form whenever possible, so patients can reread the
information at any time after the consultation.

2.3.3 Disclosure of emotionally disturbing information

In cancer care, information can often have an emotionally disturbing effect on the
patient. The disclosure of the cancer diagnosis is often a heavy sentence for the
patient, due to the life-threatening nature of the disease, the incurability of many
kinds of cancer, the sometimes unpredictable course of the disease and the often
aversive side-effects of the treatments. Not only can disclosure of the diagnosis be
emotionally disturbing for the patient, many other kinds of information can be too.
The occurrence of metastasis, the reoccurrence of the disease or the
ineffectiveness of the cure are frequent topics of bad-news conversations (Ford et
al. 1994).

The opinion of physicians about the necessity to inform patients about the cancer
diagnosis, has changed strikingly over the past decades. This can be clearly
illustrated by two frequently cited studies (Taylor 1988, Holland 1989, Peteet et al.
1991, Woodard 1992, Sardell et al. 1993). The first study is of Oken, who reported
in 1961 that 90% of physicians in a university hospital favoured withholding the
cancer diagnosis. In the second study, carried out by Novack et al. in 1979 who
used about the same research method, it was found that 97% of a comparable
population favoured telling the patient of the diagnosis (Peteet et al. 1991). Since
that time, the dominant opinion among a majority of physicians has been that
patients should be told the truth (Woodard 1992).

Being clear towards and honest with the patient is -although at the moment of first
disclosure rather shocking for the patient- eventually better for a relationship of
trust between physician and patient. Being well informed is also a better starting
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point for the patient in developing adequate coping reactions and probably
motivates the patient better to undergo the often aversive treatments. Information
helps patients to gain psychological control over their disease (Woodard 1992).
Badly informed patients are often associated with being uncertain and having
unrealistic fears, a condition that patients describe as 'worse than knowing the
facts’ (Cassileth et al. 1980).

Still, physicians find it a difficult and unpleasant task to tell a patient bad news and
many feel reluctant to do so (Taylor 1988, Peteet et al. 1991). One often-
mentioned reason for physicians to be reluctant to give bad news is their fear of
the emotional response of the patient (Mclntosh 1974, Cuisinier et al. 1986, Taylor
1988, Chaitchik et al. 1992). By telling a patient that he has cancer, the physician
undermines the future prospects of the patient, inducing strong negative emotional
responses of anxiety and depression (Ford et al. 1994) and a profound loss of
hope (Sardell et al. 1993). Couzijn et al. (1990) describe the emotional response
of cancer patients in the diagnostic phase as consisting of feelings of shock,
uncertainty, confusion, anxiety, sorrow and depression. The physician’s own
emotions are also at stake. Physicians are not always emotionally able to deal
with life-threatening conditions (Greenwald et al. 1982, Cuisinier et al. 1986).

As a consequence, some specialists try to avoid this confrontation in several
ways. One way is to avoid a clear and unequivocal discussion of the illness, for
instance by not mentioning the word cancer to the patient and replacing it with
various kinds of euphemisms (Mclntosh 1974). Other reactions are to postpone
the message as much as possible, trying to keep the duration of the consultation
as short as possible and paying no or insufficient attention to the patient's
emotional reactions. Sometimes bad-news is even conveyed by phone, thus
avoiding direct face-to-face contact with the patient (Lind et al. 1989, Peteet et al.
1991, Woodard 1992). When talking with their patients, physicians do not like to
concentrate on how patients experience their situation, but on what can be done
to treat the patient, in an attempt to alleviate his trouble. When receiving bad
news, the patient often needs some time to recover emotionally. However, one of
the main difficulties physicians experience in communication is tolerating silence
(Maguire 1984). To avoid unpleasant silences, the physician might talk too much,
elaborating on the details of the intended treatment, ignoring the response of the
patient to the bad news and not wondering if the patient is able to understand
what's happening at that time.

In summary, an adequate manner of breaking bad news is characterized by a
physician who gives the diagnosis candidly in clear and intelligible words, who
pays attention to the patient’'s emotional response, enabling him to deal with his
first reactions, and who tries not to overload the patient with information. Balancing
the quantity and quality of information presented to the patient at the time of
diagnosis is essential in maintaining a hopeful attitude (Sardell et al. 1993).
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2.4 Outcomes of doctor-patient communication

In the literature, generally four outcomes are mentioned on which adequate
doctor-patient communication can have beneficial effects: satisfaction of the
patient about the interaction, recall of (medical) information provided, compliance
with the prescribed medical regimens, improved mental or physical health status
(Comstock et al. 1982, Putnam et al. 1985, Buller et al. 1987, Roter et al. 1987,
Hall et al. 1988b, Kaplan et al. 1989, Hall et al. 1990, Bertakis et al. 1991, Steptoe
et al. 1991, Roter et al. 1992, Stewart 1984, Stewart et al. 1995, Ong et al. 1995,
Frederikson 1995, Winefield et al. 1996).

These outcome measures can be regarded as hierarchically related to each other,
according to the cognitive model of Ley (1988). A prerequisite for an improved
health status is good compliance; whereas, in turn, a prerequisite of compliance is
adequate recall and understanding of the medical prescriptions and satisfaction
about the communication (Ley 1988). Hence, measurements of compliance and
health status do not provide unequivocal information about the quality of the
interaction. They can be regarded as more distal outcome measures, whereas
satisfaction and recall are more proximal outcome measures of adequate
communication. This makes measurements of recall and satisfaction more suitable
methods for direct evaluation of the quality of the doctor patient communication.
However, measurement of the patient’s recall requires specific knowledge of what
information is discussed in the interaction. Hence, application of this measure in
research can be quite laborious, especially if a study includes a large number of
patients. Furthermore, measurements of recall focus mainly on the exchange of
information and disregard socio-emotional and interpersonal aspects of the
interaction.

The measurement of satisfaction is a more general method in evaluating the
quality of the interaction which can be applied more easily. It can comprise a wide
range of aspects of the relationship in the cognitive, affective and behavioural
domains. Patient satisfaction is by far the most recognized and widely used
outcome measure (Kaplan et al. 1989, Bensing 1991, Ong et al. 1995, Lipkin et al.
1995).

Satisfaction of patients is known to be related to the physician's communication
style. More specifically, there are numerous indications that patient satisfaction is
related with a patient-centred communication style. Comstock et al. (1982) found
that ratings of patient satisfaction correlated highly with physician courtesy,
information-giving and listening behaviour. Hall et al. (1988b) concluded from their
meta-analysis of 41 studies of correlates of provider behaviours that patient
satisfaction is related to a number of physician behaviours, among which the
amount of information imparted by the providers is the most important. The other
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behaviours were greater technical and interpersonal competence, more
partnership building, positive nonverbal behaviour, more social conversation and
more positive talk. Buller et al. (1987) found that patient satisfaction was positively
related to an affiliative style of communication; whereas it was negatively related
to a dominant and controlling style of the physician. Henbest et al. (1990) could
not demonstrate a significant relationship between patient-centred behaviour and
patient satisfaction. However they found that consultations with patient-centred
scores in the highest quartile had the greatest percentage of patients highly
satisfied (46%) compared with consultations with patient-centred scores in the
lowest quartile (15%). Bertakis et al. (1991) found that patient satisfaction was
positively related to discussion of psychosocial topics, whereas it was negatively
related with discussion of biomedical topics. Patients were less satisfied when
physicians displayed a more dominant style. Smith et al. (1995b) found that
training for residents in patient-centred interviewing, informing patients,
relationship building, and personal warmth and confidence induced greater general
satisfaction and confidence in the physician on the part of the patients.
Frederikson (1995) analysed the relation between different aspects of providing
information to patients and patient-satisfaction. She found that patient satisfaction
is most strongly related to dealing with patient concerns, exploring patient
expectations, exploring patient ideas, and discussing consequences of problems.
She concluded that a patient-centred exchange of information is more effective
when physicians take patients’ concepts, perceptions and views into account,
rather than providing vast amounts of standardized information. Winefield et al.
(1996) found a positive but weak correlation between patient satisfaction and an
overall rating of the physician's patient-centredness (r=.19). No correlations were
found with specific physician behaviours.

A finding which is replicated in most studies, is that patients are generally highly
satisfied (Comstock et al. 1982, Buller et al. 1987, Henbest et al. 1990, Bertakis et
al. 1991, Steptoe et al. 1991, Frederikson 1995, Cohen 1996). This may diminish
the magnitude of correlations of satisfaction with communication variables.
Bensing (1991) recommends that satisfaction measures should capture a wide
range of physician behaviours, to be able to cover all aspects of the doctor-patient
interaction. Furthermore, since satisfaction is mainly determined by negative
behaviour, she advises to focus not only on satisfaction, but also more specifically
on dissatisfaction of patients.

The relationship between the quality of the physician communication and patient
satisfaction about the interaction is not straightforward. In the literature, several
patient characteristics are mentioned which influence this relationship. A widely
mentioned patient factor is age (Bertakis et al. 1991, Cohen 1996). Older patients
are found to be more satisfied with medical care than younger patients.
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Other factors which are frequently mentioned in the literature are: gender (Roter
1991), educational level (Wolf et al. 1978, Roter 1991), and health status (Buller
et al. 1987, Cohen 1996). Hall and Dornan (1990) performed a meta-analysis of
110 studies to examine the relation of patients’ socio-demographic characteristics
to their satisfaction with medical care. They found that patients’ satisfaction is
positively related to their health status. Their findings on the relations of
satisfaction with gender and educational level were somewhat inconsistent. Their
meta-analysis showed that women are generally less satisfied with medical care,
which contradicted the conclusions of older reviews. Furthermore, a higher
educational level has both been related to relatively higher as well as lower
satisfaction (Hall et al. 1990).

It is unclear whether these relations with patient characteristics can be explained
by attitudinal differences between the patient groups, or by differences of the
communication behaviour on the part of the physician. With regard to the age-
differences for example, it may be that younger patients are less satisfied because
they are more critical. The difference may also be explained by differences in
experience with medical procedures. Older patients generally have more
experience because they visit the physician more frequently (Buller et al. 1987).
The difference may also be related to differences in physician behaviour, where
older people may be treated more patiently and with more courtesy (Hall et al.
1990, Cohen 1996). Roter (1991) found that different aspects of physician
communication are performed better by physicians in their interaction with women,
with older patients, and with well educated patients.

It should be noticed that the socio-demographic characteristics are minor
predictors of satisfaction. Hall and Dornan (1990) found in their meta-analysis that
relations between satisfaction and patient’'s socio-demographic characteristics are
generally extremely small, even when statistically significant. Nevertheless, when
comparing the satisfaction of different patient groups on interaction with their
physicians, these aspects should be taken into account.

2.5 Summary

In this chapter aspects of the process and outcomes of physician-patient
communication have been described. An overview is presented of two main
theoretical paradigms of medical communication. The instrumental versus affective
paradigm presents a neutral descriptive distinction between cognitive and affect
oriented types of communication behaviour. The doctor-centred versus patient-
centred paradigm presents a more comprehensive directional approach of
communication from which guidelines for adequate communication can be derived.
Both models are not different ways to describe the same phenomena in medical
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communication, but exist independently of each other. Instrumental and affective
behaviour can each be expressed in a more doctor-centred or a more patient-
centred manner. The patient-centred approach is described in more detail,
focusing on the need to bring the patient's psychosocial perspective and concerns
to the front. Three principles of a patient-centred style of communication are
described: attention to the patient's lifeworld, particularly their illness experience:
sharing power and control in the interaction with the patient; and being supportive
in helping patients to adapt to their life crisis.

Guidelines can be derived from the patient-centred approach on how
communication tasks have to be performed. In cancer-care these tasks are:
dealing with emotions, providing information, and disclosure of emotionally
disturbing information.

Patient-centred communication is considered to be related to positive outcomes
like satisfaction, recall, health status, and well-being. Among these, patient
satisfaction is considered as a relatively direct indicator of the adequacy of the
communication behaviour of the physician.
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Teaching communication skills
a review of evaluation studies

In this chapter, studies from the past decade will be reviewed in which medical
communication skills training programs are evaluated. Physicians are taught
communication skills in medical schools both during their undergraduate (pre-
clinical) and their graduate (clinical) years'. In medical schools in the Netherlands,
the awareness of the importance of the doctor-patient relationship emerged in the
early seventies. At that time, medical schools started to develop course programs
on communication skills and attitudes (Bensing et al. 1985, Wolfhagen 1993). In
other countries also the attention to training communication skills had increased
since that time. In the late seventies and early eighties about one-third of the
medical schools in both the United Kingdom and the United States still offered no
training in communication skills (Whitehouse 1991). However, this percentage has
continued to decrease and since the early nineties all medical schools have
offered some kind of communication skills training. Nevertheless, it is still treated
as a minor subject of little significance. In most medical schools in Britain and the
Netherlands, less than 5% of the curriculum time is spent on training of
communication skills (Bruggemans 1991, Frederikson et al. 1992). Frederikson et

'A distinction is made between three groups of physicians according to stage of education and
clinical experience: undergraduates (students), graduates (residents) and postgraduates (practising
physicians).
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al. (1992) found that explicit evaluation of the training programs occurs relatively
rarely. A large number of the British schools do not explicitly assess the
communication skills obtained by students. The attention is mostly directed to
assessment of clinical skills, making communication skills a subsidiary issue.
Physicians, who wish to enhance their communication skills after their medical
education, may attend postgraduate training courses. Unfortunately, the availability
of these courses is often limited, since they are rare.

This review will focus on those communication programs for physicians that have
been evaluated in the literature. The purpose of this review is to present an
overview of the evaluation studies on aspects such as the kind of participants, the
applied training methods, evaluation methodologies and outcomes in respect of
training effects. The review of the training programs will focus on the kind of skills
the participants are taught and the type of educational methods applied in
teaching the skills. Thereafter, the different evaluation methodologies will be
examined in terms of research design applied, and the kind of instruments used to
evaluate the effects. Finally, the results regarding the training effects will be

reviewed.

3.1 Methods and procedure

Studies on communication skills training were located by using the following
procedures. First of all CD-ROM searches were performed on MedLine and
Psychlit. Key words used in the retrieval of research literature were: interpersonal
communication, communication (skills), interview skills, counsel(l)ing, physician-
patient relations, (medical) education, (graduate, postgraduate, continuing),
internship and residency, training, evaluation (studies).

Furthermore, reference lists of the articles found in the CD-ROM searches were
inspected for undetected papers. The focus was on effect-studies dating from
1985 up to the present. Reviews and descriptive papers on training of
communication skills which contained no evaluation were discarded. Also excluded
were non-English articles, letters and one-page news items. The review is directed
at training providers, so studies directed at improving doctor-patient
communication by means of training patients were disregarded.

This review focuses on physicians with clinical experience, including graduates
(residents) as well as postgraduates. Studies directed at undergraduates as well
as studies directed at health professionals, excluding physicians, were not
included in this review.
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The studies will be reviewed on three main aspects: the kind of training evaluated,
the methods of evaluating the training effects, and the results of the evaluation.
The description of the evaluated training programs will focus on the objectives, the
applied educational methods and the required time investment. The evaluation
methods relate to the applied research design and the instruments used to
measure training effects. The training effects are presented by focusing on the
findings of each type of measurement instrument.

3.2 Results

In the search, 13 studies were found which met the selection criteria; seven
directed at graduates and six at postgraduates. One study by Smith et al. is
described in two separate papers (Smith 1995a, Smith 1995b)? taken together in
this review and referred to as Smith (1995). Descriptions of the training and
evaluation methods of the studies are summarized in Tables 3.1 and 3.2. The
results relating to the training effects are summarized in Tables 3.3 and 3.4. These
tables can be found at the end of this chapter.

3.2.1 Participants

In both graduate and postgraduate studies, the medical disciplines represented
are general practice and internal medicine. In Faulkner (1995) the participants
were a multi-disciplinary group not only of physicians, but also nurses, consultants,
and other health professionals. In the Gask (1987) study the majority of the
participating general practitioners were medical trainers themselves. In the Gask
(1989) study, both graduate and postgraduate physicians participated; the latter
were working in psychiatry but intending to take up posts in General Practice.

The average number of participants in the studies is 37, ranging from 6 to 80. A
control group is applied in seven studies. The average size of intervention groups
is 19, ranging from 6 to 40 participants.

Recruitment procedures are not described clearly in all studies. Information about
response rates is given in only two graduate and two postgraduate studies
(Putnam 1988, Smith 1991b, Evans 1987, Roter 1995). Both Putnam (1988) and
Smith (1991b) report a 100% response for recruitment of graduates. Recruitment
of postgraduates is less successful; reported initial responses were 16 to 20%
(Evans 1987, Roter 1995). In three studies the postgraduates were approached by
letter (Evans 1987, Levinson 1993, Faulkner 1995), in one by phone (Roter 1995).
The drop-out rate is reported in five studies (Gask 1988,1989, Smith 1995,

°In this chapter, the abbreviation et al. is left out in references to the studies reviewed, for
reasons of readability. Full references of these studies can be found at the end of this chapter.
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Levinson 1993, Roter 1995). Average drop-out rate in these studies was 14%,
ranging from 6 to 22%. Two studies explicitly mentioned the absence of drop-outs
(Putnam 1988, Smith 1991b), in the remaining six studies this aspect is not
reported.

Comments

It is striking that the interventions evaluated are related to a limited range of
medical disciplines. Only general practice and internal medicine are represented in
these studies. Communication is especially important in these disciplines since
they have to handle both a wide range of physical problems as well as
psychosocial problems. However, adequate doctor-patient communication is also
important in all other medical disciplines.

The success rate in recruiting participants appears to be quite different among
postgraduates as compared to graduates. Since graduates can be approached in
medical schools, their recruitment is relatively uncomplicated. The two studies
which reported a response rate of 20 percent or less among postgraduates show
that it takes relatively more effort to recruit postgraduates. Apparently,
postgraduate physicians are reluctant to participate in communication skills
training. Only one study reported an 'unexpectedly’ large response when recruiting
participants, but this response is expressed in absolute numbers and not as a
percentage (Faulkner 1995).

3.2.2 Training objectives

All reviewed training programs are directed at enhancing the communication skills
of the participants. Generally, this enhancement is focused on teaching a patient-
centred approach to physician-patient interaction. The general purpose of this
approach is to give physicians a more complete picture of the patients’ personal
situation and pay more attention to the psychosocial problems related to their
disease. However, each training program has more specific objectives, which are
not the same in all studies. When reviewing these objectives, it appeared that the
content of the program was not always clearly described (Sideris 1986, Gask
1987,1988, Smith 1995a, 1995b, Levinson 1993). In those instances, the training
objectives could be derived, to some extent, from the evaluation methods and the
results sections of the articles.

Based on these data, the various training objectives were classified in four basic
objectives: receptive behaviours, information behaviours, interpersonal and
affective behaviours and patient management skills. The first three objectives
mainly concern how to communicate adequately with patients. The fourth kind of
objective concerning patient management skills can be found in four studies (Gask
1987, Smith 1991b, Smith 1995, Roter 1995). Patient management skills focus on
how the physician should manage the newly acquired personal data of the patient,
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such as depression, somatization, grief, stress, or fears (Smith 1995b). These
skills relate to being able to interpret patient data, making adequate diagnostic
decisions, and the development of an appropriate treatment plan (Smith 1991b,
Roter 1995). Since patient management skills affect the conversation content more
(e.g. treatment policy), and the conversation style less, these skills are not
considered in this review.

A cumulative list of the meaning and operationalization of the three basic
objectives is found in Table 3.5. A certain overlap between the categories cannot
be excluded. Some behaviours mentioned in the studies can have different
functions and may well fit in more than one of the three categories. However,
efforts were made to allocate each behaviour to the most plausible category.

Table 3.5: Operationalizations of the basic training objectives

1. Receptive behaviours
- open-ended questions
- asking patient’s opinion
- verbal encouragement
- active listening
- picking up verbal and non-verbal cues
- respectful silence
- no interruptions
2. Information behaviours
- providing information
- patient education
- counselling
- distressing information, bad news
- non-technical terms
3. Interpersonal and affective behaviours
- relationship building
- express mutuality
- elicit patient concerns, psychosocial problems and emotions
- reflections
- personal warmth and confidence
- empathy
- expressing concern

Receptive behaviours focus on encouraging patient participation in the interaction.
This is one of the central aspects of patient-centred communication. It stresses
non-directive and active listening, giving the patient every opportunity to tell his
story, and attending to cues that may indicate circumstances of his lifeworld. This
category concerns general facilitative behaviours that create conditions for the
patient to respond.
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Information behaviours are directed at improving the effectiveness and efficiency
of the information exchange. This is done with different aims: reducing anxiety and
improving satisfaction and compliance of patients. Furthermore, a well-informed
patient is more able to participate in decision-making about treatments. Informing
patients well constitutes the basis for the establishment of a more equal position of
patient and physician in their relationship.

The third aspect, interpersonal and affective behaviours, concern the
establishment of a good interpersonal relationship and creating an open and
facilitative atmosphere, in which the patient feels free to speak and to mention
everything that bothers him. This category is closely related to the category of
receptive behaviours, but is focused more particularly on the affective domain of
the interaction and of patient concerns, including psychosocial topics. This is
another basic aspect of patient-centred communication.

Findings

The objective of receptive behaviours is found in ten studies (Bensing 1985, Gask
1987,1988,1989, Putnam 1988, Roter 1990, Smith 1991b, Smith 1995, Levinson
1993, Roter 1995). Focus on information behaviours is found in nine studies
(Sideris 1986, Putnam 1988, Gask 1988,1989. Roter 1990, Smith 1995, Evans
1987, Levinson 1993, Faulkner 1995). The objective related to interpersonal and
affective behaviours is found in eight studies (Smith 1991b, Smith 1995, Bensing
1985, Gask 1987,1988,1989, Levinson 1993, Roter 1995). In four studies all three
areas of communication are covered (Gask 1988,1989, Smith 1995, Levinson
1993). Another three studies are dedicated to the single aspect of ’'providing
information’ (Sideris 1986, Evans 1987, Faulkner 1995). The Faulkner (1995)
study is specifically dedicated to the disclosure of bad news. The remaining six
studies focus on two objectives which always include receptive behaviours.

Comments

The training objectives are not always clearly described in the studies and
sometimes had to be derived from the evaluation methods. In case of Sideris
(1986), this revealed a striking contrast. While the training program is described as
being directed at affective objectives; the measurements all concern information
providing behaviours.

It can be seen that different aspects of the patient-centred approach are found in
all training programs. The most frequently observed objective in the reviewed
training programs is concerned with the receptive behaviours. Other objectives are
related to information behaviours and interpersonal and affective behaviours. This
shows that the relevance of patient-centred objectives like taking the patient
perspective into account, sharing control over the interaction and providing support
are familiar to communication skills trainers.
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3.2.3 Educational methods

Educational methods relate to the techniques by which the communication skills
are taught. These techniques range from cognitive methods, essentially concerned
with promoting knowledge, to experiential skills-oriented methods which involve
training in practical exercises and tasks. In the literature, four kinds of educational
method are generally distinguished in training programs: instruction, modelling,
skill practice, and feedback (Dickson 1989, Anderson 1991).

By means of instruction the participants receive information about the aims of the
training program, about general aspects of doctor-patient communication and
specific communication skills. Instruction can be provided in group sessions by
means of a lecture with a live instructor or self-instruction methods like a
videotape or textbooks and manuals with written information about doctor-patient
communication.

Modelling allows the use and performance of the target skills to be demonstrated
(Bandura 1977). Modelling can comprise both positive as well as negative
examples. This may be done with live models or by means of prerecorded audio-
or video-examples of target skills. Modelling gives the participants clear examples
of the use of specific skills.

Recorded models may involve enacted situations or be derived from daily practice
with real patients, sometimes of the participants themselves. Although models
derived from daily practice may not always display perfect examples of target
behaviours, the examples are very realistic. The models display both poor and
adequate behaviours which make them suitable for discussion and suggestion of
alternative behaviours by both instructors and participants.

Next, the learners may practice the skills in a role-play while interacting with the
other participants or simulation patients. The interaction may be observed by an
instructor and an audience of colleagues, and may be recorded on audio- or
videotape. In practice sessions, participants have the opportunity of becoming
acquainted with specific skills and situations. Role-play offers the participants a
safe situation to practice skills in and they are allowed to make mistakes. This
helps participants dealing with problems which, if handled inexpertly, could be very
distressing or damaging for real patients, such as breaking bad news (McAvoy
1988).

Next, the interaction is analysed and the physician may receive feedback from the
instructor, audience and the simulation patient. Direct-feedback is provided
immediately following the interaction with a real or simulation patient. If the
interaction was recorded on video, feedback can be provided based on reviews of
the recording.

In addition to these four educational methods, another often applied method is
individual and group discussion. Individual discussion concerns a direct trainer-
learner dialogue; group discussion concerns the exchange of information on
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experiences among the participants. This technique is especially valuable with
experienced participants. Discussion allows for interaction between practical
experience of the participants and the theoretical knowledge of the instructor.
These discussions can relate to different aspects of the training, such as the
content of the manual or lecture, modelled or practised case examples, or
feedback on displayed behaviours.

The training curriculum may be prefixed (teacher-centred), meaning that the
teacher is responsible for setting objectives, or learner-centred implying that the
training objectives are largely influenced and determined by the learners (Smith et
al. 1994). The learner-centred training method allows for matching of the content
of the training to the needs of the learners, thereby enhancing the efficiency and
effectiveness of the training. However, the learner-centred approach may be
especially effective in individualized training programs, since in group courses the
individual needs of the learners may interfere mutually.

Findings®

In all but one of the studies reviewed, instruction is part of the training method.
The only exception is the long course of Levinson (1993). This course does not
have a set curriculum, but has a learner-centred curriculum instead. Manuals are
provided in seven studies; lectures are presented in eight studies, in one of these
by means of viewing an instructional videotape (Gask 1989). In four of these
studies instruction is provided both by manuals and lectures (Evans 1987, Putnam
1988, Smith 1991b, Roter 1995).

The use of modelling is explicity mentioned in seven studies: six graduate
courses, and one postgraduate course (Gask 1987). In none of these studies life
models are applied. In some studies models are presented on audiotape (Sideris
1986, Putnam 1988), in others on videotape (Gask 1987,1988,1989). In two
studies the kind of modelling applied is not described explicitly (Smith 1991b,
Smith 1995). Models are mostly derived from daily practice, sometimes of the
participants themselves (Sideris 1986, Gask 1988,1989).

Role-play is applied in eight studies. In two studies participants practised with
each other (Putnam 1988, Gask 1989), in other studies the participants interacted
with a simulation patient (Faulkner 1995, Roter 1990, Roter 1995). In the
remaining three studies the kind of applied role-play is unclear (Levinson 1993,
Smith 1991b, Smith 1995). In three studies the role-played interactions were
recorded on videotape (Levinson 1993, Faulkner 1995, Roter 1995).

Feedback on the behaviour of the participants is provided in eight studies, based
on role-play (Levinson 1993), on interaction with real patients (Gask 1987,1988,

°Since Bensing et al. (1985) have not described their training method, this study is ignored in
the description of the applied educational methods.
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Putnam 1988, Smith 1991b) or both (Gask 1989, Roter 1990, Roter 1995).
Feedback may be provided in group sessions (Gask 1987,1988,1989, Levinson
1993, Roter 1995) or by the trainer in individual sessions (Puthnam 1988, Smith
1991b). When feedback was based on interaction with real patients, physicians
were asked to record some patients during their surgery hours and bring those
recordings to the training sessions. During the training the audio or video
recordings were reviewed and discussed and the physician was provided feedback
on his performance (Gask 1987,1988,1989, Smith 1991b, Roter 1995). In the
Faulkner (1995) study, feedback on the video recording of the roleplay was not
provided during, but some time after the training. After analysis of the tapes, all
participants received a written feedback sheet together with their videotape.
Discussion is a distinct part of nearly all programs, mostly concerning group
discussion. In only three studies it is not explicitly mentioned in the description of
the training (Putnam 1988, Smith 1991b, Smith 1995). However, discussions can
be an implicit part of any of the other educational methods.

A learner-centred approach was found in two training programs (Levinson 1993,
Smith 1991b). Both programs are conducted in individual or small group settings,
allowing much space for individual learning needs and experiences.

Comments

All types of educational methods are well represented in the studies reviewed.
Modelling is, however, less frequently found in the postgraduate studies. Nearly all
training programs provide a balance between cognitive learning, and experiential
skills-oriented learning. A minority of training programs offer a learner-centred
approach, probably because this type of training is more difficult to organize. The
content of a learner-centred training program is less predictable and as a result
such programs are more difficult to prepare. Some of the teacher-centred training
programs provide room for individual needs of learners by reviewing recordings of
the physicians with real patients.

3.2.4 Duration and location of training

All studies but one (Bensing 1985) provide some information about the duration of
the training; four only provide the number of hours (Sidiris 1986, Putnam 1988,
Evans 1987, Levinson 1993), four only provide the time period for which training
sessions are scheduled (Gask 1989, Roter 1990, Smith 1991b,1995), the
remaining four studies provide both types of information. Insofar as it was
mentioned, the training programs took from 4 to 36 hours; training periods ranged
from two days to six months. Information about the locations of the training
program was rarely provided. The impression is that graduates are generally
trained in their departments, whereas postgraduates are invited to come over to
the training institutes.
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3.2.5 Measurements and instruments

To evaluate the effectiveness of the training, three different methods can be used.
Firstly, the communicative behaviours may be evaluated by means of independent
behavioural observations of doctor-patient interactions. Secondly, training effects
may be evaluated by asking the participating physicians to rate the effects they
experience: the subjective evaluation. Finally, outcome effects of the improved
interaction on the patient may be evaluated.

The behavioural observations can be regarded as the most important indicators of
training effects, since these are related most directly to the aims of interventions to
improve communication behaviours. Patient-outcome measures are relatively
important, because these focus on the eventual goal of the interventions.
Physician self-ratings are generally less important, since these cannot be
measured reliably due to the fact that the physicians are not blind assessors of
their own behaviour.

e Behavioural observations

Observation-analysis is the most direct method of evaluating training designed to
change communication behaviours. Doctor-patient interactions are generally
evaluated by recording them on audio- or videotape and by rating the interactions
afterwards on various observation categories. Video recordings provide a more
complete picture of the interaction than audio recordings, since the latter lack the
registration of non-verbal behaviours. Nevertheless, video recordings are not
always applied since they need more arrangements and are considered more
intrusive.

The skills measurement may concern interactions with real patients or simulated
(standardized) patients. Both methods have their specific advantages. Analysing
interactions with real patients provides the most realistic image of how a physician
generally communicates. However, the doctor-patient interaction is not only
controlled by the physician, but also by the patient. Moreover, in view of the fact
that all patients are different, it is imaginable that uncontrolled patient factors may
obscure the measurement of a training effect. One solution to eliminate the
undesirable influence of real patients, is to evaluate the communication behaviour
of the physician by recording a number of patient encounters. Another way to keep
patient factors under control is to use simulation patients. Simulation patients are
'standardized patients’; their behaviour is the same in different situations and
towards different physicians. The kind and difficulty of the problems the physician
has to face are controlled. When the physician behaviour is evaluated by
analysing interactions with simulation patients, recording of only one encounter is
sufficient. Since interacting with a simulation patient may be somewhat artificial,
sometimes the physician is kept unaware of interacting with a simulation patient
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(Hoppe et al. 1990). It has been demonstrated that physicians are not always able
to recognize simulation patients (Sanson-Fisher et al. 1980b, Norman et al. 1982).
Obviously, this depends on the acting skills of the simulation patient as well as on
the way the patients are presented to the physician.

Since observations with real patients have a higher validity by definition, but the
variability in behaviour of simulation patients is more controlled, in some studies
observations are made both of interactions with simulation as well as real patients.
Standard observation instruments or study-specific instruments may be used to
code the interview-behaviours. Standard instruments aim at a comprehensive
classification of all speech acts that occur in an interaction (Bensing et al. 1991).
This type has to be applicable in a wide range of situations. Study-specific rating
scales are specially designed to meet the purpose of the study. Study-specific
rating scales are often more compact, focusing solely on the target communication
skills of the evaluated training (Bensing et al. 1991).

Raters should be blind to the status of the observed consultation; whether it
concerns a pre- or post-intervention recording, or a physician who participates in
the intervention or control group.

Findings

In eleven studies, the interview behaviours of the participants were observed and
analysed. In four studies the interaction was recorded on audiotape, in the other
studies video recordings were used. In one study both audio and video recordings
were applied, each in different contexts (Smith 1995a). In five studies interactions
of the physicians with real patients were observed (Bensing 1985, Sideris 1986,
Gask 1988, Putnam 1988, Levinson 1993), four studies used simulation patients
(Gask 1987,1989, Roter 1990, Faulkner 1995), in two studies interactions with
both real and simulation patients were observed (Smith 1995, Roter 1995). In the
Roter (1995) study, simulation patients were used, not to measure communication
skills, but to measure clinical proficiency. In four studies the simulation patients
were presented openly to the physicians (Gask 1989, Roter 1990, Roter 1995,
Faulkner 1995), in the two other studies this aspect is not explicity mentioned
(Gask 1987, Smith 1995). The number of observed patients per physician per
measurement time is one for simulation patients, and ranges from five to about
nine for real patients.

Most of the used observation systems are study-specific, in four studies standard
systems are used (Bensing 1985, Putnam 1988, Roter 1990, Levinson 1993). The
number of observation categories range from 6 to 15 in the study-specific
observation systems and from 22 to 50 in the standard systems. In all studies,
interactions are scored by rating the frequencies of target behaviours. Sometimes
these are expressed as proportions of the total number of interactions.
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Inter-rater reliabilities were reported in eight studies (Table 3.6). Gask (1987)
refers to Gask (1988) for information about the reliability of the observations. Also
Bensing (1985) refers to a previous study in which the inter-rater reliabilities were
determined. The number of consultations scored for determination of inter-rater
reliability ranges from 3% to 50%. The percentages are inversely related to sample

sizes.

Table 3.6: Reported inter-rater reliabilities and percentage of rated consultations

Study Total N Inter-rater N Reliability
Bensing (1985) - - r=.40 - .87
Sideris (1986) 79 10 (13%) r=.87-.92
Gask (1987) - - -

Gask (1988) 20 10 (50%) .88 (Kappa)
Gask (1989) 40 10 (25%) .94 (Kappa)
Putnam (1988) 268 - r=.96 (.93 - .99) (intra-class)
Roter (1990) 48 7 (15%) r=.85

Levinson (1993) 412 34 (8%) r=.80 (.58 - .94)
Faulkner (1995) - - -

Roter (1995) 648 20 (3%) r=.69 - .80

In four studies no information is provided whether raters were blind to the research
conditions (Bensing 1985, Sideris 1986, Putnam 1988, Roter 1990), in the
remaining four studies this information is provided (Gask 1988,1989, Levinson
1993, Roter 1995).

Comments

In all studies which apply behavioural observations, the ratings of observation
categories focus on the observed frequencies or proportions of target behaviours
in consultations. In none of the studies were additional ratings included such as
evaluations of the adequacy of the observed behaviours. Although quantifying the
interaction into a number of behavioural frequencies has some advantages, it also
has some limitations (Inui et al. 1985). Quantification implies reduction of
information, which may result in an incomplete description of the interaction. What
is lost for example, is information about the sequence of behaviours, as well as
information about the context in which the behaviours took place. Contextual
information may concern patient characteristics like responsiveness, intelligence,
mood, or topic under discussion, reasons for the encounter, and so forth. By
taking these data into account when rating the behaviours, information about the
quality of the interaction behaviours may be added to the ratings. This aspect is
maybe even more important than the sheer quantity of behaviours.
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In two studies, the inter-rater reliabilities were not calculated on the research
material, but derived from other studies. However, referring to data of other
studies provides no satisfying information about the reliability of the data in the
study described. Inter-rater reliabilities do not only give information about the
reliability of the coding system, but also about the reliability of the coding
behaviour of the raters. This aspect depends especially on how well the raters are
trained in the use of the coding system. In addition to inter-rater reliabilities, intra-
rater reliabilities should also be calculated. These provide information about the
stability of the coding behaviour over time. Since the rating of a recorded
consultation is rather time-consuming, it often takes a couple of weeks before all
consultations are rated. In none of the studies, mention is made of checks for the
intra-rater reliability.

e Physician self-ratings

The second method of evaluating the effectiveness of a training is the use of self-
rating questionnaires, which measure the subjective effects as perceived by the
physicians. Topics in these questionnaires may concern general aspects of doctor-
patient interaction, like attitudes or knowledge, or may concern interaction-specific
aspects, like perception of their own performance of different communicative
behaviours, or their perceptions of patient perspectives in the interaction.
Sometimes the interaction is rated by both physician and patient, to determine
their congruence by comparing their ratings afterwards. Physician ratings may be
most sensitive for response bias. For example, physicians may be willing to
indicate course effects to reduce cognitive dissonance, regardless of whether they
experience actual improvements.

Findings

Physician self-ratings are used in seven studies. In two studies, physicians were
asked to assess their own communicative behaviour (Sideris 1986, Smith 1991b).
In the study of Sideris (1986), both the physicians and patients rated the
interaction for purposes of comparing these ratings afterwards and calculating a
level of congruence.

In five studies the self-ratings are related to the recognition of psychosocial
problems of patients. In these studies, two different approaches were found.
The first approach, found in three studies, focuses on measurement of the
physicians’ knowledge of and attitudes towards psychosocial medicine in general
(Gask 1987, Smith 1991b, Smith 1995a). Gask (1987) used a non-systematic
subjective self-rating, the other studies used structured questionnaires (Smith
1991b, Smith 1995).

The second approach, used in two studies, focuses on how physicians rate the
psychosocial problems of real patients (Gask 1988, Roter 1995). In both studies
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the physician’s ratings of the patient's degree of psychosocial problems were
compared to the patient’s scores on the General Health Questionnaire (GHQ).

Comments

Self-ratings of communication behaviour provide a check on the awareness of the
physicians on their own behaviour. Self-awareness is important in accomplishing
and sustaining improvements in behaviour. If physicians are aware of and satisfied
with changes in their communicative behaviour, it is easier for them to maintain
their improvement. However, research findings of training effects on physician self-
ratings have a limited meaning as indicators of real changes in actual behaviour in
the interaction. Improvements on self-ratings like 'knowledge about’ or ’attitudes
towards’ the detection of psychosocial problems of patients are a necessary, but
not a sufficient prerequisite for an improved behavioural performance in this
respect. Behavioural observations are still needed to confirm whether the actual
behaviour has changed. Moreover, comparing the self-ratings with some external
criterion provides information on the validity of the perception of the physician.

A methodological weakness of the physician self-ratings is that the physicians are
not blind to their training condition. Self-ratings are generally reactive measures;
the measurement itself may influence the outcome. Post-training improvements of
self-ratings may not only be the result of a training effect, but may also reflect the
willingness of the respondent to show that the training efforts have not been
useless.

e Patient-outcomes

The third method to evaluate the training effect is to focus on the patient-
outcomes of improved communication behaviours. Patient measures are relevant
because they focus on benefits patients may experience as a result of the
improved interaction. Patient-outcomes may range from proximal measures
concerning patient behaviour or perceptions related directly to the observed
consultation, to distal measures concerning the more general functioning of the
patient. Proximal measures may concern the impact of physician behaviour on the
behaviour of the patient in the interaction, their satisfaction with different aspects
of the interaction, or their retention of received information. Distal measures may
concern measures of compliance to the prescribed medical regimen, general
health status, emotional distress, way of coping with the disease, or general well-
being.

However, a problem regarding these measures is that their relation to indicators of
the quality of communication is often difficult to measure (e.g. satisfaction), or that
they are only partly dependent on the doctor-patient communication (e.g. general
health, quality of life). As a result, it is often difficult to demonstrate training effects
on patient-outcome measures.
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Findings

Measurements of patient-outcomes are applied in eight studies, six concerning
real patients, two concerning simulation patients (Gask 1989, Roter 1990).
Proximal and distal outcome measures are equally represented. The proximal
measures concern ratings of communication behaviour (Sideris 1986) or
satisfaction with the consultation (Gask 1989, Putnam 1988, Roter 1990, Smith
1995, Evans 1987). The distal outcome measures concern compliance (Sideris
1986, Putnam 1988), anxiety (Evans 1987) and general health (Putnam 1988,
Roter 1995).

All studies use different approaches regarding measuring these outcomes. In each
study, satisfaction is measured with different instruments: one multi-item single
factor instrument (Roter 1990), two different multi-item multi-factor instruments
(Putnam 1988, Smith 1995b), and one single-item instrument (Evans 1987).
Compliance was measured by rating health behaviours of the patient after the
consultation. Putnam (1988) discriminates between behavioural, medication and
appointment compliance, measured on a 4-point scale one week after the
consultation. Sideris (1986) measures compliance one to three month after the
consultation, resulting in a yes/no rating.

In the study of Putnam (1988), the general health measure focuses on 'symptom-
status’. In the study of Roter (1995) general health focuses on 'psychiatric distress’
measured by the GHQ.

Comments

Since proximal measures are related more directly to the behaviour of the
physician in the interaction, they are more sensitive to changes of physician
behaviour due to training effects. Satisfaction is the most frequently used outcome
measure in this review. Distal outcome measures are not only determined by the
quality of the doctor-patient communication within a specific consultation, but also
related to other factors in the life of patients. The applied outcomes are health
status and compliance.

3.2.6 Research designs

The study-design is a fundamental aspect regarding the generalizability of the
results. In the reviewed studies, three different research designs are found.

Firstly, the pretest-posttest design, which aims at measuring target skills before
and after the training, so the before and after training levels of performance can
be compared. A limitation of this design is that differences in pre- and post-
intervention levels of performance cannot be ascribed exclusively to the
intervention. Uncontrolled, non-specific factors may have increased or attenuated
the measured effect (e.g. the Hawthorne effect).
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A second type of design is the posttest control group design. In this design the
post-intervention behavioural level of the intervention group is compared to the
level of a control group. Since the assumption that both groups have equal
baseline levels of performance is not tested, this design provides no proof that
possible differences in behaviour are a result of the intervention. Differences found
at the posttest might just as well be ascribed to a priori differences in performance
levels of the intervention group and the controls. The likelihood that the pre-
intervention levels are the same in both groups increases when the participants
are assigned randomly to the conditions. In designs without a pre-measurement,
the behaviour of the trainee is observed and evaluated to see whether it meets the
intended standards, regardless whether this is the result of the intervention or not.
This has been described as the social comparison method (Stone 1982, Bogels
1994). In these social comparison studies, the eventual level of performance of the
participants is more important than the effectiveness of the training.

Finally, the pretest-posttest control group design aims at tackling the
disadvantages of both above-mentioned designs. With the pretest the base-line
levels of both groups can be compared, and the design allows for controlling the
non-specific learning effects. Especially when participants are assigned randomly
to one of both conditions, the risk of systematic differences at baseline between
both groups is limited. However, random-assignment is not always possible in field
studies.

Findings

The pretest-posttest control group design is utilized in four studies (Putnam 1988,
Smith 1991b, Smith 1995, Levinson 1993), of which two apply a randomized
control group (Levinson 1993, Smith 1995). Three studies use a posttest control
group design (Sideris 1986, Roter 1990, Roter 1995). In one of these the control
group assignment was randomized (Roter 1995). In five studies, a pretest-posttest
design is applied without a control group (Bensing 1985, Gask 1987,1988,1989,
Evans 1987). In one study, a pseudo posttest design was used of which the
measurements were partly integrated in the training (Faulkner 1995).

Posttests are performed at different intervals after the training. Most studies do not
provide clear information about measurement intervals. Presumably, they are
generally performed directly following the training (Gask 1987,1988,1989, Smith
1991b,1995). Levinson (1993) performed posttest measurements one month after
the intervention. Roter (1990) evaluated the participants’ performance two months
after training in order to assess retention of learned skills.

Follow-up measurements of patient variables are found in two studies, respectively
involving compliance (Sideris 1986) and general health (Roter 1995). Sideris
measured compliance one to three months after the consultation. Roter performed
follow-up measurements of general health at two weeks and three and six months
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after the consultation. Follow-up measurements of physician self-ratings are found
in one study, concerning a 15-month follow-up measurement of psychosocial
attitudes and skills (Smith 1991b).

Comments

Only two studies use an adequate design; the pretest-posttest (randomized)
control group design, which allows for conclusions about training effects on
communication behaviours (Putnam 1988, Levinson 1993). One study uses the
posttest randomized control group design, which is suboptimal because of the
lack of a pretest, but acceptable because of the randomization (Roter 1995). The
other studies do not allow convincing conclusions about the effectiveness of the
evaluated training programs to be drawn. In these studies, results can only be
regarded as indications of possible training effects.

In none of the studies are follow-up measurements of communication behaviours
applied, so the studies reviewed give no indication of long-term training effects.
Since physician self-ratings have limited validity, their follow-up measurements
have limited meaning in demonstrating long-term training effects. Follow-up
measurement of patient-outcomes also has a restricted value in showing a long-
term training effect, especially if these concern distal outcome measures.

3.2.7 Effects of communication skills training programs

The effects of the training will be reviewed separately for each type of
measurement; behavioural observations, physician self-ratings and patient-
outcomes. In Tables 3.3 and 3.4, only statistically significant results are displayed,
with an alpha of 5 percent or less.

» Results regarding behavioural observations

In two of the ten studies which include behavioural observations, no conclusion
can be drawn about training effects on communication behaviour. In the study of
Smith (1995) the results of the observations are not reported in the papers
reviewed, since they will be reported on in a forthcoming paper. In the Faulkner
(1995) study, conclusions about the effectiveness of the training are not allowed
because of the study design, which does not include pre-measurements or a
control-group. The results will therefore be reviewed of the remaining eight
studies.

In each study, the observation categories have been divided in three clusters,
corresponding with the distinction in training objectives: receptive behaviours,
information behaviours and interpersonal and affective behaviours. Displayed in
the tables are for each study the total number of categories in each cluster and
the number of significant categories.
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Findings

Of the eight studies with behavioural observations, nearly all report some effects
of the training. Only the short (4.5 hour) intervention in the Levinson (1993) study
did not result in detectable changes in communication behaviour. In none of the
studies are effects reported on all rated observation categories. Generally, in each
study effects are found on half, or less, of the rated number of observation
categories. In the five studies with study-specific observation instruments, the
number of significantly improved categories range from 0 to 8 of the 7 to 15 rated
categories (Sideris 1986, Gask 1987,1988,1989, Roter 1995). In the four studies in
which standard instruments are applied, which generally include at least 20
observation categories, effects are found on only 2 to 12 observation categories
(Bensing 1985, Putnam 1988, Roter 1990, Levinson 1993).

When comparing the effects between the clusters of observation categories, on
average the highest proportion of significant observation categories is found on
interpersonal and affective behaviour (53%), and the lowest percentage is found
among the information behaviours (37%). Of the observations regarding receptive
behaviours, on average a significant training effect is found on 43% of the
observed categories. The study of Levinson (1993) is not included in these
percentages, because in this study the total number of observation categories per
cluster is not provided.

When taking the type of research design into account, it is striking that the studies
with the most adequate designs report the fewest training effects. In two studies,
training effects on behavioural observations are reported based on a pre-post test
(randomized) control group design. One of these, the randomized study, reports
the absence of any training effect (Levinson 1993). In the other (nonrandomized)
study, effects were found on only two categories (Putnam 1988). In the study of
Roter (1995), with a posttest randomized control group design, four out of seven
communication behaviours were found to be significantly higher in the intervention
groups. Although this is a more positive result, it cannot with certainty be regarded
as a training effect, because of the lack of a pretest.

Comments

In four of the eight studies, the results of the behavioural observations are
reported highly selectively (Gask 1987, Roter 1990, Levinson 1993, Roter 1995).
For example, in the study of Roter (1990) results are presented for only 6 of the
22 observed categories. The same applies to Levinson (1993) who report about
only 8 of the 34 observed categories. In these studies, it remains unclear how
many behavioural categories have actually been analysed, and according to what
criteria the categories presented were selected. Thus, it remains unclear as to how
many and what kind of categories showed no significant training effects.

A second weakness in the descriptions of the results is the absence of information
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about whether raters were blind to the condition of the observed interaction. If
raters know if the observed interaction concerns a pre- or posttest, and belongs to
an intervention or a control condition, bias from this perspective cannot be
excluded.

In studies which include a control group, the effectiveness of the intervention may
be reduced due to cross-over of information between conditions. Especially in field
studies, the use of a control group is complicated. It is often practically impossible
to keep the participants of intervention and control condition completely separate.
This problem is recognized only in the study of Putnam (1988) where the
participants of the intervention group were explicitly instructed not to tell anything
about their training to participants of the control group. However this kind of
instructions is no watertight guarantee that cross-over between groups is absent.

In all studies, multiple statistical tests are performed, each compared to the same
significance level. Applying multiple tests is likely to capitalize on chance, implying
that results which are found by chance are attributed to the intervention. The
probability of finding a significant result is higher when the number of tests
increases. As a result, finding a limited number of training effects among a large
number of statistical tests cannot only be explained as a training effect, but also
as a result of capitalization of chance. One solution to reduce the risk of chance
capitalization is the Bonferroni-Holm-method (Holland 1988). In this method the
level of significance is adapted for each test in order to correct the results for
chance. When applying this method to the findings of the studies, it can be
expected that the number of significant effects will decrease, since many of the
reported results are significant at the 5 percent level. However, since the exact p-
values are not always presented in the studies, the Bonferroni-Holm method
cannot be performed to compute the corrected number of significant results.

e Results regarding physician self-ratings

In the two studies, where the physicians’ self-ratings relate to the perception of
their own communication behaviour, positive results were found (Sideris 1986,
Smith 1991b). The physicians perceived their communication behaviour as having
improved after the training.

Of the five studies in which the physicians rate their recognition of psychosocial
problems of patients, all report positive results concerning improved recognition
(Gask 1987, 1988, Smith 1991b, Smith 1995a, Roter 1995). Follow-up measures
of physician self-ratings are applied by Smith (1991b). They found that after 15
months the increased attitudes towards psychosocial medicine had remained
consistent, while the physician’s self-assessment of psycho-social skills had
declined.
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Comments
The physician self-ratings reveal quite positive results. Whether these can be

regarded as course effects, or can be explained by other factors like social
desirability is unknown. The physicians cannot be regarded to be ’blind’ to the
intentions of the measurements, and may be willing to respond positively for
reasons described in cognitive dissonance theory (Festinger 1957). After having
invested efforts and time into the course, participants may be more willing to admit
that they have learned and gained benefits from the course.

e Results regarding patient-outcomes

In four of the five studies in which results are reported on the satisfaction of the
patients with the physician-interaction, some training effects were found on general
patient satisfaction with the consultation (Evans 1987, Gask 1989, Roter 1990,
Smith 1995b). In the study of Evans (1987), a significant result was found on only
one of the 17 items. In the studies of Gask (1989) and Roter (1990), the
satisfaction measures concern ratings of simulation patients. It is doubtful that
these results represent the opinions of real patients, since both groups may use
different criteria. In Smith (1995b) effects were found on two of the five satisfaction
scales, concerning 'confidence in the physician’ and 'general satisfaction’. Despite
the fact that the training objectives in this study concern interpersonal and
affective behaviours and stimulating patient participation, no effects were found on
patient satisfaction about ’opportunities to disclose’ and ‘physician affective
behaviour’. Putnam (1988) found no training effect on satisfaction, which the
authors mainly ascribed to a lack of sensitivity of their satisfaction-measure.
Patients in this study were generally satisfied, so the satisfaction scores showed
little variation. In a fifth study, data on patient satisfaction were not reported
because of lack of sensitivity of the measurements due to high baseline
satisfaction levels of the patients (Smith 1991b).

In one of the two studies in which compliance was measured, a training effect was
found (Sideris 1986). Putnam (1988) found no effect which might be a result of a
limited training effect on the communication behaviour. Sideris (1986) measured
compliance one to three months after the consultation by comparing the health
behaviours of the patient, such as use of medicines, diet or life-style, to the
instructions given by the physician. It is unclear whether these patients were
seeing their physicians for the first time. Since the patients in the study were all
patients with a chronic disease, who can be expected to consult their physician
regularly, it is questionable whether their health behaviour can be related solely to
one single observed consultation.

As regards symptom status, which is measured in one study, no effect of
improved communication behaviour is found (Putnam 1988). However, this may be
the result of the limited effect of the training that was found in this study on the

60 Chapter 3



observed communication skills.

In one of the two studies in which psychosocial health is measured, a clear effect
was found (Roter 1995). Patients in the intervention groups showed a stronger
reduction of emotional distress compared to the control group. The study only
focuses on changes over time, no information is presented about the actual GHQ
scores. It is unknown whether patients in the intervention and control groups
differed at their initial GHQ levels. In the other study, which directed at patient-
anxiety, no unequivocal effect was found (Evans 1987). In this study, the posttest
state-anxiety was significantly lower, whereas the trait-anxiety was significantly
higher compared to the pretest. This result can be explained in two directions.
Pre- and posttest concerned different patient groups. Provided that trait anxiety is
a relative stable characteristic, it may be that the higher post-training level is not a
training effect, but can be explained by a bias in the selection of patients. An
opposite explanation is based on the assumption that there is a strong relationship
between state-anxiety and trait-anxiety. Hence, the unusual low posttest state
anxiety can be regarded as a training effect. However, the lack of a control group
in this study prohibits too far-reaching conclusions about the training effects on
levels of patient-anxiety.

Comments

Regarding the proximal measures, results on the patient satisfaction with the
consultation are not very consistent. Of five studies in which satisfaction is
measured, four report some results, none of these are very convincing for different
reasons. Improvements were found on none or only a limited number of items or
scales, or responses were obtained from simulation patients instead of real
patients.

Also the results on the distal outcome measures do not show convincing course
effects. Results in two of four ctudies point to an improved compliance and a
reduction of patient distress. It is doubtful whether these effects on distal outcome
measures can be related solely to the interaction in one single consultation.
Especially follow-up measurements have limited meaning in ascribing
improvements to a training effect. In the follow-up period, patients may have had
more contacts with the same or other health care providers. This may affect the
outcomes and interfere with the effect of the observed intervention.

3.3 Discussion

In this review an overview is presented of evaluation studies of six graduate and
six postgraduate training programs on communication skills, published since 1985.
The studies were compared regarding target group, aspects of the training,
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method of evaluation, and reported results. The results of the studies reviewed
indicate that physicians can be trained in communication skills. Training effects are
reported on ratings of communication behaviour, on physician self-ratings and on
patient-outcomes. When comparing the results on these three types of measures,
most training effects are found on the physicians’ subjective evaluations. These
results generally concern enhanced knowledge about, positive attitudes towards,
and better recognition of psychosocial aspects of patients’ health problems.
Results with regard to the patient-outcomes mainly point to enhancement of
satisfaction. Mixed results were found with regard to compliance, and no
improvements could be demonstrated on health status.

Since the primary goal of the studies reviewed is an improvement of the doctor-
patient interaction, the discussion will focus on the behavioural observations. The
results concerning the behavioural observations show that overall training effects
are found on a limited number of the observation categories; generally less than
50% of the observed behaviours. This may be regarded as a limited result,
especially in studies where study-specific observation systems are applied, since
in these studies effects are reasonably expected on all observation categories. It
may also be regarded as an indication of problems to formulate complete
protocols of adequate behaviour. Also in the domain of clinical proficiency it is
observed that ’obligatory’ behaviours are frequently not performed (Grol 1988,
Bensing 1991). Not every behaviour is relevant in every encounter; this may
reduce the chance of finding improvements.

When comparing the course effects on the three course objectives, it was found
that improvement of the interpersonal and affective behaviours was most
successful, whereas improvements of information behaviours appeared to be
relatively less successful. The success on improvements of receptive behaviours
was in between.

Several reasons may explain the relatively limited number of significant training
effects. First of all, this review is concerned with training of clinically experienced
physicians, who have already developed certain routines in their communication
behaviour. Among experienced physicians it may be relatively more difficult than
for undergraduate physicians to acquire new skills or to modify existing
behaviours.

Furthermore, it may take some time before the newly acquired or modified
communication behaviours become integrated in the daily routine behaviour of the
physicians. This is illustrated by a study of Bowman et al. (1992) who performed
follow-up measurements among postgraduates who had previously participated in
Gask’s (1988) graduate study. Bowman found a continued improvement of the
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level of communication behaviour of the participants. The study suggests that
physicians’ communication behaviour still improves during their daily clinical
practice.

This finding has implications for the intervals at which training effects are
measured. Most of the studies reviewed included only one post-course
measurement, which is generally performed directly after the course. Only two
studies applied delayed post-course measurements (Levinson 1993, Roter 1990).
Nevertheless, these studies did not reveal noticeable more behavioural
improvements than the other studies. It is unknown how much time the integration
process of the newly acquired behaviours may take. Incorporation of follow-up
measurements in the study design may provide more insight in this matter.

Another important factor which may be responsible for the limited course effects is
related to the number of participants in the studies. Too small a number of
respondents increases the probability of a type Il error. On average, the
intervention groups in the reviewed studies consist of about 20 physicians. Several
factors may be responsible for these limited numbers of participants. First, the
course-programs may have a restricted enrolment capacity according to available
facilities. Small training groups are easier to handle and provide more
opportunities for individualized learning experiences and personal feedback of the
trainer. Next, graduate and postgraduate physicians have, due to their clinical
responsibilities, generally very little time available to attend to additional courses.
Since the reviewed courses on communication skills often involve learning
activities on several days, the required time-investment may be too demanding. A
final reason for a limited response of participants in postgraduate studies may be
a reluctance of physicians to attend communication skills training. According to
Frederikson (1992), physicians develop reluctant attitudes towards communication
skills in medical schools. There, in the pre-clinical years courses on
communication skills are embedded in a context of behavioural sciences which are
often not taken too seriously by the students. Furthermore, some authors even
assume that the improvement of medical knowledge in the clinical years is
detrimental for the quality of the social skills acquired in communication skills
training in the earlier years (Roter et al. 1992, Moorhead et al. 1991).

Limited effects of courses on communication behaviour may be related to
problems physicians may experience translating the learned skills to daily practice.
Moorhead et al. (1991) showed that even when the attitudes and knowledge of the
physicians about patient-centred communication have been improved, this hardly
results in a more patient-centred style of consultation behaviour. Some studies in
this review even suggest that physicians are reluctant to discuss psychosocial
topics with the patient (Roter 1995, Levinson 1993, Putnam 1988). According to
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Putnam (1988) physicians are reluctant to discuss psychosocial problems of
patients because they feel that they should do something to solve them. Since the
solution of such problems is often beyond the scope of power of the physician, this
urge is highly frustrated. So, feeling responsible to offer a solution but at the same
time fearing not to be able to offer a solution, may result in dissatisfaction with
consultations where problems cannot be resolved rapidly (Moorhead et al. 1991).
Consequently, physicians may suppress communication skills which invite patients
to discuss their worries and problems.

In this respect it is striking that in the literature there is never a discussion about
the limits of the possibilities to improve physician behaviour. In most, maybe even
all, studies it is assumed straight away that the initial level of performance of the
participants is poor by definition and therefore can and should be improved.
However, if the level of behaviour of the participants is adequate before the
intervention, it can be expected that the training effect will be limited. The finding
in this review that training of interpersonal and affective behaviours is more
successful than training of information behaviours may be explained by this
phenomenon. Physicians are possibly more skilled in the informational domain
than in the affective domain. Nevertheless, the initial level of the participants is not
evaluated in any of the studies.

The probability of relatively high initial levels of performance should not be
discarded. Since most studies use volunteer participants, the probability of self-
selection bias in recruitment may be substantial (Roter 1995). This self-selection
may result in an over-representation of participants who feel relatively safe in
communicating with patients. They do not fear the confrontation with their own
behaviour, nor the criticism of others during the training. People who have no
specific interest in the field of doctor-patient communication may interact relatively
less adequate with their patients, but at the same time may feel less urged to
participate in a training.

A final comment concerns the generalizability of the results. A remarkable finding
is that in studies with the most adequate research designs the fewest results are
reported concerning improvements of communication behaviours. When focusing
on the two methodological sound studies, the effectiveness of communication
skills training does not look very promising (Putnam 1988, Levinson 1993). The
remaining studies used pre-experimental designs like pretest-posttest and posttest
control group designs. Since the generalizability of results based on these designs
is limited, they can at most be regarded as ’indications’ of possible training effects.
On the other hand, the difference in findings between more and less adequate
research designs may be explained by limitations of randomization itself, which
may reduce the chance of finding significant results. Black (1996) gives an
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overview of limitations of randomized trials. He concludes that randomized trials
provide an indication of the minimum effect of an intervention, whereas non-
randomized studies offer an estimate of the maximum effect.

In conclusion, the evaluation studies of training programs on communication skills
reviewed show limited training effects. When taking into account that studies which
demonstrate positive training effects generally have a higher probability of being
published in scientific journals, the real effectiveness of interventions may be even
more limited (Kulik et al. 1986a).
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Table 3.3: Graduate studies, results

Study Observations® Physician Patient-outcomes
Receptive Information | Affective General self-ratings
behaviours behaviours behaviours remarks
Sideris et al. | -- 0/9 -- + sumscore + compliance
1986 + total score - individual items
Gask et al. 1/5 2/3 3/3 0/2 pat. cat. + detection psych. (not analysed)
1988 disturbance
Gask et al. 3/4 4/5 1/5 - + satisfaction
1989 (1/5 items)
Putnam et al. | 1/4 n -- t patient - - satisfaction
1988 exposition - compliance
- health status
Roter et al. 2/4 072 - limited - + satisfaction
1990 presentation
Smith et al. - - - + knowledge -
1991 + skills-rating
+ attitude
follow-up:
+ attitudes
- skills-rating
Smith et al. not reported | not reported | not reported (1995a): (1995b):
1995a, 1995b + 7 /15 scales + satisfaction
+ self-confidence (2/5 scales)
Table 3.4: Postgraduate studies, results
Study Observations® Physician Patient-outcomes
Receptive Information | Affective General self-ratings
behaviours behaviours behaviours remarks
Bensing et al. | 4/14 317 3/5 - discussion | -- -
1985 of PSP®
Gask et al. 3/5 23 - limited + recognition of PSP*® | -
1987 not reported presentation
Evans et al. -- - - -- -- + general satisfaction
1987 (1/17 items)
+ higher trait anxiety
+ lower state anxiety
Levinson no effect no effect no effect -- - -
etal. 1993 |5 0/? o + ipt distress | -- -
+ | affect
limited
presentation
Faulkner -- - - inappropriate | -- -
et al. 1995 design
Roter et al. 3/4 - 1/3 limited + 1 recogn. of PSP*
1995 presentation + | GHQ-score
2/4 - 2/3 limited
presentation

S first digit is the number of significant results, second digit is the total number
+ effect is statistically significant

- effect is not significant
t variable increased
+ variable decreased

-- non applicable
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4

Computer-Assisted Instruction
in teaching communication skills

The idea of using computers in instruction originates from the late 1950s and early
1960s (Price 1991). At that time computers were very large and very expensive.
Due to technical developments both in audio-visual media as well as in computer
media, interactive video and computer-assisted instruction (CAl) programs have
become much more accessible for educational purposes (Keane et al. 1991). The
equipment has become smaller and cheaper over the years. One of the important
milestones which heralded a new period of expanding technical potentials and
increasing interest in the use of computers as teaching tools was the introduction
of the personal computer in the early 1980s (Price 1991, Keane et al. 1991).
Another important development at that time was the marketing of videodisc
players which started around 1978 in the United States (McNeil et al. 1991). Since
that time, interest in the development of educational computer software has
increased tremendously.

Originally, computers could present only text information. In recent years, the
potentials of CAl have increased dramatically with the development of colour
screens, advanced graphic displays, computer controlled video recorders and
videodisc players, and recent developments in digital audio and video
technologies. Although CAl offers many options for flexibility and accessibility of
learning, CAl is still considered to be in the early stages of development and
implementation (Hansen 1989, Price 1991).
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In this chapter is described what a CAIl program is, what its features are, as well
as its strengths and weaknesses in teaching communication skills.

4.1 Concepts in Computer-Assisted Instruction

Computer-Assisted Instruction’ refers to using computers to deliver instruction
(Jonassen 1988) and achieve educational or training objectives (Hannafin et al.
1988). According to Gotz's (1991) definition, CAl can be understood as a learning
aid which is navigated with the assistance of a computer according to didactics
and methodology and to the media utilized. Learning is accomplished through the
interaction between the learner as a learning subject and the computer as a
medium of instruction. The computer interacts with the learner on the basis of the
previously programmed didactic and methodological structure (Gétz 1991).

These definitions bring the main features of CAI to the fore. First, CAl presents
instructional content, i.e. knowledge or skills, using different media. Further, these
media are controlled by a computer program, generally referred to as educational
software or courseware, which runs on computer equipment (Jonassen 1988).
Next, this process of controlled presentation of information is guided by didactical
principles which aim at a clear and instructive presentation of the course content.
And finally, the course content is presented interactively, meaning that the
presentation can be influenced dynamically by the learner.

A unique feature of CAl is its potential for combining several media, like text,
graphics, pictures, animation, sound and video, in presenting the course content
(Hansen 1989, Seabury et al. 1993). By combining these media, CAIl is capable of
providing the learner with opportunities to acquire substantive information, view
illustrations, analyse and critique simulations, solve problems, answer questions,
practice skills, and receive feedback (Gentry 1992). Thus information from these
different media can be integrated in a structured and flexible way (Garrud et al.
1993). Combining these media offers the opportunity to present course content in
a lively and attractive way.

4.1.1 Individualized learning
One of the outstanding features of CAl is the individualized learner approach. CAl

' In the literature, many equivalent labels of CAl are found, mostly consisting of three words, of
which the first always is 'computer’. Synonyms of assisted are aided, based or managed.
Synonyms of instruction found in the literature are education. learning. teaching or training (Kulik
et al. 1980, Hannafin et al. 1988, Romiszowski 1988, G6tz 1991. Larsen 1992, Garrud et al. 1993,
Min 1995). If the use of video is a paramount feature of the CAl program. often the label Interactive
Video Instruction is used (Romiszowski 1988. Hansen 1989, Gentry 1992, Seabury et al. 1993), or
even Computer-Assisted Interactive Video Instruction (Yoder 1993).
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offers an individualized way of learning in two respects. Firstly, the learning is
individualized as regards the scheduling of learning sessions; CAI offers
individualization in planning and pace (Garrud et al. 1993). The learner is free to
decide when and how often he will work on the course, and how long the sessions
will last. This flexibility in planning of sessions makes a CAl course potentially far
more accessible than regular group-courses with a teacher. In the latter, the
learner has to accommodate to a pre-fixed schedule of lectures (Maguire et al.
1988).

Secondly, CAIl learning is individualized in terms of the learning process. As the
learner navigates through the course content, he may be able to control the order
and level of detail of the presented information. While interacting with the program,
the learner supplies constant information about his progress. Consequently, based
on this information, the CAIl program can tune the learning process to the
individual needs and level of understanding of the learner. An extensively adaptive
CAl program offers each learner the option of following a lesson at his own level
of knowledge and skills. As a result, it is theoretically possible that no two learners
will cover exactly the same information in the same sequence (Hannafin et al.
1988). It should be noted however, that the amount of individualization of the
learning process that a CAl program offers the learner is largely determined by the
instructional design of the CAIl program. The level of individualization depends on
the extent to which the CAI program is designed to respond to individual reactions
of the learner.

4.1.2 Instructional design

The instructional design involves the (pre)definition of how the course content is
presented, and what didactical principles are to be applied in the course.
Instructional design relates to matters such as how different sections of the
program can be reached. Typical sections of a CAl lesson are: topic selection
menu’s, information sections, visual/auditive examples, practice questions, and the
like. Further, instructional design is about how different sections are moulded: the
way topics are presented, whether they are presented in a fixed or variable order,
when exercises are presented, what kind of exercises will be presented, whether
the content is presented with text or visually supported by pictures, graphics, etc.
The instructional design determines the ways and the extent to which the learner
can interact with the program. Interaction is a central concept in CAl, since it is
one of the main characteristics of CAl programs which contributes to its
effectiveness (Hannafin et al. 1988, Cronin et al. 1992). Interaction refers to the
active exchange of information between the computer and the learner. Through
interaction CAl lessons foster a kind of dialogue between the learner and the
computer as a way of strengthening the value of the lesson (Hannafin et al. 1988).
It helps to attract and sustain attention of the learner, which assures that
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messages are received and that critical attributes of the course are attended to
(Hannafin et al. 1988, Garrud et al. 1993). Interaction invites the learner to play an
active role in the learning process by helping the learner to process the
information adequately and more profoundly, by engendering the thought
processes necessary for learning (Jonassen 1988). Furthermore, it allows the
learner to test his knowledge. Erroneous ideas and reactions can be traced and
corrected by feedback (Whyte et al. 1995).

Through interaction the learner can exert control over the sequence of events and
navigate actively through the course. The extent to which the learner can control
the course program interactively is determined by the kind of instructional design
that is used. As regards the level of control, a distinction is made in the literature
between program control and learner control (Ross et al. 1988, Jonassen 1988,
Gotz 1991, Cronin et al. 1992). This distinction in control is closely related to two
basic types of underlying instructional designs, described in the literature. These
are linear and branching or adaptive designs (Hannafin et al. 1988, Jonassen
1988, Price 1991).

Program control means that the learner has relatively little control over the
sequence of topics in the lesson. Program control is related to a linear design. In
a linear designed program, the flow of instruction is pre-determined to a fixed
sequence. The number of interconnections between the separate topics of the
lesson are limited. With a linear design, all learners proceed through the same
instructions in the same order, regardless of their responses.

Learner control means that the learner can direct the flow of instruction provided
by the system, thereby guiding the system to respond to his own needs and
interests as he perceives them. Examples of learner control are: the tempo of a
lesson, decisions about the order in which units are administered, when to
proceed to a posttest, how many practice exercises are required, when to review
lesson segments, whether or not to seek additional instruction (Hannafin et al.
1988).

Learner control is related to a branching design, which implies a complex network
of interconnections between separate topics of the lesson. Each topic refers to
several other topics through a number of interconnections. Hannafin et al. (1988)
distinguish five kinds of branching: forward, backward, random, absolute and
conditional. Forward branching allows the learner to skip information. Backward
branching allows the learner to return to an earlier portion of a lesson. In a
random branching design the learner has the freedom to select any topic in any
order he likes. This design is used when the order or the sequence of a group of
lesson segments is not important. Absolute branching means that all learners jump
to the same specified section of a lesson, regardless of their individual
performance. Finally, conditional branching implies that the jump to a specific
section executes only under specified circumstances. Otherwise stated, each
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learner may jump to a different section, due to differences in performance during
the course.

When comparing linear with branching designs, both designs have their specific
characteristics and potentialities. The limitations of linear designs are that they
offer no individualization, no opportunity for faster learners to skip unnecessary
instruction, no adaptation to differences in entry level and no opportunities to
review previous instruction. However, the principal advantage of linear designs is
the capacity of the developer to maintain control over the sequence of the
instruction (Hannafin et al. 1988). Topics can be presented in a logical and
coherent sequence. As a consequence, linear designs are less complicated to
program, requiring few conditions that affect program operation.

The limitation of a low level of individualization in linear designs can be overcome
by 'branching’ designs. Branching designs are technically more difficult to develop
but they allow for greater individualization, which means that the needs of the
individual learner can be met more precisely (Price 1991). In branching designs,
the interconnection between topics may be quite complex, so care should be taken
that each combination of topics results in a clear and coherent presentation and
does not cause inconsistencies in the lessons.

Learner control is most effective when learners have some expertise in the content
area, are trained in the use of learner control, possess high aptitude, are highly
inquisitive, and are unlikely to skip important material or quit the lesson
prematurely (Cronin et al. 1992).

Although a large amount of learner control offers the learner flexibility and
individuality, it cannot be stated that a high level of learner control (adaptive
design) is generally more favourable than a low level of learner control (linear
design). Early guidelines for CAl promoted extensive learner control. The line of
reasoning was that learner controlled designs put the learner in control of both the
structure and content of the program. As stated above, this makes such programs
inherently more personalized and therefore more meaningful to the learner.
Current research indicates, however, that learner control may not always be
advisable (Cronin et al. 1992).

Hasselerharm et al. (1990) compared the effect of different instructional control
strategies on performance. They found in their study no differences between three
conditions with varying levels of program and learner control. Students in the
learner control condition judged the control strategy more positively than students
in a program control condition. Still, the options to vary the sequence of different
kinds of information were not used intensively. The authors considered a learner
controlled strategy not advisable for low achievers, because they tend to skip the
exercises.
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Others have reported that learner control of various aspects of instruction like
difficulty of practice, instructional support, pace, sequence, etc., was less effective
than program control (Jonassen 1988, Hannum et al. 1989). McNeil et al. (1991)
found in their meta-analyses of interactive video instruction programs a lower
effect-size in learner controlled programs compared with program controlled
programs. A learner controlled design assumes the learner will make wise choices
depending on knowing what is best for him. However, learners do not always
make the most effective choices. Many learners, especially low achievers, lack the
knowledge to make appropriate decisions in learner controlled programs
(Hasselerharm et al. 1990, Cronin et al. 1992). Inadequate decisions can result in
creating a learning path along which successive topics do not adequately fit to
each other, which might disturb their comprehensibility. Matters of instructional
integrity (important sequence decisions and presence of prerequisites) should
preferably be controlled by the designer, not by the learner (Hannafin et al. 1988).

4.1.3 Types of CAl

In the literature a distinction is made between at least three types of CAI: drill and
practice, tutorial and simulation programs (Reeves 1986, Hannafin et al. 1988,
Jonassen 1988, Hansen 1989, Price 1991, Wang et al. 1994). A drill and practice
CAl program aims at reinforcing knowledge learned elsewhere, in another course.
Drills do not teach new concepts, skills or information. Drills can be used to
strengthen already learned associations and to build skill in concept classification
and rule using (Wager et al. 1988). The purpose of this type of CAl is to reinforce
or strengthen correct responses, while identifying and correcting incorrect
responses. The student has to answer a series of questions. If the answer is
incorrect, the question is presented again, sometimes appended with hints or
explanations. The correct answer generally is given after two or three incorrect
responses (Price 1991).

Tutorials are regarded to be the most versatile forms of CAIl (Jonassen 1988).
They are used to present new information, skills or concepts. Tutorials may be
seen as replacing the bulk of the teaching function of textbooks, lectures or
audiovisual systems in which new information is presented (Hannafin et al. 1988).
Tutorial CAIl programs imitate the human teacher (Price 1991). Tutorials present
information in small segments, often in text form, sometimes supplemented by
visual or audio illustrations, ask questions frequently, evaluate the responses and
provide the learner with feedback. Questions and feedback serve a different role in
tutorials from the one used in drills. In tutorials their function is to direct attention,
verify comprehension and detect misunderstandings (Hannafin et al. 1988).
Tutorial programs are generally program controlled (Min 1995).

The third kind of CAl, simulations, is designed to approximate, replicate or
emulate features of some task, setting or context. A simulation is a representation
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of reality. Good simulations present a believable set of circumstances, reasonable
response options, logical consequences for responses, and a revised set of
circumstances based upon the ongoing interaction of the student. A simulation
offers stimuli to which the learner can respond, and allows the student to control
input parameters and to observe the output (Min 1995). The learners’ actions are
followed by a change in the stimuli, which serves as feedback. This is what
Reigeluth et al. (1989) define as natural feedback. This feedback allows the
learner to deduce relationships among his actions and resulting consequences
(Jonassen 1988). Real simulation programs are learner controlled (Min 1995).

The type of CAl employed has implications for the appropriate amount of learner
control and consequently for the type of design that is applied. A realistic
simulation needs relatively more learner control than a tutorial, to be effective. Not
all kinds of tasks are equally suitable for simulation programs. Most educational
computer simulation programs are found in the 'hard’ sciences like physics,
chemistry, biology and economics (Min 1995). Simulation of behavioural skills has
a more restricted potential, due to the wide range of possible behaviours.
Manual/mechanical skills can be almost perfectly simulated. However, simulating
social skills often becomes more artificial because of their complexity (Hansen
1989). Mechanical skills are usually characterized by a relatively narrow range of
adequate behaviours. In the area of social skills the definition of the adequate and
inadequate type and sequence of behaviours is not strict. In this area a specific
situation allows for a huge range of possible behaviours. For practical reasons, it
is not possible to put all these different behaviours in a simulation program.
Consequentially, most CAl courses on social skills are tutorial-based programs.

4.1.4 Motivational aspects of CAl

Motivational aspects are highly reievant because of the individualized approach of
CAl towards learning. Learning behaviour is not triggered by a set schedule of
course sessions, or by a human teacher who supervises the learner’'s progress.
With CAl, the learner has to be fully self-motivated. Accordingly, a CAI lesson has
to be attractive and should be pleasant and rewarding to follow. The level of
motivation is related to the perceived difficulty of the course. If perceived levels of
difficulty are too high or too low, the motivation of the learner will be relatively low
(Cronin et al. 1992). This difficulty-level not only relates to the content and the
exercises, but also to the operation of the course program. The content of a CAI
course is not as directly accessible as for example written course material. The
learner has to acquire some experience to operate the program and understand its
possibilities. It is important that both the content and the operation of the program
match the level of understanding and experience of the learner. If the content and
operation of the CAl course are not well designed or lack motivational appeal, the
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learner involvement wanes and the computer is abandoned (Keller et al. 1988).
Many CAl programs are initially appealing because of novelty effects like animated
graphics, sound effects, interaction and feedback. However, it is important to keep
the learner motivated after the novelty effect of these features has extinguished
(Keller et al. 1988).

One model which systematically describes how to design motivational aspects of
courseware is the ARCS model, developed by Keller et al. (1988). The ARCS
model describes four factors of motivation: Attention, Relevance, Confidence and
Satisfaction. The attention component is concerned with getting and sustaining
attention. This component has mainly to do with the design of the course and how
the course content is presented. An implicit requirement in a program designed to
hold the attention of the learner is that he should not be easily distracted by
disturbing aspects of the program. If the program looks nice and attractive, is
consistently designed, and operates smoothly in an understandable way, attracting
and retaining the learner’'s attention will not be a problem. The relevance
component is concerned with the relationship of the material presented to the
interests and goals of the learner. This component focuses on the content of the
course. The course content has to be perceived as helpful in achieving the
learner's major goals. Programs are also perceived to be relevant when the
content is related to current interests and past experiences of the learner. The
confidence component is concerned with the belief of the learner that there is an
acceptable probability of success. People do not feel competent until they have
acquired a new skill. Learners need freedom to make mistakes without
embarrassment and a degree of challenge to enable them to perform well.
Features in the instruction that promote feelings of personal control over outcomes
and an expectation of success will help develop confidence and persistence. The
satisfaction component is connected with opportunities to practice the newly
acquired knowledge and skills. Positive, respectful feedback is most adequate in
motivating the learner. Furthermore, if the outcomes of the learners’ efforts are
consistent with their expectations, learners feel satisfied and motivated to
continue.

4.2 Learning communication skills with CAl

This section describes the learning experiences CAl programs can offer in the
context of learning communication skills. A complete learning process for
communication skills is facilitated by two basic types of learning: cognitive learning
and experiential learning (Maguire et al. 1988, Kern et al. 1989). Cognitive
learning consists of the acquisition of basic knowledge of content or behaviour.
Experiential learning consists of the application of this knowledge to a range of
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relevant cases or situations, and self-assessment of what has been learned
(Reigeluth et al. 1989). As described in the previous chapter, in conventional
courses on communication skills, generally four educational methods are used to
bring about both types of learning. These are: instruction, modelling, role-play, and
feedback (Dickson 1989, Anderson et al. 1991, Whitehouse 1991, Frederikson et
al. 1992). Instruction and modelling belong to the cognitive learning domain; these
methods facilitate the acquisition of knowledge. Role-play and feedback belong to
the experiential learning domain. These methods facilitate the application and
assessment stages of learning.

The educational methods found in CAl correspond to a large degree with these
four educational methods in conventional courses (Binsted 1987, Hansen 1989,
Seabury et al. 1993). As regards cognitive learning, both CAl and conventional
courses do provide instruction and modelling. It is on the level of experiential
learning, specifically the application of the learned knowledge, that the major
differences between CAl and conventional courses occur. In particular role-play
cannot be found in CAI courses. Role-play is an essential educational method in
the acquisition of communication skills. It implies doing exercises to experience
the application and performance of specific skills. These exercises are generally
followed by receiving personal feedback on the performance of the skills practised.
In CAl, this experiential (in vivo) educational method is replaced by a cognitive (in
vitro) type of exercise; answering practice questions.

In this paragraph, the characteristics of the four educational methods of CAIl
courses will be described, as well as their similarities and differences compared
with the educational methods in conventional courses of communication skills.

4.2.1 General aspects

When comparing a CAIl course to conventional courses on communication skills,
the most outstanding difference reiates to the way in which the course content is
presented. In conventional courses the content is provided by a human teacher
who arranges the training sessions and coaches the learners in acquiring their
knowledge and skills. In CAl, the learning process is pre-programmed by the
program designer, and the learner interacts with computer and video-equipment.
In addition to the danger of equipment malfunction (Gentry 1992), the lack of
human qualities and lack of human interaction may affect the learning process and
may restrict the potential of CAl, compared with learning by ’live supervision’
(Poulin et al. 1990, Price 1991, Gentry 1992). Although CAl can offer the learner a
dynamic learning process, the scope of its dynamics is predetermined by the
instructional design. Complete two-way communication which allows both parties
interchangeably to take the initiative, is not possible in CAl as it is with a human
teacher.

The lack of human interaction may also affect the motivation of the learner to
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complete the course. The absence of a (human) instructor who supervises the
progression of the learners and evaluates their performances, may result in a
different attitude towards the course. CAl does make a stronger appeal to the
internal motivation of the learner, whereas in conventional courses the motivation
is controlled more by the training sessions schedule. Furthermore, the computer
does not, like a human instructor, notice reduced motivation or interest on the part
of the learner or deal with it. When a CAl course is not able to motivate the
learner, this may diminish the learning effects.

A particular strength of CAl is helping the learner to design a programmed plan
(Hansen 1989). CAl can help the learner to devise a plan before engaging in a
complex activity, which should raise skills development to a higher level. CAl can
foster plan-oriented behaviour by helping learners recognize and understand such
behaviours in complex social situations. In this respect, a helpful feature of
interactive video programs is the system’s ability to break down the linear
succession of complex events into manageable parts that learners can
conceptualize and practice (Poulin et al. 1990). The program can help the learner
to interpret the meaning of a particular action. It can elaborate on a given event by
accessing a parallel event with an alternative approach.

Limitations of conventional modes of instruction are related to organisational
aspects (Gentry 1992). For example, role-play in conventional courses typically
requires the participation of more than one learner and an instructor for feedback.
A supervised practical requires the participation and cooperation of veteran
(experienced) practitioners and their clients. CAl programs can efficiently provide
vicarious experience of a wide range of clinical problems that may not be
otherwise readily available, without organisational problems (Lambert et al. 1990).
A CAl course can be made available every day of the year, while a conventional
course is generally organized in a specific period, requiring the participants to
adapt to the schedule. The around-the-clock availability of a CAl course, may
contribute to its effectiveness (Sittig et al. 1995).

4.2.2 Instruction

As far as instruction is concerned, CAl does not differ much from conventional
types of courses. CAl instruction can be presented by means of written texts on
the computer screen, which is comparable with manuals provided in conventional
courses; or by means of verbally presented texts, which is comparable with
conventional lectures. Both modalities have their specific strengths and
weaknesses. When the instruction is provided by means of written text, the learner
can proceed through the subsequent screenpages by pressing a button. The
advantage of this method is that learners can set their own pace in acquiring the
information. However, this way of presenting information can be somewhat
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monotonous and not very motivating for the learner. This may encourage some
learners to skip quickly through these screen-pages and read the information
superficially. This behaviour may be triggered by the fact that reading large
amounts of information from a computer screen is less comfortable than reading
them on paper. This may make the instruction less effective. It is important that
the instruction is provided in a pleasant way that keeps the learner motivated,
particularly when it consists of large amounts of information.

A verbal presentation of the instruction may be preferable to the learner. Listening
to a narrator who presents the information verbally, may require less effort from
the learner than reading. However, a consequence of a verbal presentation of the
instruction is that the narrator sets the speed of information delivery. The learner
can neither slow it down, nor speed it up. The learner can also easily miss a piece
of information simply by not listening, or because of a temporary loss of attention
due to a phone call, a visitor, or the like. This limitation of verbal presentation of
instruction can be solved by including an option in the program that allows the
learner to review the information if necessary (backward branching).

An additional advantage of verbally presented instruction, is that the computer
screen can be used to present keywords, pictures and graphics to support the
verbally presented text. With the help of supportive visual aids, the importance of
different aspects of the instruction can be stressed more easily, and the
information can be presented with a clear structure. It is regarded beneficial to
keep the amount of textual information on the screen limited and focused on
essentials (Price 1991).

Compared with conventional lectures, one advantage of CAI instruction may be
that it can be provided in a more flexible way. The interactive design of CAl allows
for a dynamic presentation of the instructional content. In contradistinction to 'face-
to-face’ teaching, where learners often listen passively, in CAl the learner plays a
more active role (Min 1995). Furthermore, learners may process the information in
accordance with their own interests and at their own tempo. CAl offers the learner
the freedom to select the topic of his present interests. The CAIl presentation of
information may be more lively and attractive when compared with manuals
because of the option of switching between different media and between theory
and examples. Information can also easily be structured hierarchically and divided
into core information and background information. Access to background
information can simply be integrated into the core information of the course and
made dependent on the needs of the learner.

A disadvantage of CAl may be that, whereas in lectures there are generally
opportunities for (group) discussion, in CAI the opportunities to debate the content
of the instruction are limited. As a result, CAl does not provide conditions for the
exchange of different experiences and opinions among colleagues.
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4.2.3 Modelling

Modelling, the presentation of visual examples of adequate and inadequate
behaviours, is an important educational method in CAl in learning communication
skills (Binsted 1987, Gentry 1992, Seabury et al. 1993). There are no major
differences between the way modelling is applied in CAl and in conventional
courses. In conventional courses, behaviour is modelled by means of real persons
or video-recordings of interactions. In CAl, behaviour is modelled only by means of
video-recordings.

Since in CAIl the display of the video-examples is program controlled, the
presentation can be manipulated to single out important aspects. For example,
movements can be shown in slow motion, or displayed in steps by pausing at
important points, or repeated several times to amplify the learner’s perception of
the modelled example. Without video-examples, learners may receive instruction
on the general principles that underlie patient-physician interaction, but it is more
difficult for them to translate these principles to daily practice (Yoder 1993). The
video-fragments show the learner how to use certain techniques in what
communicative situations, and what undesirable effects inadequate communication
skills can have on patients.

Most video-examples are recordings of dramatized situations. It is important that
these dramatizations are highly realistic, particularly when the learners are
experienced people who are familiar with these situations in daily practice.
Otherwise the learners may consider the models unconvincing, which in turn may
affect their motivation to attend to the course. So, effective modelling means
presenting concrete illustrations of difficult situations, which closely resemble the
daily reality of the learners, and adequate solutions. This helps the learners to
transfer the learned skills to their daily practice.

Differences as regards modelling between CAl and conventional types of courses
are comparable with those in instruction; they cover flexibility in reviewing models
and the options of discussing the examples displayed. In CAl the presentation of
modelled behaviour may be more flexible than modelling in group courses. The
learner has the opportunity of reviewing the behaviour modelled as often as he
likes, which is not possible in group courses. Group courses, on the other hand,
supply the opportunity to discuss the modelled behaviours with the instructor and
other course-members, which is not possible in an individually-based CAl course.

4.2.4 Practice questions

The function of practice questions in CAl is comparable with the function of role-
play in conventional courses. Practice questions offer the opportunity to learn from
discovery, although not in the same way as role-play. Practice questions
encourage the learner to actively process the content of the course and offer the
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learner the opportunity to test the acquired knowledge (Garrud et al. 1993). Asking
questions during learning keeps the learner actively engaged, it fosters
remembering, and offers the opportunity to monitor the learner’s understanding
(Steinberg 1991). Learners who are required to respond actively to practice
questions achieve higher posttest scores than learners who receive the same
lesson without practice questions (Cennamo et al. 1991).

In CAl, different types of practice questions can be found with respect to the way
the question is presented and the response of the learner is evaluated. Basically a
distinction can be made between fixed-format and free-format questions. In fixed-
format questions, the possible answer alternatives are included in the question.
The learner selects an answer by recognizing it in a listing (Price 1991).
Evaluation of responses to fixed-format types of questions is fairly straightforward.
The computer simply has to judge if the response was legal or illegal, and if legal,
whether it was correct or incorrect, and react accordingly (Hannafin et al. 1988).
Free-format questions offer no pre-definitions of possible responses. Hannafin et
al. (1988) refer to the latter kind as constructed-response questions; the learner
constructs his response, often by typing one or more words or sentences. Free-
format questions can be either of the short-answer, or of the essay type (Price
1991). Free-format questions are valuable because they provide access to higher
level learning outcomes involving the organization, integration, or relation of ideas.
Their greatest strength is that they offer learners the maximum opportunity to
respond. They require the learner to determine the answer based on free recall,
which indicates a higher level of knowledge than recognition (Price 1991).
Responses on free-format questions are more complex to evaluate (Hannafin et al.
1988, Price 1991). Here, the problem arises of anticipated and unanticipated input.
The evaluation of free-format responses has to deal with matters like: what are
elements of a correct response; what is the minimum number of elements
required; are all elements equally weighted or are some parts more important than
others: should elements be given in a prescribed order or in any order; how should
spelling errors be dealt with; should the use of equivalent responses or synonyms
be permitted. The longer and more complex the responses, the more difficult their
computerized evaluation becomes. Therefore, efforts to admit free-format
questions to CAl have thus far been limited (Price 1991).

A specific type of practice question, which resembles most conventional role-play,
concerns simulations. With the help of video, CAl can present quite realistic
situations to the learner which can be practised by interacting with these simulated
realities (Binsted 1987, Seabury et al. 1993). In interactive video-examples,
learning can result from the display of a video sequence of a physician-patient
interaction, and the learner has to choose what the physician should do next. This
is followed by a video sequence showing the consequence of the response of the
learner (Binsted 1987). This simulated reality allows the learner to operationalize
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concepts in a '"live" case example by trying different interventions, repeating
various sequences, or obtaining feedback about the various choices as the
practice situation unfolds (Seabury et al. 1993). Practising situations by means of
cases on a video screen is much more engaging, providing the learner with more
information. It is also more instructive than a written case narrative. Moreover,
when compared with role-play, CAl can provide simulations with a constant quality
level, independent of the abilities of the interlocutor to identify with the character
enacted in the interaction.

Nevertheless, practising a situation in a CAl course is less realistic than in a
conventional role-play situation. Compared to interacting with a real person in a
role-play, a CAl exercise is like making a dry run. The interaction with video-
examples, remains several steps removed from true interactivity, due to the fact
that the complexity and subtleties of a live interview cannot be captured fully by a
computer program (Hansen 1989, Melnick 1990, Seabury et al. 1993). Interactive
video is tied to its prerecorded sequences that do not allow more than an illusion
of personalized interchange (Hansen 1989). Furthermore, the number of parallel
video sequences of behavioural alternatives, available in a video-example, is often
limited. The development of a video-example with many different behavioural
alternatives, each representing a possible reaction of different learners, is a very
complex and expensive matter.

On the other hand, CAl exercises have some advantages over conventional role-
play. A CAl course offers a learner a relatively safe learning environment,
compared with role-play in conventional courses. It allows students to try
responses or interventions that they would hardly dare use in a live field interview,
because of their insecurity as to how to respond to the unexpected. Learners
experience the computer as neutral, with feedback and hints as helpful resources
that may or may not be used. They experience CAl as relatively less intrusive than
a live supervisory authority looking over their shoulders while they are practising
new skills (Hannafin et al. 1988, Lambert et al. 1990, Gentry 1992, Seabury et al.
1993, Napholz et al. 1994). Furthermore, it is again the flexibility of CAI, which
may help the learner to repeat the exercises as often as he likes, to become more
acquainted with the difficult situations. This is often impossible in conventional
types of training.

In general, information is mastered best if it is presented in small segments,
followed by questions, evaluation and feedback (Price 1991). However, it is hard
to tell what is the best frequency or number of questions to include in a CAI
program. The effect of the use of questions on learning was tested in a study
where a CAl lesson without questions was compared to a CAl lesson with
questions (Price 1991). The results indicated that the use of questions was clearly
superior in terms of student mastery of the subject material. However, in this study
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no conclusions could be drawn on the best frequency for questions. Price (1991)
recommends including questions frequently, shortly after the information is
presented.

4.2.5 Feedback

The evaluation of the response leads to a decision about the correctness of the
response. The outcome of this decision is communicated to the learner by means
of feedback. Feedback provides the learner with information about the adequacy
of his ideas and responses (Whyte et al. 1995). Reigeluth et al. (1989)
discriminate between two types of feedback: natural and artificial. Natural
feedback is related to demonstration and is generally found in simulations. It
provides the learner with a realistic (simulated) display of the consequences of the
learner's response. This type of feedback is appropriate in simple stimulus-
response like tasks, where the learner himself can infer the implications of the
displayed consequences of his response. Atrtificial feedback is more appropriate in
the context of complex tasks, such as when a chain of responses is required
before the intended consequences occur. In these tasks natural feedback may be
rather inefficient, because it does not provide enough information. Artificial
feedback generally has an instructional character. It provides the learner with an
explicit description of the consequences of his responses and relations between
responses and outcomes.

Hannafin et al. (1988) recommend that feedback should immediately follow the
response of the learner. Feedback should state whether and why the response
was correct or incorrect and it may present remediation or supplementary
information (Schimmel 1988). Feedback has both motivational and cognitive
effects (Steinberg 1991). A respectful formulation of feedback that provides
encouragement facilitates overali learner performance (Schimmel 1988, Price
1991). Feedback on correct responses is of relatively less importance compared
with feedback on incorrect responses. It might be superfluous to explain to the
learner what he already knows. Instructive feedback on an incorrect response is of
more importance, because it can modify the ideas of the learner, and thus
enhance the effectiveness of the course. Hannafin et al. (1988) further recommend
that feedback for an incorrect answer should not be more attractive than for a
correct answer. If learners deliberately provided incorrect answers to see more
entertaining feedback, the purpose for which the course was developed might be
defeated.

CAl programs can offer the learners feedback, hints and background information
just as live supervision does. However, some differences between CAIl and
conventional courses can be observed. Feedback on the practice questions in CAl
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has a different character from feedback provided after role-play in conventional
courses. CAl programs generally provide standardized feedback which is not
learner specific. Moreover, a CAl program generally does not offer the learner the
opportunity to explain why, for what reason he gave a certain response. Also CAl
offers the learner no opportunities to dispute the program’s feedback on the
learner’'s response (Poulin et al. 1990). A CAl program can detect and remedy
common learner mistakes, but is often not equipped to handle their uniquely
idiosyncratic ideas. In other words, a CAl program can only process expected
responses, and ignores unexpected ones. Consequently, CAl feedback may be
relatively less relevant and effective to the learner. Human teachers are more
flexible in this respect. A human teacher in a conventional course can analyse and
understand the line of reasoning of the learner, and detect misunderstandings and
illogical inferences, and provide feedback that is more individually tuned to the
performance of the learner.

4.3 Effectiveness of CAl

In the literature, several authors have reviewed evaluation studies on the
effectiveness of CAl programs (Kulik et al. 1986a, 1986b, Melnick 1990, McNeil et
al. 1991, Cohen et al. 1992). Generally, in these reviews it is concluded that CAl
provides an effective teaching method. Their conclusions will be summarized
briefly.

Kulik et al. (1986a) performed a meta-analyses of 101 evaluation-studies of the
effectiveness of CAl in colleges. The studies reviewed date from 1967 to 1983,
with only 12 studies dating from the eighties. The average effect size was .26,
which means that students who participated in a CAl course performed better than
control students. The average instruction time in CAl courses was two-thirds of the
time spent in conventional courses. The human and social sciences were more
frequently (55%) represented in the sample, and also had a larger effect size (.35)
than the courses on the natural sciences (.15). In 21 studies, course completion
rates between CAIl and conventional courses were compared. In 62% of these
studies, higher completion rates were found in the conventional courses.

Kulik et al. (1986b) found comparable results in their analysis of 24 effect-studies
on CAIl courses in adult education. These courses, dating from 1964 until 1982,
concerned both basic education (arithmetic, reading, writing) as well as technical
training (e.g. use of durable articles). They found an average effect size of .42. In
83% of the studies, CAl courses resulted in higher outcome scores than
conventional courses. In half of these, the difference was statistically significant.
As regards training time, CAl courses appeared to take less than conventional
courses. The course completion rate was reported in only two studies; in one
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study, the drop-out rate was lower in the CAl; in the other study, drop-out rates
were the same in both CAl and conventional courses.

In both reviews, studies are included from a pre-micro-computer era. This means
that the computer technology used in the studies reviewed is quite different from
current technologies. Since computers could only present text information in the
early stages of CAl, early programs cannot be compared with later, more
advanced versions which include various types of media such as video instruction
(Lambert et al. 1990).

CAI programs which included the use of video instruction were reviewed by McNeil
et al. (1991). They evaluated 63 studies dating from 1978 to 1988, on the
effectiveness of interactive video instruction programs compared with conventional
non-interactive course programs. They found that, on average, interactive video
programs resulted in higher outcome levels than in the control group. The average
overall effect size was .50. Significant positive effects were found on 50% of the
reported outcome measures, whereas only 5% of the outcomes were significantly
negative. The analysis also showed that interactive video as supplementing
instruction is related to significantly higher achievement effects than when
interactive video is used to replace conventional instruction. In this study, no
information is provided about the topics of the effect-studies reviewed. Since the
average overall effect size of these interactive video studies is slightly higher than
effect sizes reported in reviews of non-video CAl programs, the authors suggest
that interactive video CAl programs are more powerful than non-video CAl
programs.

Cohen et al. (1992) analysed 47 studies on health professions education, in which
CAl methods were compared with conventional teaching methods. The studies
dated from 1973 until 1990. They calculated an average effect size of .41 in 37
studies which supplied sufficient information. In 68% of the studies, CAl methods
resulted in higher outcomes, in 28% this difference was significant. In only one
study did CAI result in lower test scores. When learning time was reported 9
studies), it was generally shorter in the CAl group (5 studies). Information about
how the participants evaluated the CAl instructional method was reported in only 4
studies: in 3 studies the CAl method was favoured; in one the conventional
method was favoured.

These reviews show that CAl is an effective learning method in a wide range of
content areas. It appears that CAl provides an efficient way of learning, since it
requires less time, and results in higher outcome levels, compared with
conventional methods. However, the reviews provide no clear cut information
about the effectiveness of CAl programs in the area of social sciences, specifically
with regard to learning social skills. CAl programs on social skills are generally
scarce (Garrud et al. 1993). Only a few studies have been located which will be
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described briefly.

Droste-Bielak (1986) compared a text-based computer-simulation to role-playing
for teaching interviewing techniques to students in nursing. The experimental and
control group both attended a lecture and group-discussion on interviewing
techniques. The experimental group practised the skills in a computer-simulation,
the students in the control group practised in role-plays with each other, guided by
an instructor who provided feedback. Next, both groups performed interviews with
real patients which were recorded on audiotape. These recordings were evaluated
afterwards by a rating system of both content and technique of interviewing. No
differences in interviewing behaviour were found between both groups. It was
concluded that computer-simulation was as effective as role-playing in teaching
interviewing techniques. In a non-structured evaluation, the computer-simulation
was generally positively evaluated on several aspects like pleasantness,
helpfulness, clear structure, and lowered performance. However, points of criticism
concerned inappropriate response, limited realism, and lack of personal
interaction.

Poulin et al. (1990) evaluated an interactive video program among 16 social work
students; ten juniors and six seniors. This CAl program was supplemented by
reading material, in-class role-plays and group discussions. The intervention was
directed to provide the learner with a repertoire of responsive interviewing
behaviours which help interviewees to feel comfortable, valued, and free enough
to express their real concerns and feelings. The intervention was evaluated by
means of a self-rating scale of the students’ subjective perceptions of their
interviewing skills. The juniors rated 7 of their 12 skills as significantly improved;
whereas in seniors, only 3 skills were significantly improved. However, the seniors’
base-line level was above the juniors’ base-line level. When the participants were
asked to rate the effectiveness of the individual components of the intervention,
the interactive video was rated as relatively least effective; whereas the class
discussions and lectures were rated as relatively most effective.

Garrud et al. (1993) evaluated a CAl course on nonverbal communication by
comparing it to a conventional lecture on the same topic. The evaluation study
was performed among 151 first-year medical students, equally divided in two
conditions. The CAI group scored significantly better than the lecture-group on a
knowledge-test on the covered material, whereas the median usage-time was
shorter than the lecture. However, there was a positive relationship between the
test score and the CAIl usage-time. Although one of the objectives was the ability
to 'discriminate between good and bad practice in the use of nonverbal behaviour
and choose effective nonverbal behaviour in an interview’, this was not evaluated
by observing and analysing the students’ behaviour in real interactions.

Napholz et al. (1994) evaluated an interactive video program on 'therapeutic
communication’ in 65 first semester senior nursing students, with a questionnaire
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on therapeutic communication. They found that the pre- to posttest improvement
scores in the training group were significantly higher compared to the control
group. This effect was maintained at follow-up.

These evaluation studies display a mixed picture of the effectiveness of CAl. In
the only study where the effectiveness was evaluated by means of behavioural
observations, no results were found (Droste-Bielak 1986). However, in this study
the CAl program was text-based which may have limited the impact of the
intervention. In the other studies, which did include video-examples, only cognitive
evaluation methods were applied which all showed positive results. However,
these methods have limited ecological validity regarding the generalizability of
these results to actual communication behaviour in daily practice.

4.4 Conclusion

In this chapter the characteristics of CAl programs have been described and some
comparisons have been made with conventional, non-CAl courses. It has
appeared that both CAl and conventional courses provide comparable educational
methods related to cognitive learning. The most salient difference between both
types of courses concerns experiential learning. In this respect the potentials of
CAl are relatively limited compared to role-play in conventional courses. CAl
involves predominantly learning from visual events which enables the learning of
communication skills from visually presented models (Hansen 1989). Actual
performance in realistic interactions with real or simulation patients, is not
available in CAIl. Furthermore, in CAl the opportunities to receive personal
feedback and for discussion of the course content are limited, due to restrictions in
true interactivity compared to human interactions. Some authors consider that,
given the current state of the art in technology and knowledge about educational
processes, CAl programs which manage and control a complete learning process
are as yet not achievable (Hansen 1989, Kamsteeg 1994). In their view, CAl has
to be regarded as a learning tool, used to extend and complement the capabilities
of teachers. To be effective, CAl should be supplemented with conventional group
discussion, role-plays and instructors’ lectures (Hansen 1989, Poulin et al. 1990).

On the other hand, CAl has some benefits which make it a suitable method for
teaching communication skills. CAl's effectiveness is related to its greater capacity
to make problem-based learning easier through risk-free (and thus less inhibiting)
yet otherwise realistic clinical simulations. In the absence of critical instructors and
co-learners, CAIl offers the learner a safe learning environment. Moreover, CAI
provides more flexible, personalized instruction, both with regard to the scheduling
of sessions, as well as during a session in selecting and reviewing different
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sections of theory and examples of the course. These features make learning
more enjoyable (Keane et al. 1991). CAl users attempt more, understand more,
and more frequently attain their learning objectives than do their non-CAl peers.
Furthermore, CAl courses can be available around the clock, without
organisational problems, which facilitates the access to learning.

No definitive conclusions can be drawn, as regards the potentials of CAl as an
effective method for teaching communication skills, since not much evaluation
studies have been performed yet in this area. Overall, CAl appears to be an
effective learning method, which is generally positively evaluated. It is found to be
time-efficient; CAl learners require shorter learning time to attain at least the same
results as in conventional courses. However, CAl is associated with the risk of
lower course completion rates.

The few results obtained in the area of social skills revealed that CAl appeared to
be more effective on knowledge tests and subjectively evaluated performance. In
one study the interactive video in CAl was considered less effective than class
discussions and lectures. More informative in evaluating the effectiveness of CAl
in learning communication skills, may be the use of behavioural observations of
the participants. Only one study could be located in which a CAl program was
evaluated in this way (Droste-Bielak 1986). The results of this study suggest that
the CAl study is at least as effective as a conventional role-play course.

CAl courses are often compared with traditional courses. In this comparison the
lack of interaction with a human instructor is often regarded as a limitation of CAI.
However, the advantages of a human teacher should not be overstated. It is well
known that not all teachers are equally skilful and effective in presenting lessons
and keeping the learner motivated. Although human teachers may be able to
respond more flexible to needs of learners, their flexibility depends to a large
degree on their repertoire of knowledge and experience.

Furthermore, the comparison between CAIl and conventional courses is difficult.
Comparison-studies often suffer various confounding effects, which compromise
the results reported in the literature (Jonassen 1988, Keane et al. 1991). The most
important confounding variable, when a CAl course is compared to a conventional
course, is that not only differences in method are compared, but often also
differences in content. This means that in fact messages are compared rather than
media.

As regards the establishment of the effectiveness of a CAl course on
communication skills, it should be noted that generally mastery of adequate
communication skills is a complex process which is gradually acquired over time.
This is mainly due to the fact that it entails the teaching of principles, the
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application of which has to be reinvented in each new social interaction. According
to Hansen (1989), social interactions can be regarded as ‘unstructured’ areas of
decision-making. In social interactions, goals are never specified in detail, neither
are relevant information, possible effects and final solutions. Every situation a
learner has to act upon in daily practice, is at least slightly different from any other
situation the learner has ever encountered or will encounter. Contextual factors
are more complex and more transitory than those faced in technical manipulations
and environments (Hansen 1989). Because of this variability, any advanced level
of skill performance has to be acquired through active discovery, and not through
direct instruction. Simply applying someone else’s modelling is not sufficient to
conduct socially adequate, just because the model cannot cover all situations.

The learner has to develop his own version of adequate behaviour by exploring
different situations and experimenting with different approaches until he is satisfied
with the results (learning by doing). This applies equally to the CAl method and
conventional methods of training. Generally the course content is restricted to the
basic principles of communication. Eventually, the learner has to refine the
acquired skills in daily practice. The learner has to remain open to the possibility
that acquired strategies will not work, and thus must be ready to break with them
later to make new sense out of what has resulted from the interaction with the
situation. Hence, reflection is at the heart of skill development (Binsted 1987).
Reflection is an internal process which involves fitting new ideas in existing
cognitive maps, valuing of new ways of doing things, or having insights. It turns
practice into meaningful experience which allows the learner to develop an
increasing reservoir of successfully and unsuccessfully encountered challenges.
This permits intuitive skill performance in the future. Furthermore, active discovery
not only means applying and strengthening 'wanted’ behaviour, but also unlearning
unwanted behaviour. This may be the most difficult and 'painful task (Hansen
1989).
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Interact-Cancer

Interact-Cancer is a computer-assisted instruction (CAIl) program, designed for
teaching communication skills to medical specialists in oncology (Hulsman et al.
1992, Janssen et al. 1993). In this chapter both the instructional design as well as
the content of Interact-Cancer will be described.

In Chapter 2 good quality doctor-patient communication, was characterized as
patient-centred. In Interact-Cancer, a number of communication skills are pre-
sented which are related to a patient-centred style of communication. The way this
style is presented in the course is closely related to the systematic approach used
by lvey (1993) in his microcounselling program. Ivey (1993) defines micro-skills as
communication skill units of the interview that facilitate more intentional interaction
with a patient. Mastering various micro-skills provides the physician with specific
alternatives to use with different types of patients (lvey 1993). In using the basic
skills effectively, the physician will learn to enter the world of the patient. The aim
of the course is to teach the physician to understand the world from the patient’s
perspective, by using these skills (lvey 1993). Acquiring a number of micro-skills is
expected to result in a more patient-centred style of communication behaviour.

The microcounselling approach consists of several important principles: 1) focus
on teaching specific micro-skills, 2) use of modelling (observational learning),
3) practice exercises that enhance self-awareness, 4) feedback which facilitates

93



learning (Baker et al. 1989). These principles are widely recognized in con-
ventional courses, as well as in CAl courses as is described in Chapters 3 and 4.
In the first part of this chapter it is explained how these basic principles and
educational methods of CAIl, as described in the previous chapter, have been
implemented in the design of Interact-Cancer.

The second part of the chapter describes the content of the course and the
selection of communication skills. These skills are presented in the context of four
situations derived from medical practice: history taking (basic skills), disclosure of
bad-news (diagnosis), providing information, and dealing with emotions of patients.
These topics are presented in four course modules.

5.1 Program design of Interact-Cancer

This section will describe the technical aspects of Interact-Cancer. These concern
the instructional design, and the educational methods of the course. The section
will end with a brief description of the equipment on which the course is presented.

5.1.1 Didactical structure

Interact-Cancer consists of four modules, each dedicated to a different topic in
doctor-patient communication. When starting Interact-Cancer, a topic selection
menu is presented, allowing selection among the four modules or termination of
the program. The topic selection menu allows the learner to branch to any of the
four modules in any order according to personal preferences. However, in the
introduction of the course the participants are recommended to select the modules
in the order as they are presented in the menu, to ensure a balanced presentation
of the course content. This course-introduction is presented automatically when
the learner starts-up the program for the first time. Each module can be
interrupted at any point after which the learner automatically returns to the topic
selection menu.

Three modules are divided into 7 sections. A schematic representation of these
sections and their interconnections is displayed in Figure 5.1.

1) Introduction. Here, information is presented about the aim and content of the
module.

2) Basic video-example (poor version). A video-example is presented of a
consultation in which the physician does not display a patient-centred style of
communication with the patient. Several micro-skills are inadequately performed
and others are totally lacking. In each module this is the main consultation around
which all topics are centred. The poorly performed and lacking communication
behaviours will be discussed as the module continues.
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Figure 5.1: Didactical structure
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3) Preliminary questions. These questions are meant to focus the attention of the
learner on the communicative aspects of the interaction which has been displayed
in the basic video-example.

4) Presentation of theory and video-examples. Systematic information is
presented about relevant communication skills on the topic of the specific module.
Some theoretical notions and comments are given and alternative behaviour is
suggested. Most of the communicative behaviour patterns suggested are
illustrated with short additional video-examples. Both poor and adequate examples
of the specific micro-skills are shown.
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5) Practice questions. After a specific amount of theory, practice questions are
presented in which the micro-skills described are related to the basic video-
example. A relevant part of this basic video-example is repeated before the
questions are presented. The questions concern the ways in which the example
can be transformed into a patient-centred style.

6) Basic video-example (adequate version). After all theory and practice questions
have been presented, again a complete video-example is displayed of the same
consultation as the one presented at the beginning of the module. However, this
time the example demonstrates adequate performance of the communication skills
described in the module. The physician has adopted a patient-centred style in the
communication with the patient.

7) Summary. At the end of the module, a schematic summary of the
communication skills described is presented.

The fourth module has a different structure. The content is not centred around one
basic video-example. The module consists of six common situations which are
each presented with a short video-example followed by instruction and practice
questions.

The instructional design of each module has basically a linear character. Within a
module, the order of topics is fixed. However, backward branching is allowed to
enable the learners to review the instruction and video-examples, in case their
attention has waned for a moment.

The specific characteristics of the individual sections in the didactical structure will
be described in the following sections.

5.1.2 Instruction

All instructions are presented verbally by two narrators. One narrator acts as a
teacher or course leader; he presents the structure of the course and introduces
different parts and topics of the course. The other narrator has the role of the
expert in communication skills; he presents all the theory relating to the individual
communication skills. The use of two narrators helps the learner to obtain a clear
picture of the structure of the course.

The decision to present the instructions verbally is based on the perception that it
is a more lively and attractive way to present the course content. It is more
pleasant for the learner to listen to the instructions rather than to read them from a
computer screen. Furthermore, presenting the instructions verbally instead of by
means of written texts prevents learners from skimming superficially through the
course. A verbal presentation may attract and sustain the learner’'s attention better
than a text-based presentation of the instructions.

Since verbally presented instruction has an inherent risk that information will be
missed when the listener’'s attention wanders, measures have been taken to
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enable the learners to review the instruction. For this reason, the narrated text is
divided in different sections, each dealing with a single topic. The learner has the
option of repeating the current or a previous section of the instruction.
Furthermore, the core concepts and essential clauses of the instruction are
presented by means of supportive texts on the computer screen. These texts
visually assist in clarifying the structure of the course and in stressing the
importance of specific concepts. Hence, they facilitate a clearer presentation and
thus a better understanding of the theory. The function of these computer-texts
can be compared to overhead sheets used in oral presentations with an audience.

5.1.3 Modelling: video-examples

The video-examples provide the learner with concrete illustrations of how to
handle difficult situations and to develop a patient-centred style of communication.
In the course as many communication techniques as possible are illustrated by
video-examples. In these video-examples, two kinds of video-fragments are used:
‘basic’ and ’single-technique’ examples. Single-technique examples focus on the
performance of one specific skill, and its function in the interaction.

Basic video-examples, as the word suggests, play a central role in the course.
They are presented at the beginning and at the end of a module and serve as a
basis for the presentation of several communication techniques. In basic video-
examples a more or less complete medical consultation is presented in which the
physician makes several communicative mistakes. Every mistake is discussed
separately, sometimes illustrated by another video-example of a relevant
communication skill; a single-technique video-example. The use of video-examples
which show almost 'complete’ consultations, has the advantage of illustrating the
interaction between different communication techniques, their appropriate place in
a consultation and their effects over time. The process of communication is
consequently more visible. The presentation of isolated techniques alone, as in the
single-technique video-examples, gives a more artificial impression of their use
and effects.

All basic and most single-technique video-examples are available in two versions:
a poor and an adequate example. The poor examples function as a reference
level which has to be improved. If this reference level is far below the behavioural
level of the learner, it is likely that the learner may perceive the course as being
irrelevant, since he may perceive his behaviour as relatively adequate. For this
reason extremely poor examples are intentionally not presented to prevent
learners from taking the course less seriously, because of the marked deviation
between the course-members’ own level of performance and the mistakes in
communication presented. Special care has therefore been taken to prevent
caricatures and to create lifelike and recognizable situations, closely related to the
daily practice of the target group.
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In all video-fragments a doctor and a patient are shown in a medical consultation.
The doctor is always the same oncology surgeon, in basic and in single-technique
video-examples; in poor as well as in adequate examples. The rationale behind
this is that if different physicians are shown in poor and adequate situations, the
learner might easily conclude that quality of communication is a personality
characteristic. Showing only one physician in both situations is a way of tackling
this attitude. It gives a strong suggestion that every (poorly performing) physician
can learn to communicate adequately with patients.

Different patients appear in the various video-fragments. All basic video-examples
present consultations with the same breast cancer patient. During the course, the
course-members get to know her better; they learn about her medical and private
situation. A favourable concomitant of these basic consultations may be that
developing involvement during the course with the case, on the part of course-
members, improves involvement in the course.

In the single-technique fragments several different cancer patients are shown, who
illustrate only certain reactions to certain behaviours of the physician. Their
personal background is not relevant for the modelling of skills. Using other patients
here prevents disturbance of the thread of the story in the basic video-examples.

5.1.4 Practice questions and feedback

After several communication skills and accompanying video-examples have been
presented, a number of multiple-choice questions are presented on the screen. In
these questions, the theory discussed is related to the basic video-examples, of
which a relevant part is repeated before the presentation of the questions. On
average, a series of practice questions consists of four exercises, and each
multiple-choice question generally offers four answer-alternatives.

The practice questions are not intended to test what the course-member has
learned, but create the opportunity for more active learning on the part of the
learner. Their function is to encourage the learner to process actively the content
of the course and to direct his attention to important situations in the video-
examples and important elements in the theory. Further, the practice questions
verify the comprehension of the learner and check for misunderstandings.

When the practice questions are presented, the computer screen is divided
vertically in two halves. In the upper halve the question is presented together with
the answer-alternatives. After the learner has selected an answer, feedback
appears in the lower half of the screen. The learner can only select one answer-
alternative. Questions are not repeated after an incorrect response. The
impossibility of selecting a second answer-alternative prevents the learner from
using a trial-and-error strategy and trying all answer-alternatives uncommittedly.
The restriction to one answer at a time, makes the learner think before he acts.
Only if the learner branches backwards or repeats the module, it is possible for
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him to select another answer.

The feedback is specific to each answer-alternative. It consists of a statement as
to whether the answer is correct or not, followed by an explanation of why the
answer is (in)correct and, if applicable, what the correct answer should have been.
Since the practice questions relate to a specific fragment of the basic video-
example, the option to review the video-fragment is available; both before (when
the question is presented) as well as after the selection of an answer (when the
feedback is presented).

5.1.5 Equipment and operation

The equipment of Interact-Cancer consists of an IBM compatible personal
computer with a keyboard and mouse, a video-disc player, a Compact Disc-player,
and a video-monitor with loudspeakers. The program is written in the TAIGA
computer language, which is an authoring system, specially developed for
computer-assisted education (TAIGA 1987).

Participants do not need to have any experience with computers to be able to
operate the program. The operation of Interact-Cancer is kept as simple and 'user-
friendly’ as possible, to ensure pleasant and trouble free progress of the course for
the learners. All available options are continuously visible on the screen, at any
point in the program. All options can be selected with the computer keyboard or
mouse.

Two features make using the program rather flexible. It is possible to halt the
program at any point. This enables the course-members to answer the phone or to
deal with any other temporary interruption. It is also possible to complete the
session at any point in the course. The program stores the breakpoint, which
allows the learner to continue the course at the next session from the point where
it was interrupted in the previous session. This feature enables the course-
members to switch easily to other activities.

5.2 Content of Interact-Cancer

The content of Interact-Cancer has been developed by the researchers assisted
by a multi-disciplinary team of experts in communication with patients (Hulsman et
al. 1992, Janssen et al. 1993). The members came both from the social sciences
and medicine. With their help, special care has been taken to ensure that the
reality level of the course content and the video-examples in particular was
adequate, both from a social science as well as a medical perspective.

The content of Interact-Cancer is based on the patient-centred approach to doctor-
patient communication which contains three elements: taking into account the
psychosocial perspective of the patient, sharing power and control, and being
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supportive. These elements are reflected in a selection of communication skills
which are presented in four modules, each dedicated to a different topic, relevant
in cancer-care, as described in Chapter 2. The first module concerns basic skills in
the patient-centred style of communication, which are illustrated in the general
intake interview. The second module focuses on disclosure of emotionally
disturbing information, which is illustrated in breaking bad-news, by giving the
patient the diagnosis. The third module is about providing information, illustrated in
a consultation before the onset of the treatment. The last module focuses on
dealing with the patient's emotions. The basic video-examples in the first three
modules show a female patient who visits the surgeon because of suspicion of
breast cancer. In the course, her medical history is followed from the first contact
until the start of the treatment. A different consultation is described in each
module. In this way, the techniques are presented in a context which is related as
closely as possible to the daily practice of the course-members. In the fourth
module, the skills are illustrated in six consultations with different patients who are
in different phases of the treatment. Different kinds of emotions are discussed
which could not be illustrated in one and the same patient.

The content of each module will be described in the following paragraphs.

5.2.1 Module I: Basic skills

The first module covers basic communication skills considered important in
optimizing the doctor-patient relationship and developing a patient-centred style of
communication. These skills are presented in the context of history taking in the
first encounter. The behaviours described facilitate the sharing of power and
control of physician and patient, they help to bring the psychosocial perspective of
the patient to the fore, and they help the physician to be more supportive of the
patient. The module discusses fundamental behaviours that lvey (1993) places at
the base of his micro-skills hierarchy, including attending behaviours and some of
the proposed basic listening skills (Table 5.1).

In the module, the importance of paying more attention to the lifeworld of the
patients is explained and how this can be done. Several techniques are presented
to the learner, which support the patient in being more expressive, speaking
openly, feeling free to ask questions, and being less reluctant to talk about
particular worries, anxieties, insecurities and problems. To establish this open
solicitous attitude, the physician is taught two kinds of basic behaviours: receptive
and expressive skills. Receptive skills involve being sensitive and perceptive to the
verbal and nonverbal behaviours of the patient, which may give cues to the
patient’s concerns. The expressive skills of a physician involve the verbal (explicit)
and nonverbal (implicit) invitation to the patient to express his concerns. These
verbal and nonverbal aspects of patient and physician behaviour are described
consecutively.
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Table 5.1: Techniques of Module |: Basic skills

Receptive skills (active listening) Expressive skills

e Verbal behaviour of the patient » Verbal behaviour of the physician
- general remarks - less closed questions
- implicit questions - more open-ended questions

- exploring / asking for clarification

e Nonverbal behaviour of the patient e Nonverbal behaviour of the physician
- intonation - posture
- facial expressions - eye gaze behaviour
- body language - no interruptions

- stimulation of patient participation

Verbal behaviour of the patient. It is explained that patients can give information
about their situation in a direct as well as an indirect way. Since patients are often
reluctant to speak about their personal situation. they often talk about their
concerns in an indirect way. Sometimes, simply the mentioning of a topic can be
regarded as an implicit request for more information, although the patient does not
explicitly ask for it. Different signals may alert the physician to the patient’s
insecurity about a topic, and the wish to discuss it with the physician. For instance
the intonation gives information about the mood and feelings of the patient about
the content of what he is saying.

Nonverbal behaviour of the patient. The same applies to nonverbal behaviours of
the patient which can also provide the physician cues about the inner world of the
patient. Facial expressions a well as his posture and movements can give
information about how the patient feels and what is bothering him. By being more
receptive to these signals, the physician can get more information about the
patient and his lifeworld.

Verbal behaviour of the physician. The behavioural style of the physician in the
interaction with the patient has a strong influence on the participation of the patient
and what he will and won't tell in the consultation. It is the physician who
determines, to a large degree, how much room a patient gets to express himself
about his topics of interest. A patient will be more open about his concerns
towards a physician who expresses interest and displays an inviting and open
attitude. Examples of stimulating verbal behaviours are: verbal encouragements
(humming, 'please continue’), paraphrasing, asking for clarification and reflections.
The kind of questions the physician uses and the way the physician formulates
these questions can also make a difference. The difference is explained between
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using open-ended questions, which encourage the patient to give detailed answers
in his own words, and closed questions, which often have a multiple-choice format
and only need an affirmative or negative answer. A specific kind of question is the
explorative question, or asking for clarification, which is particularly appropriate
when the meaning of nonverbal and implicit verbal signals of the patient are
unclear to the physician.

Nonverbal behaviour of the physician. Apart from the verbally inviting behaviours,
also the nonverbal behaviours of the physician make a difference whether the
patient feels invited to speak or not. These nonverbal behaviours specifically
concern the physician’s posture (seating, relaxed and directed at the patient), his
eye gaze behaviour (frequent eye-contact with the patient) and nonverbal
encouragements (nodding, smiling).

Another nonverbal aspect concerns the turn of speech. An open, inviting
atmosphere is facilitated if the physician is not in too much of a hurry and does
not interrupt the patient. Interrupting patients disturbs their information giving, and
may even distort the information content. The same applies to changing between
subjects. When the physician switches too quickly between topics, the previous
subject may not be discussed fully and not finished adequately. Consequently
relevant information may be lost. If the physician is too directive, the patient may
become demotivated to tell more.

5.2.2 Module II: Breaking bad-news

In the second module of Interact-Cancer, an example is presented of how to
disclose emotionally disturbing information, and how to respond to the primary
emotional reactions of the patient. A common model of bad-news communication
is presented, in which the disclosure is divided into three phases (Schouten 1988).
In this module the patient-centred style implies that the patient perspective should
be taken into account when going through these three stages. The patient should
be informed adequately, and provided with sufficient support. It is pointed out that
it is inefficient and ineffective to overload the patient with information he can hardly
process in the given circumstances. In the module, a number of techniques are
described which are relevant to the three phases (Table 5.2).

The first phase concerns the conveyance of the disturbing information. The
message should be conveyed honestly, in clear and unequivocal phrases. If the
message remains unclear to the patient, he is left behind with more worries and
insecurities. The importance of conveying the message as soon as possible
following the onset of the consultation is demonstrated. Otherwise it may become
more difficult to change the subject to the bad-news and there will be less time
available to support the patient in coping with the news.
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Table 5.2: Techniques of Module II: Breaking bad-news

Phase 1: breaking bad-news
- Adequate timing; no unnecessary delays
- Clear but sensitive phrases, without softening or masking the truth

Phase 2: paying attention to emotional reactions
- Give the patient time to react
- Reflect of emotional reactions

Phase 3: informing the patient about action plans

- Take the limited receptivity of the patient into account
- Wait until the patient is able to listen

- Do not overload the patient with information

- Provide detailed information in the next consultation

The second phase of the disclosure refers to paying attention to the patient's
emotional response. This is the moment to keep silent for a while, to give the
patient time to process the message and handle his response. What will be said
next depends on the patient's response (Maguire et al. 1988). Patients can
respond in several ways: with denial, bitterness, rebellious anger, and confusion.
Interact-Cancer describes these emotional reactions and gives examples of how a
physician can respond to them. It is demonstrated that it makes no sense to try to
convince the patient with a lengthy explanation of the background to the bad-
news, without paying attention to the emotional reaction. Since the patient is not
able to process all information it is useless to overload him with medical facts. It is
more important to focus on the emotional response and not only on the medical
facts. A pivotal technique in paying attention to the emotional reaction of the
patient is reflection; the explicit labelling of the reaction. Reflection makes the
emotions more explicit and ensures that they can be shared between patient and
physician. Reflecting the emotional reaction is a way of showing concern and
understanding, which is a confirmation for the patient that his response is justified.
A next step in paying attention to the emotions, is discussing the feelings of the
patient. This includes getting to know his thoughts and feelings better as well as
giving some supportive information and explanation.

The third and final phase in the disclosure of bad-news concerns the conveyance
of information and discussion of consequences. The emotional state of the patient
should determine on when a start is made providing more information, and on the
amount of information to be communicated. Owing to his emotional state, the
patient is easily overloaded with facts and will not be able to process them.
Providing too much information at this point is useless. The physician has to
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assess the extent to which the patient is able to listen to and understand what he
is told. In this phase, it is sufficient to give only a brief outline of what will happen
next and to answer the patient's questions briefly. In the next consultation all this
information can be repeated and discussed in more detail. Disclosing bad-news is
an ongoing process. Not everything can be said and understood in one encounter.
On later occasions, the patient will require different and additional information or
even the repetition of information mentioned earlier (Woodard 1992).

5.2.3 Module llI: Providing information

In the third module, Interact-Cancer presents several techniques, mainly deriving
from Ley (1988), to improve the quality and effectiveness of the information
exchange. A patient-centred style of providing information is established when
power and control over the course of the consultation is shared, and the patient’s
perspective is taken into account. This implies that the way the information is
provided, should be tuned to the informational needs and capabilities of the
patient.

Improving the information exchange is not just a matter of increasing the amount
of exchanged information, but is primarily a matter of increasing the quality of the
information exchange. The goal of providing information is that it is presented in
an effective manner, taking into account how the patient receives it. An adequate
manner of providing information assures that the patient is able to understand and
remember at least the most important aspects. This is established first by
presenting the information in a clear and structured manner, and secondly by
adapting the presentation to the patient’'s frame of reference (Table 5.3).

Table 5.3: Techniques of Module lll: Providing information

e Structured presentation of information

- Present an overview of topics to be discussed

- Create a dialogue

- Provide information in short episodes

- Summarize essential information

- Provide written information

- Start with the most important information (primacy-effect)
e Adapt to the frame of reference of the patient

- Check the patient’'s pre-existing knowledge

- Check the patient’s reactions and understanding

- Take the patient's frame of reference into account

- Provide relevant and meaningful information

- Give explicit advices
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Clear and well structured presentation of information

A central element in this module is the notion that the effectiveness of information
delivery can be enhanced when a dialogue with the patient is created instead of a
monologue. In a dialogue, the patient has the opportunity to respond to the
information the physician provides. The patient's response gives the physician
cues about the understanding of the patient, which may help the physician to
adjust his story and the way he presents it. One basic technique in establishing a
dialogue is to provide information in small portions, alternating with questions to
check the patient's understanding or short breaks which give the patient the
opportunity to respond. The verbal and nonverbal facilitative attitude of the
physician, as described in the first module, will also influence the patient's
participation and the extent to which a dialogue is established.

Another principle illustrated which facilitates a clear presentation of information, is
giving the patient in advance an overview of the structure and the amount of
information that will be presented. This prepares the patient and helps him to
process the information better. Furthermore, since people generally tend to
remember best the information they have received first (primacy-effect), it is
important to start with the most important information. The recollection of this
information after the consultation can be enhanced by repeating it later in the
consultation by means of a summary. Finally, it is recommended in the module to
provide some information in written form, so the patient can easily look it up if he
wants to know more, or discovers that he cannot remember some details.

Adapt to the patient’s frame of reference

Patients often have some pre-existing knowledge about the topics under
discussion. Information can be provided more effectively if this pre-existing
knowledge is taken into account. If this knowledge is correct it can amplify the
understanding of the newly provided information. However if the patient's pre-
existing knowledge is incorrect, it may interfere with the new information, thereby
disturbing the effectiveness of the latter. By taking the pre-existing knowledge into
account, the problem of interference from prior patient knowledge can be resolved.
Taking into account the frame of reference of the patient is in line with this. The
use of terminology, in particular, should be tuned to the patient's level of
understanding. Difficult terminology and jargon should be avoided; if this is
impossible the meaning should be explained.

Furthermore, information should be restricted to topics that are relevant and
meaningful to the patient. Biomedical knowledge about pathophysiology or modern
treatment technologies are important, but not always relevant for the patient.
Some physicians may like to explain these in detail, but since most patients do not
have a degree in medicine, they are often not able to understand this information
well. As the duration of a consultation is limited, spending too much time on
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irrelevant kinds of information interferes with the discussion of information that is
relevant to the patient.

Advice is more effective when it is explicitly specified. Patients will remember
better and adhere to advice when it is meaningful to them and fits into their
lifeworld. When advice is phrased in more general terms, patients may have more
trouble to translate it in concrete actions. Explicit advice is clear and
understandable to the patient and allows him to react if he foresees some trouble
in complying with the advice.

5.2.4 Module IV: Dealing with emotions

In this module, the focus is on the long term emotional adaptation of the patients
to their disease. It is explained that emotional response of the patient requires the
attention of the physician since they are an inseparable part of suffering from
cancer. A number of skills are important for a physician to deal adequately with
the emotions of the patient. First of all, the basic skills described in the first
module, are important in detecting the patient's concerns. The next prerequisite,
following the recognition of the emotional concerns of the patient, is the readiness
to pay attention to these emotions and to find a way to discuss them with the
patient. Hence the emotional concerns of the patient are legitimized which may
encourage patients to express their emotions. In this module several fears and
anxieties are described, related to four different stages of the illness: the
diagnostic phase, the treatment phase, the control phase, and the palliative phase
(Weisman 1979, Winnubst et al. 1987).

Diagnostic phase. In the diagnostic phase, most patients alternate between
feelings of fear and hope; fear that the symptoms mean they have cancer which
may be incurable, hope that they do not have (serious) cancer and that their
disease can be cured. In this phase the patient is hypersensitive to symptoms and
to the signals of the physician that may imply a bad prognosis.

Treatment phase. in the treatment phase again fears and anxieties may dominate
the emotional response of the patient. In this phase, it is important for the
physician not to underrate the scope and duration of the consequences of the
treatment for the patient. Patients feel more worried if symptoms or side-effects
are more severe or last longer than predicted by the physician. Realistic
predictions can prevent a lot of these unnecessary worries.

Control phase. In the control phase the treatment is over and, depending on his
condition, the patient may start to resume his normal life. This module explains
that monitoring this reintegration process by the physician can help the patient to
make it be more successful. Patients may still suffer many fears and insecurities
which may prevent them from resuming their normal lives. Patient worries may
relate to risks of ineffectiveness of the treatment and reoccurrence of the disease.
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Palliative phase. When the disease appears incurable, physicians often tend to
feel useless, and not able to offer the patient any kind of help. Physicians are
often inclined to avoid the patient. The module explains that, under these
circumstances, the patient needs the support of concerned and attentive
caregivers more than ever. Showing involvement and compassion to the patient,
may help the patient to cope with his situation.

The module describes how dealing with the emotions of patients can be divided
into several steps (Table 5.4). The first step is the adequate perception of the
emotional state of the patient, by paying attention to the verbal and nonverbal
expression of the patient's fears and insecurities. Next, the physician reflects and
explores the thoughts and feelings of the patient, and consequentially makes
these more explicit. This provides the patient the opportunity to ventilate his
feelings and to express his irritation, which in itself may bring relief. This puts the
patient more at ease and results in a short discussion about how the patient could
cope better. Since the abilities and time of the physician to support the patient in
coping emotionally is limited, the physician should be able to estimate the severity
of the patient'’s emotional disturbance and the amount of support he needs. If he
estimates the support needed to be beyond his power and ability, he may advise
the patient to arrange a meeting with a specialized person to provide adequate
treatment of the patient's concerns. Such a person may be a professional care-
giver, such as a social worker, psychologist, a companion in misfortune, or
informal caregivers like family or friends.

In the context of the four stages, six cases with emotional problems are presented,
and a demonstration is given of how the physician can manage these adequately.
Although the principles are almost identical in these situations, describing them
separately is helpful to the learner in learning how to recognize and deal with
different situations.

The first example is about dealing with an aggressive patient. It displays how a
temporary negative emotional reaction of the patient may be an indication of a
more generally negative mood as a result of difficulties in adaptation to the
disease.

In the second example, the importance is demonstrated to be receptive to the
hypersensitive and worried state of the patient. When confronted with the disease,
patients cannot perceive adequately the consequences of the disease for their
daily living. By exploring and discussing their concerns, the physician may prevent
patients to become unnecessary fearful and worried.

The third example concerns avoiding inducing anxiety. Patients are sometimes
harshly confronted with emotionally disturbing information, due to inadequate
coordination between the different caregivers of informing the patient. Such
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emotionally disturbing mistakes, it is explained, can be easily prevented by
verifying tactfully the patient’s prior-knowledge.

The fourth example relates to guiding and supporting the patient through several
stages of the disease, and helping him to anticipate new situations. The example
focuses on preparing the patient for his transition to the home situation after
discharge from hospital.

The fifth example focuses on the resocialization of the patient after the illness
period. Patients often experience difficulties in resocialization, due to a change in
the social environment. The physician notices and discusses these worries which
may help the patient to overcome them more easily.

The sixth example is concerned with a patient who is unable to believe that cure is
impossible and there is no more treatment available. It shows how the physician
can handle this situation, by taking time to discuss the frustrations of the patient.

Table 5.4: Techniques of Module 1V: Dealing with emotions

Techniques

- Active listening

- Explorative questions

- Reflection of emotions

- Discussion of emotions

- Referral to specialized caregivers

Emotions

* General
- trivial signs may give indication of more severe emotional suffering
- depression
- aggression

¢ Diagnostic phase
- insecurities about diagnosis
- careful disclosure: checking pre-existing knowledge

* Treatment phase
- fears concerning aversive side effects
- transition from hospital to home

e Control phase
- fear of return or aggravation of the disease
- check resocialisation

¢ Palliative phase
- maintenance of contact with the patient
- honest discussion of perspective
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5.3 Summary

In this chapter, the technical design and the content of Interact-Cancer, a
computer-assisted instruction program on communication skills for medical
specialists, is described. The design consists of four elements: verbally presented
instruction, video-examples, practice questions and feedback. The instruction
presents the theory related to the communication skills. The video-examples
present models of poor and adequate communication behaviours. In the practice
questions, the learner has to connect the instruction to the video-examples.
Feedback provides the learner information about the adequacy of his responses
on the practice questions.

The content of Interact-Cancer consists of four modules, each focusing on a
specific set of communication behaviours. The first module presents a number of
basic skills which are fundamental in adopting a patient-centred style of
communication. These are presented in the context of video-examples of history
taking. The second module is concerned with breaking bad-news. Examples are
presented of giving the cancer diagnosis. The third module focuses on providing
information, illustrated by examples explaining details of the cancer treatment. The
final module is about dealing with the patient's emotions. Six examples are
presented of patients who have difficulties in adapting emotionally to their disease.
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Design and instruments

In this chapter the research methods will be described, which were applied to
answer the research questions. These questions are described in the first section,
followed by a description of the design and research procedures. Next, the applied
measurement instruments are presented. Finally, the chapter ends with a descrip-
tion of the hypotheses.

6.1 Research questions

The aim of this study is to evaluate the CAIl course Interact-Cancer. Two main
research questions were analysed. The first research question is:

1. What is the feasibility of Interact-Cancer, a computer-assisted instruction
program on communication skills for oncologists?

The feasibility of the course is evaluated from two vantage points. One is the
learning behaviour of the participating physicians. Aspects of the learning
behaviour, such as number and length of learning sessions, are recorded by a
built-in registration system in the course program. The second is the subjective
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evaluation of the participants, which is measured by means of a questionnaire.
These lead to two subquestions:

1a.  How do the participating oncologists use Interact-Cancer?

1b.  How do the participating oncologists evaluate Interact-Cancer?

The results regarding the feasibility of Interact-Cancer are described in Chapter 7.

The second research question is:

2. What effects does Interact-Cancer have on the interaction between
participating oncologists and their patients?

The effect of Interact-Cancer on the communication skills of the physician is

assessed from three points of view. One is an 'objective’ perspective, which

consists of observing and rating the communication behaviour of the physician by

means of video recordings of consultations. The second and third viewpoints are

the subjective evaluations of their interaction by the physician and the patient

respectively. They both provide this information by means of a questionnaire.

These three viewpoints result in three subquestions:

2a.  What effects does Interact-Cancer have on communication behaviour of the
physicians in their interaction with patients?

2b.  What effects does Interact-Cancer have on the physicians’ satisfaction with
patient communication?

2c.  What effects does Interact-Cancer have on the patients’ satisfaction with
their physician’s communication behaviour?

The results on the effectiveness of Interact-Cancer are described in Chapter 8.

6.2 Design and research procedures

6.2.1 Design

The research design which is applied in the study is an interrupted time-series
design with four measurement times (Cook et al. 1979). It is displayed in
Table 6.1. Each measuring moment covers a period of two weeks. The intervals
between the measurement times last four weeks. The total research period takes
at least 20 weeks for each participant.

The first interval is regarded as a control period, in which base-line measurements
are performed at T1 and T2. This period provides information about possible
changes in communication behaviour in the absence of an intervention. No
research activities had to be employed by the participants between the
measurement times.
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Table 6.1: Research design

Week: 1.2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

actor: [ TIY - - < - [T2][course][T3] . « - o [T4]

The second interval is the intervention period, which includes the second and the
third measurement times. In this period, between T2 and T3, the course is
presented to the participants. The participants were able to follow the course for a
period of at least four weeks. In this period, they were able to plan sessions on an
individual basis. If they had not completed the course within this period, it was
sometimes extended by one or two weeks. The comparison between the
measurements in the intervention period and those in the control period provides
information about the immediate learning effects.

The final interval is regarded as a follow-up period. Again, no research activities
had to be employed by the participants between the measurement times. This
period provides information about the development of course effects over time. In
comparing T4 to T3, this period allows for an analysis to determine whether
immediate effects are preserved, and an analysis of the occurrence of delayed
course effects.

This design was chosen for a variety of reasons. Generally, in an intervention
evaluation study a randomized control group design would have been the most
preferable (Kern et al. 1989, Smith et al. 1994). However, this type of design was
not used since its implementation has a number of pragmatic disadvantages. A
control group design would make it necessary to assign participants randomly to
one of both groups. This assignment could be realized within or across locations.
However, both systems of allocation have some disadvantages (Black 1996). In
creating two groups within a location, there is no guarantee that both groups will
be kept separate. There is a risk of contamination between both groups;
participants may meet each other and talk things over. Participants in the control
group may even, out of curiosity, take a look at the course.

One way in preventing this contamination is to keep all the participants of one
location in the same condition. This means that locations are randomly assigned
to one of both research groups. However, it was expected that possible culture
differences between locations would affect the interactions with patients.
Furthermore, since participants were recruited from various disciplines, the com-
position of both groups would differ greatly by location. Accordingly, randomization
of locations requires a much larger study at far greater cost (Black 1996).
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Based on these considerations, it was decided not to use a randomized control
group but to apply a control period instead, by taking up an extra pre-course
measurement in the design (Cook et al. 1979). An advantage of this type of design
is that the participants are the same in the intervention and in the control period,
which eliminates problems of comparability in both conditions.

6.2.2 Procedures and measurements

The opinion of the physicians about Interact-Cancer was evaluated by means of a
questionnaire which they had to fill in after completion of the course, before the
onset of the third measurement period.

The effectiveness of the course was evaluated by analysing the quality of the
communication between physicians and their patients. As this concerns the quality
of mutual communication, three sources of information were applied.

1. The first source of information concerns an independent evaluation of the
communication behaviour of the participating specialists. This is obtained by rating
real interactions with their outpatients. Therefore, each measurement period
doctor-patient encounters were recorded on video. These were later observed and
analysed by the researchers. A communication rating system was developed for
this purpose.

For each measurement period, the participating physicians were asked to record
10 consultations with cancer outpatients. Sometimes the period of two weeks was
extended if the participants had not succeeded in recording enough consultations.
To reduce possible learning effects on the part of the patients, physicians were
asked at each measurement period to record consultations with patients which
were not recorded in a previous period.

To record the consultations on video, portable video cameras were placed in the
consulting room. Since the focus is on the communication behaviour of the
physician, the camera was primarily directed at the physician. Due to limitations of
space and the resulting camera position, the patients were often seen from
behind, and were sometimes not visible or only partly so on video.

Generally, in a measurement period of two weeks a camera had to be shared by
two or three physicians. On the days when the camera was available to a
physician, the cancer patients with appointments at that time were approached for
consent. When the patients arrived in the medical department, they were given a
one-page letter with information about the study by the medical assistant at the
reception desk. In this letter the patients were asked to give consent for the video
recording of the encounter, and asked if they were willing to fill in a questionnaire
afterwards. If they agreed, they had to sign an informed consent form giving their
names and addresses. When the patient entered the consulting room, the
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physician asked if the patient had consented and switched on the video camera
accordingly.

2 A second source of information is the subjective evaluation of the physician of
the interaction with the patient. After each consultation the physician had to fill in a
two-page questionnaire about technical aspects of the consultation and his
subjective impressions of the interaction.

At the end of the measurement period, these questionnaires and the informed
patient consent forms were collected by the researcher. On the basis of the
addresses provided, the researcher sent the patients a questionnaire to their
homes.

3. The final source of information concerns the subjective evaluation of the patient
of the interaction with his physician. The questionnaire which the patients received
at home contained an instrument for measuring their satisfaction about the
communication behaviour of their physician.

After completing this questionnaire, the patients returned it directly to the
researcher. The patients were not given the questionnaire directly after the
consultation to prevent overloading. Patient distress following the consultation was
taken into account. The patients were accordingly given the opportunity to deal
with the initial emotions that may have arisen on account of the consultation, and
were not harassed by research procedures at that time. Because of this, patients
evaluated their interaction with the physician on average about ten days after the
consultation. In a study by Henbest et al. (1990) it was found that evaluations of
consultations after two weeks are positively related to evaluations immediately
after the encounter. Savage et al. (1990) compared measurements of satisfaction
from patients about the interaction with their general practitioner immediately after
the consultation with measurements one week later. They found that after one
week patients were less satisfied with their physician in terms of explanation,
understanding and the feeling that they had been helped. This suggests that
patients become more critical about the encounter as time elapses.

In addition to these evaluations of the physicians’ communication behaviour,
patients also had to provide information about a number of demographic
characteristics, health status, and disease characteristics such as the type and
severity of cancer and the duration of the disease. Since consultations were
recorded of different patient populations in each measurement period, these
measures are relevant in controlling statistically for possible differences between
the populations on these characteristics.

The instruments applied are described in the following sections.
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6.3 Variables and instruments relating to the feasibility

The feasibility of Interact-Cancer was evaluated by analysing the learning
behaviour of the participating physicians, and by collecting their subjective opinion
on the course program. The related variables and the instruments applied will be
described here.

6.3.1 Measurement of learning behaviour

The participating physicians attended to the course on an individual basis. To
collect information about the physicians’ learning behaviour, the course program
contained a built-in registration system. This registration system recorded for each
participant the dates at which he took the course, the length of each session,
which module was done at that time, and whether it was completed or interrupted.
On the basis of these records, information can be retrieved about the following
aspects of the learning behaviour of each participant:

- whether or not the course had been completed,

- how many sessions/days were used to complete the course,

- how many sessions were spent on one module,

- how many modules were covered per session,

- whether modules were repeated and how often,

- the sequence in which the modules were passed through,

- how long each session took,

- how long it took to complete each module.

6.3.2 Evaluation of the CAl program

The Course Evaluation Questionnaire (CEQ) was developed to acquire information
about how the participating physicians evaluated Interact-Cancer (Appendix 1).
The CEQ consists of 66 items which were rated on a five-point scale: four items
on overall judgements were rated on a ten-point scale. The questions on the CEQ
relate to a number of aspects of the technical and content characteristics of the
course.

In the CEQ, two parts can be distinguished. The first part, the CEQ-General,
contains 26 questions on the course as a whole. This part focuses relatively more
on the technical characteristics of the course. Questions are included as to
whether the participants considered the instruction method appropriate and
attractive for learning communication skills. Questions about the time investment
inquired how the participants viewed the total length of the course, and whether
they experienced any interference with their regular daily activities. Other
questions concerned the structure of the course, and the clarity of its objectives.
Questions about the theory, video-examples and practice questions related mainly
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to the clarity, comprehensibility and instructive quality of the information presented,
and whether these educational methods were well connected. Furthermore, the
participants were asked about the meaningfulness of the course content in general
and its relevance for daily practice. And finally, questions were included about the
perceived effects on behaviour such as becoming aware of own inadequate
communicative behaviours, and actual efforts to improve these inadequacies.

The content of each module was evaluated more specifically in the second part of
the questionnaire, the CEQ-Modules. This second part consists of four ten-item
sections, each specifically dedicated to one of the four modules. The questions
are concerned with the relevance for daily practice of the content of the module in
general, and of the specific themes of the module. Questions were also put about
the quality of information provided by the theory and the video-examples, and their
mutual integration. Further, participants were asked about the relevance of the
practice questions and the instructive quality of the feedback. Questions were
asked about the required time investment of the module, and the level of
advanced knowledge required. Participants were asked to assign for each module
an overall grade on a ten-point scale, comparable with a Dutch school grade.

6.4 Effectiveness source 1: Rating of communication-skills

To establish an independent evaluation of the effectiveness of Interact-Cancer, the
observed communication skills of the physicians were rated by means of an
‘interaction analysis system’ or 'observation system’. The general purpose of an
interaction analysis system is to measure the quality of the doctor-patient
interaction during a consultation. Doctor-patient communication is systematically
analysed by means of the rating system through the classification and quantifica-
tion of various aspects of the doctor-patient communication (Bruggemans 1991).

A wide variety of instruments have been developed in the past for the assessment
of communication skills. Roter et al. (1988) found in their literature review 28
different coding systems. Of these, the wider known systems are Bales Process
Analysis System (Bales 1950), Roter’s Interaction Analysis System (Roter 1977),
and Stiles’ Verbal Response Modes (Stiles 1978). Differences between rating
systems exist regarding the scoring method, as well as the behaviours
(observation categories) they focus on. Most rating systems are descriptive, i.e.
they focus on ’event sampling’: counting the frequency of occurrence of each
separate observation category. Furthermore, instruments can be comprehensive;
i.e. they aim at classifying all speech acts that occur in an interaction, or selective;
i.e. the instrument focuses at some target skills which are considered relevant for
the purpose of the study (Bensing et al. 1991).
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When selecting an observation instrument, it is important that it fits neatly to the
research questions in the study involved (Bensing 1991). The appropriateness of
an instrument concerns both the content, i.e. the behavioural categories to be
observed, as well as the rating method of the instrument.

In the selection of an observation instrument, three criteria were applied, related to
the content, the rating method and the time-efficiency of the instrument.

The first selection criterion is that the observation categories of the instrument
should correspond closely to the content of the course. To detect course effects,
the rating system should include items which are contained in the course. On the
other hand, it is not efficient to observe behaviours to which no attention was paid
in the course.

With regard to the rating method, simply focusing on the frequency of behaviours
was considered insufficient to evaluate the effectiveness of the course. Describing
the communication by means of frequencies of communication behaviours has its
limitations in getting a full picture of the interaction (Wasserman et al. 1983). A
principal problem in rating is that communication has hierarchic levels of meaning,
which modulate the perception of a message. These levels may result in problems
of assigning a speech act to one single observation category (Wasserman et al.
1983). This method does not provide information about the adequacy of the
performance of the behaviours in the context of the conversation. The frequencies
of the behaviours may also be related to the content of the conversation, and to
the communication style of the patient, and not so much to the quality of the
interaction. For example the interaction with a timid patient who does not talk so
much, may have a different communication pattern from that with a very talkative
patient, whereas the quality of the interaction may be the same. So, information
about the adequacy cannot be simply derived from the frequency of the
occurrence of specific communication behaviours alone. Wasserman et al. (1983)
plead for inclusion of sequential information of communication behaviours into the
coding schemes of systematic analysis in order to collect information about the
relations between preceding and subsequent statements. In our instrument, an
effort is made to go beyond frequency counts by making judgements about the
adequacy of each communication behaviour, based on the context of the
interaction and taking meanings from underlying communication levels into
account.

Finally, since a large number of consultations had to be observed, the instrument
should be time-efficient. This criterion affects decisions about the inclusion of an
optimal number of observation categories to be rated, as well as of the selection
of an optimal unity of observation and decisions as to whether to rate physician
behaviour only, or patient behaviour also. The RIAS system, for example, is very
time-consuming. Bensing (1991) spent about 3 hours rating per consultation of on
average 9.5 minutes.
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Based on these criteria, selection of a standard instrument was considered
inappropriate and a study specific instrument was developed. The aim of our
instrument was to measure patient-centred behaviour in the physician. A patient-
centred style does not only mean the use of specific skills, but also affects the
way specific skills are performed. An observation instrument was therefore
developed which included both descriptive as well as evaluative ratings for each
behaviour. This dual rating method was found in the Utrecht Consultation
Assessment Method (UCAM). The UCAM is developed for the assessment and
evaluation of training in consultation skills for registrars in general practice (Pieters
1991). Its purpose is to give feedback to individual students during education, and
to assess changes in behavioural level as a result of the training. Its validity and
reliability was evaluated for 110 trainees in 9 general practice training groups. The
intra- and inter-rater reliabilities were found to be good. The construct validity of
the UCAM was investigated in three ways. An analysis was made to see whether
the instrument. 1) could differentiate between trainees and training groups,
2) could assess a progress in skills during 6 months of training, 3) had adequate
internal consistency. In two measurement periods, at 3 months and 9 months in
the training year, the interactions of the trainees were measured with one
simulation patient and three real patients. It was concluded that the UCAM is able
to differentiate between trainees and training groups. The trainees’ skill
progression in the period of 6 months could not be established. It was finally
concluded that the internal consistency, as judged by the relations found between
various items, is high.

In our communication rating system (CRS) both the content (observation
categories) and the rating method of the UCAM were adapted to our needs. The
adaptations will be described below. The rating form of the instrument is displayed
in Appendix 2.

6.4.1 Content of the Communication Rating System (CRS)

The original UCAM consists of two parts of 12 items each; the first focuses on the
medical skills, the second on the communication behaviour of the physician. The
CRS focuses only on communication behaviour. A selection of observation
categories was made, based on the co<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>