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Abstract

Context

Simulated patients (SPs) are extensively used in the teaching of medical communication, both for students and doctors. They occupy a unique middle ground between patients and physicians: although free from the prejudices that medical training brings, they work closely with clinical tutors to promote the principles of patient centred consulting. Despite this, there is relatively little research around their views on what makes for good communication practice. This study aims to address this gap in the literature through a qualitative analysis of SP opinions, especially in the context of medical student communication.


Methods

18 SPs from two medical schools – HYMS & Durham – were interviewed, using an in-depth, one-to-one, semi-structured approach. Data, transcribed verbatim, were thematically analysed.


Results

Three global themes were identified: 1) listening & empathy & showing it, 2) continual human connection and 3) information-flow from the patient. These three themes – termed the communication triad – form a type of virtuous circle, each facilitating the other. Listening & empathy were facilitated through attributes including attentive non-verbal communication, and through responding to cues, including making effective empathetic statements. Continual human connection was facilitated through successful beginnings, including preferring open questions to ‘robotic’ tick-list questions and allowing patients time to have their say. Mirroring, professional appearance, appropriate physical contact and a human approach were amongst other factors facilitating connection with patients. Information flow was encouraged by factors including showing an interest in the patient and use of silence; flow was curtailed by undesirable attributes including interrupting, dismissive communication and making assumptions about aspects such as sexuality.


Conclusion

This first in-depth study of SP views on medical consulting identifies a communication triad that both affirms and builds on the current literature base. Five novel teaching points emerge, with clear relevance for best practice communication teaching and curricula design.


Introduction

Good medical communication, based on the principles of patient-centred consulting, benefits both patients and physicians.1 Patients are more satisfied with consultations, demonstrate better recall of information and may even enjoy better health outcomes.2 Physicians are also more satisfied with consultations3 and are less likely to be subject to malpractice claims than those with a more doctor-centred approach.4,5 Patient-centred consulting is challenging to define, but in practical terms it means asking more open questions to build a holistic picture of the patient and their illness, eliciting ideas, concerns and expectations (ICE) to better understand the patient’s perspective and taking care of the emotional needs of the patient with an empathetic approach.6

Simulated patients (SPs) are defined as lay people trained to present patients with medical conditions in a realistic way.7 SPs are now firmly established in medical communication teaching, with one study reporting their employment in 79% of American medical schools.8 SPs occupy a unique middle ground between the two groups who have informed communication literature to date: physicians and normal patients. Unlike physicians, they stand apart from the pre-conceptions and prejudices that clinical training brings. Unlike normal patients, they work extensively with students, doctors and other health professions to promote the principles of patient-centred care. Many SPs bring a professional background in the performing arts to their work in the classroom. In terms of medical communication teaching, they therefore offer a rich vein of experience and expertise. Their views should prove fertile ground for study.

Despite this, their views are almost unreported, with only one previous qualitative study publishing SP advice for candidates on how to pass the UK primary care postgraduate clinical skills assessment (CSA): this advice was specific to the examination.9 This is therefore the first study to address the views of SPs in relation to general good communication practice, especially in the context of medical student training. This study aims to identify themes arising from SP opinions. The principle research question was: how do SPs characterise best practice in medical communication? Second order questions were: what aspects of communication make for good and for poor consulting practice? Based on the analysis, novel teaching points – points covering aspects of communication that receive relatively little emphasis in established medical literature – are proposed for the educator.


Methods

Following ethical approval, 20 participants – 16 from HYMS and 4 from Durham – were recruited for participation through posters and word of mouth. Following interviews, it became clear 2 participants were employed as healthy volunteers for physical examination assessment rather than SPs in communication training and these were excluded from further analysis, leaving a sample of 18. Determination of sample size followed the principles of data saturation and recruitment was stopped at the point of informational redundancy, the point at which no new themes were emerging.10

Data collection was through in-depth, one-to-one, semi-structured interviews. Researchers followed an iterative design in relation to the question stems, which were modified and expanded during the study – for example, physical contact and dress and appearance were not anticipated by researchers but were raised spontaneously by SPs and subsequently added to the question stems (Table 1).

Most SP interviews (16) were conducted over Skype or Facetime in line with SP preference; 2 were conducted face-to-face, 1 being the pilot interview, included in the analysis. Interviews were recorded and subsequently transcribed verbatim.

Table 1

Transcribed data were thematically analysed utilising the thematic network approach.11 Two researchers (NSG & BL) independently coded all data and through an iterative process of discussion amongst all researchers coded data were organised into a three-tier structure of global, organising and basic themes.  

By way of triangulation, study results were shared with participating SPs for member-checking and with clinical tutors at HYMS for validity feedback. 

Reflexive considerations

Researchers reflected on their own biases and preconceptions. To minimise the impact of single-researcher bias, two researchers independently coded all data. All researchers discussed reflexivity in order to identify their potential biases and presuppositions.


Results

SP Demographics

14 SPs were female and 4 were male. 17 SPs were Caucasian and 1 was mixed Black African/Caucasian. The mean age was 45 and the range 24-70. Generally, SPs had worked with a range of health professions (Table 2). 

Themes

Initially 108 communication codes were extracted from the data. Following thematic network analysis these were collapsed and organised into 3 global themes, 9 organising themes and 39 basic themes (Table 3). The 3 global themes formed the communication triad:

· Complete listening & empathy & showing it
· Continual human connection
· Information-flow

Listening and empathy were two of the most common attributes identified by SPs as crucial to successful communication. Furthermore, SPs stated patients needed to know that students were listening and empathising, hence ‘showing it.’ Connection is about developing rapport: SPs emphasised it is needed from beginning to end, moment-by-moment, hence ‘continual.’ The information-flow in this study is largely about keeping information flowing from patient to student: most SPs gave student-centred answers and the role of the student is more associated with information gathering. 

To emphasise the inter-related nature of the three global themes a triangular model is proposed (Figure 1). Information-flow from the patient is encouraged when the student listens, empathises and strives for a human connection. Furthermore, the student who demonstrates listening and empathy encourages rapport. These relationships also work in reverse: when information is flowing from the patient the processes of listening, empathy and connecting are easier for the student. Similarly, listening and empathy are facilitated when the student feels connected to the patient. Hence bidirectional arrows connect all global themes, forming a type of virtuous circle, each encouraging the other. 



Global theme 1 – Listening and empathy and showing it

Non-verbal balanced, attentive focus 

Non-verbal attributes were described as an important part of showing listening and empathy.

Eye contact was frequently mentioned in this context. It was considered more natural when listening rather than talking:

‘I think the very major part of it [listening] is eye contact, so you need to be able to sense that direct communication and the engagement.’

‘If I am talking it’s okay for me to look away, but if I am listening I have to look at you.’

Looking away to take notes or look at the computer was considered acceptable as long as the action was acknowledged:

‘…if they need to look at notes or refer to the computer screen, actually acknowledge what they’re doing, and say ‘look I’m just going to break away from you, I just need to read these notes.’’

Other helpful non-verbal behaviours included nodding and leaning forwards, which suggested attentiveness and interest:

‘Somebody who nods perhaps so encouraging the patient to keep going.’

‘…things like coming forward in their chair to show that they have a greater interest…’

An open posture suggested receptiveness, and smiling provided reassurance and warmth:

‘Yes a smile and of course there are times when smiling is not great but a smile at the beginning is a well-judged reassurance.’

‘…positive body language, so that means that, you know, they don’t have their arms crossed, their arms are in their laps.’

Fidgeting, on the other hand, was considered a major distraction:

‘… not fidgeting, the body is focused just like the mind is focused on the patient.’ 

‘Having something in their hand … if they’re holding anything, they will play with it. And that takes the person’s attention away from the doctor, because they’re looking at them playing with the pen.’

SPs stressed the importance of balance in the application of non-verbal attributes – too much eye contact might for instance make the patient uncomfortable, and leaning forward might encroach on a patient’s personal space:

‘… if a student is able to maintain the appropriate amount of eye contact … they are showing they’re earnest and they are listening and they’re making eye contact with you, but also it’s not excessive, so it’s embarrassing.’

‘I know some of the students lean right in because they think that is more of a sympathetic approach.  Sometimes it is, but it depends on the person.’


Responding to cues 

Cues given by patients are either verbal or non-verbal, or a combination of the two. SPs identified the importance of responding to these cues and also recognising times when verbal and non-verbal signals might be at odds with one another:

‘I think it’s the medical professional picking up on the body language of the patient, and how that might be at odds with what they’re actually verbalising…’

SPs recommended verbally responding to cues with appropriate empathetic statements and a ‘say what you see’ approach to body language:

‘Showing empathetic skills – general things like ‘oh, that must be really difficult for you’…’

‘Or, say what you see, like ‘I can see that you’re really anxious.’ So picking up on the fact that they can hear I was anxious… And it’s just acknowledging that, it goes a long way.’

Allowing cues to guide the flow of the consultation demonstrated listening, indicated a willingness to follow the patient’s agenda and simply sounded more natural:

‘That ability to respond to pick up cues and have the confidence to go down different pathways because that is where the cues were leading rather than thinking ’my next question must be X, Y or Z,’ it was a really natural, human picking up of cues.’


Again, SPs stressed the importance of balance, as empathy expressed too strongly might be inappropriate. They also warned against insincere empathy, highlighting the importance of body language matching words:

‘It is very clear as a simulated patient when an empathetic statement is genuinely a statement of empathy and one that is a remembrance from a student that they need to make an empathetic statement now!’
	
‘She had a really impassive face… And she did make empathetic statements, but they just didn’t seem genuine: because her face didn’t match what she was saying.’
	

Verbal confirmation of listening 

SPs recommended summaries, both throughout the consultation and at the end: summaries confirmed listening and allowed the patient to add or correct information:

‘It shows they are listening to you, in order to be able to summarize and feedback…. it’s an opportunity for the patient to add information or to correct inappropriate information as well.’

SPs also recommended short phrases, like ‘yes’s and mms’ that confirm listening and encourage the patient to keep going: 

‘…the ‘mms’ and the ‘yes’ and open questions that encourage the patient to continue with what they’re saying.’


Global theme 2 – Continual human connection


Being Human 

SPs referred to the importance of a human approach. Avoiding jargon and talking in a conversational way that avoided ‘robotic’ tick list questions were recommended as natural, human approaches:

‘… so not speaking in lots of jargon or lots of medical terms.’

‘Always have the ability to present your questions and your interests in a human, conversational, natural way, avoiding the robotic firing off of questions.’

Other attributes that helped the student come across in a more human way included an ability to make small talk, being apologetic when appropriate and a good bedside manner. SPs didn’t want to feel part of a production line. They recognised medicine is a busy profession, but stressed a patient should be treated as a person not a number:

‘…and not seeing you as a number and a time slot that you have to whizz through… to be able to see the person now as a person...’

Beginnings 

SPs recognised the importance of good first impressions, recommending non-verbal attributes like smiling, eye contact and handshakes in combination with a clear introduction, free from jargon:

‘… a handshake at the beginning is nice… I don’t think it is as important as say eye contact in the creating of a warm inviting comforting environment in those first few seconds.’

‘… introduce themselves nicely, and also not using jargon, so if they’re an FY2 they should say junior doctor…’

It was important to let patients have their say: open questions were preferred. They gave the patient the opportunity to get their agenda out. Closed questions, on the other hand, switched the agenda from patient to student: 

[Re communication mistakes] ‘I think the initial first couple of minutes, not giving the time to let the patient get everything out and rushing in to a tick-list of questions going down the list of what they need to ask.’

‘It feels like I am being fired questions at, literally, because they want to get their agenda in’

Mirroring 

Also termed ‘the newsreader effect’ by one SP, mirroring was described as being continually responsive to the patient’s mood and demeanour. The response from the student has a non-verbal emphasis: the student needs to adjust their body language and tone of voice to suit the mood of the patient rather like a newsreader adjusts to the tone of a news article:

‘… like newsreaders… you know how one minute they are telling you really great news and the next minute they could be telling you [about] some gunman… they then have to bring down and change their facial expression to suit what they are saying.’ 

SPs emphasised that effective mirroring was not simply copying the patient’s body language, and at times that was felt inappropriate – depressed patients didn’t need depressed-looking doctors:

‘[she] really changed her demeanour and did some really nice mirroring, but not to the point where I was very down and sad… she didn’t mirror that, but lowered the volume, slowed down and mirrored completely appropriately.’



Dress & presentation 

Personal presentation was viewed as a form of communication in the sense that the choices a student makes relay messages that are judged by patients. Appropriate dress offered the opportunity to portray the professional role and had implications for patient trust:


‘… it helps the patient feel at ease and sort of makes you appear a bit more trustworthy’

‘It’s about being professional, ultimately, clothes.’

‘… if they look a bit scruffy and shirts, etc., not ironed, or shoes worn down, you do judge that…’

SPs were forthright in their opinions about dressing errors. Immodest dress choices – for example, low tops and short skirts – were felt to be inappropriate and even awkward:

‘Even as a female, you don’t want to be pouring your heart out to someone who has half their bosoms hanging out.’

‘…in exams… some of the girls certainly were dressing with quite short skirts of revealing tops and it’s actually just really awkward.’

‘A boy in a capped-sleeve T-shirt or shorts… I really would find that unprofessional.’




Physical contact 

Touch was characterised as a powerful way to make a literal human connection. It was mentioned in two contexts: handshakes and the patient is who is emotional and distressed. SPs were generally positive about contact but recognised judgement was required:

‘… a handshake or a hand on the arm, this would not be an issue for me but I imagine it might be for some patients, again this is probably abut reading the room.’

‘Reading the room’ extended to a personal appraisal of the student’s own comfort with contact:

‘… if you are somebody who is not particularly comfortable with it but you try and go for a touch of the knee, it just becomes awkward.’

Safe zones included the arm and shoulder. Handshakes were also felt safe. Some SPs advised against touching the hand and knee:

‘I think there are safe zones, like the shoulder, forearm, that sort of thing. Perhaps the knee and hand may be a little less safe.’


Global theme 3 – Information-flow

Encouragers 

Encouragers were factors that promoted the flow of information from patient to student. SPs emphasised the importance of coming across as genuinely interested in the patient, including exploring ICE:

‘…it’s taking an interest, for example in one of the roles that I played, the woman was very concerned about attending a very important event … she was very worried about the clothes that she would wear because she’d been losing weight which was related to the illness. But she was more concerned about the outfit not fitting her and… it’s the picking up on those things.’

SPs also stressed the use of silence, and giving the patient time to speak, as opposed to rushing and butting in. This encouraged communication with less forthcoming patients, and allowed patients time to voice thoughts and concerns:

‘…as I say showing an interest, picking up that in their busy day, this is one person they’re seeing, but that that person at that point is the most important person in the room, and that the concerns of that patient are the most important thing that that student or that doctor has listened to that day…’

‘To be ok with silence, because it does let the patient’s thoughts come round and come through.’

Coming across as calm and relaxed, as opposed to nervous, also inspired confidence in the student:

‘Just being calm and present … that gives off a comfortable and relaxed air… comes across as encouraging for the patient.’


Blockers and curtailers 

These discouraged information flow from patient to student. Issues included appearing dismissive of patients’ concerns, including failing to acknowledge them:


‘I think that’s one of the things that will close a patient down, is if they feel that their concerns, which are very important to them, are being dismissed by the practitioner.’

‘Sometimes students… give the impression of not really taking on board what’s been said to them: sometimes, ‘ok,’ when an item of information has been passed on, ‘ok,’ rather than exploring that, the information. To say ‘ok’ means that’s enough about that, let’s move on to the next thing.’

SPs cautioned against behaviours that could be perceived as judgemental: these include making assumptions – especially relating to sexuality and employment status – and asking strings of questions on sensitive subjects like smoking and alcohol:

‘Assumptions … so saying: ‘does your husband work?’ One, you are assuming that if the patient is female that they are heterosexual and you are assuming that they therefore must be married and if they do have a partner that the partner is in work: so there are a lot of tricky things there…’

‘They’ve asked you if you smoked and you said yes you do, and how many do you smoke and for how long have you smoked, but then keep kind of banging on about it, I think that can be quite problematic and quite antagonistic… ‘

Poor wording, like an unfortunate statement or the use of jargon, might also discourage patients:

‘I have noticed a student might say something very inappropriate. An example was to do with dying and they just tripped over the wrong words and said something that was more alarming and worrying.’

‘I think if the jargon is used and isn’t then sort of corrected to the layman’s term, the patient feels like, oh I feel foolish here… and that could be another thing that would shut them down.’

Triangulation

6 member-checking replies were received from SPs. No contradictory points were raised, indicating the findings have face validity with SPs. Furthermore, 11 clinicians from HYMS responded to the summary of results. Again, there were no contradictory opinions.







Discussion

Limitations

Before considering where this data sits within the wider body of medical communication literature, it is important to acknowledge that this sample was relatively homogenous, with all but one SP being white Caucasian. Some attributes studied are known to vary with culture and ethnic background: for example, patient preference for how physicians dress varies according to geographical location.12 These results may not generalise to a more culturally diverse group of SPs, a clear recommendation for future study. 

As a concept limitation, it could be argued that SPs do not offer any type of unique perspective and instead their views are more likely to echo the opinions of the medical tutors with whom they work and to whose expertise they ultimately defer to. This argument however fails to recognise that SPs work, not only with doctors, but also with a range of health professionals – including, in this study, dentists, psychologists, pharmacists and nurses. It also fails to recognise that SPs are real patients too, and often referred to their own health care encounters. To presume SPs simply act as surrogates for the views of their medical teaching colleagues is to deny the breadth of their teaching and real patient experience. 

This study relies on a single data source: one-to-one, interviews. Validity could be enhanced with additional data sources: for example, focus groups.13 However, some data, especially the personal health narratives, would have been difficult to gather in a focus group setting.


Key messages

In broadest terms, listening, empathy, open questions, responsiveness to cues and a grasp of the non-verbal art of communication are at the core of what SPs are telling us about effective communication. How does this fit with what is already known?

First, there is remarkable accord with what ‘real’ patients say: Bensing et al. studying 258 laypeople highlighted four key areas for improving medical communication: listening, empathy, paying personal attention to the patient and recognising the importance of non-verbal communication.14

Second, the call for empathy is justified by evidence to indicate it is often lacking. Poole & Sanson-Fisher highlighted a lack of empathy in both first and final year medical students15 and Morse et al. found doctors missed 90 per cent of opportunities to express empathy in a cancer care study.16

Third, Barrier et al. in a concise review of good consulting practice begin with the premise that the physician’s lament – why do patients leave it until they are walking out to say ‘by the way, doc’ and then reveal the real reason for consulting? – is as much the physician’s doing as the patient’s.17 They cite evidence to suggest that patients would be able to get their agenda out earlier if physicians followed the principles of open questioning, used facilitative prompts like ‘anything else?’ avoided interruptions and fostered the listening agenda with a mastery of non-verbal skills. Again, all remarkably aligned to the messages SPs are providing in this study. 

Finally, communication research emphasises the importance of non-verbal communication, partly at least because, unlike the spoken word, non-verbal communication never stops happening: body language and tone of voice amount to 93 per cent of communication with words accounting for only 7 per cent.18

Another key message emerging from the data is the concept of ‘being human.’ The word ‘human’ was used so often be SPs that it formed a type of glue within the data, binding many desirable attributes of communication. As such, it firmly merited its place in communication triad: along with listening & empathy, SPs advised that striving for a ‘human connection’ is the key to encouraging patients to tell their stories. Human connection in the SP triad is the equivalent to ‘establishing rapport’ in Calgary Cambridge.19 It is not a new concept. However, in linking it to the word ‘human’ SPs have introduced a way of framing it that arguably is more helpful to the educator than the word ‘rapport’. This is not simply an argument of semantics. The concept of being human can be extended so many more of the desirable attributes of communication than can the concept of rapport: for example, it is human to greet patients politely, to ask questions that respond to their cues rather than firing a ‘robotic’ tick list and to be empathetic to their concerns and feelings. 
Throughout this discussion, novel teaching points – practical messages emerging from SPs that provide a fresh emphasis on established communication teaching – are proposed. The first of these relates to being human:

Teaching point 1
Remind students that the art of communication is a human endeavour: the concept of ‘being human’ links so many of the desirable qualities needed for talking with patients and may be more helpful than the concept of ‘establishing rapport.’



Non-verbal, balanced, attentive focus

Favourable non-verbal indicators of listening identified by SPs are reported elsewhere in the literature: Larsen and Smith identify closer distance, leaning forwards, good body orientation and eye contact20; Weinberger et al. identify nodding, closer distance and appropriate gestures21; and Marcinowicz et al., identify tone of voice, eye contact, facial expression, interpersonal distance, gestures and posture.22 Ruusuvuori reports a lack of eye contact may be interpreted as inattention and disinterest on behalf of the doctor.23 

The concept of balanced focus, that some of these attributes may be overdone – proximity trespassing on personal space and eye contact held to the point of embarrassment – expands the above literature base, which details only too great a distance between physician and patient and too little eye contact. Furthermore, the concept that eye contact is more natural when listening than talking receives little attention in medical communication literature. It does however have backing in social psychology24,25 and a moment’s reflection confirms it to be intuitively true.


In recognising that non-verbal attributes of communication require carefully balanced application, SPs may be applying their performance training which acknowledges the importance of body language including posture and physicality in the building of a character.26 SPs are also offering eminently practical non-verbal advice: for example, whilst there is research to confirm that fidgeting inversely correlates with perceived confidence in students,27 this study is the first to offer such concrete guidance as put your pen down and don’t wear tassels you are tempted to play with. 



Teaching point 2
When providing feedback on non-verbal communication, remember the utility of balance: factors, such as eye contact and leaning in, benefit from a balanced application.


Cues, empathy and empathetic statements

There is evidence that picking up on cues is a good way to elicit the patient’s feelings and ICE19 and further evidence to suggest that cues are often missed by physicians.28,29 SPs in this study emphasised the value of picking up not just on verbal cues but on non-verbal cues too, forming the basis of the idea of complete listening: not just receiving the words but also receiving the body language signals. The say what you see approach to the patient’s body language is a good example of responding to a non-verbal cue, and is recommended elsewhere in communication teaching.19

Empathy is a complex construct, challenging to define,30 but most attempts to explain it link it closely to effective listening. The psychologist Carl Rogers indicated that for therapists to have empathy for clients they needed to actively listen and then feedback thoughts and feelings.31 This link between listening and empathy was implicit in the SP data. Indeed, SPs used the terms so interchangeably that often it was difficult to find clear water between them: they shared the same non-verbal attributes and it seems reasonable to suggest that an obvious way to appear empathetic is to listen attentively. The student who listens is already some way down the road to showing empathy. 

SPs generally welcomed the empathetic statement. However, their qualification that hollow statements of empathy are easy to identify is interesting and supported by a more philosophical inquiry into the nature of empathetic connection. Davis argues that empathy is akin to a process of ‘crossing over’ in which a person suddenly finds they are closely aligned to another, a crossing that simply happens when the conditions are right and that cannot be forced.32 

The specific advice from SPs that a genuine empathetic statement needs to be accompanied by appropriate non-verbal communication – such as a concerned expression – is new to the medical communication literature. It does however have backing from research indicating that when verbal and non-verbal signals are in conflict with each other – for example, saying ‘that must be hard’ with no eye contact and a grin – it is the non-verbal message which prevails.33	

Current literature concentrates on the importance of making empathetic statements rather than the specifics of how to make them, or indeed the wisdom of avoiding them when they are insincere. For example, the four habits model simply advocates that physician make at least one empathetic statement.34 The spirit of this advice may be correct, but the novel message from SPs indicates that students should be wary of forcing the empathetic moment:

Teaching point 3
Beware of forcing an empathetic statement – insincerity here is easy to detect. When teaching on the empathetic statement, remember that words need to be backed with eye contact and appropriate facial expression.



Dress

SPs saw a clear connection between dress and communication. Previous research into student views on professionalism links appropriate dress with the professional role,35 a connection echoed by SPs in the current study.

There is an extensive literature base on patient preference for physician dress, though much of it centres on white coats and surgical scrubs, items now relevant only in some clinical settings. Petrilli et al. reviewing 30 studies of patient preference acknowledge national variations but conclude formal dress, white coats and, in procedural disciplines like surgery, scrubs are generally preferred.36 SP advice to avoid immodest clothing, low tops and short skirts, receives support from a patient preference study in Israel listing the ‘mini dress’ amongst the least popular options for female practitioners.37 The one previous study that specifically focuses on medical student attire, whilst not concentrating specifically on immodest dress, does include the general guidance to students from The University of Edinburgh: ‘dress like you were visiting your grandparents.’38  The current study goes further than existing literature, by linking immodest clothing with distraction and awkwardness for patients. These findings may help tutors communicate professional dress messages to students. 


Touch

Only one previous study of the application of touch in communication practice could be found. Cocksedge et al. solicited the views of 15 GPs and 11 patients, finding patients had fewer concerns than GPs that touch would breach professional boundaries and that touch was most applicable in times of patient distress or in the form of a handshake39 – findings aligned to the comments of SPs in this study. The most striking difference between the studies is that whilst participants in the Cocksedge et al. study viewed the arm and hand as safe zones,39 some SPs in this study have specifically cautioned against the hand, indicating the shoulder and arm are safest.


Mirroring, or the newsreader effect

The findings here are interesting because references to mirroring in the medical literature are rare, though psychology research confirms that mirroring is effective for gaining rapport.40

Mirroring is a well-established acting workshop exercise.41 SPs may be transferring the skills of their profession into medical teaching in this regard. However, it is clear that SPs are not describing the literal reflecting of body language. The process is a subtle, moment-by-moment adjustment of non-verbal expression to match the patient’s mood. The newsreader metaphor is helpful because it communicates this message. It also invokes the importance of tone of voice, known to correlate with patient satisfaction.42

Teaching point 4
The newsreader effect is a helpful metaphor for teaching: adjust posture, expression and tone of voice to suit the mood of the patient – like a newsreader adjusts to the tone of a story.


ICE & Dismissing ICE

Establishing ICE is a major component of patient-centred consulting,19,43 central to most definitions of the concept.44 SPs have also identified the importance of the patient’s perspective, both through directly asking about ICE and also through picking up on cues, for example: ‘you look a little concerned about that?’ 

Eliciting ICE sometimes reveals a patient perspective at odds with the physician’s perspective: patient concerns about a serious cause or ideas about a particular remedy may not accord with the doctor’s view. Briggs and Banahan propose the value of acceptance here.45 Rather than initially rebutting or disagreeing, the doctor is advised to accept the patient’s views. This doesn’t imply agreement, but it leaves space for the doctor to later revisit the patient’s perspective and openly compare the patient and physician view to facilitate finding common ground.19 This accords with the central message from SPs that dismissing the patent’s ideas and concerns is immediately damaging to the flow of information, and likely to ‘close down’ the patient’s contributions. SPs have clearly identified the need to be sensitive with ICE.


Assumptions

There is a small but emerging body of research to suggest that hetero-normative assumptions bring adverse outcomes in health settings. Röndahl et al. in a study of Swedish nursing staff found that assumptions about heterosexuality could adversely influence homosexual patients’ sense of comfort in the healthcare setting, extending to homosexual carers feeling they were not treated as real relatives.46 Utamsingh et al. found experimental evidence to suggest that patients who are lesbian, gay or bisexual (LGB) are less likely to disclose information when doctors use hetero-normative assumptions.47 The literature therefore supports the assertion by SPs that assumptions about sexuality can block communication. These and the other assumptions SPs refer to form the basis for the fifth and final teaching point:

Teaching point 5
Question students on assumptions – assuming sexuality, employment status and that it’s acceptable to use first names all risk closing the flow of information from the patient. 



Conclusions

This is the first in-depth, qualitative research study to specifically address SP views on medical consulting, especially in relation to medical students. 

Recommendations for the student include listening, empathy, open questions, allowing time for the patient, responsiveness to cues, mirroring and a grasp of the non-verbal art of communication. SPs empathised the important of ‘being human’ and there were specific cautions against ‘robotic’ tick-list questions, making hollow empathetic statements, dismissive communication and making assumptions about the patient, including about occupational status and sexuality.

SPs have provided a rich data set and justified the premise that their views would be productive to study. It is remarkable that this is the first in-depth study of their opinions on communication practice.  The first recommendation, therefore, is that SPs as a whole warrant further study – ideally, a more diverse sample of SPs based in several countries. 

Novel findings in this study – including findings around making empathetic statements, the problem of hollow empathy, mirroring and the perils of assumptions – warrant further research.
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· Demographic questions: name, gender, age, occupations, SP experience

· How would you describe a good medical communicator?
· Include non-verbal & verbal
· Any specific good examples from role-plays?

· What are the common medical communication mistakes you see?
· Include non-verbal & verbal
· Any specific examples from roles plays?

· What views do you have on physical contact in the consultation? 

· Do you have views on dress/clothing choices?



Table 1 Interview question stems





















	No.
	Age Group
	Sex
	Trained or working actor
	Groups worked with

	1
	30-40
	F
	Yes
	MS, PA, PS

	2
	30-40
	F
	Yes
	Doc, MS, Nur, Mw

	3
	50-60
	F
	Yes
	Ac, Doc, MS, Mw

	4
	50-60
	F
	No
	MS, Pharm S

	5
	50-60
	F
	Yes
	Doc, DS, Nur, MS, SW

	6
	20-30
	F
	No
	MS

	7
	50-60
	F
	Yes
	Den, Doc, MS, Nur, PA, PS

	8
	40-50
	F
	Yes
	Doc, MS, PS

	9
	50-60
	M
	Yes
	MS, PA, PS

	10
	50-60
	F
	No
	Doc, Mw, Nur, MS

	11
	60-70
	M
	No
	MS, PA

	12
	40-50
	M
	Yes
	Doc, MS, 

	13
	50-60
	F
	Yes
	MS

	14
	40-50
	F
	Yes
	Doc, MS, Nur

	15
	50-60
	M
	Yes
	Doc, MS

	16
	30-40
	F
	Yes
	Doc, MS, Pharm

	17
	40-50
	F
	Yes
	MS

	18
	50-60
	F
	Yes
	Doc, Mw, Nur, MS


Table 2 SP Demographics

Key: Ac, acupuncturists. Den, dentists. DS, dental students. Doc, doctors. MS, medical students. Mw, midwives. Nur, nurses. PA, physician associates. Pharm, pharmacists. Pharm S, pharmacology students. PS, psychology students. SW, social workers.






	Listening & empathy & showing it

	Continual human connection


	Information-flow


	Non-verbal attentive focus
	Being Human
	Encouragers

	  Eye contact, Nodding
	  Jargon
	  Interested to engage, ICE

	  Leaning forwards, Smiling
	  Robotic tick-list questions
	  Use of silence, Rushing

	  Open posture, Fidgeting
	  Small talk, Apologies, 
	  Buttining in, Calm vs. nerves

	
	  Bedside manner
	

	Responding to cues
	  Person not a number
	Blockers & Curtailers

	  Verbal vs. non-verbal
	
	  Dismissive, Assumptions

	  Empathetic statements
	Beginnings
	  Over-interrogation

	  Say what you see
	  Introductions
	  Unfortunate statements

	  Cue questions
	  Non-verbal welcome
	  Jargon

	  Insincere/excessive empathy
	  Let patients have their say
	

	
	  Open questions
	

	Verbal confirmation of listening
	
	

	  Summaries 
	Mirroring
	

	  Brief statements of listening
	  Newsreader effect
	

	
	  Flexible response
	

	
	  
	

	
	Dress & presentation
	

	
	  Immodest dress
	

	
	  Professional role
	

	
	
	

	
	Physical contact
	

	
	  Handshake, Emotional distress
	

	
	  Reading the room, Safe zones
	


Table 3 Global, organising and basic themes



	









Continual human connection

Listening & empathy & showing it

Information-flow



Figure 1 The communication triad
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