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Workshop Goal: To provide participants with an opportunity to share information, brainstorm, and begin defining best practice in this Core Competency in Anesthesiology education.

Workshop Objectives: At the conclusion of the workshop, the participants have: 

1. Defined the competency

2. Identified the types of communication

3. Identified the various individuals with whom residents need to communicate

4. Discussed the development of teaching strategies

5. Begun designing evaluation tools

6. Begun designing remediation strategies
I. Definition: The ACGME defines the competency in Interpersonal and Communication Skills as the ability to demonstrate skills that result in effective information exchange and teaming with patients, their patients’ families, and professional associates.  Residents are expected to: 



●create and sustain a therapeutic and ethically sound relationship 


with patients



●use effective listening skills and elicit and provide information 


using 
effective nonverbal, explanatory, questioning, and writing 


skills 


●work effectively with others as a member or leader of a health 


care team or other professional group.
II. Types of Communication: Members of the workshop brainstormed about the many factors which can relate to, contribute to, and hinder effective communication. 
A. Receiving information
1. Hearing/seeing (the physical act of knowing what’s going on)

2. Active listening

3. Understanding the language, both spoken and written

4. Awareness of others and the surroundings

5. Knowledge and judgment (to interpret information)

B. Responding to information
1. Using the language, both spoken and written
2. Getting the attention of others

3. Willingness to speak when necessary and appropriate
4. Willingness to refrain from speaking when appropriate

5. Using knowledge and judgment to present information accurately and appropriately

6. Nonverbal cues 

C. Enhancers and barriers to effective communication

1. Cultural issues

2. Fatigue and stress

3. “Baggage” (previous experiences)

4. External pressures (e.g. keep the room moving)

5. Gender issues

6. Authority issues

7. Time constraints

8. Leadership skills

D. Residents communicate with
1. Patients

2. Patients’ families

3. Anesthesia attendings

4. Fellow residents

5. CRNA’s

6. Surgeons (attendings and residents)

7. Medical students

8. Medical consultants and other practitioners

9. Nurses (OR, PACU, ICU, ER, floors, etc.)

10. Surgical technicians

11. Anesthesia technicians and aides

12. Pump technicians

13. Pharmacy

14. OR and office clerical staff

15. Other ancillary staff, e.g. transportation, housekeeping

16. Blood bank and lab personnel

E. Nonverbal communication
1. Physical appearance and dress

2. Silence; can be both positive and negative, as lack of interest or giving another the chance to speak

3. Eye contact

4. Facial expression

5. Posture - standing and writing while interviewing vs. sitting at patient’s level; asymmetric vs. symmetric pose; hands on hips

6. Appropriate physical touch and reassurance

7. Nodding as an indication of understanding

III. Communication Sample Objectives

A. Oral communication with patients and families – Residents will demonstrate the ability to:
1. Elicit information from patients in preanesthetic assessment and pain management consultation, by asking clear and relevant questions 
2. Direct questions and patient responses to relevant issues
3. Using knowledge and judgment, explain anesthetic management to patients such that the plan and its risks, benefits and alternatives are understood.
4. Obtain informed written consent 

5. Answer patients’ and families’ questions with information that is clearly understood in language, terminology, and patient’s level of comprehension

B. Communication with Staff – Residents will demonstrate effective communication with staff by:
1. Maintaining contact with program administration by maintaining email accounts; checking emails regularly (as guided by department standards); and responding when indicated within 48 hours.

2. Answering personal pages within five minutes and emergency pages (e.g. trauma/airway beepers) within one minute.

3. Interacting with staff in a professional and courteous manner.
C. Written communication – Residents will have demonstrated effective written communication skills when the following objectives have been achieved:
1. Anesthesia records are accurate, legible, and complete.

2. Post-operative documentation is complete with date, time, assessment, and signature.

3. Electronic case logs are maintained, ensuring patient confidentiality; and submitted to department and ACGME by established deadlines.
4. Preoperative, PACU, and pain management notes and orders are legible and accurately written, including date, time, signature, ID number, and institutionally approved abbreviations.
5. Written consultations are comprehensive, legible, and professionally written. 

D. Communication with attendings, colleagues and other medical/nursing staff – Resident will:
1. Preoperatively discuss case with anesthesia attending, night before for scheduled cases, in person or by phone
2. Demonstrate the ability to discuss patient care issues with the surgeon in a collegial, non-confrontational manner.

3. Effectively and respectfully communicate with nursing and other ancillary personnel.

4. Accurately and completely communicate with residents, CRNA’s, PACU/ICU staff, and residents/attendings from other disciplines when transferring care of patients.

IV. Teaching opportunities 

A. Role Modeling – Teach by example; be an effective communicator and team player; point out effective communicators to the residents. 
B. OR teaching – leading by example. Be very intentional in pointing out to the resident that you are going stimulate a discussion or handle a situation.  For example, “Listen to how I approach the surgeon with this question,” then follow up with “How else might we have asked the same question?”

C. Didactics, such as Journal Club, PBLD’s, debates, etc. - the goal of which is to have the participants verbalize ideas, formulating hypotheses and solutions to problems; a good facilitator will encourage all members of the group to participate, even those who have difficulty speaking out.

D. Formal lectures - includes lecturing skills and how to set up an effective power point presentation; SEA Traveling Speakers has guest lecturers available for this purpose. 

E. Role playing – PBLD can also be useful by creating problems that allow residents to consider how they might handle difficult situations before they arise.  Residents and facilitators can take on different roles, including resident-patient interactions, resident-surgeon interactions, resident-resident interactions, etc.  Most medical schools use Standardized Patients (SP’s) in the clinical years, which are medical and non-medical personnel (actors) who have been trained as “patients”.  SPs may be available at your institution, but availability and expense are variable.  Sample cases for discussion as a “Communication PBLD” are included.  Several of these cases were formatted for faculty development exercises and are included as well.
F. Mock Oral Exams – These are especially helpful when video-taped, so that residents not only can listen to their responses but can also observe nonverbal cues.
G. Case Conference, M&M, etc. – gives residents the chance to improve speaking skills; again, very helpful when video-taped and reviewed by the resident.

H. Mock written consultations – Teaching sessions individually or as a group, designed to teach the nuances of a good written consultation or letter.
I. Workshops – Communication skills workshops are available, but often at great expense.  Collaboration with other departments can lead to shared costs.

J. Mentoring – identify a faculty member in the department/institution who can help with writing skills for grant applications, abstracts, posters, and manuscripts. 

V. Assessment/Evaluation Tools: A major focus of the ACGME Outcomes Project is selecting and using evaluation methods that are multiple, dependable, reliable, and valid.  Furthermore, the focus will soon include using the data gathered from these assessments to make changes in the program to achieve progressive improvements in residents’ competence and performance.  Evaluation in the core competencies can be approached from two ends: identifying objectives in each competency and then selecting/creating appropriate evaluation tools; selecting teaching methods and evaluation tools that are achievable for the department/institution, then identifying the competencies that are addressed for each; or a combination of the two.  As one begins the process of designing evaluation tools, it is important to recognize that none of the competencies stands alone.  In fact, there is great overlap.  Interpersonal and Communication Skills fits quite naturally with Professionalism in many evaluative processes, and evaluation in Patient Care would not be complete without including some measure of the resident’s communication with the patient.  The following includes examples from the ACGME “Toolbox of Assessment Methods” (Version 1.1, September 2000).  Many of these assessment methods are useful for more than one of the competencies, and should be used as such to avoid creating extra work and excessive paper trails.  
A. Global Evaluation of Live Performance – a past and present mainstay of most anesthesia training programs; it is distinguished from other ratings in that the evaluator judges general categories of ability instead of specific tasks or behaviors, and the ratings are completed retrospectively based on impressions taken over a period of time such as the end of a rotation.  Reproducibility appears to be more difficult to achieve for IP&CS, but can be improved with evaluator training.
B. 360-Degree Evaluation – tools completed by multiple people in a person’s sphere of influence; a true 360 will include everyone in a person’s sphere, including patient, patient’s family, faculty, fellow resident (peer), surgeon, nursing, housekeeping, administrative and ancillary staff, etc.  Probably best used for IP&CS and Professionalism, and some aspects of patient care.  Some use multiple (different) evaluations for each target audience.  However one survey that is applicable for use by all evaluators is the ideal, but poses the greatest challenge.  Collecting this data is the second great challenge.  Electronic submission/collection saves time and paper, but is not always easy to achieve in a busy OR setting.  

C. Checklist Evaluation – useful for evaluating competencies that can be broken down into specific behaviors or actions; especially useful for written communication, such as completeness of anesthesia records, orders, consultations, and other medical records.  A sample checklist developed by the Interpersonal and Communication Skills workshop subgroup is included.
D. Portfolios – a collection of products prepared by the resident that provides evidence of learning and achievement.  For the IP&CS competency, it can include videotapes; power point presentations on CD-rom; posters, abstracts and manuscripts; journals; and letters from patients, families, surgeons, etc.  Electronic submissions should be used whenever possible, as space constraints limit the feasibility of large portfolios for many residents.

E. Simulations – well known in anesthesia training; although less routinely considered in simulation, the IP&CS competency can be evaluated.  An example of a scoring guide for evaluation of communication skills for a team leader in simulated crisis management is included, developed by the IP&CS workshop subgroup.

VI. Annotated Bibliography: An extensive search for articles specifically referencing communication skills in Anesthesiology revealed little.  The references cited on the ACGME web site were also investigated for applicability to Anesthesiology.  The following selections were felt to be noteworthy.
1. Kopp VJ and Shafer A. Anesthesiologists and Perioperative Communication. Anesthesiology 2000; 93(2): 548-555.

Should be required reading for Anesthesiology attendings and residents alike.  This comprehensive article covers such topics as Communication as a Professional Activity; the preoperative visit; procedural management; patient recovery; and breaking bad news.  It describes how different communication in Anesthesiology is from other specialties, as well as practical tips.
2. Smith AF and Shelley MP. Communication Skills for Anesthesiologists. Canadian Journal of Anesthesia 1999; 46(11):1082-1088.

Also should be required reading for residents and attendings.  Although only five pages, it covers a lot of important information in a clear, concise, logical, and organized fashion.  Basic communication skills in medicine are reviewed, with emphasis on relevance to anesthesiology.  Strategies for handling four commonly-encountered situations are presented: handling others’ feelings, imparting information, explaining complex concepts simply, and breaking bad news.
3. Writing, Speaking, and Communication Skills for Health Professionals. New Haven, CT: Yale University Press, 2001.

Ten experts from The Health Care Communications Group contributed to this book. Highlights include “Reading the Medical Literature”, writing scientific articles, grant writing, effective poster presentations, teaching medicine, business skills, etc. Our department purchased ten copies for the library, and the first chapter, “Reading the Medical Literature: Assessing Reports on Clinical Intervention Studies” is required reading.  338 pages in soft cover.
4. McCue JD and Beach KJ. Communication Barriers between Attending Physicians and Residents. Journal of General Internal Medicine 1994; 9:158-161.

Although geared more to primary care specialties, this is an excellent summary of communication barriers between attendings and residents; nine to ten good points were made in this short article.

5. Parrot R, Huff T, Kilgore M and Williams M. Peer Discussion on Training Physicians to Be Competent Communicators: Support for a Multiple Discourse Approach. Southern Medical Journal 1997; 90(7):709-719.
The results of a focus group of faculty responsible for training residents to be competent communicators, at a large southeastern medical college, are presented. General assumptions about communication and beliefs specific to medical communication were identified and discussed. One of the few articles which specifically addresses communication with other people in addition to patients.
6. Duffy DF, Gordon GH, Whelan G, et al. Assessing Competence in Communication and Interpersonal Skills: The Kalamazoo II Report. Academic Medicine 2004; 79(6):495-507.
A report of the American Academy on Physician and Patient (AAPP) conference on patient-physician communication.  This report defines the competence by breaking it down into its component parts and reviews assessment methods.  There is a comprehensive full page chart that summarizes ways to assess IPCS, including Assessment Strategy, Use, Cost, Reference List, and Comments.  The importance of faculty development is discussed.  Reference list is extensive.  
