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ABSTRACT
The ability to communicate well with patients and other members of the healthcare team is a vital skill for physicians to
have, but one that is often not emphasized in medical education. Learners of all levels can obtain and develop good com-
munication skills regardless of their natural ability in this area, and the clinical setting represents an underutilized resource
to accomplish this task. With this in mind, we have reviewed the growing body of literature on the subject and organized
our findings into twelve tips to help educators capitalize on these missed opportunities. While our emphasis is helping
learners with difficult discussions, these tips can be easily adapted to any other clinical encounter requiring clear communi-
cation. Teaching effective communication skills in the clinical setting requires some extra time, but the steps outlined should
not take more than a few minutes to complete. Taking the time to develop these skills in our learners will make a significant
difference not only their lives but also their patients and their families.

Introduction

The ability to communicate well with patients and other
healthcare team members is a crucial part of being a phys-
ician, yet it has not been traditionally emphasized in med-
ical education curricula (Sanson-Fisher & Cockburn 1997;
Fraser et al. 2001; Epner & Baile 2014; Modi et al. 2016;
Roze des Ordons et al. 2016). This skills gap becomes most
apparent when learners are faced with the difficult task of
delivering bad news, disclosing a medical error, or initiating
end-of-life discussions with patients and families (Orlander
et al. 2002). Physicians often lack needed skills to effectively
and empathically communicate key information patients
and families need to make the difficult decisions surround-
ing care near the end-of-life (Sharma et al. 2014). Patients
and families rate communication skills as one of the most
important skills for a physician (Curtis et al. 2002), and
patient-centered communication in these instances not
only improves quality of care and patient satisfaction, but
may also reduce burnout among providers (Epner & Baile
2014).

The importance of providing learners with better com-
munication skills training is recognized by accrediting
bodies who mandate that students should have end-of-life
discussion training during their undergraduate medical
education (Liaison Committee on Medical Education 2015).

These types of conversations can be stressful for all
physicians, but are especially so for students who report
high levels of stress even when breaking bad news to simu-
lated patients (Hulsman et al. 2010; Schillerstrom et al.
2012; Romotzky et al. 2015). Many students complete their
undergraduate medical education feeling unprepared to
engage in these conversations (Fraser et al. 2001).

Opportunities for learners to engage in these discussions
abound on clinical rotations, yet one study found that only
17% of medical school faculty reported teaching aspects of
end-of-life care to their trainees over the previous year
(Benson 2016). Bedside teaching of communication skills in
these difficult settings are an area where significant impact
in trainee education can be achieved. While comprehensive
faculty development in this area is beyond the scope of
this work, our hope is that these twelve tips for teaching
difficult communication skills at the bedside will provide an
initial framework for educators to take advantage of these
opportunities.

Tip 1

Recognize that communication skills can be taught
and developed in the clinical setting

Learners can develop communication skills, regardless of
their degree of natural ability (Back et al. 2007; Carvalho
et al. 2014). An effective strategy is to combine traditional
lecture-based teaching with opportunities to observe skilled
communicators and then practice these skills in an
observed setting with feedback (Carvalho et al. 2014; Epner
& Baile 2014). Clinical rotations are an underutilized venue
for directly observed practice and feedback, and should be
capitalized upon whenever possible (Janicik et al. 2007; Vu
et al. 2015). These represent high yield opportunities for
adult learners because they present immediate and prob-
lem centered tasks (Kaufman 2003). Even novice learners
can benefit from appropriate involvement in difficult con-
versations, as this provides experience not available else-
where in the curriculum.
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Tip 2

Assess your learner’s level of skill and comfort with
communication

The learner’s role should be commensurate with his or her
skill and confidence level. Just as one would not expect a
learner who had never observed a procedure to be able to
perform it, learners should not be expected to independ-
ently lead difficult conversations with no previous practical
or observational experience. Unfortunately, this is often
exactly what happens. A survey of residents found that
most had their first experience delivering bad news as a
student or during intern year. These conversations often
occurred without a more senior person in the room and
most learners did not feel prepared to engage in the con-
versation (Orlander et al. 2002).

Determination of your learner’s communication skills is
an ongoing process. Valuable insight can be obtained
through direct observation of routine communication dur-
ing bedside rounds, and by asking a learner about their
past experiences with challenging conversations and per-
ceived roadblocks. Before a potentially difficult conversation
with a patient or family, you can explore anticipated chal-
lenges with your learner and their comfort level with the
situation.

Tip 3

Assess your learner’s understanding of the clinical
situation

Does your learner understand what is going on clinically,
including prognostic implications and treatment options?
Patients and families need accurate information in order
to make informed healthcare decisions and most will
want both qualitative and quantitative information about
prognosis (Kaplowitz et al. 2002; Heyland et al. 2009;
Walczak et al. 2014). Questions surrounding these topics
are likely to arise during the discussion and it is important
that the learner be prepared to answer them if he or she
will be leading the conversation (Kaplowitz et al. 2002).
Assessing this aspect of the learner’s understanding is an
important consideration prior to deciding what their role
will be.

Tip 4

Align the learner’s educational needs and assigned
role in the conversation

Matching the skills and comfort level of the learner with
their educational needs and the anticipated difficulty level
of the conversation is vitally important. If it is anticipated
to be a volatile discussion with significant conflict, a rela-
tively novice learner may benefit most by focused observa-
tion, while a seasoned learner who knows the patient well
would get maximal benefit from leading the conversation
and getting feedback on their skills. In one study, nearly all
learners who either observed a more experienced person
leading the conversation or led discussions with a more
senior person observing, found the experience to be valu-
able (Orlander et al. 2002), so either role can be beneficial.
Another good option may be to invite learners to lead a

specific part of the discussion. For example, a learner who
wishes to work on explaining a complex condition in clear
and concise terms could provide an update on the clinical
course while a more senior person leads discussion about
treatment options and goals of care.

If the learner is going to be conducting the meeting, it
is a good idea to have a pre-planned “help cue.” Cues
might include eye contact with a nod or a verbal question
that will signal you that the learner feels overwhelmed and
needs your help.

Tip 5

Review the meeting agenda with your learner

Once the learner’s role has been established, the goals for
the meeting should be discussed, emphasizing establish-
ment of the patient and family’s agenda for the meeting.
Determination of the message for the family is crucial, and
asking “What is one message that you want the family to
take away from this conversation?” can be a helpful way to
focus the learner’s language.

This is also a good time to review the SPIKES mnemonic
that may help your learner frame the discussion (Baile et al.
2000).

� Setting – find a location that is quiet and private.
� Perception – ask what the patient or family understands

about what is happening.
� Invitation – ask for permission to share information.
� Knowledge – provide information simply.
� Empathy – acknowledge and respond to emotions.
� Summary – review what has been said, decisions that

have been made, and next steps.

Something to consider with your learner as you talk
about framing the discussion are individual patient and
family characteristics that will significantly impact how you
approach the conversation. It is important to assess the
spiritual needs of patients and their families because those
finding comfort and support in religion and spirituality may
appreciate having a member of the clergy present during a
difficult discussion (Wall et al. 2007). Cultural differences
are another factor that can significantly alter the approach
to the discussion. A study in France found that over half of
family members did not wish to participate in decision
making and if required to do so, these individuals had
higher rates of post-traumatic stress disorder, anxiety, and
depression (Azoulay et al. 2005). For those who value
autonomy highly, the opposite is true (Anderson et al.
2009). Finally, while having extended family present is often
helpful for all involved, the complexity of the discussion
increases as family conflict, patients’ wishes to keep certain
information private, and concern for protection of
patient autonomy all come into play (Laidsaar-Powell et al.
2013).

Tip 6

Discuss individualized, skill-based learning goals

Identifying specific learning goals prior to the encounter
increases the likelihood that your learner will focus on and
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demonstrate the desired behavior or technique and helps
you provide focused feedback (Kaufman 2003; Fryer-
Edwards n.d.). Learners benefit most if they identify their
own learning goals, even if they will be observing.
However, they may need guidance to formulate well-
defined, skill-based goals. For example, they may say, “I just
need to communicate better. I don’t know what to say
when family members are upset.” This learner has success-
fully identified a weakness, lack of skill in addressing emo-
tions, but was unable to define it as such.

Other learners may have difficulty identifying goals that
are achievable at their current skill level or narrowing their
focus on one or two things that can be accomplished in
the current encounter. Helping the learner better delineate
specific, achievable goals, and the communication skills
needed to accomplish them will increase the likelihood of
success.

Tip 7

Review communication skills relevant to the learner’s
goal

Both the agenda of the encounter and the self-directed
learning goals should be used to guide which techniques
are reviewed with the learner. It is important that the skills
emphasized here are titrated to the learner’s skill level.

For early learners, it is probably reasonable to discuss
very basic communication skills such as sitting at eye level,
allowing everyone in the room an opportunity to introduce
themselves, and avoiding jargon when speaking. Once the
learner has developed these skills, additional skills may be
introduced. These include “I wish” statements and the
effective use of silence. I wish statements such as “I wish
we could do something to make your father well,” provide
a simple way of demonstrating empathy for and recogni-
tion of what the patient and family are facing. Periods of
silence in the discussion allow patients and families oppor-
tunity for an increased voice in the discussion and lead to
improved patient and family satisfaction (McDonagh et al.
2004; Epner & Baile 2014).

For the more advanced learner, recognizing emotion
and expressing empathy should be discussed. The NURSE
mnemonic outlines several effective strategies for express-
ing empathy in difficult communication (Baile et al. 2000).

� Name – name the identified emotion.
� Understand – verbalize understanding of what has been

said.
� Respect – express respect for what the patient or family

has done.
� Support – assure the patient or family they will not be

abandoned.
� Explore – ask them to elaborate about what they are

saying.

Explicitly reviewing the relevant communication skills is
an important step. Even if your learner will primarily
observe, you will want them to watch for how specific skills
are used in the conversation: “You said you are curious
about naming emotions. I will attempt to do that at least
once.” It is important to focus on only 1 or 2 skills during
the session to avoid overloading the learner.

Tip 8

Set your learner up for success by setting the stage for
the encounter with the patient and family

In our experience, having a more senior person in the
room sometimes creates a challenge as patients and fami-
lies often look to the person they identify as being “in
charge” for answers, undermining the learner’s ability to
lead the conversation. To mitigate this, the learner’s role in
the discussion should be made clear at the beginning, with
reassurances that you are available if needed (Back et al.
2007). This is often best accomplished during introductions.
“I am Dr. Smith, the physician-in-charge, and Dr. Jones is a
training physician working with me who has cared for your
father throughout his hospitalization. If it is alright with
you, I would like her to lead this discussion and I will
remain here and available if needed.” This statement makes
roles clear while giving the family a chance to “opt out” of
having a trainee lead the meeting if desired.

Tip 9

Be an active observer

Make notes during the encounter. Pay attention not only
to what is said, but body language, tone, and emotions of
the learner, patient, and family members, particularly as
these relate to the learning goals. Be as specific as possible,
watching for how the learner uses the skill they selected
prior to the conversation. This will allow you to give effect-
ive feedback later on as you will be able to discuss how
the patient and family are affected not only by what the
learner says, but how they say it (Back et al. 2007; Fryer-
Edwards n.d.). If your learner is going to be an observer,
instruct him or her to make notes in this same manner to
maximize their learning from the experience (Back et al.
2007).

Tip 10

Try not to interrupt, but be prepared to step in if
necessary

If the plan was to let the learner lead the discussion, let
them proceed unless they signal you for help. This is often
the most difficult part of observing a learner in this setting!
Even if the approach they take is not exactly how you
would do it, they need this opportunity to learn. However,
it is important to balance this learning opportunity with
your obligation to patients and their families. If you are
concerned that information needed to make important
decisions is not being adequately covered, you can often
add a few comments at the end to ensure this need is met.
A more difficult situation arises when the patient or family
is becoming distressed and the learner does not recognize
it, or if the meeting is going off the rails altogether. If this
is the case, you need to step in to prevent the situation
from spiraling out of control (Back et al. 2007). A good way
to do this is to simply invite yourself into the discussion by
saying, “Would it be ok if I added something here?” This
creates an opening to step in without undermining your
learner and allows you to either take control of the remain-
der of the discussion or re-introduce the learner into the
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discussion if appropriate. Both learners and teachers are
highly invested in the conversation’s success, and these
techniques can help balance the need for learner practice
with the teacher’s responsibility to the patient.

Tip 11

Debrief with your learner as soon as possible after the
encounter

Reflection and specific feedback are arguably the most
important part of bedside communication skills teaching. It
allows the learner to incorporate what transpired into the
fabric of their personal experience and promotes account-
ability (Branch & Paranjape 2002; French et al. 2015).
Learners may need to talk about the impact this experience
had on them before being able to process any feedback
you provide, so giving feedback in a quiet location with
privacy is ideal (Fryer-Edwards n.d.).

Specific feedback focuses on communication skills, not
style (Table 1). The Ask-Tell-Ask model provides an effective
framework for learner centered feedback to reinforce good
communication skills while identifying those that could be
improved upon (French et al. 2015). Ask your learner to
reflect on the encounter and provide their self-assessment.
Next, Tell the learner of your own observations, including a
reflection on their self-assessment. Finally, Ask the learner
to reflect on the feedback and commit to a future learning
goal (Tip 12).

Start by asking “What went well?” Some learners may
struggle to remember what they said or did and others
may feel things went very well when you believe they did
not. In either case, ask about specific moments in the con-
versation, relating to the learning goal. For example, if the
goal was to respond to emotions effectively, you could say,
“When Mrs. B started to cry, you said ‘I see that this is
upsetting to you.’ Do you recall what she did when you
said that?” The learner may recall Mrs. B spoke more about
why the situation was upsetting, providing greater insight
into her perspective. If the learner cannot recall this, you
can point out her response. If the learner failed to acknow-
ledge the expressed emotion, you could say, “When you
told Mrs. B. about the diagnosis, she started to cry. How
could you have responded to that?” Exploration of key
moments in the conversation reinforces the idea that use
of specific communication skills can lead to observable
patient responses. As mentioned above, taking notes is
important to help you provide this kind of detailed
feedback.

Next, ask the learner to describe challenges that arose
during the conversation. Center your feedback on these,
even if you observed other challenges as learners are

generally more open to feedback about self-identified chal-
lenges. Again, use your notes to help focus on specific
points in the dialog relating to the challenge. For example,
if a learner says Mr. S seemed to “shut down” part way
through the conversation, but cannot remember when, you
can refer to notes and say, “When you told him the antibi-
otics didn’t work, Mr. S became tearful and looked away.
I noticed that you continued talking about medical issues,
but he seemed too distracted to listen.” If a learner cannot
identify a challenge, it can help to draw attention to a fam-
ily member’s response. “When you told Mr. S the antibiotics
didn’t work; how did his daughter respond?” This provides
an opportunity for feedback to the learner who has not
been attending to the family’s response. Prompt the learner
to come up with 1–2 alternative responses and then pro-
vide your own feedback on these.

For learners who are observers, Ask-Tell-Ask can likewise
be used to elicit their observations about your communica-
tion skills and challenges. For example, they may have
been assigned the task of observing for patient emotions
and how you responded to them. You may wish to model
self-reflection here by talking about the challenges you
encountered in the conversation, why you chose to say
what you did, and what might be done differently in the
future (Back et al. 2007; French et al. 2015; Fryer-Edwards
n.d.).

Tip 12

Help your learner develop an action plan to further
improve skills

The final “Ask” in the Ask-Tell-Ask model is to Ask your
learner about a lesson they will take forward with them in
practice, “What’s one thing you might do differently in the
future?” This allows you to determine if your feedback was
heard as intended and correct any misconceptions. Have
your learner pick one area to improve upon and help them
create a plan to achieve this moving forward. Don’t try to
fix everything!

Allowing your learner to choose one skill to improve
and then making a plan to accomplish this is most likely to
achieve the desired outcome of overall improvement (Back
et al. 2007; French et al. 2015; Fryer-Edwards n.d.). Keep
note of these goals so you can revisit them when a similar
situation arises in the future.

Conclusions

Bedside interactions with patients and families on clinical
rotations provide an invaluable resource for teaching our
learners to be effective and empathic communicators.

Table 1. Feedback examples.

Vague/ineffective feedback Effective feedback

“Your introduction was nice” “I like how you used the family’s names when you introduced everyone”
“You responded empathically to the sister’s crying” “When the sister started crying, you said, ‘I can see how hard this is for you.’ She nodded her

head and sighed. It seemed to me that she felt validated.
“You did a good job reassuring the family.” “When you said, ‘I want you to know that we will continue to be here for you and your loved

one through all of this,’ they appeared less anxious.”
“You should have allowed the patient to say more.” “When she started talking about the impact of her illness on her husband, I noticed you inter-

rupted her. Next time, give her an opportunity to collect her thoughts and say more about it.”
“The granddaughter’s reaction to her grandfather’s

diagnosis seemed to make you uncomfortable.”
“When the granddaughter reacted to the diagnosis, I noticed that you re-explained things and

started using more jargon such as ‘lesion.’ Tell me more about what was going on there.”
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Allowing time to plan the discussion and discuss goals and
roles with your learner prior to the encounter and provide
feedback afterwards is essential to maximize the impact of
the experience. Obviously, teaching communication skills
effectively requires an educator to have these skills them-
selves. These twelve tips provide an initial framework for
communication skills teaching, but we encourage readers
to pursue additional opportunities to develop teaching
skills in this area. Taking advantage of opportunities to
teach effective communication skills in the clinical setting
requires time, but the steps outlined should not take more
than a few minutes, and can make a significant difference
in the lives of our learners, patients, and their families.
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