DIFFERENT METHODS OF TEACHING COMMUNICATION SKILLS

There are two elements to this: the first is teaching communication skills for use in the medical consultation. The second relates to the communication skills used in teaching. There is overlap between the two, and methods used to teach consultation skills can also be used to look at the skills used in teaching.

First: this is a brief summary of some ways that consultation skills in general practice have been taught.

Over the last 30 years development of our understanding of the consultation has been incremental. Successive models have incorporated new technologies or new techniques into their predecessors, while retaining much of the earlier content. Thus, Byrne and Long's (1976) pioneering work with audio-taped consultations is founded on Balint group work (Balint, 1964); Gask (1987) introduced problem based interviewing (Lesser, 1985) to the general practice consultation, building directly on Pendleton's (Pendleton et al, 1984) use of video taping, which essentially arose out of teaching consultation skills to general practice registrars (GPRs). Most recently, the introduction of more general communication skills (Kurtz and Silverman, 1996) offers a tightly structured model of the consultation. This evolution has tended to move the focus towards specific aspects, such as communication skills, and away from the more general context of how the process of the consultation may affect both doctor and patient. All of these models have developed from teaching and learning about the consultation. The latter three are presented specifically as teaching methods.

Second: the Calgary Cambridge model (Kurtz and Silverman, 1996) is based on a generic model of communication. This has been adapted to the general practice consultation, but it may also be adapted to other areas. With help and encouragement from Suzanne Kurtz, I have adapted the Calgary Cambridge Guide to consultation skills. The adaptation fits very well to the one to one tutorial. This reinforces my view of the similarities between consulting and teaching.

The adapted guide and some other material are accessible below.

One to One teaching the consultation

The main difficulties are that there are only two opinions rather than a whole group, and it is easy for the session to become a teach-in by the trainer. The success of the session is more dependant on the relationship between teacher and learner. The trainer has a more complex and multi-faceted role with the individual learner, (confidant, support, giver of reference, assessor, advocate etc.) which may be advantageous and give the learner a less threatening exposure to direct observation of practice, but not necessarily so. The use of roleplay may be difficult as there are only two people rather than the whole group who would contribute more suggestions and thereby extend the repertoire of skills and strategies. In one-to-one training there is no observer to contribute objectivity.

What  helps is the trainer being prepared to put herself in the shoes of the learner by contributing directly by offering own suggestions of skills/strategies,  and showing her own video first.

We would suggest that watching a video every other week during the registrar year is mandatory.

Main methods

· video/audio of real consultations

agenda-led, problem based analysis using roleplay and reverse roleplay and discussion


Linda Gask’s method (=problem based interviewing)

RCA

labelling structure and skills 


using the tape for exploring clinical problems

focusing on specific issues, eg BBN, interviewing depressed patients/telephone consultations

focusing on specific skills eg body language, open/closed cone


looking at a whole tape to see the patterns emerging (useful for SA/MRCGP)

· problem case discussion


roleplay/reverse roleplay

· trigger tapes


labelling structure and skills

· direct observation of surgeries/visits/coop
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