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Course Description  

COMS 1001 and COMS 1002 - Communication Skills for Health Personnel 

are two compulsory courses in health communication. Each is a three (3) credit 

course. COMS 1001 is offered in Semester 1 of the academic year while COMS 

1002 is offered in Semester 2. Each course offers students the opportunity to 

both practice and discuss the principles of effective communication in health 

settings. Principles and concepts are introduced in on-line lectures and skills are 

developed through practical exercises and discussion in tutorial groups. 

Participants use role-play and audio and videotaped presentations for self-

assessment and feedback from peers and tutors. 

COMS 1001 introduces students to principles of human communication in the 

context of health settings. Upon successful completion of COMS 1001, students 

will be able to function effectively in a health communication context and, at all 

times, display sensitivity to cultural and religious diversity. They will also be able 

to communicate effectively in writing across a range of forms necessary to the 

health profession. 

COMS 1002 follows on from COMS 1001, focusing on methods and strategies 

for counselling, clinical instruction, professional relations and public education. 

Upon successful completion of this course, students will be able to conduct 

effective counselling sessions and use clinical instruction methods. They will also 

be proficient in the use of appropriate strategies and technology to convey 

messages to patients, clients and other professionals.  

The course is offered over a period of 12 weeks with a total of 26 contact hours 

per semester. Two-hour workshops are held on each Monday and Wednesday, 

with the occasional plenary session on Mondays. Each student is assigned to a 

specific tutorial group.  

Readings and Audio-Visual Materials 

Students are required to read beforehand the online course lectures as well as 

the cases assigned for each week.  

Course Assessment  

Coursework constitutes 50% of the final grade while a final examination 

constitutes the other 50%. 
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Course Activities and Assignments 

Core concepts of the course modules are introduced in tutorial sessions. 

Lectures and lecture notes will be available online at the beginning of each 

academic week. These concepts will be explored and discussed in greater depth 

during weekly tutorial sessions. The assigned readings for each weekly lecture 

and workshop are designed to provide further insight from a variety of 

perspectives. Resources include audio and videotaped materials and handouts. 

In each tutorial session, participants will be expected to display their knowledge 

and seek understanding and clarification through participation. Participation may 

involve discussion, role-play, and the application of various communication skills. 

These skills include reading, listening, presenting, writing, and debating as well 

as other specific health communication skills. 

Online Course Activities 

Students are expected to log-in to myeLearning (the university’s online learning 

environment) at least once a week. Students will be able to access podcasts of 

course lectures, and download lecture notes and weekly readings through 

myeLearning. A wide range of multimedia and additional resources will be made 

available to students through myeLearning. Discussion groups and forums are 

also available for all students to discuss course matters with each other and with 

the lecturer. Private communication with the lecturer and with other participants 

in the course can also be carried out online.   

Coursework Assignments = 50% 

Final Examination = 50% 

The final examination is a two-hour written paper comprising two sections. 

Candidates are expected to answer two questions, one from each section. 

Questions are weighted equally. Section one tests the candidate’s knowledge of 

the theoretical components of the course. Section two tests the student’s ability 

to apply these theories to a case, video clip or communicative event. 

Grading Scheme 

The following table summarizes the grading and weighting scheme used in this 

course (University of the West Indies, 2006a). 
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Grade GPA Marks % 

    A+ 4.3 86+ 

    A  4.0 70-85 

    A- 3.7 67-69 

    B+ 3.3 63-66 

    B 3.0 60-62 

    B- 2.7 57-59 

    C+ 2.3 53-56 

    C 2.0 50-52 

    C- 1.7 47-49 

    D+ 1.3 43-46 

    D 1.0 40-42 

    F 0.0 39 

Academic Honesty 

Academic dishonesty has grave consequences which may include receiving “no 

grade” on the assignment, debarment from class, or even expulsion from the 

University.  Academic dishonesty is a serious offense which should not be taken 

lightly. Cheating and plagiarism are both forms of academic dishonesty.   

The University of the West Indies states in its Examination and GPA Regulations 

that cheating is a major offense: 

Item 78  

ii) Cheating is an attempt to benefit one’s self or another by deceit or fraud. 
iii) Plagiarism is a form of cheating. 
iv) Plagiarism is unauthorized and/or unacknowledged use of another person’s 

intellectual efforts and creations howsoever recorded, including whether 
formally published or in manuscript or in typescript or other printed or 
electronically presented form and includes taking passages, ideas or 
structures from another work or author without proper and unequivocal 
attribution of such source(s), using the conventions for attributions or citing 
used in this University. 

(University of the West Indies, 2006a) 
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According to the University of the West Indies’ Code of Principles and 

Responsibilities for Students, a student may appear before a disciplinary 

committee for the following misconduct: “Item 5. Presentation of the work of any 

other person as a student's own work.  This includes plagiarism from unpublished 

and/or electronic sources” (University of the West Indies, 2006b). 
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COURSE SCHEDULE – SEMESTER 1 COMS 1001, 2012-2013 

N.B. Unless otherwise indicated, all assignments should be handed in at workshop 
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Goal, Objectives and Evaluation 

Goal 

To formulate and illustrate the range of communication styles, methods and skills 

medical practitioners need to become competent in dealing with patients and the 

public.  

 

Objectives 

At the end of this course students will be able to: 

 Integrate the major elements of the communication process and their 
purposes in diverse health contexts.  

 Manipulate the range of communication skills – verbal and non-verbal – on 
patients/clients, the public and members of a health care team. 

 Propose appropriate critical responses on diverse health topics. 

 Test emotional attitudes in encounters with patients/clients so that students 
become free of bias based on differences in ethnicity, culture, religion, class, 
gender or sexual orientation. 

 Integrate ethical codes of conduct in practicing medicine. 

 Design an appropriate environment for health personnel interaction with 
client/patient. 

 Demonstrate the effective conduct of an interview. 

 Compose scholarly writing necessary for health personnel. 
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Evaluation 

Assignment 1: Problem-Solution Portfolio (Individual) - 15% 

Due: Weeks 1, 2 and 3 

 

Task: Students will submit a 3 paragraph essay at the end of the 1
st
 tutorial session. 

This submission allows tutors to give feedback on content, organisation and 

language.  

 On Week 3, Assignment 1 will take place in Amphi A. Students will be expected 

to write a 4-5 paragraph essay on a topic that will involve analysis of one of the 

cases in this manual using the Problem Solution format. This essay is worth 15% 

of your coursework marks.  

 For further details on this Assignment see Unit 1 Assignment 1 page 29. 

____________________________________________________________________ 

Assignment 2: Individual Verbal Presentation – 10% 

Due: Week 5  

Task: Students will prepare and deliver a three-minute verbal presentation based 

on a case which will be given to you in class. You will be given time to 

prepare for the presentation. In preparing your presentation, consider the 

following question: What aspects of the communication process should I 

take into account in trying to help the client/patient? 

 For further details on this Assignment see Unit 2 Assignment 2 page 47. 

___________________________________________________________________ 

Assignment 3: Group Verbal Presentation – 10% 

Due: Week 8 

Task: In this assignment, you will be assigned to workshop groups.  All students 

in the group are expected to participate in the presentation.  Prepare and 

deliver an oral presentation based on one of the cases from Case Studies 

4, highlighting communication issues which arise.  Regarding format, there 

is flexibility in this particular assignment.  For example, you may use an 

interview, discussion or role-play format. 

 For further details on this Assignment see Unit 3 Assignment 3 page 77. 
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____________________________________________________________________ 

Assignment 4: Group Recommendation Report – 10% 

Due: Week 10 

Task:  Submit a 3-4 paged recommendation report based on Case 5, which deals 

with problems encountered in group communication.  Develop solutions 

and criteria relevant to the problem.  Rank and propose solutions, detailing 

your recommended action.   

 For further details on this Assignment see Unit 4 Assignment 4 page 97. 

______________________________________________________________________ 
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UNIT 1 
 

 

 

The Nature of Communication  

and its Purposes 

 
- Understanding Communication 

- The Communication Process 

 Effective Written Communication: letters, memoranda, and 

short correspondence. 

 Differences Between Oral and Written Communication 

Styles 

- Models of Communication: 

 The Socio-Physiological Factors which Impinge on 

Successful Communication; 

 Use of Media and Culture; 

 Communication Competence in a Medical Context 

 

 

 

 

 

 

 

6 hours 
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Understanding Communication 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1 Types of Communication 

What is communication? 

“Communication refers to the act, by one or more persons, of sending 

and receiving messages that are distorted by noise, occur within a 

context, have some effect, and provide some opportunity for 

feedback”.  

(DeVito, 1988) 
 

Verbal communication can 

be subdivided into either vocal 

or non-vocal. Much of the 

communication that takes 

place between people is 

verbal; that is, it is based on 

language.   

Verbal communication of the 

vocal category includes 

spoken language.   

Non-vocal verbal 

communication involves 

written communication as well 

as communication that is 

transmitted through sign 

language, finger spelling, 

Braille, or other similar 

alternatives to verbal 

language. 

Nonverbal communication is 

communication that occurs as 

a result of non-linguistic 

factors.  Non-verbal 

communication may be vocal 

(focusing on vocal 

characteristics such as pitch, 

rate, volume and so on) or 

non-vocal (focusing on body 

language, environment, attire 

and the like). 

Commonly, the study of 

nonverbal communication is 

divided into several specific 

categories such as kinesics 

(body language), occulesics 

(eye behaviour or gaze), 

proxemics (the use of space), 

haptics (touch), vocalics 

(paralanguage) and 

appearance, environment and 

artefacts. 
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The Communication Process 

DDiiffffeerreenncceess  BBeettwweeeenn  OOrraall  aanndd  WWrriitttteenn  CCoommmmuunniiccaattiioonn  SSttyylleess  

The (Speech) Communication Process 
Lucas, S. E. (2001). The Art of Public Speaking. Boston: McGraw Hill. 

 

egardless of the kind of speech communication involved, there are seven 

elements – speaker, message, channel, listener, feedback, interference and 

situation. 

 

1.  Speaker   

Speech communication begins with a speaker.  If you pick up the telephone and call 

a friend, you are acting as a speaker (of course, you will also act as a listener when 

your friend is talking). 

 

2.  Message  

The message is whatever a speaker communicates to someone else.  If you are 

calling a friend, you might say, “I’ll be a little late picking you up tonight.” That is the 

message.  But it may not be the only message.  Perhaps there is a certain tone in 

your voice that suggests reluctance, hesitation. The underlying message might be, “I 

don’t really want to go to that party. You talked me into it, but I am going to put it off 

as long as I can.” 

 

Your goal in public speaking is to have your intended message be the message that 

is actually communicated.  Achieving this depends on what you say (the verbal 

message) and how you say it (the nonverbal message). 

 

3.  Channel   

The channel is the means by which a message is communicated.  When you pick up 

the phone to call a friend, the telephone is the channel.  Public speakers may use 

one or more of several channels, each of which will affect the message received by 

the audience. 

 

4.  Listener 

The listener is the person who receives the communicated message.  Without a 

listener, there is no communication. When you talk to a friend on the phone, you 

have one listener. In public speaking you will have many listeners. 

 

Everything a speaker says is filtered through a listener’s frame of reference – the 

total of his or her knowledge, experience, goals, values, and attitudes.  Because a 

R 
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speaker and listener are different people, they can never have exactly the same 

frame of reference.  And because a listener’s frame of reference can never be 

exactly the same as a speaker’s, the meaning of a message will never be exactly the 

same to a listener as to a speaker. 

 

5.  Feedback 

When the President addresses the nation on television, he is engaged in one-way 

communication.  You can talk back to the television set, but the President won’t hear 

you.  Most situations, however, involve two-way communication.  Your listeners don’t 

simply absorb your message like human sponges.  They send back messages of 

their own.  These messages are called feedback.  For example, when you phone 

your friend to say you will be late, you may hear, “Oh, no, you don’t!  I don’t care 

what your problem is; you get here on time!”  That is feedback. 

 

6.  Interference 

Interference is anything that impedes the communication of a message.  When you 

talk on the telephone, sometimes there is static, or wires get crossed so that two 

different conversations are going on at once.  That is a kind of interference.  In public 

speaking, there are two kinds of interference.  One, like the static or crossed wires in 

a phone conversation, is external to the audience.  Many classrooms are subject to 

this kind of interference – from traffic outside the building, the clatter of a radiator, 

students conversing in a hall, a room that is uncomfortably hot or cold.  Any of these 

can distract your listeners from what you are saying. 

 

A second kind of interference is internal and comes from within your audience rather 

than from the outside. Perhaps one of your listeners missed lunch and is very 

hungry.  She may be so distracted by her hunger that she doesn’t pay attention to 

your speech.  Another listener could be worrying about a test coming up in the next 

class period.  Yet another could be brooding about an argument he had with his 

girlfriend. As a speaker, you must try to hold your listeners’ attention despite these 

various kinds of interference. 

 

7.  Situation 

The situation is the time and place in which speech communication occurs.  

Conversation always takes place in a certain situation.  Sometimes the situation 

helps – as when you propose marriage (or are proposed to) over an intimate 

candlelight dinner.  Other times it may hurt – as when you try to speak words of love 

in competition with a blaring stereo.  When you have to talk to someone about a 

touchy issue, you usually wait until the situation is just right or you create a situation 

that will help you transmit your message most effectively. 
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Models of Communication 

TThhee  SSoocciioo--PPhhyyssiioollooggiiccaall  FFaaccttoorrss  wwhhiicchh  IImmppiinnggee  oonn  SSuucccceessssffuull  CCoommmmuunniiccaattiioonn  

  

ne way of describing the communication process is to use a model.  A model 

is a simplified description of a communication process, usually set out in 

graphic form as a diagram.  It can show the elements of a communication 

process and the relationships between those elements. 

 

A model is a medium which is mainly graphic.  The parts of the process are laid out, 

for example, to describe what comes first, second, and so on.  The parts are labelled 

using communication terms.  Models are useful because they lay out the process, or 

a view of what the process is like, in a simple visual way.  Because there are 

different terms and different views of what make up the communication process, so 

there are different models. 

I.  Linear Models  

These lay out parts of the process in a line, as if communication is all about sending 

messages from A to B.  

  

  

  

  

  

  

  

  

  

  

Figure 2 A Linear Model of Communication. There is no exchange between 

Person A and Person B. One speaks and the other listens. 

  

O 
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II. Exchange Models 

These indicate that communication is at least a two-way process. 

 

 

 

 

 

 

 

 

Figure 3 An Exchange Model of Communication 

 

III. Contextualized Models 

These models add the dimension of situation or surroundings. 
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Figure 4 A Contexualized Model of Communication 
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UUssee  ooff  MMeeddiiaa  aanndd  CCuullttuurree  

Where Does Communication Take Place? 

DeVito, J. A. (2008). Human Communication: The Basic Course. Boston: Allyn and 

Bacon. 

 

ommunication takes place in a variety of contexts. The context of 

communication has at least four dimensions:  

(a) physical, (b) cultural, (c) social-psychological, and (d) temporal. 

 The physical context is the tangible or concrete environment in which 
communication takes place – the room or hallway or park.  This physical context 
exerts some influence on the content (what we say) as well as the form (how we say 
it) of our messages. 

 The cultural context refers to the communicator’s rules and norms, beliefs and 
attitudes that are transmitted from one generation to another.  For example, in some 
cultures it is considered polite to talk to strangers; in others, it is something to avoid.  
In some cultures, direct eye contact between child and adult signifies directness and 
honesty; in others it may signify defiance and a lack of respect. 

 The social-psychological context includes, for example, the status relationships 
among the participants, the roles and the games that people play, and the cultural 
rules of the society in which they are communicating.  It also includes the friendliness 
or unfriendliness, formality or informality, and seriousness or humorousness of the 
situation.  Communications are permitted at a graduation party that would not be 
permitted in a hospital. 

 The temporal (or time) context includes the time of day as well as the time in 
history in which the communication takes place.  For many people, the morning is 
not the time for communication.  For others, the morning is ideal.  Historical context 
is no less important, because the appropriateness and impact of messages depend, 
in part, on the time in which they are uttered.  Consider for example, how messages 

C 
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on racial, sexual, or religious attitudes and values would be differently framed and 
responded to at different times in history. 

  

  

  

 

 

 

 

Nonverbal Communication 

Smith, R. D. Introduction to Language and Communication: A Primer on Human and 

Media Communication for the United Arab Emirates University [Electronic 

Version]. Retrieved 16th July, 2007 from:  

faculty.buffalostate.edu/smithrd/UAE%20Communication/Unit2.pdf 

 

hile verbal communication is much studied and is the focus of much 

applied attention in areas ranging from journalism to governance to 

entertainment, the fact is, human beings communicate more nonverbally 

than verbally. Some estimates are that so-called body language accounts for 65, 70, 

even 90 percent of human communication. Using the 70-percent figure for body 

language, the voice accounts for another 20 percent or so, and specific words only 

about 10 percent. Research conclusions may vary a bit, but the consensus is clear: 

Nonverbal messages dominate verbal messages in interaction and are exceedingly 

important in human communication. 

Nonverbal communication also is bound to culture. In particular, there are differences 

among cultures and nationalities about the relative value of speech versus silence, 

the relative value of talk versus action, the social role of small talk or gossip, and the 

role of animation, rhyme and exaggeration in speech. Because of these differences, 

the study of verbal and nonverbal communication always must be done within a 

social or cultural context. 

W 

Figure 5 Communication taking place in a variety of spaces 
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As noted above, nonverbal communication may be vocal (focusing on vocal 

characteristics such as pitch, rate, and so on) or non-vocal (focusing on body 

language, environment, attire and the like). 

 Kinesics (simplistically called body language) deals with physical movement, 
sometimes called affective displays. This study applies traditional linguistic principles 
to the body as a whole or to specific parts, particularly the face, hands and arms. It 
also deals with posture in standing and sitting, as well as with eye and facial 
expressions, such as the arching of eyebrows or rolling of the eyes. Kinesics vary 
culturally. For example, a person of Mediterranean culture may use extensive hand 
movements and body gestures as an expression of anger, whereas a Japanese 
person may be apparently less excited, but perhaps no less angry. Kinesics also 
includes the use of smiling, frowning, giggling and so on, which also differs by 
culture. While universally, smiling reveals happiness, in some cultures it also is used 
to mask sadness or to hide embarrassment.  Kinesics generally refers not to sign 
language that relies on gestures and expressions in a grammatical context as an 
alternative to spoken language. But it is associated with the use of emblems, 
physical gestures that support or reinforce what is said verbally. Some emblems 
seem to be universal, while others are cultural, with different interpretations in 
various cultures, or perhaps with different uses by men and women. An example of a 
universal emblem is the uplifted shoulders and upturned hands that indicate “I don’t 
know” virtually everywhere in the world. An example of a culture-bound emblem is 
the encircled thumb and forefinger. That gesture can be interpreted as worthless in 
France, money in Japan, OK in the United States, a curse in Arab cultures, and an 
obscenity in Germany, Brazil and Australia. 

 Occulesics is closely related to kinesics. Occulesics deals with eye behavior 
as an element of communication. Some aspects of occulesics deal with a static or 
fixed gaze versus dynamic eye movement. This so-called eye contact is the subject 
of much interpretation by the observer, making it difficult to predict its exact 
communication impact. In the West, direct eye contact (looking into the eyes of the 
other person) is common about 40 percent of the time while talking and 70 percent 
while listening. In Japan, it is more common to look at the throat of the other person. 
In China and Indonesia, the practice is to lower the eyes because direct eye contact 
is considered bad manners, and in Hispanic culture direct eye contact is a form of 
challenge and disrespect. In Arab culture, it is common for both speakers and 
listeners to look directly into each others’ eyes for long periods of time, indicating 
keen interest in the conversation. In Mediterranean society, men often look at women 
for long periods of time that may be interpreted as staring by women from other 
cultures. Even the same kinesic gesture can be interpreted differently. For example, 
the facial gesture of downcast eyes during conversation can suggest social 
deference, evasion, insincerity or boredom.  

 Proxemics involves the social use of space in a communication situation. 
One aspect of this is the closeness between and among people when they speak, 
and the significant role that culture plays in this. Distance is generally described on a 
continuum from intimate space (0-18 inches) to personal space or informal distance 
(18 inches to 4 feet) to social space or formal distance (4-12 feet), and public space 
or distance (beyond 12 feet). Proxemics also deals with the effective use of space in 
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social settings, such as businesses and homes, ranging and the arrangement of 
space to encourage or inhibit communication. 

 Haptics focuses on touching as an element of communication, indicating 
both the type of touch as well as its frequency and intensity. Like many other 
elements of nonverbal communication, haptics is very much a function of culture. It 
has been noted, for example, that Mediterranean, Middle Eastern and Latin 
American cultures employ much social touching in conversation, including embraces 
and hand-holding; these are called high-contact (or high-touch) cultures. In 
moderate-touch cultures such as North America and Northern Europe, touching is 
used only occasionally, such as in handshakes and sporadic shoulder touching or 
back slapping. In low-contact cultures such as in Northern Asian cultures, 
meanwhile, social touching is rarely used at all. But the geography is by no means 
that simple. People in the Asian nation of the Philippines, for example, use a large 
amount of social touching in conversation and personal interaction.  Even within a 
culture, haptics varies. For example, handshakes vary in length and strength of grip 
depending on the actual (or hoped for) degree of intimacy between the two people 
shaking hands. 

 Vocalics (also called paralanguage) deals with vocal cues, more accurately 
referred to as the non-phonemic qualities of language. These include accent, 
loudness, tempo, pitch, cadence, rate of speech, nasality and tone, insofar as these 
convey meaning. Vocalics is sometimes subdivided into several categories. Vocal 
characterizers include laughing, crying, yawning, and so on. These can be 
associated with culture, such as the different ways various cultures accept the 
practice of belching. Vocal qualifiers such as volume, pitch, rhythm and tempo also 
are associated with cultural distinctions. In Arab culture, for example, speaking loudly 
connotes sincerity, whereas in North America it often is interpreted as aggression. 
Vocal segregates (sounds such as mmmm, uh-huh, oooo) likewise also differ among 
various cultures. Vocal rate deals with the speed at which people talk, another factor 
that offers various interpretations. 

 Chronemics deals with the use of time as an element of communication. 
Formal time is measured in minutes, hours, days, and so on. Informal time is 
measured relative to seasons, social customs, lunar cycles, etc. Chronemics 
involves specifics such as punctuality (which can be monochronic or M-time and 
polychronic or P-time) along with patterns of dominance or deference within a 
communication situation. For example, studies show that men are more likely than 
women to dominate a conversation and interrupt another speaker. Chronemics also 
deals with time from the standpoint of social settings, such as the likelihood among 
Americans of arriving early for business meetings but being “fashionably late” for 
social activities, while in Latin American and Arab culture, business people often 
arrive at a time Westerns would consider “late,” taking business meetings as 
occasions for hospitality and socializing. Meanwhile, the Sioux language doesn’t 
even have a word for “late,” reflecting a very relaxed attitude toward time. 
Chronemics also considers the use of monochronemics (doing one thing at a time, 
emphasis on schedules and promptness, getting to the point quickly) versus 
polychronemics (doing several things at a time, emphasis on people and the whole 
of a relationship). Studies show that the monochronemic conversation (talking about 
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one thing at a time) is common in Northern Europe and North America. Meanwhile, 
Latin American, Asian, Middle Eastern and Mediterranean cultures are more likely to 
use polychronemic conversation (multiple conversations at the same time, and 
frequent interruption by other speaker-listeners). 

 Appearance deals with the communication role played by a person’s look or 
physical appearance (as compared with physical gestures associated with kinesics). 
It deals with physical aspects of body shape, hair colour and skin tone, as well as 
grooming, dress (both clothing and jewellery) and use of appearance enhancements 
such as body piercings, brandings and tattoos. Consider, for example, how attire is 
an essential part of non-vocal communication among areas influenced by Arab 
culture. Among North and Western Africans, public speakers prefer long robes and 
big sleeves so that when they raise their hands, extra sleeve cloth slips through the 
arms and puffs up their shoulder, making them look bigger and more elegant. The 
Arab and North African head covering with different bands of cloth and the colour of 
the robes (white in daytime, dark at night) are more than fashion statements. 

 Environment involves the communicative value of the physical space, such 
as room size, colour, accessibility and location. Business people, for example, 
assume significant meaning about desk size, offices with (or without) windows, and 
so on. Generally it is assumed that the most important people in a company occupy 
the uppermost floor in a building. 

 Artifacts similarly deals with the communicative aspect of apparent objects 
visible in the room – art, possessions and so on – in that these may be personal, 
indicative of status, and/or revealing of lifestyle. In some societies, much meaning is 
presumed by one’s choice of automobile.  Artifacts almost always have cultural 
significance. For example, in many Western countries, pets have great emotional 
significance; among many Arabs, rugs are prestigious. 

 Olfactics is an aspect of nonverbal communication dealing with smells. 
Though not widely studied from a communication perspective, olfactics might include 
the use of perfumes and spices. It is associated with proxemics in that, the closer 
people are in communication, the more likely that the smell will be relevant. In some 
high-contact cultures such as Samoan or Arab, it is customary to get close enough in 
conversation to smell the other person. Indeed, Arabs and religious Muslims are 
known for using perfumes according to the teaching of the Prophet which states that 
it is a public good to smell pleasantly for others as part of one’s overall appearance. 

 Synchrony focuses on the amount of coordination in people’s behaviour 
when their nonverbal cues are in sync with one another. Some examples include 
mirroring, mimicry, or behavioural meshing. 

 

Uses of Nonverbal Communication 

Nonverbal communication provides individuals and groups with many options for 

presenting their messages. Here are some of the uses of nonverbal communication: 
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 To create impressions beyond the verbal element of communication (kinesics, 
chronemics, vocalics, environment) 

 To repeat and reinforce what is said verbally (occulesics, kinesics) 

 To manage and regulate the interaction among participants in the 
communication exchange (kinesics, occulesics, proxemics, synchrony) 

 To express emotion beyond the verbal element (kinesics, occulesics, haptics, 
vocalics, proxemics) 

 To convey relational messages of affection, power, dominance, respect, and so 
on (proxemics, occulesics, haptics) 

 To promote honest communication by detecting deception or conveying 
suspicion (kinesics, occulesics, vocalics) 

 To provide group or social leadership by sending messages of power and 
persuasion (kinesics, vocalics, chronemics) 

 

CCoommmmuunniiccaattiioonn  CCoommppeetteennccee  iinn  aa  MMeeddiiccaall  CCoonntteexxtt  

Non-verbal communication in patient care 

hysicians who appreciate the key role that nonverbal communication plays 

in the doctor-patient relationship may be able to utilize this understanding to 

facilitate care of the patient and improve overall interviewing efficiency and 

effectiveness.  Levison and Rakel provide a useful overview of this area, and other 

sources are available for more extended study.  The area of nonverbal 

communication can be usefully addressed by consideration of three broad 

dimensions: proxemics (the use of space), kinesics (the use of body language), and 

paralinguistics (the use of voices qualities other than words). 

Physicians aware of the impact of space (proxemics) can utilize this 

knowledge for improved interviewing, compliance and care. Physicians who remain 

behind a desk while interacting or who always stand up when interviewing bedridden 

patients may send implicit, unstated messages to patients such as “Stay away” or “I 

am in charge.”  Even if this is not the intended message, the dynamics of space 

usually conveys this point.  Carson describes how physicians can “shape space” 

effectively to increase the productivity of the interview.  For example, interviewing 

efficiency is maximized when “vertical" space between the physician and the patient 

is minimized.  That is, partnership is generally increased when the physician’s and 

the patient’s heads are on approximately the same level.  Horizontal distances and 

angles of the torso also communicate key information.  Some cultures, furthermore, 

expect closer or more distant horizontal space between the doctor and patient.  An 

awareness of these differences can help build rapport. 

P 
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Paralinguistics (voice qualities other than words) also provides useful 

mechanisms to understand, influence and/or convey significant meanings and can 

be utilized to increase interviewing effectiveness. 

Another aspect of nonverbal behaviour is the effective use of silence.  

Silence, however, is more easily recognized when it occurs than can be described.  

Too much silence can be threatening, just as the absence of attentive silence 

indicates a lack of concern.  In general, silence can be extremely supportive when 

accompanied by other appropriate nonverbal indicators of support (appropriate eye 

contact, non intrusive touch, etc.). 

Haptics (touch) is one of the most powerful tools the physician possesses to 

influence patients.  A soft touch to the hand or arm, an arm around the shoulder, etc., 

often provides powerful evidence of physician attention and caring.  However, touch 

should never be forced in the effort to be supportive.  The touch should be genuine 

on the physician’s part, and he or she remain aware of the potential for touch to be 

threatening, intrusive, or seductive to the patient. 

In this unit we introduced the message system, the system you use to 

communicate meaning to another person.  The message system comprises both 

verbal and nonverbal elements.  The verbal portion is language - the words, phrases, 

and sentences you use.  The nonverbal portion consists of a wide variety of 

elements - spatial relationships, time orientation, gestures, facial expressions, eye 

movements, touch, and variations in the rate and volume of your speech. 

Case 

Non-Verbal Communication and Patient Care 

http://www.scanhealthplan.com/provider-tools/benefits-resources/multi-cultural-

resources/communication/non-verbal-communication/ 

Non-verbal communication is a subtle form of communication that takes place in 

the initial three seconds after meeting someone for the first time and can continue 

through the entire interaction. Research indicates that non-verbal communication 

accounts for approximately 70% of a communication episode. Non-verbal 

communication can impact the success of communication more acutely than the 

spoken word. Our culturally informed unconscious framework evaluates gestures, 

appearance, body language, the face, and how space is used. Yet, we are rarely 

aware of how persons from other cultures perceive our non-verbal communication or 

the subtle cues we have used to assess the person. 

http://www.scanhealthplan.com/provider-tools/benefits-resources/multi-cultural-resources/communication/non-verbal-communication/
http://www.scanhealthplan.com/provider-tools/benefits-resources/multi-cultural-resources/communication/non-verbal-communication/
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The following are case studies that provide examples of non-verbal 

miscommunication that can sabotage a patient-provider encounter. Broad cultural 

generalizations are used for illustrative purposes. They should not be mistaken for 

stereotypes. A stereotype and a generalization may appear similar, but they function 

very differently. A stereotype is an ending point; no attempt is made to learn 

whether the individual in question fits the statement. A generalization is a beginning 

point; it indicates common trends, but further information is needed to ascertain 

whether the statement is appropriate to a particular individual. 

Generalizations can serve as a guide to be accompanied by individualized in-person 

assessment. As a rule, ask the patient, rather than assume you know the patient’s 

needs and wants. If asked, patients will usually share their personal beliefs, practices 

and preferences related to prevention, diagnosis and treatment.  

Eye Contact  

Ellen was trying to teach her Navaho patient, Jim Nez, how to live with his newly 

diagnosed diabetes. She soon became extremely frustrated because she felt she 

was not getting through to him. He asked very few questions and never met her 

eyes. She reasoned from this that he was uninterested and therefore not listening to 

her. 

 

It is rude to meet and hold eye contact with an elder or someone in a position of 

authority such as health professionals in most Latino, Asian, American Indian and 

many Arab countries. It may be also considered a form of social aggression if a male 

insists on meeting and holding eye contact with a female. 

Touch and Use of Space 

A physician with a large medical group requested assistance encouraging young 

female patients to make and keep their first well woman appointment. The physician 

stated that this group had a high no-show rate and appointments did not go as 

smoothly as the physician would like. 

Talk the patient through each exam so that the need for the physical contact is 

understood, prior to the initiation of the examination. Ease into the patients’ personal 

space. If there are any concerns, ask before entering the three-foot zone. This will 

help ease the patient’s level of discomfort and avoid any misinterpretation of physical 

contact. Additionally, physical contact between a male and female is strictly 

regulated in many cultures. An older female companion may be necessary during the 

visit. 

 

Gestures 

An Anglo patient named James Todd called out to Elena, a Filipino nurse: “Nurse, 
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nurse.” Elena came to Mr. Todd’s door and politely asked, “May I help you?” Mr. 

Todd beckoned her to come closer by motioning with his right index finger. Elena 

remained where she was and responded in an angry voice, “What do you want?” Mr. 

Todd was confused. Why had Elena’s manner suddenly changed? 

 

Gestures may have dramatically different meanings across cultures. It is best to think 

of gestures as a local dialect that is familiar only to insiders of the culture. 

Conservative use of hand or body gestures is recommended to avoid 

misunderstanding. In the case above, Elena took offense to Mr. Todd’s innocent 

hand gesture. In the Philippines (and in Korea) the “come here” hand gesture is used 

to call animals.  

Body Posture and Presentation 

Carrie was surprised to see that Mr. Ramirez was dressed very elegantly for his 

doctor’s visit. She was confused by his appearance because she knew that he was 

receiving services on a sliding fee scale. She thought the front office either made a 

mistake documenting his ability to pay for service, or that he falsely presented his 

income. 

 

Many cultures prioritize respect for the family and demonstrate family respect in their 

manner of dress and presentation in public. Regardless of the economic resources 

that are available or the physical condition of the individual, going out in public 

involves creating an image that reflects positively on the family - the clothes are 

pressed, the hair is combed, and shoes are clean. A person’s physical presentation 

is not an indicator of their economic situation. 

Use of Voice 

Dr. Moore had three patients waiting and was feeling rushed. He began asking 

health related questions of his Vietnamese patient Tanya. She looked tense, staring 

at the ground without volunteering much information. No matter how clearly he asked 

the question he couldn’t get Tanya to take an active part in the visit. 

The use of voice is perhaps one of the most difficult forms of non-verbal 

communication to change, as we rarely hear how we sound to others. If you speak 

too fast, you may be seen as not being interested in the patient. If you speak too 

loud, or too soft for the space involved, you may be perceived as domineering or 

lacking confidence. Expectations for the use of voice vary greatly between and within 

cultures, for male and female, and the young and old. The best suggestion is to 

search for non-verbal cues to determine how your voice is affecting your patient.  

 

Galanti, G. (1997). Caring for Patients from Different Cultures. University of 

Pennsylvania Press. 
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Hall, E.T. (1985). Hidden Differences: Studies in International Communication. 

Hamburg: Gruner & Jahr.  

Hall, E.T. (1990). Understanding Cultural Differences. Yarmouth, ME: Intercultural 

Press. 

Assignment 1 

Problem-Solution Portfolio (Individual) - 15% 

Due: Monday 10
th
 September – Wednesday, 26

th
 September  

Weeks 1, 2 and 3 during Monday and Wednesday tutorial sessions. 

 

Task: At the end of the 1
st
 tutorial session on Monday 10

th
 September, students will be 

required to submit a 3 paragraph essay. This submission will allow tutors to give 

feedback on content, organisation and language. A student may – depending on 

the feedback given – have to re-submit the essay. The maximum number of re-

writes is 3. However, if a tutor is satisfied with the student’s first submission, that 

student will not have to re-write the essay.   

 In Week 3, on Wednesday, 26
th
 September, students will write a 4 - 5 paragraph 

essay in Amphi A that will involve analysis of one of the cases in this manual 

using the Problem Solution format. This essay is worth 15% of your coursework 

marks. 

Length:  

 5-6 paragraphs – 2 sides of a letter size page.  
 

Procedure:   

 The questions will be based on a case. The case may take the form of a film 

clip which will be shown in class on the day of the assignment. 
 
 

Further Reading 
 

DeVito, J. A. (2008). Human Communication: The Basic Course. Boston: Allyn and  

 Bacon. 

 

Beck, A., Bennet, P., & Wall, P. (2002) Communication Studies: The Essential 

 Introduction. London/New York: Routledge. 
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Smith, R. D. Introduction to Language and Communication: A Primer on Human and  

Media Communication for the United Arab Emirates University [Electronic 

Version]. Retrieved 16th July, 2007 from: 

faculty.buffalostate.edu/smithrd/UAE%20Communication/Unit2.pdf 

 

Steinberg, S. (2007) An Introduction to Communication Studies. Cape Town: Juta & 

Co.  

 

Adams, R. (2003). The Way We Really Speak.   Retrieved 16th July, 2007, from 

http://loki.lokislabs.org/weblog/archives/2003/10/05/index.php 

 

Dimbleby, G., & Burton, R. (1998). More than Words. London: Routledge. 
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UNIT 2 
 

 

 

Professionalism in Health 
- Introduction 

- Analyzing Patient/Client Characteristics:  

 Age, Gender, Sexual Preferences, Occupation, Socio-

Economic Status and Health Status (Physically and 

Mentally Challenged) and Selecting Appropriate Style 

Level for Different Contexts and Situations 

- Recognizing the Components of Successful Communication in 

Real-Life Medical Contexts 

- Understanding the Role of the Health Care Professional in a 

Changing World: Professionalism, Ethics and Citizenship. 

 

 

 

 

 

 

 

 

 

 

8 hours 
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Introduction 

Profession, Professional, Professionalism: 

What’s the difference and Why is each important? 
 

“What characterises physicians is not infallibility, but a personal and professional 

obligation to strive for excellence, humanism, accountability, and altruism”  

David Thomas Stern 2006 

 

rofession’, ‘professional’ and ‘professionalism’ are related terms used in 

many routine and occupational settings. On the surface, it seems easy 

to distinguish these three terms from each other, and from other 

associated terms such as ‘occupation’, ‘vocation’, ‘trade’, ‘business’, ‘employee’, 

‘employer’ and ‘expertise’. Think for a moment about these three terms as well as 

the terms listed as being associated with them. How are these terms different? 

Can you construct a definition of each of these three terms that demonstrates 

how they are different from their associated terms? How is a ‘profession’, for 

example, different from a ‘job’ or a ‘business’? As medical professionals it is 

especially important that you are aware of the differences among these three 

terms. Therefore, we wish to begin this 

unit by developing a conceptual 

understanding of ‘profession’, 

‘professional’ and ‘professionalism’, 

and considering what they might mean 

for your medical training and practice. 

 

The Latin word from which these three 

terms were derived is ‘professio’ which 

means ‘a declaration’, or, closer to the 

modern usage, an oath or promise, as 

well as ‘a trade’. Following this, a 

profession is any trade or vocation 

which is guided by an oath or other 

formal public declaration. Professions 

require specialised training and are geared toward serving the public (society) in 

some way. The conditions and rules which characterise any given profession are 

rendered by the oath which its members recite and defend. Professions also 

issue a code of ethics to which its members adhere. Public (society’s) confidence 

in the profession depends on how well members of the profession abide by their 

oath and code of ethics. As each member of a profession represents the body as 

‘P 

“professionals 
have a fiduciary duty toward 
those they serve. This means 

that professionals have a 
particularly stringent duty to 

assure that their decisions 
and actions serve the welfare 

of their patients or clients, 
even at some cost to 

themselves” 
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a whole, the group possesses the right to dismiss or discipline members who 

reduce public confidence in the profession so that society’s trust is maintained.  

 

Members of a profession are called professionals. A professional’s duties and 

responsibilities are to both the society and the profession as a whole. As Jonsen, 

Braddock and Edwards explain, “professionals have a fiduciary duty toward 

those they serve. This means that professionals have a particularly stringent duty 

to assure that their decisions and actions serve the welfare of their patients or 

clients, even at some cost to themselves” (1998, emphasis in original). 

Considering the depths of responsibilities and expectations placed on 

professionals, it is no surprise that members of professions take such care in 

deciding who they admit into the group. 

This takes the discussion into an even more formidable term, ‘professionalism’. 

Recently there have been a lot of calls “to defend professional values in the new 

corporate age” (Relman 1998), but what exactly does this mean? For Relman, 

and many others writing on medical professionalism, it means that in a world that 

is increasingly placing commercial and monetary value on all aspects of life, even 

human life itself, health professionals must continue to hold to the oath, ethics, 

values, duties and responsibilities originally embraced by their profession. 

Professionalism merges the technical aspects of medical procedures with the 

fundamental social functions of the profession. Being a technical medical expert 

does not entail professionalism. Professionalism requires providing expert 

medical care humanely and altruistically. Professional medical practitioners serve 

the interests of patients and clients before their own and elevate service above 

personal proprietary interests (Hafferty 2000). 

In the literature on medical professionalism the following principles continuously 

recur: 

Trust Honour Humility 
Responsibility Integrity Collegiality 
Ethics Respect Public Interest 
Accountability Competence Altruism 
Self-regulation Compassion Values 
Excellence Morality Attitudes 
Duty Patient Advocacy Honesty 
Service Dedication Empathy 
 

The manual focuses on the ‘Hows’ of professionalism. It focuses on the 

communication aspect of medical professionalism. This course and manual are 

not a complete and final resource on communication in medical contexts. Rather, 

it provides you with the tools and skills necessary to think professionally about 
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your future practice. The course embraces the principle of patient-centeredness 

in medical practice and encourages you to use the communication tools and 

skills provided as a starting point to developing an awareness of what is involved 

in delivering professional medical care to patients and clients. Since being a 

professional also means that you are a member of an established social 

profession, the second part of this course also provides useful information on 

communicating effectively with other members of the medical fraternity. 
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Analyzing Patient/Client Characteristics 

Gender  

 considerable amount of research has been conducted in the past to 

understand how gender – interpreted as sex - can impact the medical 

encounter. There have also been studies on how gender affects practitioner 

relationships with each other. Debra Roter, who has written extensively in this area, 

discusses how male and female physicians communicate differently in medical 

encounters and how these communication differences can impact the medical 

relationship. As several cases in this manual emphasize, gender differences and 

similarities among practitioners and patients can have a number of effects on the 

medical encounter. Health professionals need to consider if/how gender might be 

involved in their communication with patients and colleagues and be able to 

address the issue as the situation necessitates. 

Studies on gender communication in health contexts have shown that differences in 

the way male and female medical practitioners communicate significantly impact the 

practitioner-patient relationship. Research has shown that female practitioners 

conduct longer medical visits, make more positive statements in interacting with 

patients, use more facilitating and back-channeling cues and employ more affirming 

and empathic nonverbal signals, for example, smiling, nodding, and using open and 

empathic facial expressions and body language. Female practitioners also engage 

in more psychosocial counselling and psychosocial questioning. They are also more 

likely to initiate discussions grounded in feelings and emotions. The only situation 

where this trend has been challenged is in obstetrics where male physicians 

engage in more emotionally-focused interaction than their female counterparts. 

These communicative behaviours translate, in many circumstances, into higher 

levels of satisfaction in patients treated by female practitioners. Roter, Lipkin and 

Korsgaard (1994) report that “when with female compared to male physicians, 

patients engaged in more positive talk, partnership building, question-asking, and 

information giving”.  

What this suggests is that for females it might be easier to engage in the kinds of 

communicative styles that increase levels of patient satisfaction in the medical 

encounter. However, this does not mean that male practitioners cannot achieve the 

same. It may mean that male practitioners need to be more aware of their 

communicative styles and consciously attend to engaging in the kinds 

communicative behaviours that elicit positive patient responses. What do you think? 

A 
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Gender Identity and Sexual Orientation 

n the past few years a new dimension of gender in health contexts has surfaced 

and has been receiving increasing attention, that of gender identity and sexual 

orientation. Gender discourse in medicine has now been extended to include 

gay, lesbian, bisexual or transgender practitioners and patients in the discussion. 

The Gay and Lesbian Medical Association (GLMA), several Human Rights groups, 

medical centres, university groups and alliances, and individual practitioners have 

influenced the course of the discussions significantly. 

This area is concerned primarily with combating gender and sexual identity 

discrimination in patient care and in the medical profession. Many patients, some 

with life-threatening diseases, refuse to seek medical care because of fear of 

discrimination as a result of their gender identity or sexuality. Outside of the 

mechanical or technical aspects of medicine, many practitioners do not always 

attend to the personal needs of their transgender, bisexual, gay or lesbian patients. 

Many patients who are ‘out’ leave medical encounters feeling as if they have been 

judged and discriminated by practitioners. Some patients who are not ‘out’ or who 

do not think their gender identity or sexuality is significant to their doctor/patient 

relationship can lose faith in the profession if they face heterosexism – where 

practitioners automatically assume patients are heterosexual, overlooking other 

possibilities.  

 

I 

   Research Blurb   

One study found that female physicians talk 40% more than 

their male colleagues in medical encounters.  

It also found that patients of female physicians talked 58% 

more than male physicians’ patients. 

What do you think these statistics might mean for your own 

practice?  
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Some patients can feel uncomfortable with medical professionals who are ‘out’ and 

can become openly hostile to their doctors. One study found that patients would 

change providers or practices if their practitioner was gay or lesbian (Lee et al, 

2008). Consequently, work in this area also focuses on educating the public as well 

as the profession on gender identity and sexual orientation to reduce discrimination.  

Practitioners should be non-judgemental, empathetic and open-minded with all 

patients, encouraging trust and understanding in the doctor-patient relationship, 

notwithstanding the age, gender, background, ethnicity, religion, gender identity or 

sexual orientation of their patients. The British Medical association (BMA) states 

that practitioners should not immediately assume that a patient’s health problems 

are related to his/her sexuality, this is discriminatory. The association also suggests 

that using gender neutral language will also help patients to feel more included. 

Bonvicini and Perlin (2003) provide some useful suggestions for incorporating 

gender neutral language into the doctor-patient interview. They also provide some 

very useful suggestions for helping health professionals to become more inclusive 

in their overall communication with gay, lesbian, bisexual and transgender patients. 

As with all doctor-patient encounters, it is imperative that patients trust medical 

practitioners enough to open-up and disclose any issue that may be influencing 

their health, including issues of gender identity and sexuality.   

All patients have a right to be treated with respect and to be provided with equal and 

fair medical care. At the same time, professionals also need to be respectful to their 

colleagues and foster professional, non-judgemental and supportive working 

relationships. In this way, the public’s confidence in the medical profession would be 

maintained. 

 



COMS 1001 Communication Skills for Health Personnel, 2012-2013 

   

 

 

35 
 

 

 

 

 

 

 

 

 

  

 Guidelines for Care of LGBT Patients: A Summary of 

the GLMA Recommendations   

Create a Welcoming Clinical Environment for LGBT Patients using 

gender neutral language. 

LGBT patients often “scan” an office for clues to help them determine 

what information they will share with their health care provider. You 

may wish to disseminate or visibly post a non-discrimination statement 

stating that equal care will be provided to all patients, regardless of 

age, race, ethnicity, physical ability or attributes, religion, sexual 

orientation, or gender identity/expression. 

Encourage openness by explaining that the patient-provider discussion 

is confidential and that you need complete and accurate information to 

have an understanding of the patient’s life in order to provide 

appropriate care.  

Ensure that the conversation will remain confidential and specify what, 

if any, information will be retained in the individual’s medical records. 

Listen to your patients and how they describe their own sexual 

orientation, partner(s) and relationship(s), and reflect their choice of 

language. 

GLMA. Provider Guidelines for Creating a Welcoming Environment. Retrieved 3 June 2009 from 

http://www.glma.org/_data/n_0001/resources/live/Welcoming%20Environment.pdf 
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Recognizing the Components of Successful 

Communication in Real-Life Medical Contexts 

Cultural Diversity in Healthcare 
Michelle Harricharan 

 

ulture plays an important role in medical communication. Patients/clients 

and staff in medical settings come from different cultural backgrounds 

which influence how they communicate in medical settings. Culture is 

understood generally here as the learned values, attitudes, beliefs, and 

behaviours of a group of people. It also includes culturally produced articles of 

value for a cultural group for example, literature, art, music and artefacts. Culture 

is one factor that reflects and shapes how individuals view the world and interact 

within it. Cultures present different ways of perceiving and interpreting a dynamic 

multidimensional and multifaceted world.  A physician’s culture influences the 

way (s)he interacts with patients and other practitioners – in combination with 

other factors within the contexts of communication. Understanding and 

responding to the role of culture in healthcare is thus integral to maintaining 

professionalism and delivering quality medical care. 

Cultural Differences and Communication  

Intercultural communication is communication across cultures or communication 

between/among people of different cultures. With regard to communication, 

different communities may have different, even conflicting, assumptions about: 

 Power  
Power can influence how individuals communicate in groups; whether they 

openly engage in discussions and ask critical questions or wait for directive 

from those who have legitimate decision-making power in the group. Power 

may also affect people’s ability to say ‘no’, since in some cultures, answering 

negatively to a superior is not tolerated. 

 Time 
Different cultures have different perspectives on time, the value placed on it 

and how it should be used. In some cultures time is viewed flexibly and some 

degree of lateness is expected. Other cultures hold rigidly to deadlines, 

appointments and schedules. Further, different cultures have different 

expectations about how time is used during meetings - whether some time 

should be spent socialising and getting to know each other or time should be 

used getting directly down to the business at hand. 

  

C 



COMS 1001 Communication Skills for Health Personnel, 2012-2013 

38 
 

 

 Communicative rules 
Different cultures also have rules guiding how individuals engage in 

communication, for example, rules guiding initiating transactions, interrupting, 

turn-taking, giving feedback, listening, constructing messages and nonverbal 

behaviour. The rules of politeness steering effective communication also vary 

from culture to culture. Two people from very different cultures using their 

own culturally appropriate rules of politeness may misunderstand each other 

because they are not aware of the contrasting communicative rules at work in 

the interaction.  

 Language use 
Cultures have different perspectives on how to use language. In some 

cultures clear and direct language is used to communicate meaning. In other 

cultures, direct language may be perceived as intimidating and authoritarian. 

Instead indirect language is used to communicate meaning. For instance, in 

some cultures, it may be considered offensive to answer negatively to a 

request, but negative responses can be effectively couched in positive 

language and tones so the sender’s message is clear to the receiver. For an 

individual who has not been introduced to the rules of interpreting such 

messages, miscommunication can occur. 

 Collaboration 
Some cultures prioritise collaboration and community over individual needs 

and rewards. In such cultures, groups (including families, relatives, 

communities and colleagues) work together to achieve common aims and 

objectives. The problems (including medical problems) facing an individual 

become issues that the group faces and deals with together. This contrasts 

with cultures that generally promote individual needs and rewards over that of 

the community. 

Intercultural Practitioner Communication  

With regard to inter-practitioner communication, culture can shape the way 

individuals perceive and manage professional roles, relationships, responsibilities 

and procedures as well as the way conflicts are entered into and addressed. 

Cultural differences may result in misunderstanding between colleagues and 

therefore the role of culture in communication needs to be actively and 

consciously considered when communicating with others.  
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Activity 

In your workshop groups, consider the five types of cultural difference provided 

above. Can you come up with some scenarios where each type of difference 

prevents effective practitioner communication? Try to think of scenarios from 

different medical disciplines. How do you think you can professionally and 

competently deal with these problems? 

Cultural diversity should not be perceived as a problem in the workplace. 

Diversity transforms the workplace, providing different and valuable perspectives 

to the delivery of quality medical care. By effectively managing communication 

across cultures practitioners can harness the valuable cultural experience and 

perspectives professionals from different cultural backgrounds bring to the 

workplace.  

Central to managing intercultural communication is becoming aware of the role 

culture plays in your own communication. Take some time and reflect on how the 

way you communicate (both verbally and nonverbally) may be shaped by your 

own culture. When communicating with colleagues from another culture, try to be 

conscious of how your culture and that of others may be impacting the 

communication process. Be open-minded in your interactions with colleagues. 

Do not evaluate their messages prematurely. Rather, try to ask probing 

questions to better understand what your colleague is trying to share before 

deciding what you think about it. Try to learn more about colleagues’ cultures 

where possible. This will help you to: (1) interpret messages more effectively and 

(2) construct more culturally sensitive verbal and nonverbal messages. Be 

flexible in your communication with others. Be willing to adapt your 

communication style and patterns to suit the person you are communicating with 

and the situation you are in. Finally, remember that culture is one of many factors 

influencing an individual’s communication. Avoid evaluating an individual’s 

communicative patterns as reflective of his/her entire group’s. 

Intercultural Practitioner-Client Communication 

Culture can also result in miscommunication between practitioners and 

clients/patients. Misunderstanding inevitably affects compliance, health outcomes 

and patient/client satisfaction. Patients from different cultural backgrounds may 

have different perspectives on issues related to heath, illness and healthcare. 

These differences will have to be mediated to achieve culturally appropriate and 

successful health outcomes. Symptoms and other health problems may be 

presented quite differently from culture to culture depending on how illness is 

interpreted. A practitioner dealing with a patient who conceptualises health 

problems in very different ways will have to find means of successfully mediating 

between the cultures involved to achieve positive health outcomes. Different 
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cultures may also have different expectations of healthcare which, if not met, 

may result in non-compliance. For example, patients may expect practitioners to 

have immediate and final answers to difficult health problems and practitioners 

may be evaluated negatively if these expectations are not met. Further, a 

patient’s or client’s beliefs may influence how recommendations for treatment are 

interpreted and followed. Linguistic barriers between patients/clients and 

practitioners can cause additional problems for practitioners. 

An added dimension to intercultural communication in health contexts is 

ethnomedicine. As Williams explains, “Ethnomedicine refers to the study of 

traditional medical practice which is concerned with the cultural interpretation of 

health, diseases and illness and also addresses the healthcare-seeking process 

and healing practices” (2006). Many patients and clients today rely on both 

traditional practices and modern medicine to manage their health. Increasingly 

work is being conducted to understand ethnomedical practices across the globe 

and how these intersect with western medical practice. Culturally sensitive 

communication probes the traditional medical practices of clients and weaves 

them into the interview and treatment in a way that does not disrespect these 

practices. 

Activity 

In your workshop groups, go over the five types of cultural difference provided 

earlier in this unit. Can you come up with some scenarios where each type of 

difference prevents effective practitioner-client or patient communication? Try 

to think of scenarios from different medical disciplines. How do you think you can 

professionally and competently deal with these problems? 
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Understanding the Role of the Health Care 

Professional in a Changing World: Professionalism, 

Ethics and Citizenship. 

Professionalism  
Michelle Harricharan 
 

Ethics: The Subjective Nature of Right and Wrong 

 

edical ethics underpins every practitioner-patient/client encounter and lies 

at the heart of successful medical and human interaction. The nature, 

characteristics and principles of ethical medical practice, which has its roots 

in the Hippocratic Oath, has always been pivotal to the medical profession. However, 

as the world gets smaller and more globalised, and as scientific breakthroughs take 

medicine into new and unforeseen territories, the emphasis and attention on ethics in 

medicine and medical care has grown considerably. Medical ethics is no longer for 

medical practitioners only. Interest groups, governments, academics, scientists, 

religious leaders and other groups, as well as individuals are all getting involved in 

some way to ensure that current global and scientific developments do not impinge 

on individual human rights and personal beliefs. The terrain, however, is deeply 

contentious and replete with questions and concerns that no one has answers to; we 

can only put forward suggestions and comments for consideration. Medical ethics 

deals with fundamentals, human beings’ most basic beliefs and positions and is thus 

very personal and subjective. Consequently, the instability that surrounds medical 

ethics is expected. At the same time, practitioners need to be able to determine what 

ethical considerations underpin each of the cases (s)he is presented with, and must 

be committed to responding in the best interest of the patient.  

 

Why is Medical Ethics so Problematic? 

 

Let’s step back from medical ethics for the moment and consider what is meant by 

ethics. One of the principles of a civil society according to early philosophers was 

distinguishing between right and wrong, with all aspects of the social structure 

making a deliberate effort to do the right thing; make the right choices. Ethical 

choices are thus rooted in issues of morality, so much so that the two terms are 

sometimes used synonymously even though they are not the same – the former 

employs the latter in decision-making. 

 

Some would argue that there are universal laws of what constitutes right and wrong 

which all individuals, irrespective of culture, family, personal values, experiences or 

background acknowledge – consciously or unconsciously. However, experience has 

M 
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not always shown this to be the case. Another view, the subjective view, argues that 

notions of right and wrong differ among cultures but also on a more micro scale, from 

individual to individual based on personal beliefs, values, experiences, background 

and family upbringing. These beliefs are not always stagnant and can change over 

time as the individual grows and develops, and has new experiences which impact 

his/her notion of right and wrong. Right and wrong are therefore not universal 

maxims which everyone aligns with, but are deeply personal. Taking this further, 

some subjectivists disregard the notions or right and wrong altogether, arguing that 

what we consider right and wrong depends on the circumstances surrounding an 

action; that what is clearly wrong in one situation can be right in an entirely different 

situation. These subjectivists embrace what is referred to as situational ethics.   

 

Let’s go back now to medical ethics and examine how a subjective approach to 

ethics impacts on medical decisions. It is the responsibility of medical practitioners 

(regardless of their discipline) to act ethically in their profession. However, if ethics is 

personal and situational it may be difficult for professionals to make decisions about 

what is and is not ethical. Practitioners have to be guided by laws and codes to 

decide how best to act in specific situations. Sometimes laws/policies may conflict 

with a practitioner’s personal positions. Other times, practitioners and patients/clients 

may not agree on what is the right course of action. In some sensitive cases the 

practitioner may not even be able to decide what is right because the situation is so 

complex.  

 

Today, with so many parties interested in medical ethics, the debates have become 

very public issues. It is easy to associate ethical issues in medicine with some of the 

‘big guns’ in the public domain at the moment, for example, reproductive issues – 

including abortion, contraception, assisted reproduction and sterilization; end of life 

decisions – for example, euthanasia, advance healthcare directives such as living 

wills and Do Not Resuscitate (DNR) orders; HIV; organ transplantation; and blood 

transfusions to name just a few. This can cause problems as we may overlook the 

ethical issues that can surface in cases that do not relate to these bigger issues, 

such as patient confidentiality, honesty - especially with regard to informed consent, 

patient autonomy, the patient’s right to be treated with dignity, and fairness in the 

distribution of medical care and resources.  

 

 

 

 

 

 

 

 

 

   Reflection   

These are just a small number of the ethical decisions doctors make on a 

daily bases. Can you think of any others? Have you had any experience 

making ethical decisions in the past? If yes, do you remember how you felt 

making the decision? Did you have any help in making the decision? How did 

you eventually come to a decision? Consider sharing your responses to these 

questions with your workshop group. The ensuing discussion may prove very 

helpful in understanding the nature and complexity of medical ethics. 
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Medical professionals need to be aware of the ethical issues that may ground the 

different aspects of their practice. They need to critically examine how their personal 

perspectives may influence their professional decisions and their provision of ethical 

medical care. Practitioners also need to remember that the patient/client may have 

his or her own position on what is the right course of action, and practitioners should 

continuously consider the patient’s desires and needs, as well as the laws and codes 

governing their own actions, as they interact with their patients. As you examine the 

various cases that are provided in this manual, see if you can uncover any ethical 

dimension to the scenarios presented. 

 

Recommended Reading 

Snyder, Lois, & Cathy Leffler. (2005) Ethics Manual. 5th ed. Position paper of the 

Ethics and Human Rights Committee, American College of Physicians. Retrieved 

7 Apr 2009. from  

<http://www.acponline.org/running_practice/ethics/manual/ethicman5th.htm>. 

 

Veatch, Robert M., ed. (1997) Medical Ethics. 2nd ed. Massachusetts, Boston, 

London, Toronto & Singapore: Jones and Bartlett Publishers. 

 

Veatch, Robert, M. (2000) Cross-Cultural Perspectives in Medical Ethics. 

Massachusetts, Boston, London, Toronto & Singapore: Jones and Bartlett 

Publishers.   

 

Medical professionals as good citizens   

Included in or underlying many reports, policies and mission/vision statements on 

medical professionalism and ethics is the image of the health professional as a good 

citizen (American Medical Association 2002; Council of Medical Specialty Societies 

1999; Gruen, Pearson and Brennan 2004; Rothman 2000, 2002; Sullivan 1999). 

Being a professional means embracing your profession as part of a commitment to 

making society better through your work. It is not only about being a good doctor 

within the confines of a medical/pharmaceutical/veterinary/dental centre but about 

being a good citizen through (i) routine social actions and by (ii) accepting additional 

public roles. In being a good citizen the professional builds public confidence and 

meets the full expectations of the profession. 

 

What makes a good Citizen? Contributing to Public Good 

Inquiry into what makes a good citizen has always been hotly debated, particularly 

during times when citizenship is under question. But being an official citizen and 

being a good citizen are two very different things. Being a good citizen is about 

qualities in the citizen and actions of the citizen which contribute to, and help, the 
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community and community members in some way. This can be summarised as 

contributing in some way to public good. 

 

(i) Routine Social Actions       

One way in which medical professionals can contribute to social and community 

good is through their routine and everyday actions. For instance, this manual has 

discussed the importance of holding office doors open for clients or patients. This 

practice does not have to stop when the professional leaves the office. Holding a 

door open for the person who is behind you in any building or opening the door for 

someone who is less able contribute significantly to public good. The importance of 

treating clients, patients and colleagues with respect, and being non-judgemental 

and open-minded in your interactions with them can also be extended to the wider 

community.  

 

We should also aim to be courteous and considerate in all of our public interactions, 

not only our professional ones. We are expected to greet patients with eye contact 

and a smile but when we sign out for the day we should not leave these behaviours 

behind. They should become a part of our everyday, routine social actions and 

interactions. An important part of being a good citizen is respecting and abiding by 

the laws and regulations which govern the community and the country. It is also 

about respecting the physical space of the community itself by not littering, and 

contributing to the upkeep of the public space by not vandalising private or public 

property. 

 

In this way professionals become a public example of their profession and contribute 

to public confidence in the profession. 

 

(ii) Accepting Other Public Roles 

As good citizens, health professionals can also become more engaged in the public 

sphere, particularly in roles which require their expertise. By this we mean becoming 

more involved in or even planning and executing health-related community activities, 

for example holding a fun and educational Family Medicine Day at local clinics or 

other community areas. Pharmacists, doctors, nurses, veterinarians and dentists 

may pool resources and carry out joint events or they can choose to lead separate 

and more specialized events depending on the community’s needs.  

 

There is much to be gained from carrying out activities such as these. By getting 

involved in community activities practitioners become more visible to and engaged 

with the community they serve and better able to gain their trust. Further, since many 

health problems are connected to social issues, being involved in the community 

means that practitioners are better placed to understand patient problems (Gruen, 

Pearson and Brennan 2004). Promoting health awareness is one of the 

responsibilities of the medical practitioner and community efforts can go a long way 

in helping professionals meet this responsibility. 
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In addition to participating in community activities, professionals can also get 

involved at the policy level, working with legislators and activist groups to impact 

health-related policy decisions. In this way practitioners become campaigners for 

their patients’ well-being at the political level, using their knowledge and expertise to 

propel change in matters that affect them or their patients directly. 
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   Workshop Activity   

In small groups of about four discuss the things that you can do as a 

medical professional to be a better citizen and to contribute to the 

development of your community or country. Try to generate ideas for 

different medical disciplines.  

 

http://www.ama-assn.org/ama/upload/mm/369/decofprofessional.pdf
http://www.soros.org/resources/articles_publications/publications/ideas_physicians_20020101?skin=printable
http://www.soros.org/resources/articles_publications/publications/ideas_physicians_20020101?skin=printable


COMS 1001 Communication Skills for Health Personnel, 2012-2013 

47 
 

Assignment 2 

Individual Verbal Presentation – 10% 

Due: Week 5  

 Monday 8th October + Wednesday 10th October 

Task: Prepare and deliver a three-minute verbal presentation based on a 

case which will be given to you in class. You will be given time to 

prepare for the presentation. In preparing your presentation, 

consider the following question:  What aspects of the 

communication process should you take into account in trying to 

help the client/patient? 

Length:       3 minutes (You may NOT go over the stipulated time limit.) 

Format:   

 Your presentation should have an introduction, body, and 

conclusion. 

 
 Remember to use appropriate transition cues.  Announcing a 

subsection is not considered a smooth transition.  Let us 
suppose you have been talking about kinesics and you are 
going to move on to proxemics.  Which strategy is better? 
 “Proxemics. Proxemics refers to…” 
 “At this point, I’d like to talk about proxemics. Proxemics 

is the…” 
Option (b) is a much better strategy than (a) in which a 

subsection is announced and then explained.   

 

 You may use flashcards to help you remember the points you 

are presenting.  However, reading your presentation to your 

audience is unacceptable.  Please try to avoid doing this. 

 

 Be sure to project your voice loudly and clearly so that your 

presentation can be recorded properly. 

 

 Dress professionally and appropriately on the day of your 

presentation.   
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UNIT 3 
 

 

 

Effective Verbal Communication 
 

- Introduction 

- Verbal Presentation 

 Planning and Organizing the Presentation 

 Assessing Audience 

- Understanding Characteristics and Responding Appropriately  

 Dealing with Anxiety 

- Professional Contexts: Patient/Client Contexts 

 The Medical Interview:  

Technique Appropriate Distancing  

Formulating Questions and Responses 

Dealing with Delicate Issues 

- Group/Team Communication 

 Small and Large Group Characteristics:  

Group Dynamics 

Leadership versus Participation Qualities 

 

 

 

 

  

 

 

 

 

 

12 hours 
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Oral Presentation 
PPllaannnniinngg  aanndd  OOrrggaanniizziinngg  tthhee  PPrreesseennttaattiioonn  

Speech Delivery 

t some point in your career you are likely to be called on to give a speech 

presentation.  Brief speeches (3 to 15 minutes) are organized like letters and 

memos.  Formal presentations, lasting up to an hour or more, generally involve 

complex subjects and require more interaction with the audience.  They are organized 

like formal reports, with an introduction, a body and a close. 

Many long speeches and presentations make use of such visual aids as handouts, 

chalkboards, flip charts, overheads, slides, computers and audiovisual equipment.  

These should be selected to suit your purpose and the size and needs of the audience. 

Practice your presentation thoroughly in advance.  As you address the audience use 

nonverbal communication skills to enhance your effectiveness.  Be sure to use eye 

contact and to speak so that everyone can understand you.  If you encounter difficult 

questions, remain unemotional as well as you can; then move on. 

A. Development of the Speech or Presentation: 

1. Analyse your audience. 
2. Begin with an attention-getter. 
3. Preview the main points. 
4. Limit the discussion to no more than three or four points. 
5. Explain who, what, when, where, why and how. 
6. In longer presentations include previews and summaries of major points as you 

go along 
7. Close by reviewing your main points and making a memorable statement 

 

B. Visual Aids 

1. Use visual aids to show how things look or relate to one another 
2. Use visual aids to highlight important information and create interest 
3. Select appropriate visual aids. 
  Use flip charts, boards or transparencies for small informal groups. 

  Use slides or films for major occasions and large groups. 

4. Limit each visual aid to three or four graph-lines or five or six points. 
5. Use short phrases 
6. Use large, readable type 
7. Make sure equipment works 

  

A 
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C. Delivery 

1. Establish eye contact 
2. Speak clearly and distinctly 
3. Be sure everyone can hear 
4. Speak in your natural style 
5. Stand upright but not too stiffly 
6. Use gestures in a natural appropriate way 
7. Encourage questions 

Allow questions during the presentation if the group is small 
Ask the audience to hold their questions until the end if the group is large or 
hostile 

8. Respond to questions without becoming side-tracked 
9. Maintain control of your feelings in spite of criticism 

  

CCoonnssttrruuccttiinngg  tthhee  PPaattiieenntt  PPrrooffiillee  

Things to Consider 

n order to construct a patient profile, you need to 

know enough to at least answer these three 

questions: 

1. How does the patient’s lifestyle support or 
mitigate this illness? 

2. How does the lifestyle contribute to or limit the 
severity of illness? 

3. How will the lifestyle interfere or help with 
getting well? 

 

The connection of certain illnesses with a patient’s 

lifestyle or personality is obvious, for e.g., the 

development of recurrent viral infections among child care workers.  At times, the 

social history is critical to making the diagnosis (AIDS and Personality disorders 

are excellent examples); at other times, keeping the patient well depends on his 

or her ability to, for example, follow a special diet or complex regimen of 

medicine: 

 

WHAT GOES INTO THE PATIENT PROFILE 

You can begin the patient profile with questions such as: 

“Can you tell me a little about yourself?  Your family?  Your work?” 

I 

http://www.factmonster.com/

images/stethoscopeClipboar

d.jpg 
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Or 

“How have things been going for you otherwise? At home? At work? In your 

marriage?” 

Try to develop a picture of the patient as a person. 

 What is this person like? 
 Who is he or she? 
 What is a typical day like? 

 
Often one of the most useful parts of an entire history is a detailed description of 

what the patient usually does on an ordinary day and exactly how this is modified 

by the illness.  For example, in the case of a person who may be suffering from 

dementia, the description of a typical day may be more revealing than mental 

status testing, particularly when the dementia is mild.  The description may be 

more important as well, since what really counts is how the patient functions in 

his or her environment, not how a patient scores on a mental status test. 

The degree of compliance (see page 105 for definitions of compliance) that you 

need depends on the situation.  Some of it may emerge in the course of the 

interview without specific questioning.  Much of it is acquired not on the first day 

of hospitalization or during the first office visit but over time as you get to know 

the patient and understand what is relevant to his or her care.  Keep in mind that 

the idea is to find out the patient’s strengths and weaknesses and the nature of 

his or her support system, if any.   

How has this person coped with illness or other stress in the past?  How does he 

or she keep distress within manageable limits?  Remember that more intimate 

data are more easily and reliably obtained when you know the patient better, 

whether later in your initial history, later in the interview, later in hospitalization, 

or years later in your relationship with the patient.  Tailor what you need to know 

to the situation at hand. 

A complete patient profile could be structured as summarized in Table 5-1 on 

page 54.  This is not an outline of questions to ask but a framework in which to 

organize information. The areas included are the basics, such as demographic 

information; risk factors, such as a diet and relationships with significant others: 
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At the conclusion of the interview patients may be left with the feeling that there is 

no future, and may be glad to hear that there is one.  If you are not intending to 

see the patient again 

(as more likely to 

happen in tertiary 

referral centres), then 

you can at least 

indicate the lines of 

communication (I 

won’t make a return 

appointment, but if 

anything crops up that 

your family doctor 

wants my advice on, 

he can call me).  

Perhaps the most 

important function of 

the summary and 

contract is to show the 

patient that she or he 

has been heard and 

has made an 

impression on you.  It 

is, perhaps, an 

essential component 

of human nature, 

amplified during 

illness, that everybody wants to be considered as special to some extent and to 

somebody, everyone needs attention at times especially if one is sick.   

 

http://www.wpclipart.com/page_frames/clipboard_01.png 

 

Table 5-1 



COMS 1001 Communication Skills for Health Personnel, 2012-2013 

55 
 

AAsssseessssiinngg  AAuuddiieennccee  

Audience Analysis 

Lucas, S. (2001). The art of public speaking. Boston: McGraw Hill. 

 

udience-centeredness is keeping the audience foremost in mind at every step of 

speech preparation and presentation. An audience analysis can help with that. 

Demographic Audience Analysis – this type of Audience Analysis focuses on 

demographic factors such as: 

 age,  

 gender,  

 religious orientation,  

 group membership,  

 racial, ethnic, educational or cultural background. 
 

Situational Audience Analysis – this type of Audience Analysis focuses on situational 

factors such as:  

 the size of the audience,  

 the physical setting for the speech, the disposition of the audience towards the 
topic,  

 the speaker,  

 the occasion. 
 

Checklist for Audience Analysis 

A. Audience Size and Composition 

 Estimate how many people will attend. 
 Consider whether they have some political, religious, professional or other 

affiliation in common. 
 Analyse the mix of men and women, age ranges, socio-economic and ethnic 

groups, occupations, and geographic regions represented. 
 

B. Probable Audience Reaction 

 Analyse why audience members are attending the speech or presentation. 
 Determine the audience’s general attitude toward the topic. 

o Decide whether the audience is very interested, moderately interested or 
unconcerned. 

o Review how the audience has reacted to similar issued in the past 

A 
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o Determine which facets of the subject are most likely to appeal to the 
audience. 

o Decide whether portions of your message will create problems for any 
members of the audience. 

 Analyze the mood that people will be in when you speak to them: are they 
tired from listening to presentations like yours or are they fresh because your 
presentation comes early in the agenda. Are they interested in hearing a 
unique presentation; restless from sitting too long in one position and 
needing a minute to stretch? 

 Figure out which sort of backup information will most impress the audience: 
technical data, statistical comparisons, cost figures, historical information, 
generalizations, demonstrations, samples and so on. 

 Predict audience response. 
o List ways that the audience will benefit from your message. 
o Formulate an idea of the most desirable audience reaction and the best 

possible result. (What you want the audience to believe or do 
afterwards.) 

o Anticipate possible objections or questions. 
o Imagine the worst thing that might happen and how you might respond. 

C. Level of Audience Understanding 
 

 Determine whether the audience already knows something about the 
subject. 
o Analyse whether everybody has about the same amount of knowledge. 
o Consider whether the audience is familiar with your vocabulary. 

 Estimate whether everybody is equally capable of understanding the 
message. 

 Decide what background information the audience will need to understand 
the subject. 

 Think about the mix of general concepts and specific details you will need to 
explain. 

 Consider whether the subject involves routine, recurring information or an 
unfamiliar topic. 

D. Audience Relationship with the Speaker 
 

 Analyse how this audience usually reacts to speakers. 
 Determine whether the audience is likely to be friendly, open minded or 

hostile toward your position in making the speech or presentation. 
 Decide how the audience is likely to respond to you. 

o Analyse what the audience expects from you. 
o Think about your past interactions with the audience. 
o Consider whether the audience has any biases that might work against 

you. 
o Consider your relative status. 
o Take into account the audience’s probable attitude toward the 

organisation you represent. 
 Decide which aspects of the background are most likely to build credibility. 
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Professional Contexts: Patient/Client Contexts 
TThhee  MMeeddiiccaall  IInntteerrvviieeww::    

TTeecchhnniiqquuee  AApppprroopprriiaattee  DDiissttaanncciinngg    

FFoorrmmuullaattiinngg  QQuueessttiioonnss  aanndd  RReessppoonnsseess  

DDeeaalliinngg  wwiitthh  DDeelliiccaattee  IIssssuueess  

Calgary - Cambridge Guide to the Medical Consultation  

Initiating the Session Communication Skills to Use 

 establishing initial 
rapport 

 Greeting 

 Introductions 

 Interest, concern 
and respect 

 identifying the 
reason(s) for the 
patient’s attendance 

 The patient’s agenda 

 Screening 

 Agenda setting 

Gathering Information 

 

 exploration of problems 

 Narrative thread 

 Question style 

 Listening 

 Facilitation 

 Clarity 

 Clarification 

 understanding the 
patient’s perspective 

 Ideas and concerns 

 Effects 

 Expectations 

 Feelings and 
thoughts 

 Cues 

 providing structure to 
the consultation 

 Summary 

 Signposting 

 Sequencing 

 Timing 

Building the Relationship 

 developing rapport 
 

 Non-verbal behaviour 
 Use of notes 
 Acceptance 

 Empathy and 
support 

 Sensitivity 

 involving the patient 
 Sharing of thoughts 

 Explanation of 
process 

 Examination  

Explanation and Planning 

 providing the correct 
amount and type of 
information 

 Chunks and checks 

 Assesses patient’s 
starting point 

 Asks patient what 
other info would 
be helpful 

 Gives explanation 
at appropriate 
times  
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 aiding accurate recall 
and understanding 

 Organises 
explanation 

 Uses explicit 
categorisation or 
signposting 

 Uses repetition and 
summarising 
 

 Clarity 

 Uses visual 
methods of 
conveying 
information 

 Check patient’s 
understanding of 
information given 
(or plans made) 

 achieving a shared 
understanding:  
incorporating the 
patient’s perspective 

 Relates explanations 
to patient’s illness 
framework 

 Provides opportunities 
and encourages 
patient to contribute 

 Picks up verbal 
and non-verbal 
cues 

 Elicits patient’s 
beliefs, reactions 
and feelings 

 planning:  shared 
decision making 

 Shares own thoughts 

 Involves patient by 
making suggestions 
rather than directives 
 

 Encourages 
patient to 
contribute their 
thoughts 

 Negotiates 

 Offers choices 

 Checks with 
patient 

Closing the Session 

 closing the session 
 Summarising 

 Contracting 

 Safety Netting 

 Final Checking 
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Initiating the Session 

Establishing Initial Rapport: 

1. Greeting:  welcomes and obtains patient’s name 

2. Introductions:  introduces self and role 

3. Demonstrates interest, concern, respect for patient as a person (here and 
throughout interview), including patient’s comfort 

 

Identifying the reason(s) for the patient’s attendance: 

4. The patient’s agenda:  identifies the problems or issues that the patient wishes 
to address (e.g. “What would you like to discuss today?”) 

5. Screening:  checks and confirms list of problems (e.g. so that’s headaches and 
tiredness, is there anything else you’d like to discuss today as well?”) 

6. Agenda setting:  negotiates agenda taking both patient’s and physician’s needs 
into account 

Gathering Information 

Exploration of problems: 

7. Narrative thread:  encourages patient to tell the story of the problem(s) from 
when first started to the present in own words (clarifies reason for presenting 
now) 

8. Question style:  uses open-ended and closed questions, appropriately moves 
from open-ended to closed 

9. Listening:  listens attentively, allowing patient to complete statements without 
interruption and leaving space for patient to think before answering or go on 
after pausing 

10. Facilitation:  facilitates patient’s responses verbally and non-verbally e.g. use of 
encouragement, silence, repetition, paraphrasing, interpretation 

11. Clarity:  uses concise, easily understood questions and comments, avoids or 
adequately explains jargon 

12. Clarification:  clarifies statements which are vague or need further amplification 
(e.g. “Could you explain what you mean by light headed”) 

 

Understanding the Patient’s Perspective 

13. Ideas and concerns:  determines and acknowledges patient’s ideas (i.e. beliefs 
re cause) and concerns i.e. worries) regarding each position 

14. Effects:  determines the effect on patient’s life of each problem 

15. Expectations:  determines what help the patient had expected regarding each 
problem 

16. Feelings and thoughts:  encourages expression of the patient’s feelings and 
thoughts 
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17. Cues:  picks up verbal and non-verbal cues (body language, speech, facial 
expression, affect): checks out and acknowledges as appropriate 

18. Providing structure to the consultation 

19. Summary:  summarises at the end of a specific line of inquiry to verify own 
interpretation of what patient was saying, assure no important information was 
omitted and demonstrate understanding to patient 

20. Signposting:  progresses from one section to another using transitional 
statements:  includes rationale for next section 

21. Sequencing:  structures interview in logical sequence 

22. Timing:  attends to timing and keeping interview on task 

 

Building the Relationship 

Developing rapport 

23. Non-verbal behaviour:  demonstrates 
appropriate non-verbal behaviour e.g. 
eye contact, posture & position, 
movement, facial expression, use of 
voice. 

24. Use of notes:  if reads, writes notes or 
uses computer, does in a manner that 
does not interfere with dialogue or 
rapport 

25. Acceptance:  acknowledges patient’s 
views and feelings:  accepts legitimacy, 
is not judgmental 

26. Empathy and support:  e.g. expresses 
concern, understanding, willingness to 
help; acknowledges coping efforts and 
appropriate self care 

27. Sensitivity:  deals sensitively with embarrassing and disturbing topics and 
physical pain, including when associated with physical examination 

 

Involving the patient 

28. Sharing of thoughts:  shares thinking with patient to encourage patient’s 
involvement (eg “What I’m thinking now is  ……..”) 

29. Explanation:  explains rationale for questions or parts of physical examination 
that could appear to be non-sequiturs 

30. Examination:   during physical examination, explains process, asks permission 
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Explanation and Planning 

Providing the correct amount and type of information 
Aims: to give comprehensive and appropriate information to assess each individual 

patient’s information needs to neither restrict nor overload 

31. Chunks and checks:  gives information in chunks, checks for understanding, 
uses patient’s response as a guide to how to proceed 

32. Assesses patient’s stating point:  asks for patient’s prior knowledge early on 
when giving information 

33. Asks patients what other information would be helpful e.g. aetiology, prognosis 

34. Gives explanation at appropriate times:  avoids giving advice, information or 
reassurance prematurely 

 

Aiding accurate recall and understanding 
Aims:  to make information easier for the patient to remember and understand 

35. Organises 
explanation:  divides into 
discrete sections, develops a 
logical sequence 

36. Use explicit 
categorisation or signposting (eg 
“There are three important things 
I would like to discuss first”  
“Now, shall we move on to ….”) 

37. Uses repetition 
and summarising: to reinforce 
information 

38. Clarify:  uses 
concise, easily understood 

statements, avoids and explains jargon 

39. Uses visual methods of conveying information:  diagrams, models, written 
information and instructions 

40. Checks patient’s understanding of information given (or plans made):  eg by 
asking patient to restate in own words; clarifies as necessary 

 

Achieving a shared understanding:  incorporating the patient’s perspective 
Aims: to provide explanations and plans that relate to the patient’s perspective of the 

problem to discover the patient’s thoughts and feelings about the information 

given to encourage an interaction rather than one-way transmission 

41. Relates explanations to patient’s illness framework:  to previously elicited ideas, 
concerns and expectations 
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42. Provides opportunities and encourages patient to contribute:  to ask questions, 
seek clarification or express doubts; responds appropriately 

43. Picks up verbal and non-verbal cues:  eg patient’s needs to contribute 
information or ask questions, information overload, distress 

44. Elicits patient’s beliefs, reactions and feelings:  re information given, terms used; 
acknowledges and addresses where necessary 

 

Planning:  Shared Decision Making 
Aims: to allow patients to understand the decision making process to involve patients 

in decision making to the level they wish to increase patients’ commitment to 

plans made 

45. Shares own thoughts:  ideas, thought processes and dilemmas 

46. Involves patient by making suggestions rather than directives 

47. Encourages patient to contribute their thoughts:  ideas, suggestions and 
preferences 

48. Negotiates:  negotiates a mutually acceptable plan 

49. Offers choices:  encourages patient to make choices and decisions to the level 
that they wish 

50. Checks with patient:  if accepts plans, if concerns have been addressed 

 

Closing the Session 

51. Summarising:  summarises session briefly and clarifies plan of care 

52. Contracting:  contracts with the patient re next step for patient and physician 

53. Safety netting:  explains possible unexpected outcomes, what to do if plan is not 
working, when and how to seek help 

54. Final checking:  checks that patient agrees and is comfortable with plan and 
asks if any corrections, questions or other items to discuss 
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Points to Consider for Making an Effective 

Presentation 

Checklist for preparation of visual support  

 Present the correct amount of precision 
 Avoid misleading the viewer through poor choice of support form or colour 
 Select the correct support form for showing comparison, trends, or relationships 
 Plan for an aesthetically pleasing appearance 
 Make sure the major point is immediately clear and obvious 
 Do not allow visual support to draw too much attention to itself 

 

Checklist for reducing stage-fright 

 Select a topic that genuinely interests you 
 Analyse your audience and the setting in advance 
 Prepare thoroughly, use a note-card for your main points 
 Practice, practice, practice – but do not memorize 
 Go through the entire speech on six or seven consecutive days 
 Always keep your main purpose in mind 
 While waiting to speak, sit in a relaxed, even limp position and breath deeply 
 Know your introduction especially well 
 Refer to the note-card as necessary, but do not read 
 Focus on your message and the response, not on yourself 
 Use gestures and movement for emphasis. 
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Group/Team Communication 

Small and Large Group Characteristics:  

Group Dynamics 

Leadership vs. Participation Qualities 

Understanding Conflict  

by Amanda Dukhie 

onflict is inevitable and is experienced in everyday 
living, in environments such as domestic, 
professional and learning, especially in student 
work. It can be seen when a small number of 
interdependent persons (usually 2) have 

perceived disruption or interference in achieving their goal. 
(McCorkle and Reese, 2010). Once managed effectively 
conflict can foster better relationships. Since interests and 
wants can result in conflict, depending on how one 
communicates and considering that there is much 
evidence of conflict in student group work, this topic seeks to introduce basic 
information on what conflict is and ways to help students deal with conflict.  

 

According to Moore (2003) there are 5 types of conflicts: 

Types of conflict Causes of conflict 

Relationship 
conflicts 

caused by strong emotions, poor communication, 
and repetitive negative behaviour.  

Data conflicts caused by lack of information, or different views or 
interpretations because a person's views may not 
match exactly with someone else’s.  

Structural conflicts caused by unequal distribution of power and 
authority or physical factors that prevent 
cooperation.  

Value conflicts identified as conflicts pertaining to different ways of 
life, ideology, or religion. 

Interest conflicts caused by perceived competition over substantive 
interests, procedural interests and psychological 
interests. 

C 
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Resolving Conflicts  

The list below suggests general guidelines as to how conflict are resolved.  

 create an effective atmosphere 

 clarify perceptions 

 focus on individual and shared needs 

 look to the future and then learn from the past 

 generate options 

 develop “doables” -  which are stepping stones to action  

 make mutual-benefit agreements 

 

Approaches to Resolving Conflict 

Isenhart and Spangle (2000) and McCorkle and Reese (2010) offer five ways in 
which people  approach and deal with conflict:  

i) Avoidance occurs when one party denies that there is a conflict and decides to 

change the topic of discussion. E.g. “I would avoid expressing my differences 

with the group members”. 

ii) Accommodation/Yielding/Obliging occurs when one person gives up their 

interests and goals to allow the other party to achieve their outcomes. E.g. “I 

would give in to the wishes of the group”. 

iii) Compromise occurs when both parties receive partial outcomes of their desired 

goals. E.g. “I will use a give-and-take so that we can meet somewhere in the 

middle”. 

iv) Competition/Dominating occurs when one party strives to succeed in 

achieving their outcome at the expense of the other. E.g. “I will be firm in 

pursuing my side of the argument”.  

v) Collaboration/Integrating occurs when empathic communication and active 

listening are used to satisfy the interests of both parties. This is the best way to 
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resolve a conflict as it usually achieves a win-win situation. E.g. “I will exchange 

accurate information with the group to solve the problem together”.  

The chart below demonstrates how self analysis can help students to understand 
the different types of conflict and how it affects outcome.  

 

Group Decision Making 

It is sometimes a daunting task when students working in groups have to make 
decisions together. It is said that the larger the group, the more conflict and group 
dynamic issues are felt. However, Hirokawa and Gouran (2009) purported ways of 
dealing with this in their theory called 'The functional perspective on group decision 
making'. It was found that when working in groups, one can find both task oriented 
persons, as well as relationship oriented persons.  

Task oriented individuals are those who are able to drive the project, ensuring that 
it follows the goals outlined and needed for completion.  

Relationship oriented persons are described as the “lubricant” that prevents 
excessive friction. For groups to function effectively both types are necessary. 

Suggestions on ways to handle group assignments that should minimize conflict.  
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Communication styles used by group members: 

Promotive – Interaction that moves the group along the goal path by calling 
attention to one of the four functions in decision making. E.g. “let us now move on to 
the second objective for today”.  

Disruptive – Interaction that diverts, retards or frustrates group member's ability to 
achieve the four task functions. E.g. Making jokes or telling stories unrelated to the 
progress of the group.  

Counteractive – Interaction that members use to get the group back on focus. E.g. 
“Come on guys let us try to finish this part of the project so we can leave early and 
go home.” (Griffen, 2009) 

Activity 

Analyze the characters of a popular Television Show identifying how the characters 
in a group manage conflict. Try to also point out whether their communication is 
promotive, disruptive or counteractive.  

Think of different scenarios where medical professionals would need to apply 
conflict resolution styles. 

 

References: 

Griffin, Em. 2009.  A first look at communication theory. 7th ed. Boston, MA: McGraw 
Hill. 

Isenhart, Myra, and Michael Spangle. 2000. Collaborative approaches to resolving 
conflict. CA: Sage Publications. 

McCorkle, Suzanne, and Melanie Reese. 2010. Personal conflict management: 
theory and practice. Boston, MA: Allyn & Bacon. 

Moore, Christopher. 2003. The mediation promise: practical strategies for resolving 
conflict. San Francisco, CA: Jossey-Bass. 

.
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Assignment 3 

Group Verbal Presentation – 10% 

Due: Week 8 

  Monday, 29th October + Wednesday, 31st October 

 

Task: In this assignment, you will be working in your workshop groups.  All 

students in the group are expected to participate in the presentation.  

Prepare and deliver and a verbal presentation based on one of the cases 

from Case Studies 4, highlighting communication issues which arise.  

Regarding format, there is a lot of flexibility in this particular assignment.  

For example, you may use an interview, discussion or role-play format. 

Length:       8-10 minutes (You may NOT go over the stipulated time limit.) 

Format:   

 Your presentation should have a discernible introduction, body, and 
conclusion even though you are being creative with the format. 

 Remember to use appropriate transition cues.  For example, there 
should be a verbal cue to indicate whether, within your presentation, 
your group will perform a mini skit or role-play, for e.g.:  “Let's turn our 
attention to Sean and Paula who are going to re-enact…”    

 Be sure to project your voice loudly and clearly so that your 
presentation can be recorded properly. 

 Dress appropriately on the day of your presentation.  If your role is 
restricted to presenting, dress professionally.  If you are in a role-play, 
wear clothes appropriate to your character.   

 Use some type of visual aid in your presentation.  This is not restricted 
to Power Point presentations, and may include posters, etc. 

 

Further Reading 
Bush, Robert A., and Joseph P. Folger. 1994. The promise of mediation: 

responding to conflict through empowerment and recognition. San 

Francisco, CA: Jossey-Bass. 

Griffin, Em. 2009.  A first look at communication theory. 7th ed. Boston, 

MA: McGraw Hill. 

Isenhart, Myra, and Michael Spangle. 2000. Collaborative approaches to 

resolving conflict. CA: Sage Publications. 
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Moore, Christopher. 2003. The mediation promise: practical strategies for 
resolving conflict. San Francisco, CA: Jossey-Bass. 
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UNIT 4 
 

 

 

 

Effective Written Communication 
- Introduction 

- Organization, Structure and Format 

- Technical vs. Non-Technical Presentation 

 Scientific Language and Medical Jargon and Their 

Appropriate Ranges 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

12 hours 
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Organization, Structure and Format 
Writing Problem-Solution Texts 

Understanding Different Essay Questions and What 

They Demand.  
By Glenda-Alicia Leung 

ow that you have embarked on your university career, you will be called 

all throughout it to express yourself in writing.  The structure of your 

writing will depend on your audience and purpose.  In large part, your 

audience will be your lecturers and tutors, who will be assessing your work.  

Generally speaking, early on in your university career, you will be evaluated on 

content knowledge.  As your critical thinking skills develop and your knowledge 

base increases, you will then be expected to demonstrate your evaluative and 

analytical skills.  In other words, you will be expected to engage the content 

knowledge you have acquired.  This expectation is oftentimes an unspoken one, 

which inevitably is at the detriment of your performance, especially if you fail to 

recognize salient cues in assignment instructions.  Moreover, you need to be 

equipped with the stylistic writing tools and strategies necessary for optimal 

performance.  In short, you should know how to structure your writing to please 

your audience and to fulfil your purpose. 

Let us compare and contrast some essay questions and the type of responses 

they warrant.  The following question comes from a biology exam.   

Question 1: 

Homeostasis is the process by which organisms keep their 

internal environment the same. For instance, sweating is one 

such process that keeps the temperature of our bodies at a 

constant 98.6 degrees Fahrenheit. Based on your knowledge 

of enzymes, why is it important that living organisms maintain 

"homeostasis"? 

(“Essays”) 

To answer this question well, what does the student have 

to do? 

a) show his/her ability to analyze data 
b) display his/her knowledge on the topic 
c) demonstrate his/her problem solving skills 

 

 

N 
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If you answered (b), you are on the right track.  The question is clearly eliciting 

the student’s content knowledge on the particular topic. 

Here’s another question for us to consider. 

Question 2: 

While preparing a lab I've just placed a single drop of red food 

colouring at one end of a beaker of water. Explain why in a few 

moments all of the water will appear red. Use the terms 

diffusion, concentration, and gradient in your essay. 

(“Essays”) 

To answer this question successfully, what does the 

student have to do? 

a) demonstrate his/her problem-solving skills 
b) display his/her knowledge on the topic 
c) demonstrate his/her ability to apply knowledge 

 

We see that answers (b) and (c) are similar but differ in that (c) requires the 

student to frame his/her knowledge in a particular context.  This kind of 

application question demands more higher order thinking than the previous one. 

Let's examine one more question.  This one comes from the Membership of the 

Royal Colleges of Physicians of the United Kingdom (MRCP (UK) Part 2 Clinical 

Examination (PACES). 

Question 3: 

This 60 year old man is about to leave the hospital, seven days 

after an uncomplicated myocardial infarction.  He has some 

concerns about his return to normal life.  What advice would 

you give him on the further management of his condition? 

(Membership of the Royal Colleges of Physicians) 

What does the student have to do to answer the question? 

(Choose the best answer.) 

a) demonstrate his/her content knowledge (in this case what a 
myocardial infarction is) 

b) apply his/her content knowledge to a particular problem which 
needs to be resolved 

c) analyze the information presented in the case 
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As we can see, question 3 demands a more carefully considered and complex 

answer than question 2.  In particular, question 3 requires the student to be 

questioning, perceptive, and evaluative.    

In sum, we see that essay questions may vary in their purpose.  Some questions 

may elicit only content knowledge.  Other questions may elicit more complex 

answers in which application and problem solving skills are critical. 

One kind of underlying writing structure that will be invaluable and to you during 

your academic career is the situation-problem-solution-evaluation text, hereafter 

called problem-solution text. Mastery of this text type demonstrates your 

competence as a writer and as a critical thinker, both of which are desirable 

qualities of future university graduates. 
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The Structure of Problem-Solution Texts 

Task 1 

In Task 1, we examine a passage that is organized as a problem-solution text.  

Read the following passage and answer the questions that follow.  The passage is a 

problem solution text about an area in Chile that has a desert climate -- the 

Atacama Desert. 

1Many of Chile's poor, northern coastal villages have suffered in recent years from 

water shortages, despite the abundance of cloud cover and fog in the region.  
2When the cold air from the Pacific Ocean's Humboldt Current mixes with the warm 

coastal air, a thick, wet fog, called camanchaca by the Andes Indians, forms along 

with clouds.  3However, rather than developing into rain, the clouds and fog are 

quickly evaporated by the hot sun.  4This absence of rainfall has imposed severe 

hardship on communities.  5They cannot grow crops and must carefully ration their 

water, which has to be delivered by truck. 

6One interesting solution to this problem is now being tested in the village of 

Chungungo, a village of 300.  7Using conventional technology, researchers have re-

devised a centuries old method to capture the water droplets of the fog.  8In this 

method, triangular-weave polypropylene nets are attached to wooden support posts 

on El Tofo mountain to serve as water collectors.  9Each of these nets can collect 

approximately 40 gallons of water each day.  10When the fog develops, droplets of 

water are trapped in the nets and join to form larger drops that then fall into a 

trough.  11From the troughs the water drains through filters into a series of 

underground tanks.  12The water is then piped to a 25,000-gallon storage tank, 

where it is chemically treated to kill disease causing organisms.  13Finally, the water 

flows to individual households, just as in traditional water systems.  14This collection 

system can supply as much as 2,500 gallons per day, enough for the entire 

community to drink, wash, and water small gardens. 

15The water is not only clean but far less expensive than water delivered to the area.  
16Moreover, it is collected at no apparent cost to the environment.  17It is likely that 

this system could be successfully implemented in other areas around the world with 

similar environmental conditions and economic constraints.  18Research is also 

investigating how this new water collection system could be adapted for non-coastal 

regions as well. 
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Things to Consider 

See page 126 for Worksheet - SPSE Exercises Answers 

1. Typically, there are four parts to a problem solution text: 
 

situation 

   

background information to the problem 

problem 

   

explicit identification of the problem and 

explanation of why the problem should be 

solved 

solution 

   

proposed solution(s) to the problem 

evaluation 

   

assessment of the merits of the proposed 

solution(s) 

 

Although this passage has three paragraphs, it contains all four parts of a problem-

solution text.  Identify the situation, problem, solution, and evaluation. 

2. As you may have noticed, the passage is a bit short.  Which parts of the 
problem- solution text would you expand for a more balanced coverage?  What 
details would you want to include?  

Task 2 

Read the following short problem-solution texts.  What differences do you notice 

between Text A and Text B?  (Consider matters such as length, audience, amount 

of background knowledge assumed, amount of detail in each part of the problem-

solution text, use of examples, etc.)  Which text do you prefer?  Why? 

Text A: 

1All people eat, and they eat a variety of foods— rice, fruits, vegetables, and meat.  
2However, the problem is that sometimes people can become ill after eating spoiled 

or contaminated food.  3Each year millions of people become sick or even die.  Meat 

can be particularly dangerous because it is difficult to determine whether it has been 

contaminated by simply looking at it.  4Fruits and vegetables at least have obvious 

signs of spoilage.  5One solution to this problem is to slow the process of spoilage 

by irradiation.  6Irradiated food lasts longer, tastes better, and in some cases may 
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be cheaper.  7Since irradiated foods are completely safe, consumers now need to 

be convinced to buy them. 

Text B: 

8Each year millions of people suffer from food borne illnesses.  9Some health 

problems and even death can result from eating either spoiled fruits and vegetables 

or contaminated meat.  10Although in many countries strict governmental guidelines 

must be followed by meat producers, experts estimate that in the United States, for 

example, more than half of poultry sold to consumers is contaminated with 

salmonella.  11Some pork may harbour trichinella.  12For the last three decades, 

much research in food science has focused on whether it might be possible to 

eliminate potentially harmful bacterial before meat is sent to market.  13Many 

possibilities have been investigated, but one of the most promising is irradiation.  
14Irradiation is a process that killed many, the bacteria that cause spoilage, without 

affecting the food itself.  15As a result, irradiated food does not spoil as quickly as 

unirradiated food and also tastes better for longer period of time.  16Food safety 

specialists agree that if irradiation were used, there would be a drastic decrease in 

the rate of food borne illnesses and deaths from eating contaminated food.  17Food 

costs might even be lower because the cost of spoilage would be reduced.  18While 

irradiation is being used on a relatively small scale, there is some public concern 

over its safety.  19It remains to be seen whether this revolutionary process can be 

implemented on a wide scale basis. 

1. Identify the situation, problem, solution, and evaluation.  Then, place each 
section in a paragraph of its own. Which of these sections receives the greatest 
treatment?  Why? 

2. What linking words and phrases are used to indicate cause and effect? 

Task 3 

Read through this problem solution text and then discuss the questions that follow.   

1Coral reef ecosystems are well known for their beauty and diversity.  2Found 

throughout the tropical and subtropical regions of the world, they are often thought 

to be the marine equivalent of terrestrial rainforests.  3During the last several 

decades, however, coral reefs have been undergoing alarming changes as a result 

of environmental stresses, the most serious of which is whitening or bleaching.  
4Although the mechanism of bleaching is not fully understood, this phenomenon is 

linked to the breakdown of the symbiotic relationship between the coral and algae 

known as zooxanthellae.  5The algae, which give the coral its colour, live inside the 

coral and perform photosynthesis, sharing the food that they produce.  6When the 

coral is stressed as a result of increases in temperature or the amount of light, the 

zooxanthellae carry out too much photosynthesis and in response the coral expels 

the algae.  7The loss of the algae exposes the white calcium carbonate skeletons, 
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leaving the coral unable to grow or reproduce.  8Coral can survive for brief periods 

of time without the zooxanthellae, but if the reef environment does not return to 

normal, the coral dies.   

9Coral reefs require from 30 to 100 years to recover from bleaching, if they recover 

at all.  10Researchers are now investigating whether this recovery time can be 

accelerated.  11One approach currently under study involves transplanting healthy 

coral into a bleached reef.  12However, thus far, the process has seen limited 

success. 

3. Identify the situation, problem, solution, and evaluation.  Which of these sections 
receives the greatest treatment?  Why? 

4. What linking words and phrases are used to indicate cause and effect? 

Task 4 

Researchers have been trying to develop artificial muscles for medical purposes 

and have recently come up with a way to re-create muscle action using a type of 

artificial silk.  Below is a set of instructions for the preparation of the material, 

followed by information on the way in which the material stimulates actual muscle.  

Write a problem solution text that uses the information below as part of the solution.  

Use your imagination to create a situation in problem that could be solved through 

the use of an artificial muscle.  Be sure to include all the required parts of the 

problem-solution text and to present the process in an appropriate manner, using 

passive voice and sequential connectors.  Show cause and effect relationships 

where appropriate. 

1. Cook the Orlon. Orlon is a form of artificial silk. 
2. Boil the Orlon until it turns into liquid rubbery substance. 
3. Pour the solution onto Plexiglas to form a thin film. 
4. Vacuum away excess water from the film.  Allow the film to try. 
5. Cut the dried film into 2 cm wide strips. Bake it in a 90° oven. The material is 

ready for use after it has been baked. 
6. Prepared Orlon has a structure similar to that of human muscle fibre and is 

naturally negatively charged with electricity. 
7. If you apply acid to the material, you introduce a positive judge and you call is 

that I ends to attract. This attraction contracts the material like a muscle. 
8. If you apply a base material, you introduce a negative charge, the ions repel, 

and the muscle and expands.   
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Situation-Problem-Solution-Evaluation  

Practice Exercises 
Worksheet – SPSE Self Access Exercises 
 

 common pattern which is used in essay structure relates to the kind of 

question where you are asked to identify a problem which has been caused 

by a specific situation and then to suggest solutions. The acronym SPSE 

stands for Situation - Problem - Solution - Evaluation.  Another common pattern 

which is used in essay structure relates to the kind of question where you are asked 

to identify a problem which has been caused by a specific situation and then to 

suggest solutions. The acronym SPSE stands for Situation - Problem - Solution - 

Evaluation. 

Here are two tasks that can help you improve your knowledge of the SPSE text. 

Task 1 

Can you identify the Situation, Problem, Solution and Evaluation in this paragraph 

taken from a student's diary? 

Ever since I arrived at Essex University, I have found it very difficult to make friends 

with other students. I live with my parents off campus and I'm finding that I don't 

generally get the chance to get to know people since I don't live in student 

accommodation. After class everyone disperses and no-one stays behind to chat. 

I am becoming increasingly depressed by this problem because I feel I'm missing 

out on the chance to enjoy a good social life. Other students in my classes know 

each other already because they see each other on campus on a regular basis. I 

feel isolated and alone. 

I've spoken to several people about this problem. The Student Support office 

suggested that I should join more student clubs and societies where I will meet new 

students who share the same interests as me. I'm sure this is a good idea but it will 

be difficult for me to get back home if any of the activities involve remaining on 

campus late into the evening. 

Task 2 

Read through the following text which has been taken from an article entitled 

'Managing the transition into higher education: an on-line spiral induction 

A 
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programme' and see if you can complete the flow diagram which follows (the first 

box has been done for you): 

In the UK, induction is commonly known as 'Freshers’ Week', and while elements 

may vary between universities, they share common themes, with presentations on 

course structure, library and IT systems, Student Associations, and central Student 

Services. Unfortunately, 'Freshers’ Week' is often a short period of intensive 

information exchange, and much of the information is 'dull', particularly when the 

information exchange is 'passive' (Edward, 2003). Consequently, the effectiveness 

of these sessions in helping students adjust to higher education may be limited. 

However, what is perhaps of more importance is that there is also insufficient time 

to develop social and peer support groups in a more structured manner. Compared 

to the UK, the majority of US induction (or orientation) programmes are often 

timetabled into the first semester. The purpose of these orientation programmes is 

to help students adjust to, and hence participate in, the university environment 

(Perez, 1998). Perigo and Upcraft (1989) report that such programmes can aid in 

the retention of students, while Perez (1998) concludes that participation is central 

to the student 'connecting' with the institution. 

Text taken from: Laing C, Robinson A and Johnston V (2005) Managing the 

transition into higher education: an on-line spiral induction programme Active 

Learning in Higher Education 6 (3): 243-255  

Situation  

In order to prepare new students to adjust to the tertiary environment, 

most British universities organise Freshers’ Weeks. 

 

Problem 

 

 

Solution 

 

 

Evaluation 
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Writing – Recommendation Reports by Glenda-Alicia Leung 

here are various styles of Recommendation Reports. The following 

pages seek to explain some of the more common types.  

A recommendation report is a type of document in which you attempt 

to convince or persuade your audience to take a particular course of action.  

This recommended course of action is typically in response to a problem 

which needs resolution.  In essence, the recommendation report is a kind of 

problem-solution text. 

To produce a fine piece of writing, thorough planning is necessary.  Because 

recommendation reports require detailed examination of the pros and cons of 

several choices, we recommend using the following five-step schema to help 

you organize your thoughts and arguments before you actually write the 

report.  The report will be much easier to write and format once you have 

worked through the schema. 

Step 1:  Identify and describe the problem. 

Step 2:  Develop solutions. 

Step 3:  List criteria for selecting the best solution(s). 

Step 4:  Apply the aforementioned criteria. 

Step 5:  Adjust steps 1 through 4 and choose the best solution(s). 

 

Let us examine the schema in relation to a specific 

communication problem.   

In Country Jamidad, a number of non-local health care 

professionals (HCPs) have been employed at the hospitals.  

There have been frequent reports of local patients (LPs) and 

non-local HCPs misunderstanding each other.  In some cases, 

the attending non-local HCPs are not native or proficient 

speakers of English.  LPs have also expressed frustration 

when non-local HCPs do not understand the local parlance.  In 

one case an LP said that he had sugar.  Unfortunately, the 

attending non-local physician did not understand that the man 

was trying to say he was diabetic. In subsequent 

investigations, LPs revealed that they mistrusted their non-

local HCPs because of miscommunications they had 

experienced. 

T 

 STEP 1: Describe problem. 

 STEP 1: Identify problem. 
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We can say that the primary problem is miscommunication 

between LPs and non-local HCPs.  We could propose a 

number of solutions to this problem: 

1) Evaluate the non-local HCPs’ level of English, providing 
English language courses as necessary. 

2) Sensitize HCPs to communicative norms in Trinidad. 
3) Assign non-local HCPs to local HCPs to support them 

when communication problems arise. 
Three criteria that we can use to evaluate our solutions are: 

cost, target, and length of implementation time. Let’s now 

apply our criteria to the solutions. 

Solution 1: Provide English language training 

COST Language training would have to be done by a language 

teaching specialist.  Therefore, the cost would be high. 

TARGETLanguage training would target non-local HCPs. 

IMPLEMENTATION 

TIME

Language training would require planning.  Also, scheduling 

and availability of non-local HCPs would have to be 

considered. 

 

Solution 2: 

 

Provide communication training 

COST Communication training would have to be done by a 

specialist.  Therefore, the cost would be high. 

TARGETCommunication training would target non-local HCPs. 

IMPLEMENTATION  

TIME 

Communication training would require planning.  Also, 

scheduling and availability of non-local HCPs would have to 

be considered. 

  

STEP 2: Develop solutions. 

STEP 3: List criteria for 

selecting the best 

solution(s). 

 STEP 4:  Apply the 

aforementioned criteria 

to solution 1. 

 STEP 4:  Apply the 

criteria to solution 2. 
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Solution 3: Assign non-local HCPs to a local staff member 

COST Current staffing would have to be rearranged.  However, the 

costs involved would be low. 

TARGETNon-local HCPs would be the primary targets.  However, local 

HCPs may also benefit because this increased interaction 

could improve staff relations. 

IMPLEMENTATION  

TIME 

Although staffing accommodations would have to be made, 

implementation could take place fairly soon or immediately. 

 

You could also apply the criteria using a chart format: 

 

 

Solution 

 

Target 

Implementation 

time 

 

Cost 

1  English 

language 

training 

Primary:  Non-local HCPs In the future High 

2  

Communicati

on training 

Primary:  Non-local HCPs In the future High 

3  Staffing re-

assignment 

Primary:  Non-local HCPs 

Secondary: local HCPs 

Fairly soon or 

immediately 

Low 

 

An alternative approach would be to take each criterion and 

apply all three solutions to it.  Let us take Criterion 1—Cost as 

an example: 

Criterion 1: COST 

Solution 1 



Hiring an English-language specialist would entail high costs. 

Solution 2 



Hiring a communication specialist would also entail high costs. 

Solution 3 

 

Assigning non-local HCPs to local HCP support staff would entail 

minimal or no cost at all. 

 STEP 4:  Apply the 

criteria to  

solution 3. 

 STEP 4:  Apply the 

criteria using a chart 

format. 

 STEP 4:  An 

alternative: apply 

solutions to each 

criterion. 
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At this point, we examine and adjust the criteria we have 

applied, and choose the best solution(s).  Looking again at how 

summary table that are a few omissions that can be noted.  

Here are two questions that we need to consider: 

1) All our solutions target HCPs.  Should local patients also be 
targeted?   

2) The three solutions that we have proposed are in essence 
interventions.  How long would the intervention be in each case? 

 

In attempting to address these questions, we would have to add 

some criteria and solutions.  Our summary table might look like 

this.  (Information added to the table is shaded in grey.)  

   

Solution Target Implementation 

time 

Cost Length of intervention 

1)  English language training Primary:  Non-local HCPs In the future High Short (1-2 months) 

2)  Communication training Primary:  Non-local HCPs In the future High Short (1-2 months) 

3)  Staffing re-assignment Primary:  Non-local HCPs 

Secondary: Local HCPs 

Fairly soon or 

immediately 

Low Moderate to long (3 

months minimum; not 

exceeding 9 months) 

4)  Improve public image of non-

local HCPs through mass media 

LPs In the future High Short to moderate (1-4 

months) 

5)  Educate patients in-house of 

alternative names for diseases, 

symptoms, etc. through posters, 

brochures, and other in-house 

media 

LPs In the near future Moderate Variable but typically 

short  

(duration at hospital) 

 

We now have five solutions which we must consider against 

our four criteria.  At this point, it is wise to rank our solutions.  

For instance, solution 3—staff re-assignment would be the 

best short-term option for targeting HCPs because it is cost 

effective and relatively easy to organize.  Solutions 1 and 2, 

however, could be treated as long term options, given the time 

and resources needed to implement them. 

  

 STEP 5:   

Adjust criteria and  

solutions.

STEP 5:  Adjust steps 

1 through 4 and choose 

the best solution(s). 
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How to Organize the Recommendation Report 

Online Technical Writing: Recommendation and Feasibility Reports.   

Retrieved 13th July, 2007, from 

<http://www.io.com/~hcexres/textbook/feas.html> 

Some Rather Fine Distinctions... 

here is a loosely defined category of reports that is very important in 

technical writing. These reports are variously called feasibility reports, 

recommendation reports, evaluation reports, assessment reports, and 

who knows what else. They all do roughly the same thing—provide carefully 

studied opinions and, sometimes, recommendations. There are some subtle 

differences among some these types, but there are absolutely no universally 

agreed-upon names for them:  

 Feasibility report: This type studies a situation (for example, a problem or 
opportunity) and a plan for doing something about it and then determines 
whether that plan is "feasible"—which means determining whether it 
technologically possible and whether it is practical (in terms of current 
technology, economics, social needs, and so on). The feasibility report 
answers the question "Should we implement Plan X?" by stating "yes," "no," 
but more often "maybe." Not only does it give a recommendation, it also 
provides the data and the reasoning behind that recommendation. 

 Recommendation report: This type starts from a stated need, a selection of 
choices, or both and then recommends one, some, or none. For example, a 
company might be looking at grammar-checking software and want a 
recommendation on which product is the best. As the report writer on this 
project, you could study the market for this type of application and 
recommend one particular product, a couple of products (differing perhaps in 
their strengths and their weaknesses), or none (maybe none of them are any 
good). The recommendation report answers the question "Which option 
should we choose?" (or in some cases "Which are the best options?) by 
recommending Product B, or maybe both Products B and C, or none of the 
products. 

 Evaluation report: This type provides an opinion or judgment rather than a 
yes-no-maybe answer or a recommendation. It provides a studied opinion on 
the value or worth of something. For example, for over a year the city of 
Austin had free bus transportation in an attempt to increase ridership and 
reduce automobile traffic. Did it work? Was it worthwhile?—These are 
questions an evaluation report would attempt to answer. This type of report 
compares a thing to a set of requirements (or criteria) and determines how 
well it meets those requirements. (And of course there may be a 
recommendation—continue the project, scrap it, change it, or other 
possibilities.) 

T 
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As you can see, these distinctions are rather fine; and they overlap. In real-

world writing, these types often combine—you might see elements of the 

recommendation report combine with the feasibility report, for example. Of 

course, the writers of these reports don't care which type they are writing—

and well they shouldn't! They're trying to get a job done.  

Typical Contents of the Recommendation Report 

Whatever shade of feasibility or recommendation report you write, whatever 

name people call it—most of the sections and the organization of those 

sections are roughly the same. Now remember! Your specific writing project 

may not require all of these sections, nor in the order shown here—plus you 

may need other sections not mentioned here.  

The structural principle fundamental to this type of report is this: you provide 

not only your recommendation, choice, or judgment, but also the data and the 

conclusions leading up to it. That way, readers can check your findings, your 

logic, and your conclusions and come up with a completely different view. 

But, more likely, they will be convinced by all your careful research and 

documentation.  

Introduction. In the introduction, indicate that the document that follows is a 

feasibility report (or whatever it is called). Instead of calling the report by 

name (which might not mean anything to most readers), you can indicate its 

purpose. Also, provide an overview of the contents of the report.  

For some feasibility reports, you'll also be able to discuss the situation and 

the requirements in the introductions. If there is little to say about them, you 

can merge them with the introduction, or make the introduction two 

paragraphs long.  
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Technical Background. Some feasibility reports may require some technical discussion in 

order to make the rest of the report meaningful to readers. The dilemma with this kind of 

information is whether to put it in a section of its own or to fit it into the comparison sections 

where it is relevant. For example, a discussion of power and speed of laptop computers is going 

to necessitate some discussion of RAM, megahertz, and processors. Should you put that in a 

section that compares the laptops according to power and speed? Should you keep the 

comparison neat and clean, limited strictly to the comparison and the conclusion? Maybe all the 

technical background can be pitched in its own section—either toward the front of the report or 

in an appendix. 

Figure 7: Example of a Report 
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Figure 8: Schematic view of recommendation and feasibility reports. Remember that this is a 

typical or common model for the contents and organization—many others are possible.  

Figure 8: Schematic view of recommendation and feasibility reports—continued. Remember also 

that these sections need not all be included; they can be combined; and they can appear in varying 

orders.  

Background on the Situation. For many feasibility reports, you'll need to 

discuss the problem, need, or opportunity that has brought about this report. If 

there is little that needs to be said about it, this information can go in the 

introduction.  

Requirements and Criteria. A critical part of feasibility and recommendation 

reports is the discussion of the requirements you'll use to reach the final 

decision or recommendation. If you're trying to recommend a laptop computer 

for use by employees, there are likely to be requirements concerning size, 

cost, hard-disk storage, display quality, durability, and battery function. If 

you're looking into the feasibility of providing every ACC student with an ID on 

the ACC computer network, you'd need to define the basic requirements of 

such a program—what it would be expected to accomplish, problems that it 

would have to avoid, and so on. If you're evaluating the recent program of 
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free bus transportation in Austin, you'd need to know what was expected of 

the program and then compare its actual results to those requirements.  

Requirements can be defined in several basic ways:  

 Numerical values: Many requirements are stated as maximum or 
minimum numerical values. For example, there may be a cost 
requirement—the laptop should cost no more than $900. 

 Yes/no values: Some requirements are simply a yes-no question. Does 
the laptop come equipped with a modem? Is the car equipped with air 
conditioning? 

 Ratings values: In some cases, key considerations cannot be handled 
either with numerical values or yes/no values. For example, we might 
want a laptop that has an ease-of-use rating of at least "good" by some 
nationally accepted ratings group. Or we may have to assign a rating 
ourselves. 

The term "requirements" is used here instead of "criteria." A certain amount of 

ambiguity hangs around this word; plus most people are not sure whether it is 

singular or plural. (Technically, it is plural; "criterion" is singular, although 

"criteria" is commonly used for both the singular and plural. Try using 

"criterion" in public—you'll get weird looks. "Criterias" is not a word and 

should never be used.)  

The requirements section should also discuss how important the individual 

requirements are in relation to each other. Picture the typical situation where 

no one option is best in all categories of comparison. One option is cheaper; 

another has more functions; one has better ease-of-use ratings; another is 

known to be more durable. Devise a method by which you can pick a "winner" 

from situation where there is no clear winner.  

Discussion of the Options. In certain kinds of feasibility or recommendation 

reports, you'll need to explain how you narrowed the field of choices down to 

the ones your report focuses on. Often, this follows right after the discussion 

of the requirements. Your basic requirements may well narrow the field down 

for you. But there may be other considerations that disqualify other options—

explain these as well.  

Additionally, you may need to provide brief descriptions of the options 

themselves. Don't get this mixed up with the comparison that comes up in the 

next section. In this description section, you provide a general discussion of 

the options so that readers will know something about them. The discussion 

at this stage is not comparative. It's just a general orientation to the options. 

In the laptops example, you might want to give some brief, general 

specifications on each model about to be compared.  
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Recommendation or Final Opinion. The final section of feasibility and 

recommendation reports states the recommendation. You'd think that that 

ought to be obvious by now. Ordinarily it is, but remember that some readers 

may skip right to the recommendation section and bypass all your hard work! 

Also, there will be some cases where there may be a best choice but you 

wouldn't want to recommend it. Early in their history, laptops were heavy and 

unreliable—there may have been one model that was better than the rest, but 

even it was not worth having.  

The recommendation section should echo the most important conclusions 

leading to the recommendation and then state the recommendation 

emphatically. Ordinarily, you may need to recommend several options based 

on different possibilities. This can be handled, as shown in the examples, with 

bulleted lists.  

In an evaluation report, this final section would state a final opinion or 

judgment. Yes, the free-bus-transportation program was successful, or at 

least it was, based on its initial expectations. No, it was a miserable flop—it 

lived up to none of its minimal requirements. Or, it was both a success and a 

flop—it did live up to some of its requirements, but did not do so in others. But 

in this case you're still on the hook—what's your overall evaluation? Once 

again, the basis for that judgment has to be stated somewhere in the 

requirements section.  

Organizational Plans for Feasibility and Recommendation Reports 

This is a good point to discuss the two basic organizational plans for this type 

of report:  

 Traditional plan: This one corresponds to the order that the sections 
have just been presented in this chapter. You start with background and 
criteria, then move to comparison, and end with conclusions and 
recommendations. 

 Executive plan: This one moves the conclusions and recommendations 
to the front of the report and pitches the full discussion of background, 
criteria, and the comparisons into appendixes. That way, the "busy 
executive" can see the most important information right away, and turn to 
the detailed discussion only if there are questions.  
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Revision Checklist for Feasibility and Recommendation Reports 

As you reread and revise your feasibility or recommendation report, watch out 

for problems such as the following:  

 Write a good introduction in which you indicate the situation and the 
audience and provide an overview of the contents. 

 State requirements—those factors that influence the decision or the 
choice of options. (And remember to state how important requirements 
are in relation to each other.) 

 Indicate how the field of options was narrowed to the ones being 
compared. 

 Organize the comparison of the options using the point-by-point 
approach. Don't use the whole-to-whole approach. 

 At the end of each comparative section, state the best choice in terms that 
point of comparison. 

 Include a summary table, if possible, in which you summarize all the key 
data in table form.  

 Provide technical background, if necessary for understanding the 
comparative discussion. 

 Discuss the background on the problem or opportunity—what brought 
about the need for the report. 

 Include strong sections of definition, description, or both, as necessary, 
using the guidelines on content, organization, and format in the chapters 
on definition and description. 

 Include a conclusions section where you restate all the key conclusions 
from the comparison section. 

 State secondary conclusions in the conclusions section—and based them 
on requirements that you state in the requirements section of the report. 

 State a final conclusion in the conclusions section—one that states which 
is the best choice. 

 Include a recommendation section where you make the recommendation. 
Briefly mention the key factors influencing the recommendation. 
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Assignment 4 

Group Recommendation Report - 10% 

Due:  Week 10 

  Monday 12th November + Wednesday 14th November  

Task:  Submit a 3-4 paged recommendation report based on Case 5, which 

deals with problems encountered in group communication.  Develop 

solutions and criteria relevant to the problem.  Rank and propose 

solutions, detailing your recommended action.   

 Should group conflict arise see Understanding Conflict by Amanda 

Dukhie on page 64 

Length: 3 – 4 pages (Please observe the page limit.) 

Format:  

 12 font, either Times New Roman or Arial (No fancy fonts, 
please.) 

 All text should be justified to the left. 
 Top, bottom, left, and right margins should be set at 1 inch. 
 Please include subheadings as appropriate. 
 Your report should include at least one chart or table, 

summarizing solutions and criteria. 
 Your report should include a short section on the case 

background.  This should be no more than ½ page since the 
majority of your report should deal with your analysis. 

 Please refer to your course manual for details on how to 
structure your recommendation report.   

 

Further Reading 
Essays.   Retrieved 1st July, 2007, from 

<http://library.thinkquest.org/27819/essays.shtml> 

Membership of the Royal Colleges of Physicians of the United Kingdom. PACES 

Examination Format.   Retrieved 27th May, 2007, from 

<http://www.mrcpuk.org/PACES/pages/PacesFormat.aspx> 

Swales, J. M., & Feak, C. B. (2004). Academic Writing for Graduate Students:  

Essential Tasks and Skills. Ann Arbor: The University of Michigan Press. 

Swales, J. M., & Feak, C. B. (2004). Academic Writing for Graduate Students:  

Essential Tasks and Skills. Ann Arbor: The University of Michigan Press. 
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Guidelines For Analyzing Communication Cases 
 

CASES 

hen analyzing communication cases, you are essentially identifying potential 

problem areas and suggesting possible solutions.  The following are some 

questions to guide you in your analysis of cases.  You should get into the habit 

of asking yourself these questions whenever you encounter a case. 

1. What are the potential barriers to communication in the case?  (Use the diagram below 
to help you develop a holistic view of the communication barriers, specific to the case 
you are examining.  Over time, identifying barriers to communication should become 
second nature to you.) 

2. What communication problems/dilemmas/issues would you envisage in dealing with the 
client/patient?  

3. What actions or strategies would you suggest to help the client/patient? 
4. What behaviour would be consistent with the fostering a healthy communicative 

relationship? 
5. What advice would you give the health care professional if he/she wanted to improve 

his/her communicative strategies or style? 
 

Some Barriers to Communication 

Task: Here are some barriers to communication.  Working with a classmate, add three (3) 

more to the mind map.

W 

 

Figure 11 Barriers to Communication 
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CCaassee  11    

This case study looks at resolving a misunderstanding between health care 

workers. It highlights cultural differences in both non-verbal communication and the 

social codes of conduct. 

Tina (originally from Malaysia): I have 
worked with a number of Fijians and 
sometimes I would touch their curly hair 
and tell them how nice and soft it feels. 
Then one day, I found out that in their 
culture, you’re not supposed to touch 
people on the head—only the chief can 
do that. 

Think about how you might deal with the 
above case study by following the points 
listed below. 

1. Identify the misunderstanding. 
2. Try to understand the possible 

reasons/causes of the challenging 
situation by consultation with the 

person/s themselves, relatives, co-workers, supervisor, doctor and/or looking at 
resources for information and possible explanations. 

3. Develop and implement strategies to try to improve the situation. 

4. Observe and describe the outcome of your strategies—ie the success or 
failure of the strategies. 

5. Share your expertise with your colleagues to prevent the same problem 
happening again (eg inform your supervisor, other colleagues). 

 

Sala (originally from Fiji): When I came here to Australia years ago, people at work 

would feel my hair. It made me uncomfortable. We don’t go around touching people 

on the head in my Fijian culture. But not just that…if we walk into a room and there 

are people sitting on the floor, we always excuse ourselves and stoop a bit as we 

walk past them so we’re not towering so much over them. We also avoid reaching 

near their head for something. 

Later on, when they found out, they stopped touching my hair. They were curious 

about how my hair feels as it’s very curly. 

Mary (originally from Ireland): In the Fijian culture touching hair is NOT done. I’m 

guilty of having done this on many occasions, because I have been friends with 

Fijians at work. I would run my fingers through their hair and say ‘How I love your 

hair!’ or something like that. Never for a minute did I think that I was making my 

friends uncomfortable. 
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http://sielearning.tafensw.edu.au/MCS/9362/Sterilisation%20disk%203/lo/7374/7374_00.

htm  

CCaassee  22  

Standard of Care 

A 50 year-old woman, four weeks post hysterectomy and on chronic hormone 
replacement therapy, presented to an internist's office with pleuritic chest pain, 
shortness of breath and fatigue. She was not in great distress and the O2 
Saturation was normal. However, the D-Dimer test (a nonspecific, but suggestive 
test for the presence of blood clots) was positive. The physician felt it was critical to 
evaluate for pulmonary embolism (PE) as quickly as possible. He called the imaging 
center and ordered a stat CT angiogram which is the best and quickest test 
available to evaluate for PE. Of course this requires pre-approval by her insurance 
company which will take at least 3 days. The imaging center decides to go ahead 
with the scan anyway while awaiting this approval based on the urgency required 
for diagnosis. The scan fortunately comes back negative for pulmonary embolism, 
and it turned out the pain was likely chest wall in origin. 

The insurance company refused to pay for the CT exam however and the patient 
received a letter indicating that the exam was "not medically necessary". Ultimately 
a "peer-to-peer" discussion was required to try to get approval. The physician's 
point of view was that the test was urgently required because of the potential 
danger of a serious diagnosis. The insurance company's physician said that the 
attending doctor "should have" ordered a duplex ultrasound study of the legs first 
and then possibly a ventilation-perfusion lung scan, (which are often more difficult to 
get done on a stat basis for an outpatient).The reasons of course are that this would 
save money and save the patient radiation exposure. 

The complexities of patient care are easy to see here. Not only do we have to know 
about all the intricacies of medical science, but we have to deal with the insurance 
company denying payment for what we judge to be the correct thing to do for our 
patients. Which entity has the patient's best interest in mind? Who should be in the 
position of establishing standards of care? The current holder of this position 
appears to be the insurance company. 

http://www.art-of-patient-care.com/standard-of-care.html 

  

http://sielearning.tafensw.edu.au/MCS/9362/Sterilisation%20disk%203/lo/7374/7374_00.htm
http://sielearning.tafensw.edu.au/MCS/9362/Sterilisation%20disk%203/lo/7374/7374_00.htm
http://www.art-of-patient-care.com/standard-of-care.html
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CCAASSEE  33  KKeeyywwoorrddss::    SStteerreeoottyyppiinngg;;  TTeeeennaaggee  PPrreeggnnaannccyy;;  BBaarrrriieerrss  ttoo  

CCoommmmuunniiccaattiioonn  

Pre-reading activity 

What are some of the stereotypes we have of teenage mothers in Trinidad and 
Tobago?  Use your own observations to inform your response. 

Case Study 

ane is a nineteen year-old single parent with a six month-old baby.  She has no 

family support but is visited regularly by a social worker, whom she views as 

interfering in her affairs.  The baby has been very irritable recently and hard to 

manage.  Jane has not expressed this difficulty to the social worker.  To ease her 

own tension, Jane has taken up smoking again, which she had stopped during her 

pregnancy. She wants to stop smoking but prefers to ask another health 

professional, apart from the social worker, for assistance. 

Case Source 

Unknown 

Post-reading Activity 

a)  Now that you have read the case, jot down three (3) words or phrases that come 

to mind when you think of Jane.   

Example:   

 

 

 

 

 

 

b) Looking at the three words or phrases you came up with, what evidence do you 
have from the case to justify your assumptions?  Did you stereotype Jane? 

  

J 

Jane 

Concerned mother 

1……………………….. 

2……………………….. 

………………………..3 

Figure 12 
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Discussion Questions 

1. Why do you think Jane has a social worker assigned to her?  What are some 
possible reasons? 

2. Why do you think Jane views the social worker as “interfering” in her affairs? 
3. Based on the case, how would you describe the relationship Jane and the social 

worker share? 
4. a)  Hypothesize some potential barriers to communication that are present in this 

particular case. 
b)  Based on the barriers you have hypothesized, what actions or strategies 

would you employ to improve the relationship, assuming you were the social 

worker? 

CCAASSEE  44  KKeeyywwoorrddss::    CCoouunnsseelllliinngg;;  LLiisstteenniinngg  SSkkiillllss;;  SShhoowwiinngg  EEmmppaatthhyy  

Case Study 

ou are a pharmacist in a pharmacy located in a medical building. Cynthia 

Jackson, a 22 year-old college student, enters your pharmacy. Cynthia has 

no prescription insurance and is on a limited budget. She has been dealing 

with chronic sinusitis and finally realises that she needs to see an ear, nose and 

throat specialist.  

Cynthia visits Dr. Sampson, who practices in your building. You know Dr. Sampson 

to be a good physician but one who lacks interpersonal skills at times.  He prescribes 

an expensive antibiotic that will cost Cynthia $375.00. 

 After you tell her the price, Cynthia states, “Dr. Sampson didn’t help me very much. 

He spends 5 minutes with me and then prescribes this expensive antibiotic and 

nothing else! And, where do you get off charging me so much for just an antibiotic?” 

Case Source 

Unknown 

Discussion questions 

1. What feelings do you sense coming from Cynthia? 
2. How does Cynthia’s perception of Dr. Sampson influence her behaviour? 
3. How would you respond to Cynthia? 
4. What kind of recommendations would you give her? 

Y 
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CCAASSEE  55  KKeeyywwoorrddss::  SSeexxuuaalliittyy;;  SSeexxuuaall  OOrriieennttaattiioonn;;  SSTTIIss;;  PPaattiieenntt  EEdduuccaattiioonn;;  CCoouunnsseelllliinngg  

  

Did you know…? 

Four common erroneous assumptions of patients recently 

diagnosed with STDs:   

1. I know exactly where I got this disease. 
2. I got this disease from my last sexual partner. 
3. When my symptoms are gone, my infection is cured. 
4. My symptoms are not from an STI, but from other causes 
(i.e., stress, chemical burns, zipper trauma, or menstrual 
cramps).  (Celum, Marrazzo, Ocbamichael, Meegan, & Walter E. 
Stamm, 2004) 

 

Four common erroneous assumptions of physicians dealing 

with patients with STDs: 

1. Sexual experience implies sexual knowledge. 
2. The definition of “sex” is vaginal intercourse only. 
3. Women usually have few sexual partners, while men have 

several. 
4. Physician responsibility ends with the diagnosis and 

treatment of the disease.  (Celum et al., 2004) 

Case Study 

nna is a 28 year-old woman who is about to be discharged after a miscarriage 

at 4 weeks. Anna is relieved not be pregnant.  She had unprotected sex with 

her friend Tom one night after a particularly boozy party.  They have known 

each other a long time and get on really well.  She does not want a relationship with 

him and they both feel rather embarrassed about what happened, but have also 

managed to laugh it off.  So, as far as the miscarriage is concerned Anna is not 

distressed. 

However, while she was in hospital, it was discovered that she had Chlamydia.  This 

is worrying Anna because she has a long term partner Sam who will also have to be 

treated and who will therefore find out about Tom. 

Anna is bisexual and Sam is her female partner.  Anna is hesitant to volunteer 

information about her sexuality to the health care professional.  Anna is not looking 

for medical advice per se as she knows that Sam should be tested too and there 

should be follow up appointments and treatment.  What she wants is the health care 

professional to be approachable and non-judgmental as she needs advice on how to 

break the news to Sam.  

A 
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Case source 

Interactive Skills Unit, University of Birmingham, April 2005. 

 Discussion questions 

1. What communication problems/dilemmas/issues would you envisage in 
dealing with the client/patient? Analyse these factors using a holistic 
approach to health. 

2. What actions or strategies would you employ to help the client/patient? 
3. What behaviour would be consistent with the helping relationship? 

 

References 

Celum, C. L., Marrazzo, J., Ocbamichael, N., Meegan, A., & Walter E. Stamm. 

(2004). Controlling STDs. The Practitioner's Handbook for the Management of 

STDs, from 

<http://depts.washington.edu/nnptc/online_training/std_handbook/pdfs/ch11_cont

rolstds.pdf> 

 

  

CCAASSEE  66  KKeeyywwoorrddss::    OOppeenn--EEnnddeedd  vvss..  CClloosseedd--EEnnddeedd  QQuueessttiioonnss;;  EElliicciittaattiioonn  ooff  PPaattiieenntt''ss  

NNaarrrraattiivvee;;  DDeeaalliinngg  wwiitthh  NNoonn--CCoommpplliiaannccee  

Communication Tip: 

 Say you ask a series of closed questions early on in the consultation about 
one specific content area.  This apparent efficient way of obtaining answers to 
your own questions can lead to problems in effective diagnosis by preventing 
you from considering the wider picture.  Questioning skills used inappropriately 
can lead to poor hypothesis generation. 

 

Let’s examine the questioning skills of the doctor in these interactions. 

Compare 

  

Patient: I’ve been having to get up in the night to pass 

water lately. 

Doctor: Ok.  How many times each night?  Is there a poor 

stream?  Is it difficult to start the flow?  Do you 
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dribble afterwards? 

with  

  

Patient: I’ve been having to get up in the night to pass 

water lately. 

Doctor: Yes… 

Patient: And I’ve been drinking a lot. 

Doctor:  Ah ha. 

Patient: My mother’s diabetic.  Do you think I could be?  

 (Silverman, Kurtz, & Draper, 2005) 

 

CCaassee  77  

Case Study 

rs. Madison was assigned to Jim Adams (not their real names) for a history 

and physical examination as part of his third-year surgical clerkship.  Jim is 

upset because Mrs. Madison refused to let him finish taking a history or 

perform a physical examination on her.  The following is a transcript of their brief 

interaction.   

 

Jim: (Knocks on the door.) 

Mrs. Madison: Come in. 

Jim: How do you do, Mrs. Madison?  I’m Jim Adams, the 

third-year medical student who has been assigned to 

your case.  Uhm, I’d like to ask you a few questions. 

Mrs. Madison: Alright then. 

Jim:  How are you? 

Mrs. Madison: (She looks up at him in disbelief.)  If I were alright, I 

wouldn’t be here, would I? 

Jim:  (Jim is clearly taken aback and at a loss for words.) 

M 
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What brings you here? 

Mrs. Madison: About ten days ago my family doctor found a lump in 

my breast while he was doing a periodic check-up. 

Jim: Do you have any pain? 

Mrs. Madison: No. 

Jim:   Have you lost any weight? 

Mrs. Madison: No, I haven’t. 

Jim:  Have you had any nausea or vomiting? 

Mrs. Madison Not that I can recall. 

Jim: How long have you had the lump? 

Mrs. Madison: (She begins to act flustered.)  I just told you that my 

doctor discovered it ten days ago. 

Jim: I’m sorry if I have offended you, Mrs. Madison, but you 

must  

understand it is very important for me to get your 

entire history 

right from the beginning.  It’s for your own good. 

Mrs. Madison:   I don’t appreciate the tone you’re taking with me.  I’d 

like you to leave now. 

Jim: But, Mrs. Madison, we’re not through yet. 

Mrs. Madison: Yes, we are.  I said I want you to leave.  I’m only going 

to talk to the doctor in charge. 

Jim:   Alright, Mrs. Madison.  Dr. Thomas will be with you 

shortly.  (Jim leaves.) 

Case Source 

Aldrich, Clarence, Knight. (1999) The Medical Interview: Gateway to the Doctor-

Patient Relationship. 2nd ed. London: Taylor and Francis, pp 2-8. 

Discussion Questions 
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1. What are some barriers to communication in this case? 
 

2. Identify three communication blunders that Jim has committed in his 
interaction with Mrs. Madison.  How could have Jim avoided these 
communication mishaps? 

 

3. Using the transcript above, complete the following worksheet: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Rewrite the dialogue, making the interview a successful one.  Be sure that Jim is 

effective in gathering information from Mrs. Madison. 

References 

Silverman, J., Kurtz, S., & Draper, J. (2005). Skills for Communicating with Patients. 

Abingdon: Radcliffe Publishing  

  

 

No. of questions Mrs. Madison directs to Jim:  _____ 

No. of questions Jim directs to Mrs. Madison:  _____ 

 How many are open-ended?                _____ 

 How many are closed-ended?               _____ 

 

 What is flawed in Jim’s questioning style?   
 How did Jim’s questioning style contribute to Mrs. 

Madison’s non-compliance? 
 Is it more desirable to move from closed-ended to open-

ended questions or vice versa?  List some advantages 
and disadvantages of each: 

 

Closed-ended  open-ended 

 Advantages……………………………………. 

………………………………………………….. 

 Disadvantages..……………………………… 

………………………………………………… 

 

Open-ended  closed-ended 

 Advantages……………………………………. 

………………………………………………….. 

 Disadvantages..……………………………… 

………………………………………………… 
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CCAASSEE  88    

Case Study 

 young woman needed four wisdom teeth extracted.  The procedure was a 

routine one that could be performed in the dentist’s office.  Nitrous oxide was 

administered as an anaesthetic.  The woman’s mother accompanied her but 

was directed to sit in the waiting room, with the promise that she would be called if 

needed.  During the course of the treatment, the woman had a drug reaction.  She 

began to experience terror and wanted her mother.  The client tried to ask for her 

mother, only to find that she was unable to talk.  Feeling helpless only increased her 

terror. 

 At no time during the one-hour dental procedure did the dentist or the dental 

assistant inquire into the client’s comfort.  After the procedure, the client had several 

psychological reactions, including nightmares which persisted for several months.  

Today, almost six years later, she continues to feel aversion toward dentists.  The 

dentist and his assistant, questioned by the parent as to why they had not inquired 

into the client’s comfort, explained that they typically became so involved in the 

procedure that they often do not inquire; also, they felt at a loss as to how they 

should approach clients during a procedure.   

Discussion Questions 

1. Identify some potential barriers to communication in this case. 
2. If you were the parent, would you find the dentist’s response appropriate to your 

concerns?  What kind of response would make you more satisfied? 
3. Although a lot of time has passed since the patient had the procedure, do you 

think that the patient should see the dentist to discuss the trauma she has 
experienced because of the procedure?  Give reasons for your answers. 

4. If you were the dentist, what would you do to ameliorate the situation? 
 

References 

Kreps, G & Thornton, B.  (1992). Health Communication:  Theory and Practice.  

Waveland Inc. 

 

    

A 
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Compliance 

One entry found for compliance. 

Main Entry: com·pli·ance 

Pronunciation: k&m-'plI-&n(t)s 

Function: noun 

1 a : the act or process of complying to a desire, demand, 

proposal, or regimen or to coercion  

b : conformity in fulfilling official requirements 

2 : a disposition to yield to others 

3 : the ability of an object to yield elastically when a force 

is applied : FLEXIBILITY  

Our Definition of “Compliance” 

CCOONNSSIIDDEERR  TTHHIISS  ––  CCOOMMPPLLIIAANNCCEE  

 

 

 

 

 

 

 

 

Above is a definition of “compliance” from the Merriam-Webster Dictionary.  How is 

this definition different from the use of the word “compliance” in medical spheres? 

If you had to write a definition of “compliance” for a glossary of medical terms, what 

would you be sure to include in your definition? 

 ……………………………………………………………………………………… 

 ……………………………………………………………………………………… 

 ……………………………………………………………………………………… 

 ……………………………………………………………………………………… 

 ……………………………………………………………………………………… 

 ……………………………………………………………………………………… 
 

Working with a partner or in a small group, compare your notes from the exercise 

above.  Write a definition of “compliance,” using the resources in your group. 

  

 

 

 

 

 

 

 

 

http://m-w.com/dictionary/complying
http://m-w.com/dictionary/flexibility
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Putting Compliance into Perspective 



The following are three definitions of “compliance.” 

After careful reading, consider the discussion questions that follow. 

Definition 1 

Patient compliance is defined as "the extent to which patients follow clinical 

prescriptions" (Burgoon, Bark, & Hall, 1991, p. 178) and includes all types of 

behaviour and behaviour modifications recommended by a doctor for the 

purpose of helping, curing or preventing various medical problems.” (Cropley, 

2003) 

_________________________________________________________________ 

Definition 2 

In everyday usage, the term compliance means deference and obedience, 

elevating the authority of medical expertise. Alternatively, adherence to 

medical advice refers to a somewhat more informed and equitable decision 

by a consumer to stick with appropriate medical treatment…From a health 

provider's viewpoint, in order for effective medical treatments to have their 

desired effects, complying or conforming to treatments is absolutely necessary. 

The concept of medication management reflects this idea that the provider is 

responsible and in control, while the consumer is a docile body who is 

incapacitated by disease or condition. From the perspective of health 

consumers, adherence to medical treatment is enhanced when there is a good 

health care relationship and when consumers openly share their health beliefs 

and experience of illness with their provider” (Polgar). 

_________________________________________________________________ 

 

Definition 3 

The term "compliance" has been adopted to describe the degree to which 

patients follow their providers' recommendations. Implicit in this definition is 

the concept of a patient-provider hierarchy, in which the patient is relegated 

to a subordinate role. Many would argue that such a hierarchy is, in itself, a 

negative influence on patient compliance with provider recommendations. The 

extent to which providers espouse active patient participation rather than 

passivity in preventive health strategies undoubtedly has an impact on a patient's 

“ 

“ 

“ 
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willingness to "comply" with their recommendations. Alternate terms such as 

"adherence" have been suggested, but again, such terms fail to encompass 

proactive patient involvement. However, notwithstanding these concerns over 

the appropriateness of the term "compliance" when discussing preventive health 

behaviors, its [use is] common…in the literature” (Schroy, 2002) 

_________________________________________________________________ 

Discussion Question 

1. Saying non-compliance is the patient’s refusal to follow doctor’s orders is 

an over-simplification. What are some specific ways in which non-

compliance can manifest itself?  E.g.  discontinuation of taking medication, 

etc 
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      Figure 13: Deterrents to Compliance 
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CCAASSEE  99  
Health personnel often have difficulty in drawing the line between ‘impersonal 

treatment” and ‘personal care’, how to empathize without becoming too deeply 

involved emotionally with the patient/client.  It you are very close to a person you 

may hesitate to cause pain, even though this may be necessary in order to offer 

appropriate and effective treatment for the patient/ client’s ailment. 

Being too close to the patient/client could result in being less skilful in treating the 

person.  In some cases, however, health professional are able to override these 

feelings and provide adequate treatment. 

Case Study A 

hen three little boys came to the summer camp infirmary after a fish 

dinner complaining of throat pain, the nurse called the camp doctor.  

Using a head mirror, the doctor could see a small fishbone stuck in the 

first boy’s tonsil.  He deftly removed it and went through the same procedure with 

the second little boy.  Although the third little boy had exactly the same problem, the 

doctor found himself unable to carry out the same procedure - his hand trembled a 

bit, and he missed the bone with his forceps and accidentally pinched off a small 

piece of tonsil.  The little boy started crying and the doctor, who by now you will 

have guessed was that little boy’s father, drove him to town where another doctor 

had no trouble at all in removing the fishbone. 

Case Source 

Unknown 

Case Study B 

When Duty Calls: RN Helps Save Her Daughter’s Life 

ary Pennington, RN, CNOR< RNFA, an operating room nurse at Wake 

Medical Centre in Raleigh, North Carolina, was driving along Highway 210 

just two miles from home in Angier, North Carolina.  With her were her son, 

Hunter and daughter, Caitlin.  A car traveling approximately at 45 mph ran through a 

stop sign and crashed into a passenger side of the Pennington’s vehicle. 

 

It knocked the Pennington’s’ vehicle 150 feet and spun it around twice - amazingly 

without it hitting or being hit by any cars on the heavily travelled highway - before it 

came to a stop facing oncoming traffic. 

W 

M 
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“I remember saying, ‘Oh , my gosh, what happened?’ “she said.  “I thought, ‘It’s OK,’ 

but then I turned around and saw that Caitlin was unconscious.  I screamed her 

name.” 

Pennington, wearing only one shoe after the impact, immediately jumped out of the 

car and leaned through Caitlin’s window to find that Caitlin wasn’t breathing and that 

her pulse was weak.  Supporting Caitlin’s neck - worried that it could be broken - 

Pennington immediately took on her nurse role. 

She started rescue breathing- regardless of the amount of blood haemorrhaging 

from Caitlin’s broken jaw and loose teeth. 

In the meantime, a passing driver stopped and gave Hunter, who was shaking from 

the shock and cold, a coat he’d just purchased for a Christmas present. 

The emergency response team arrived a few minutes later, taking Pennington and 

Hunter in one ambulance and Caitlin in another, to Good Hope Hospital in Erwin, 

North Carolina. 

Today, Caitlin is back in school where she receives special attention learning some 

of her subjects.  While the feisty, redheaded little girl who never gave up doesn’t 

have her taste buds back, she’s able to walk, talk, sing, run and do cartwheels. 

Each day, Pennington said she thanks God for her ability to use her nurse training 

and medical knowledge to help save her daughter’s life. 

 

Case Source 

Rothwell, Kristin. (2004) When Duty Calls: RN Helps Save Her Daughter’s Life. 

NurseZone, AMN Healthcare Inc. Retrieved 3 July 2009 from 

<http://www.nursezone.com> 
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CCAASSEE  1100::  CCoommpplliiaannccee 

Case Study 

rian is a third-year undergraduate biology student on scholarship.  He is 

sexually active and has had the same partner for six months now.  For the 

last few days he has noticed some blisters on his genitals and is worried 

that it could be something serious.  Because of his hectic schedule, he was 

unable to visit the community health clinic during their opening hours.   

Brian decided to go a private doctor since he had begun to worry about his 

condition.  The doctor gave him several notes for various STDs tests, which he 

would have to pay for himself.  Brian called a few labs to find out the approximate 

price of the tests.  As it turned out, they were very costly and there was no way 

he could muster up the money to pay for them.  He couldn’t ask his family, 

friends or girlfriend for the money because they would have wanted to know what 

it was for.  Additionally, he did not have any kind of health insurance which might 

have absorbed some of the costs.    

A week after his visit to the doctor, his symptoms seemed to be less severe.  

Brian told himself, “I’m happy with my girlfriend and I have no reason to break up 

with her.   If I have something, there’s nothing I can do about it.  It’s there 

already.  Why bother to be tested when I have no intention of sleeping with 

anyone else.  In any case, the blisters are going away.  So, yeah, I might have 

something but what I don’t know can’t hurt me.”   

This is how Brian rationalized his situation. 

Case Source 

Unknown    

Discussion questions 

1. Identify possible social and/or psychosocial sources of Brian’s non-compliance 
based on the details presented in the case. 

2. What could the doctor have done to increase Brian’s compliance? 

 

B 



COMS 1001 Communication Skills for Health Personnel, 2012-2013 

110 
 

CCAASSEE  1111::  CCoommpplliiaannccee 

Case Study 

 76-year old female comes to your office for a follow up visit for 

hypertension.  She states that she is doing okay but that on Sunday she 

had a horrible headache and felt weak.  You ask if she had taken her 

medication on Sunday, to which she answers, “No.”  You immediately begin to 

counsel her on the need for her to take daily medications and the dangers of high 

blood pressure.  Furthermore, you remind her that some groups have higher 

rates of complications from hypertension and that her headache was just a 

warning sign.  She nods and tells you that she understands and you complete 

the visit feeling that you have made an impact. 

The patient goes home with a refill of her medications, but tells her friend 

that she will take Tylenol on Sundays before church because she will probably 

always get a headache.  The patient is an usher at her church, her prescription is 

for a diuretic and if she takes the medication she will have frequent trips to the 

bathroom.  In her religious denomination, walking in and out of church is 

disrespectful and as an usher she has to stand during the entire 2 to 2 ½ hour 

service.  The patient was never asked the rationale of why she did not take her 

medication on Sundays, and she did not feel comfortable discussing her urination 

with a 29-year-old male physician.  

Case Source 

National Medical Association. Cultural Competence Primer. Retrieved 3 June 

2009 from <http://www.npsf.org/askme3/pdfs/NMAPrimer.pdf> p. 10. 

Discussion Questions 

In the previous case, we focused on social and psychosocial deterrents to the 

patient’s compliance. In the present case, we have more insight into the doctor-

patient interaction during the visit.   

1. What are some potential sources of non-compliance in the case? 
2. How could the doctor modify his behaviour to increase patient satisfaction 

and compliance? 
 

 

A 
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CCAASSEE  1122::  CCoommpplliiaannccee 

Case Study 

r. Jones is a 45-year old who had surgery 5 hours earlier.  

Preoperatively he agreed to do his deep breathing and coughing after 

surgery, yet now he is adamant that he has no intention of letting your 

support his incision so that he can cough.  He only wants to sleep peacefully.   

It is clear that your client has broken your mutual agreement about what actions 

he should take to improve his health status.   

 

Tip:  Chances are satisfaction and 

compliance are increased if health care 

providers: 

 Demonstrate warmth and friendliness 
 Display concern and respect for patient 
 Avoid medical jargon 
 Clearly explain diagnosis and causation  

(Silverman, Kurtz, & Draper, 2005) 
 

 

Case Source 

Unknown 

Discussion Questions 

1. What are potential sources of non-compliance in this case?   
2. Assume that you were a nurse or doctor in this situation.  What would you 

do or say to increase the patient’s chances of compliance. 
 

M 
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   The Trust Factor   

The Trust Factor 

The professional must engender trust and be trustworthy. The trust factor is equally 

important as the provider’s credentials and expertise. If a patient does not trust that a 

provider has their best interest in mind, the patient has no reason to comply with treatment 

recommendations. Current training institutions do nothing to explore the building of trust 

and the extraction of crucial secondary personal information. The patient must trust that 

you really listen to their problem regardless of their level of fluency in communication. This 

trust is eroded when the provider appears to minimize or dismiss what is being said or 

expressed. The most basic levels of care can be adversely affected because of cultural 

language and other communication barriers. Cultural knowledge and beliefs play a key role 

in arriving at a diagnosis and subsequent treatment plans that are appropriate. Indigenous 

systems of health practices, beliefs and/or medicines exist across all segments of society 

and can significantly influence a patient’s attitudes, behaviours and initiation or compliance 

to therapeutic options. 
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CCAASSEE  1133::  CCoommpplliiaannccee  

Case Study 

 43-year-old male immigrant comes to your office with a complaint of 

fatigue and weight loss over the last 3 weeks. He has a family history of 

prostate cancer and states that recently he has not been urinating as 

frequently. 

During your examination he is very quiet, gives one-word answers and offers no 

other symptoms. He has no change in appetite, and in fact has been very hungry 

during this period. He works as a security guard at night. 

You proceed with the usual workup, focus on diagnosis and order a series of 

procedures/tests. The workup is essentially negative, except for ketones in the 

urine and you await further lab tests, instruct him to take multivitamins and 

schedule a return visit in 6 weeks. 

When the patient returns, he has gained 13 pounds, is feeling better and his 

energy has improved significantly. You assert that perhaps there was a virus, he 

was not sleeping well, or that the multivitamin helped his nutritional status. The 

patient thanks you for your help and returns home. 

However, you never discussed, nor did he voluntarily reveal, that previously he 

had been on a major fast as part of his religious beliefs. The weight loss is 

transient because of the fast, the decreased urination is also a result of the fast 

and he is a security guard at night so he could not easily partake of the late night 

meals that his wife served during this time of fasting which allows for meals after 

sundown. He did not feel comfortable sharing the information because of thoughts 

of suspicions, scolding and/or being told to alter his religious practice. 

Case source 

National Medical Association. Cultural Competence Primer. Retrieved 3 June 

2009 from <http://www.npsf.org/askme3/pdfs/NMAPrimer.pdf> 

A 

http://www.npsf.org/askme3/pdfs/NMAPrimer.pdf
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CCAASSEE  1144::  CCoommpplliiaannccee  

Case Study 

r. Harrison, a subsistence farmer who lives about an hour and a half’s 

drive from the medical college hospital, developed diabetes several years 

ago.  After the diagnosis was made in the hospital, he was treated at the 

outpatient clinic.  Mr. Harrison always came to the clinic on time and, as far as 

anyone could tell, always conscientiously followed directions about his diet and his 

insulin.  

After some time without complications, Mr. Harrison developed some numbness 

and painful tingling in his feet.  These were the early signs of diabetic neuropathy, 

a neurological complication of diabetes.  Although there is no convincing evidence 

that complications of diabetes occur only in patients who are careless in following 

treatment recommendations, doctors often assume that these complications must 

be due to poor compliance. 

Dr.  Martin, Mr. Harrison’s clinic doctor, was worried about the new symptoms.  He 

asked in detail about Mr. Harrison’s adherence to his diet and insulin dosage.  He 

listened with evident skepticism to the patient’s insistence that he was complying, 

examined him briefly, and told him he would have to wait for a while. Since patients 

with complications took more time than the others, they were typically seen late in 

the morning clinic. 

Mr. Harrison thought he would be seen by Dr. Martin after the rest of the patients 

had been cared for.  Instead he was seen, after a long wait, by a different doctor, 

Dr. Taylor, who interrogated him again about his compliance with his prescribed 

diet and insulin, gave him a thorough neurological examination, and advised him 

that he might develop weakness in his legs as time went on.  Mr. Harrison was 

then given a prescription to be filled at the clinic pharmacy and sent on his way. 

Mr. Harrison missed his subsequent clinic appointments and was next seen in the 

emergency room where he had been brought by ambulance in a diabetic coma. (A 

diabetic coma is a potentially fatal condition which can result when a severe 

diabetic fails to take his insulin.)  After this episode, Mr. Harrison was admitted to 

the hospital on Dr. Pollack's service.  Dr. Pollack and several doctors, all of whom 

were new to Mr. Harrison, worked hard to bring him out of his coma and re-

stabilize him on insulin and on his diet. 

In the hospital, the Mr. Harrison was not his old cooperative self. Instead he 

appeared disgruntled, although he passively and silently accepted what was being 

done for him.  Just before being discharged, Dr. Pollack lectured him on the 

importance of his insulin and diet regime, and offered him a clinic appointment.  

M 
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The doctor was surprised when Mr. Harrison refused the appointment.  Mr. 

Harrison explained that he planned to return to a doctor in his home town whom he 

had recently started to see.  Dr. Pollack pointed out, with some irritation, that care 

by this new doctor had not kept him from going into a coma.  Nonetheless, Mr. 

Harrison was adamant about seeing the doctor from his hometown . 

While Mr. Harrison waited for his clothes to be brought to his room, Joan Pierce, 

the medical student assigned to his case, sat down with him and said,  “I’m sorry, 

Mr. Harrison, that you’ve decided not to stay with the clinic.  I’m sure that 

something went wrong here to lead to your decision, and as a future doctor it would 

help me to know what it was.  Would you mind telling me about it?” 

Mr. Harrison thought for a while, and then said to her, “I’ve always been a 

perfectionist about my health, and I always stuck very closely to my diet and took 

my insulin exactly when I was supposed to.  In fact, the only times I was ever late 

for my insulin shots were my clinic days because it took me so long to be seen by 

the doctor and to get back home.  On that last clinic day I’d been worried about the 

pain and funny feelings in my legs - I’m a farmer, and I can’t work if I can’t walk - so 

I asked Dr. Martin about them as soon as I saw him.  All he did was ask me about 

my diet and insulin, and he didn’t seem to believe me when I said I’d been doing 

everything just as I’d been told to.  Then he said I’d have to wait until the end of 

clinic to be seen. 

“After a couple of hours, I caught Dr. Martin between patients and asked if I could 

return another day because I had things to do on the farm.  But he seemed rushed 

and annoyed at being interrupted and said I had to wait, that I had a serious 

complication. 

“That scared me so I waited.  Then instead of seeing Dr. Martin, I saw Dr. Taylor, 

who also seemed to think I hadn’t been sticking to my diet, and warned me that my 

legs could get lots worse if I didn’t follow orders precisely.  I told him that I had 

been doing everything I was told to do, but he, too, did not seem to believe me.  He 

examined me and gave me a prescription to be filled at the clinic pharmacy, but by 

the time I got out of the clinic the pharmacy was closed for lunch.  I didn’t think I 

had enough money for both lunch and the prescription and I knew I needed to eat 

lunch if I was going to wait for the pharmacy to open again or I’d have an insulin 

reaction, so when I saw Dr. Taylor again in the corridor, I asked him what I should 

do. 

“He was also in a rush, but he did say that the prescription was for some kind of 

vitamin.  He said that it wasn’t terribly important to get it filled right away, and then 

he said that it wouldn’t make much difference if I were a little late in eating once in 

a while.  It all didn’t make sense to me, both of them telling me that I hadn’t been 

following my routine when I had, and telling me that that’s why I had the serious 

complication, and then they couldn’t even agree—one said that it didn’t matter if I 

was late in eating, and the other said that I always had to eat on time.  So I wasn’t 
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sure that they knew what they were doing, and since the clinic appointments took 

so much time and the doctors were impatient and seemed not to want to listen to 

me, I decided to see another doctor.  The one I’m seeing now is not an MD, but he 

listens to me and explains things.  He’s given me some electrical treatments for 

nerve weakness; he doesn’t think I have diabetes.” 

This case had a happy ending, thanks to Joan’s interest in Mr. Harrison and his 

illness.  After she encouraged him to sound off some more about his frustration 

with the clinic and after she had acknowledged the clinic's past failure to be as 

considerate of him as it should have been, he began to ask her some questions.  

Joan answered the questions that she could and asked staff physicians for 

answers to the others she could not.  Her evident interest in him as a person soon 

made Mr. Harrison less defensive, and after a while he revealed that he had a 

good many reservations about his new ‘doctor’ and had been very frightened by 

the coma episode.  By then his clothes had arrived, and he went home, after 

agreeing to ‘give the clinic another chance.’  Meanwhile Joan found Dr. Martin and 

gave him a somewhat edited version of what had happened, in the hope that the 

patient’s clinic care would be expedited. 

As you can see from this synopsis of an actual incident, the breakdown of 

rapport can lead to a patient’s non-compliance and even departure from 

medical care, and that in turn can lead to a potentially lethal complication.  

When a breakdown of rapport occurs, doctors need to take the time to find 

out what has led to it, or they are likely to go on making the same kinds of 

mistakes. 

Case Source 

Unknown 
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CCAASSEE  1155::  TThhee  SSpprriinnggwwoooodd  DDrriivvee  PPllaazzaa  

Case Study 

By Judith V. A. Dietrich, R.N.M.S.N.  formerly Sessional Lecturer, University of British 

Columbia, Vancouver. 

he United States is facing new problems related to a phenomenon called the 

“greying of America.” A decrease in infant mortality and improvements in the 

diagnosis and treatment of disease have helped reduce mortality rates and 

extend life expectancy.  Greater numbers of Americans are living longer.  Some 28 

million people, or 12 percent of the population are 65 or over; at least 21 percent, or 

66 million people, will be 65 or over by the year 2030. 

As people age, they often become less able to care for themselves.  The elderly 

frequently must either obtain help within the home or move into some type of 

institutional setting.  Society has the responsibility of ensuring that the home help 

services and care facilities are available.  At present they are inadequate, however, 

and a definitive plan for meeting the needs of the year 2030 still must be addressed. 

The Springwood Drive Plaza is one facility that offers a unique approach to these 

problems.  It provides apartments for the elderly individual or couples, support 

services on site, and supervision by caring, skilled personnel. 

The Plaza is managed by Marie, Susan, and Denis.  Marie and Susan are 

registered nurses; Denis is a social worker.  The three of them have worked 

extensively with the aged population in a variety of settings.  Their combined skills 

and backgrounds provide the expertise required to accurately assess, plan, carry 

out, and evaluate strategies designed to meet the needs of the tenants. In addition, 

they are familiar with and know how to cope with the type of stress generated from 

caring for the elderly. 

Marie, Susan and Denis have maintained an effective and satisfying working 

relationship during the three years their business has been in operation.  Though 

they consider themselves to be partners, Marie is considered to be the leader of the 

group and is officially recognized as the administrator of the organization. 

The relationship has been characterized by the use of open communication lines.  

The three of them chat over coffee and meet informally during the week to discuss 

any problems that arise.  Once a month, they and their families get together for a 

supper or barbecue.  There is also a formal meeting once a month to review major 

problems and the success of the program in helping the elderly tenants retain 

independence and meaning in their lives. 

T 
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Eight months ago, an additional service was added to the package offered to the 

tenants.  Tom, a massage therapist and physiotherapist, had convinced Marie, 

Susan, Denis that a program of massage and exercise would help the tenants feel 

better and maintain the physical strength needed to carry out the activities of daily 

living.  The results of the program have been positive in both of these areas. 

Gradually, Tom began to spend more time talking to Denis.  He had mentioned over 

coffee one day how satisfying it was to work independently and not have to deal 

with the restrictions of a hospital bureaucracy.  The fact that Denis had two women 

for partners and that one of them was the administrator of the Plaza seemed to 

surprise Tom. 

During Tom’s fourth month at the Plaza he asked Denis if he could participate in the 

monthly meetings. Denis discussed the request with Marie and Susan, and as a 

group they made the decision to include Tom in the meetings. 

Tom has attended two of the meetings.  At the first meeting he contributed little to 

the discussion.  When he did speak, it was to boast about the success of his 

massage program.  At the second meeting, he spoke in an authoritarian manner 

when addressing Marie and was openly critical of how the status of the tenants was 

assessed. 

Discussion Questions 

1. What factors fostered the cohesiveness within the small group consisting of 
Marie, Susan, and Denis? 

2. What type of leadership style would you use with a group member such as 
Tom? 

3. What are the different types of individual roles a group member may play? 
4. What can be done when a group member has adopted an individual role that 

hinders the progress of the group? 
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CCAASSEE  1166::  WWhhoomm  ccaann  yyoouu  ttrruusstt??  

Case Study 

rs. Duncan is a registered nurse.  One day she took her son to their family 

physician, Dr. Smithers because he was experiencing difficulty in 

breathing.  After diagnosing a bronchial infection, Dr. Smithers prescribed 

an antibiotic.  Mrs. Duncan decided to have the prescription filled at the pharmacy in 

the neighbourhood mall. 

Being a registered nurse, Mrs. Duncan read the prescription before she took it to 

the pharmacy.  She told the pharmacist that her husband would pick up the 

prescription late in the day. 

When Mr. Duncan brought the prescription home, Mrs. Duncan read the instructions 

on the label.  Immediately, she realized that the pharmacist had indicated the wrong 

dosage and frequency of administration on the label. 

She promptly phoned the pharmacy to question the apparent discrepancy between 

the doctor’s orders and the instruction on the bottle.  Making certain that she was 

speaking to the pharmacist, she asked him to check the prescription order.  The 

pharmacist’s response was that Connor’s Drug Mart does not make mistakes and 

that the instructions on the label were correct. 

However, Mrs. Duncan insisted that the pharmacist check the original order.  

Reluctantly, and somewhat indignantly, he agreed to do so.  When he returned to 

the phone, he admitted that, in fact, the instructions were wrong.  However, he 

passed off the error as a typographical mistake, refusing to admit that someone on 

his staff had made a medication error. 

After discussing the situation with several friends who also deal with this pharmacy, 

Mrs. Duncan discovered that they had also experienced similar problems.  For 

example, just the week before, Mrs. French had been dispensed and had used the 

wrong eye drops.  Fortunately, no serious complications had arisen. 

Discussion Questions 

1. Identify communication problems in this case study. 
2. Suggest solutions and criteria for resolving these problems. 
3. From the case, it is clear that Connor’s Drug Mart was responsible for the error.  

Why do you think the pharmacist handled the situation the way he did?  If you 
were the pharmacist, what would you have done differently? 

M 
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4. You have received a number of written and oral complaints about clients being 
given wrong medications or incorrect dosage instructions.  You are very 
concerned so you’ve decided to monitor your staff more closely.  You’ve 
discovered that a few of your interns are responsible for the errors.  How would 
you handle this situation?     

Case Source 

David B. Parsons, Lakehead University, Thunder Bay, Ontario, Canada 
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CCAASSEE  1177::  EEtthhiiccss  aanndd  EEtthhnnoommeeddiiccaall  PPrraaccttiicceess  

Case Study 

ou are a general practitioner and a mother comes into your office with her 

child who is complaining of flu-like symptoms. Upon entering the room, you 

ask the boy to remove his shirt and you notice a pattern of very distinct 

bruises on the boy's torso. You ask the mother where the bruises came from, and 

she tells you that they are from a procedure she performed on him known as "cao 

gio," which is also known as "coining." The procedure involves rubbing warm oils 

or gels on a person's skin with a coin or other flat metal object. The mother 

explains that cao gio is used to raise out bad blood, and improve circulation and 

healing. When you touch the boy's back with your stethoscope, he winces in pain 

from the bruises. You debate whether or not you should call Social Affairs and 

report the mother. 

Discussion Questions 

 Should we completely discount this treatment as useless, or could there be 
something gained from it? 

 When should a physician step in to stop a cultural practice? (there is some pain 
in many of our medical procedures, for example, having one's tonsils removed) 

 Should the physician be concerned about alienating the mother and other 
people of her ethnicity from modern medicine? 

 Do you think that the physician should report the mother? 

Case Source 

Chris Cirone of the Markkula Center for Applied Ethics at Santa Clara University, 

(2008). To access this case and to view additional medical ethics cases go 

to : <http://www.scu.edu/ethics/publications/submitted/cirone/medical-

ethics.html> 

Y 

http://www.scu.edu/ethics/publications/submitted/cirone/medical-ethics.html
http://www.scu.edu/ethics/publications/submitted/cirone/medical-ethics.html
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Self-Assessment Tool - What kind of communicator am I? 

Instructions:  Read the statements below. 

Indicate your frequency using the grid.  This is not a 

test. It is only for you to learn more about you! 

F 
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1. I first try to understand what the other person is 
saying before I decide how I will respond.  

  

2. I usually make empathetic statements. 
  

3. If there is something that I don’t understand, I 
typically ask questions and seek clarification.  

  

4. When I disagree with something, I make a special 
attempt to listen carefully.  

  

5. When someone is trying to make conversation with 
me, I try to facilitate them by asking questions or 
making comments.  

  

6. I help others to express themselves when I am 
communicating with them. 

  

7. When someone has something important to say to 
me, I listen without interrupting.  

  

8. I look forward to receiving feedback on my 
performance.   

  

9. People tell me they like to talk to me when they 
have problems.    

  

10. When I am talking to someone, I try to say exactly 
what I mean.    

  

11. I am sensitive to others’ needs.  
  

12. I am aware of other people’s body language when 
they are talking to me.  

  

13. I try to give feedback to people. 
  

14. I am able to assess the climate of a group.  
  

15. I go out of my way to show understanding of the 
needs and wants of others.  

  

16. I collaborate easily with others.  
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17. I encourage people to generate their own solutions 
to problems.  

  

18. I learn by interacting with others.  
  

19. I listen for the feelings behind the words someone 
is saying as much as I listen to the words.  

  

20. I try to send non-verbal communication that will 
match my verbal communication.  

  

21. When I am called upon to express myself in 
speaking, I feel confident. 

  

22. I try to listen to what is NOT being said.  
  

23. I contribute to group conversations. 
  

24. I am conscious of using gestures, facial 
expression, and voice intonations to get my 
message across effectively. 

  

25. I believe that teams are more effective than 
individuals.  

  

26. Even if I know I am right, I give the other person a 
chance to express what he/she has to say.    

  

27. To show that I am paying attention to someone, I 
lean slightly forward when they are speaking and 
look right at them.  

  

28. I try to see situations from other people’s points of 
view.  

  

29. I express my feelings openly.  
  

30. I try not to over-react to emotionally charged 
words. 

  

Count the number of responses  

you have in each column. 

 

 
  

Now multiply the number. X 3.3 X 2 
X 

0.5 

SUBTOTAL 
 

 
  

Now add all the numbers from the “SUBTOTAL” 

line to reveal your communication score. 
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Rate yourself! 

59 points or less - You need to work on communicating. You may 

misunderstand what other people are saying or they may misunderstand you. 

This course will help you become a better communicator. 

60 - 74 points - You can communicate well when you want to, but you don’t 

always do it. If you practice your communication skills you will be amazed to find 

out how much easier it is to get along with others. This course will help you 

become a better communicator. 

75 - 89 points - You are a strong communicator. For the most part, you listen well 

and express your feelings well, but you could still use some practice! This course 

will help you become a better communicator. 

90 - 100 points -You are a fantastic communicator! You rarely miscommunicate 

with others! This course will reinforce the skills that you already have.  Try to help 

classmates who need more practice than you. 

References 
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<http://www.urbanministry.org/wiki/active-listening-self-test> 
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<http://www.youthleadership.com> 
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Worksheet – SPSE Exercises Answers 

Situation-Problem-Solution-Evaluation Answer Sheet 

Task 1 

 Situation: Arriving at University without knowing any other student and 
therefore not having any friends 

 Problem: Feeling isolated and lonely 
 Solution: Joining some student clubs and societies to find others with similar 

interests 
 Evaluation: Thinks it's a good suggestion, but has worries about getting back 

home late in the evening. 

Task 2 

Situation  

In order to prepare new students to adjust to the tertiary 

environment, universities organize Freshers’ Weeks.  

Problem  

It is thought that Freshers’ Weeks may only provide limited 

opportunities for students to adjust to a new tertiary 

environment.  

Solution  

Universities need to offer students more structured 

induction programmes similar to those offered at US 

universities.  

Evaluation  

According to some authorities, more structured induction 

programmes 'can aid in the retention of students' (Perigo 

and Upcraft, (1989) and can encourage students to more 

fully integrate into a tertiary environment.  

 

 

See page 77 for Things To Consider SPSE 
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Appendix 

Standard Essay Outline Format 

N.B. Your essay must have three parts – an introduction, a body and a conclusion. 

Your introductory paragraph introduces your essay. It contains the thesis 

statement which informs the entire essay. The body is the largest part of the essay. 

Your concluding paragraph introduces no new points but restates your thesis. It 

must clearly be seen to be the end of your essay. Consider every paragraph a mini 

essay with a topic and sentences supporting that paragraph’s topic. 

 

I.  Thesis Statement__________________________________________________ 

A. Supporting Idea #1________________________________________________ 

B. Supporting Idea #2 _______________________________________________ 

C. Supporting Idea #3 _______________________________________________ 

D. Conclusion/Transition/Restatement of Thesis __________________________ 

 

II. Topic Sentence for Supporting Idea #1 ________________________________ 

A. Expansion/Explanation/Support for topic sentence_______________________ 

B. _______________________________________________________________ 

C. _______________________________________________________________ 

D. Conclusion/Transition _____________________________________________ 

 

III. Topic Sentence for Supporting Idea #2 _______________________________ 

A. Expansion/Explanation/Support for topic sentence ______________________ 

B. _______________________________________________________________ 

C. _______________________________________________________________ 

D. Conclusion/Transition _____________________________________________ 
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IV. Topic Sentence for Supporting Idea #3 _______________________________ 

A. Expansion/Explanation/Support for topic sentence ______________________ 

B. _______________________________________________________________ 

C. _______________________________________________________________ 

D. Conclusion/Transition _____________________________________________ 

 

V.  Topic Sentence for Supporting Idea #4 _______________________________ 

A. Expansion/Explanation/Support for topic sentence ______________________ 

B. _______________________________________________________________ 

C. _______________________________________________________________ 

D. Conclusion/Transition _____________________________________________ 

 

VI. Conclusion/Restatement of Thesis __________________________________ 

A. Expansion/Explanation/Support for topic sentence ______________________ 

B. _______________________________________________________________ 

C. _______________________________________________________________ 

D. Powerful Concluding Sentence ______________________________________ 

 

N.B. There is no absolute rule about the number of paragraphs in an essay. Your essay 

may have fewer or more than 5 paragraphs. Also, paragraphs can have fewer or 

more than 3 supporting sentences. All paragraphs will not be of equal length. 
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Course Outline  

COMS 1002 – Communication Skills for the Health Professions is the sister 
course to COMS 1001. 
 
 
Details on the course and activities, examinations, and grade boundaries are found 
on pages 3 to 5 of the Semester 1 manual. 
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Goal, Objectives and Evaluation 

Goal 

To formulate and illustrate the range of communication styles, methods and skills 

medical practitioners need to become competent in dealing with patients and the 

public.  

 

Objectives 

At the end of this course students will be able to: 

1. Apply principles of effective communication to counselling and clinical instruction 
situations, and to professional interactions. 

2. Choose effective counselling techniques, referral strategies in clinical settings as 
well as the proper approach to convey sad news to a patient or client. 

3. Critically defend a position or issue relating to health. 
4. Devise appropriate methods and strategies for clinical instruction and patient 

education. 
5. Plan an appropriate strategy to convey a message to a mass audience using 

technology. 
6. Apply communication techniques to improve care of patients or clients from 

diverse cultures. 

 

Evaluation 

Course Assessment 

Coursework constitutes 50% of the final grade while a final examination constitutes 

the other 50%. 

Graded Course Assignments = 50% 

♦ Assignment 1 – Breaking bad news [pair work]  15% 

♦ Assignment 2 – Case conferencing [group work]  15% 

♦ Assignment 3 – Inter-workshop debate [group work] 10% 

♦ Assignment 4 – Educating the public [group work] 10% 

 
TOTAL: 50% 

Assignments Description 

Due Date Policy 

Unless otherwise indicated, all assignments will be due on Mondays or Wednesdays 

(depending on which workshop you attend) and should be handed in at workshop 

sessions.  All assignments will be returned at workshop sessions. 
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Assignment 1 – Breaking Bad News (Pair Work) - 15% 

Due:   Week 3: Monday 4th February, Wednesday 6th February 

Length:  5 minutes total 

Description: Students will be asked to role-play a situation which will be given to 

you on the day the assignment is due. This situation requires that bad 

or sad news be given to a client/patient. In your role-play, you will be 

required to include four (4) elements of Buckman’s 6-step protocol for 

breaking bad news. Additionally, you will be expected to use 

appropriate verbal and nonverbal communication skills when 

interacting with the patient or client. This assignment is done in pairs. 

One student will break the prepared bad news to the other. Each 

member gets the same grade. 

 This role play will be video-taped.  

Student Learning Outcomes: 

Upon successful completion of Assignment 2, the student will: 

1. Create a transcript and role-play of a breaking bad news scenario, 

utilising four (4) elements of the six (6) step protocol. 

2. Optimise the health professional-patient interaction in the role-play 

by selecting communication strategies which promote patient-

centeredness. 

3. Display empathy, sensitivity, and professionalism in the 

counselling of the patient. 

Complete Details and Assignment Requirements can be found on page 23. 

 

 

 

_____________________________________________________________________________________ 
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Assignment 2 – Case Conferencing - 15% 

Due:   Week 6: Monday 25th February, Wednesday 27th February  

Length:  12-15 minutes presentation time 

Description: In this assignment, you will prepare and present a case conference 

based on any clinical case of your choice from http://clinicalcases.org. 

You will adapt the case you choose, supplementing it with further 

library research and other details, as necessary. Each case 

conference participant is expected to contribute meaningfully and 

equally to the discussion of the case. Your group will also be expected 

to submit a written report of the case conference.  

Student learning outcomes: 

Upon successful completion of Assignment 2, the student will: 

1. Create a simulated case conference based on an existing clinical case 

from http://clinicalcases.org/ 

2. Adapt and supplemented the chosen case by conducting library research. 

3. Present/deliver the case conference, generating discussion leading to a 

differential diagnosis, diagnostic approach, and/or treatment options. 

4. Demonstrate that he/she is a team player. 

5. Reflect on his/her role in a group. 

 

Complete Details and Assignment Requirements can be found on page 39. 

 

 

 

 

____________________________________________________________________________ 

http://clinicalcases.org/
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Assignment 3 – Inter-Workshop Debate (Group) - 10% 

Due:   Week 8: Monday 11th March, Wednesday 13th March  

Tasks:  For this assignment students will be expected to prepare, deliver and 

defend a position presentation. The assignment is structured along 

the lines of an inter-workshop debate that will take place in the 

Auditorium over the course of two weeks. Workshops will be ‘twinned’ 

for this assignment. One workshop will take a pro position on a 

chosen issue, the other workshop an opposing position. ‘Twinned’ 

workshops should not work together to prepare the assignment as 

each workshop will be graded individually.  

Workshop members will work as a team to research, plan and prepare 

the presentation. Each presentation will be graded by tutors, the 

course lecturer and the non-presenting members of the class 

immediately after each debate has concluded. The entire tutorial 

group receives one grade for the assignment.  

Format: Persuasive Essay / Debate 

Time: 24-30 minutes per debate: 8-10 minute presentation of the pro 

argument; 8-10 minute presentation of the con argument; 8-10 

minutes of rebuttals and audience questioning.  

Student Learning Outcomes: 

Students will be able to: 

1. Formulate logical arguments 

2. Think critically 

3. Argue passionately on current topics 

4. Manage conflict in team/group situations 

 

Complete Details and Assignment Requirements can be found on page 48. 

 

________________________________________________________ 
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Assignment 4 – Educating The Public - 10% 

Due:  Week 10: Monday 25th March, Wednesday 27th March  

Length:  8-10 minutes presentation time 

Description:  In this assignment, you will be designing and delivering a health 

education campaign to a specified mass audience. You will plan and 

develop a programme for communicating (i) the nature, (ii) prevention, 

and (iii) treatment of a health problem or issue which can affect a wide 

community. In order to educate your audience, you will use a variety 

of media. 

Student Learning Outcomes: 

Upon successful completion of Assignment 4, the student will: 

1. Outline how a significant health problem/issue puts a certain 

population at risk. 

2. Assess the population and design a health education campaign 

appropriate to the target audience. 

3. Evaluate and choose media appropriate to educating the target 

audience on the health problem/issue. 

4. Devise a health education campaign which informs as well as 

convinces the target audience to take particular courses of action. 

5. Demonstrate that he/she is a team player. 

6. Reflect on his/her role in a group. 

 

 

 

Complete Details and Assignment Requirements can be found on page 70. 

 

 

 

________________________________________________________ 
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UNIT 1 
 

 

 

The Nature of Counselling 
- Counselling Communication and its Prerequisite 

- Characteristics of Effective Counselling: Role Play and 

Critiquing, including Psycho-social Scenarios 

- Conveying Sad News: Health Care Worker/Client/Patient 

Relationships 

- Truth Disclosure, Ethics and Confidentiality 

- Techniques for Releasing Sad Information and Expressing 

Condolences 

 

 

 

 

8 hours 
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Counselling  

t is difficult to think of a single definition of counselling. This is because 

definitions of counselling depend on theoretical orientation. Counselling – 

loosely defined, is a learning-oriented process, which occurs usually in an 

interactive relationship, with the aim of helping a person learn more about the 

self, and to use such understanding to enable the person to become an effective 

member of society.  

 

Counselling is a process by means of which the helper expresses care and 

concern towards the person with a problem, and facilitates that person's personal 

growth and brings about change through self-knowledge. 

 

Counselling is a relationship between a concerned person and a person with a 

need. This relationship is usually person-to-person, although sometimes it may 

involve more than two people. It is designed to help people to understand and 

clarify their views, and learn how to reach their self-determined goals through 

meaningful, well-informed choices, and through the resolution of emotional or 

interpersonal problems. It can be seen from these definitions that counselling can 

have different meanings. 

 

Counselling is provided under a variety of labels. For example, there are 

instances where counselling is offered when a relationship is primarily focused 

on other, non-counselling concerns. A student may use a teacher as a person 

with whom it is safe to share worries. In such a situation, the teacher uses 

counselling skills, but does not engage in an actual counselling relationship. The 

teacher counsels but is not a counsellor. 

 

 

 

 

 

I 

 

 

Figure 14: The Elements and Stages of Counselling 
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Aims of Counselling 
The aims of counselling are broad. They may depend on the situation and the 

environment, and on training. The basic aims of counselling include the following: 

1. To help counselees gain an insight into the origins and development of 

emotional difficulties, leading to an increased capacity to take rational control 

over feelings and actions. 

2. To alter maladjusted behaviour. 

3. To assist counselees to move in the direction of fulfilling their potential, or 

achieve an integration of conflicting elements within themselves. 

4. To provide counselees with the skills, awareness and knowledge, which will 

enable them to confront problem. 

 

Source: Guez W, Allen J, editors. Counselling. UNESCO France: Ag2i 

Communication 1999. Available from: 

http://www.unesco.org/education/mebam/module_2.pdf 

 

 

http://www.unesco.org/education/mebam/module_2.pdf
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Techniques for Releasing Sad Information and 

Expressing Condolences 

Buckman's Six Steps to Breaking Bad News  

 Robert Buckman, in an excellent short manual, has outlined a six step protocol for 
breaking bad news. The steps are: 

Step 1:  Getting started. 

The physical setting ought to be private, with both 

physician and patient comfortably seated. You should ask 

the patient who else ought to be present, and let the patient 

decide--studies show that different patients have widely 

varying views on what they would want. It is helpful to start 

with a question like, "How are you feeling right now?" to 

indicate to the patient that this conversation will be a two-

way affair. 

Step 2:  Finding out how much the patient knows.  

By asking a question such as, "What have you already been told about your 

illness?" you can begin to understand what the patient has already been told ("I 

have lung cancer, and I need surgery"), or how much the patient understood 

about what's been said ("the doctor said something about a spot on my chest x-

ray"), the patients level of technical sophistication ("I've got a T2N0 

adenocarcinoma"), and the patient's emotional state ("I've been so worried I 

might have cancer that I haven't slept for a week").  

Step 3:  Finding out how much the patient wants to know. 

It is useful to ask patients what level of detail you should cover. For instance, you 

can say, "Some patients want me to cover every medical detail, but other 

patients want only the big picture--what would you prefer now?" This establishes 

that there is no right answer, and that different patients have different styles. Also 

this question establishes that a patient may ask for something different during the 

next conversation.  

Step 4:  Sharing the information. 

Decide on the agenda before you sit down with the patient, so that you have the 

relevant information at hand. The topics to consider in planning an agenda are: 

diagnosis, treatment, prognosis, and support or coping. However, an appropriate 

agenda will usually focus on one or two topics. For a patient on a medicine 

http://content.answers.com/

main/content/wp/en/4/49/Dr

_Robert_Buckman.jpg 
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service whose biopsy just showed lung cancer, the agenda might be: a) disclose 

diagnosis of lung cancer; b) discuss the process of workup and formulation of 

treatment options ("We will have the cancer doctors see you this afternoon 

to see whether other tests would be helpful to outline your treatment 

options"). Give the information in small chunks, and be sure to stop between 

each chunk to ask the patient if he or she understands ("I'm going to stop for a 

minute to see if you have questions"). Long lectures are overwhelming and 

confusing. Remember to translate medical terms into English, and don't try to 

teach pathophysiology.  

Step 5:  Responding to the patients feelings. 

If you don't understand the patient's reaction, you will leave a lot of unfinished 

business, and you will miss an opportunity to be a caring physician. Learning to 

identify and acknowledge a patient's reaction is something that definitely 

improves with experience, if you're attentive, but you can also simply ask ("Could 

you tell me a bit about what you are feeling?").  

Step 6:  Planning and follow-through. 

At this point you need to synthesize the patient's concerns and the medical 

issues into a concrete plan that can be carried out in the patient's system of 

health care. Outline a step-by-step plan, explain it to the patient, and contract 

about the next step. Be explicit about your next contact with the patient ("I'll see 

you in clinic in 2 weeks") or the fact that you won't see the patient ("I'm going 

to be rotating off service, so you will see Dr. Back in clinic"). Give the patient 

a phone number or a way to contact the relevant medical caregiver if something 

arises before the next planned contact. 

 

Buckman’s 6 Steps in a Nutshell 

 

 

Communication 

Skills 

 

1. Starting well 

2. Checking patient’s knowledge 

3. Checking patient’s desire to 
know 

4. Sharing information 

5. Responding to patient/client’s 
feelings 

6. Planning and follow-through 

 

 

1. Facilitating 

2. Questioning 

3. Listening 

4. Explaining 

5. Emphasising 

6. Responding 

7. Nonverbal 
Communication 
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Breaking Bad News in the Veterinary Consultation 

Glenda-Alicia Leung 
 

lthough breaking bad news in a veterinary consultation has its own skills, it 
is important to remember that the content and process skills, which apply 
to any consultation, also apply here.  In this handout we will concentrate 

on the specialised skills that may be utilised when breaking bad news to clients. 
We will use the consultation structure outlined in the NUVACS model, based on 
the Calgary-Cambridge. 

1.  Preparation 

For any consultation that involves breaking bad news, it 

is important to ensure that you have carried out thorough 

preparation. You should be sure that you do the 

following: 

 Arrange a suitable appointment length. Many 
practices would allocate a double appointment for 
this type of consultation, or a special appointment 
outside normal surgery times. 

 Arrange the room. It does make a difference if you 
remove the “barrier”, i.e., the consulting table. Chairs should be arranged 
so that they are in a semi-circle, not too close to each other, with each 
chair at a slight angle. 

 Remind yourself of the owner’s name, the animal’s name and sex, and 
making sure that you get these details correct throughout the consultation 

 Prepare the information. If discussing treatment options for a serious 
condition make sure that you know expected side effects, survival times, 
quality of life given by the treatment and approximate costs involved. 

 Collect all the paperwork. Make sure that you have test results to hand, 
referral letters, case notes and the appointment diary so that you can 
schedule the next visit. 

 Make sure that you won’t be disturbed for any reason. 

 Place a box of tissues in a convenient location. 

2.  Initiating the consultation 

It is useful to summarise where things have got to so far. For example, “As you 

remember, we talked about X-raying Sheba’s chest before deciding what to do 

with the lump that you found.”  Also, enquire about the animal’s current condition, 

using an open question, “How’s she been since I saw you last?” 

 

A 

http://drwhiteley.com/My_Vet_2.jpg 
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The client may be prepared for possible bad news, or they may not. It is helpful 

to use a “warning shot” at the start of the consultation, to tell the client that bad 

news is on its way. 

Examples of Warning Shots: 

•  The room set-up (not the usual consulting room arrangement) 

•  The fact that you sit down with the client(s) 

•  “I’m sorry, I have some bad news to tell you” 

•  “I’m afraid the news is not as good as we’d hoped” 

What if the client is not prepared for bad news, and comes into the room chatting 

brightly? It is important to let the client finish what they are saying, then gently 

ask them to sit down. This in itself may serve as a warning shot.  Sometimes it’s 

possible to use the topic of conversation to introduce the warning shot. 

Client: It’s such a nice day. We’ve just been for a lovely walk with Barney – he 

seems so well. 

Vet: Yes, that makes it more difficult to give you the results of his biopsy.  

I’m sorry, it’s bad news. 

3.  Responding to Emotional Cues 

What happens if the client breaks down in tears, or is completely silent, or gets 

up and paces round the room when you tell them the bad news? First of all, 

these are all predictable reactions. Secondly, the client needs time to deal with 

the news you have given them. There is no point in ploughing on with difficult 

explanations of treatment options until they are ready to listen. How do you know 

that they are ready to listen? First, you must deal with the emotional response 

appropriately (e.g., by remaining silent, but maintaining eye contact, OR by 

acknowledging their emotions “I can see that this has been a shock to you,” “I 

can see that you are very upset by this news” and offering tissues, then 

remaining silent).  You will know that they are ready to take in more information 

when they renew eye contact, or ask a question. Blocking behaviours should be 

avoided when breaking bad news as they impair communication.  Blocking 

behaviours include: 

 Offering premature advice and reassurance before the client’s main 
concerns have been addressed. 

 Attending to physical aspects only. 

 Changing the subject. 

 Being falsely hearty and jolly, e.g. “Come on, pull yourself together.” 
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So why do blocking behaviours occur?  Many clinicians fear that probing the 

emotional aspects of a case will increase the client’s distress, or take up too 

much time, or have a deleterious effect on their own emotional state. It is much 

easier to use blocking behaviours to keep emotions at bay.   

What should you do when faced with emotion? The most effective response is 

empathy. First of all, you need to identify the emotion that the client is 

experiencing (most commonly grief, anger, denial, guilt).  You should then 

identify the source of the emotion. In most cases, this will be the bad news that 

you have just given them, but sometimes this is the trigger that allows 

outpourings of emotion linked to something else going on in their lives. You 

cannot possibly know that! Empathic response links the emotion with the source, 

in a way that lets the client know that you have made the connection.  For 

example, “I can see that the news about Brandy’s condition has made you very 

sad.”  That’s all. You don’t have to understand how they feel. You don’t have to 

put yourself in their shoes. You just need to recognise the emotion, why they are 

experiencing it, and verbalise this information. If you then remain silent, they may 

tell you why they are so upset, and if there are other reasons for their distress. 

They will let you know when they are ready to continue. 

4. Giving Information 

The client may not be ready to receive large amounts of information. It may be 

better to give them summary of any treatments that are available, or give them 

written information to take away, and then schedule another appointment to go 

through the options in detail. Whenever it is carried out, the process of giving 

information must still rely on the associated process skills, such as: 

 Keeping it simple and avoiding jargon. 

 Pausing to allow the owner to ask questions.  

 Checking that all their concerns have been answered. 

 Checking their understanding ("Would you like me to run through that 
again?") 

 Offering to speak directly to any other party not present (spouse, etc.) 

 Signposting (“Let’s discuss the options for treatment first, then we’ll talk 
about the cost and side-effects of each one”) 

 Chunking and checking (giving small pieces of information, and checking 
that the client has understood before moving on.) 

 Taking the client’s concerns and beliefs into account (“Do you have any 
worries about going ahead with treatment?”) 

 Summarising. You can never do too much of this. Clients take very little in 
when they are anxious, and repeating all the options over again, or 
providing a written summary, is always appreciated. 

 Safety-netting. Always provide the client with support. Give them times 
when they can ring the surgery, or come back for another appointment, to 
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discuss things further. Some practices run support groups for clients 
whose pets are receiving chemotherapy, or can arrange contact with such 
clients for anyone trying to decide on treatment options. 

 Should you apologise? It is often said that a client will pick up on any 
expression of sympathy as an admission of guilt. However, a well timed 
“I’m sorry that this has happened” conveys empathy to the client. 

5.  Closing the consultation 

 Summarise (again.) 

 Don't rush the owner into a decision - few cases are so serious that a 
decision needs to be made that moment. Arrange further 
appointment/contact and time frame (see safety-netting, above) and 
finally, it has been said that breaking bad news is a pivotal skill in 
veterinary practice. If you do it well, your client will never forget. If 
you do it badly, your client will never forgive. 

 

References 
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Case 

Cats Have Nine Lives, But Only One Liver: 

The Effects of Acetaminophen by 

Brahmadeo Dewprashad 

Department of Science 
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The City University of New York 

Case copyright ©2008 by the National Center for Case Study Teaching in Science.  

Originally published July 8, 2008 at 

http://www.sciencecases.org/acetaminophen/acetaminophen.asp     

 
“Hi Mom, how are you?” Michelle asked her mother over the phone. 
“I’m fine, is everything okay with you? You sound a bit down,” said her mother. 
“It’s probably nothing, but Tabby doesn’t seem quite right,” Michelle replied. 
“What’s the matter with him?” Michelle’s mother asked anxiously. 
“He wasn’t looking very well, and it felt as if he had a fever. Remember I told you 
he had a swollen leg? Well, it seemed as though it was causing him pain. He 
seemed so miserable, and so I gave him half of a regular strength Tylenol®. He 
just doesn’t seem right,” Michelle blurted out. 
“I saw a news item a month or so ago that said that Tylenol® wasn’t very safe —
something about it not being good for the liver. I remember they said it was bad 
for humans in high doses. I don’t think they mentioned anything about animals. 
But don’t worry,” Michelle’s mother reassured her. “Cats are very tough—they 
have nine lives, you know. And besides, you only gave him half a tablet.” 
“Thanks, Mom. I better go now. Talk to you later,” Michelle hurried off. 
 
The conversation with her mother had made Michelle uneasy. Tabby seemed 
very sad, tired, and out of breath. Michelle decided that she would search the 
Internet for information about acetaminophen, the active ingredient of Tylenol®. 
In particular, she wanted to know the safe dose for cats. She came across a 
2003 article by someone named Steenbergen that alarmed her. It said that 
acetaminophen was particularly toxic for cats and that no dose was considered 
safe. Immediately, Michelle scooped Tabby up, loaded him in his carrier, and 
sprinted over to the vet. Luckily, the vet had a practice only a few blocks away. 
 
Michelle was able to see the vet soon after she got there. She explained what 
had happened... [The vet] took the cat into his examination room and invited 
Michelle in. She noticed that he administered oxygen to the cat and took a blood 
sample. It was too much for Michelle! She stepped out of the examination room 
and sat anxiously in the waiting room. After a while, the vet came out.  
 
TASK: How would you as the vet break the news to Michelle that 

Tabby has liver damage and would need a risky operation to 
save his life?   

 Perform a role play, using the Breaking Bad News in the 
Veterinary Consultation by Glenda-Alicia Leung. 
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Assignment #1 

Breaking Bad News (Pair Work) - 15% 

Due:   Week 3: Monday 4th February, Wednesday 6th February 

Length:  5 minutes total 

Description: Students will be asked to role-play a situation which, will be given to 

you on the day the assignment is due. This situation requires that bad 

or sad news be given to a client/patient. In your role-play, you will be 

required to include four (4) elements of Buckman’s 6-step protocol for 

breaking bad news. Additionally, you will be expected to use 

appropriate verbal and nonverbal communication skills when 

interacting with the patient or client. This assignment is done in pairs. 

One student will break the prepared bad news to the other. Each 

member gets the same grade. 

 This role play will be video-taped.  

Student Learning Outcomes: 

Upon successful completion of Assignment 2, the student will: 

4. Create a transcript and role-play of a breaking bad news scenario, 

utilising four (4) elements of the six (6) step protocol. 

5. Optimise the health professional-patient interaction in the role-play 

by selecting communication strategies which promote patient-

centeredness. 

6. Display empathy, sensitivity, and professionalism in the 

counselling of the patient. 

Assignment Requirements: 

 Dress appropriately on the day of your role-play by wearing 

clothes which fit your character. 

 Be sure to project your voice loudly and clearly so that your 

presentation can be recorded properly. 
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UNIT 2 
 

 

 

 

Clinical Instruction Case Conferencing 
- Introduction 

- Methods and Strategies for Clinical Instruction:  

Seminars, Small Group Team Teaching, Video Discussions, 

Making Instructional Objectives, Evaluation and Feedback 

- Methods and Strategies for Patient Education 

- Communication Strategies and Technology 

 

 

 

 

 

 

 

3 hours 
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Introduction 
CCaassee  CCoonnffeerreennccee  

FAQ: Case Conference: All You Need To Know 
Glenda-Alicia Leung 

 

What is a case conference?  

A case conference is a verbal discussion 

between a GP and a minimum of two 

other healthcare providers who come 

together to develop a strategy to improve 

the immediate care of a patient with a 

chronic and complex condition.  A case 

conference occurs in real time and may be 

conducted either face-to-face, by 

telephone, or via video conferencing. 

Because the case conference is a 

collaborative effort, it is an excellent problem-solving tool.    

Why conduct a case conference? 

Because patients with complex conditions often have multidisciplinary needs, a 

case conference is the ideal forum to plan, implement, or review treatment options.  

A case conference may also be used for the illustrative presentation and 

interpretation of individual cases with the goal of generating and discussing 

differential diagnoses and diagnostic approaches.   

Who can be involved in a case conference? 

A Physician and at least two other health care professionals or care providers, 

each of whom provides a different type of service to the patient, are present.   

How do you conduct a case conference? 

A GP can either initiate or participate in a case conference.   

Before the Conference: 

 Identify needs:   

 Has a case conference been conducted before?   

 What are the diagnoses/problems?  

http://images.jupiterimages.com/common/detail/19/2

6/22852619.jpg 
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 What are the health needs and goals? 

 Make sure the patient is fully informed:   

 What are the benefits of a case conference?   

 Who will be present at the case conference?  

 What will be discussed at the case conference?   

 What will it cost to conduct the case conference?  (In most cases, there is a 
fee attached to this service.) 

 Obtain and record the patient’s informed consent:  

 Allow the patient to specify any information they want to be kept private. 

 Identify and invite other participants:  health providers, community care 
providers. 

 

During the conference: 

 Introduce participants; establish who will chair the discussion; confirm the 
patient’s consent. Ensure a minimum of three providers are present for the 
whole conference. 

 Outline purpose and goals of the conference; outline patient’s problem, needs 
and goals. Invite other participants to contribute additional information. 

 Identify care needs and outcomes to be achieved. Develop agreed 
management plan. Allocate tasks to team members. 

 

After the conference: 

 Prepare a written summary and keep it in the patient’s record. 

 Inform the patient of the conference outcomes and recommendations. 

 Distribute copies of the summary to the patient and each provider present at 
the conference. 

 Schedule a date for a review.
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lthough the specific objective of different case 

conference will be many and varied, all will include 

the salient features associated with effective 

decision-making.  There is a collective professional 

responsibility to ensure that the ultimate objective of the 

case conference is achieved, namely effective decision-

making which is in the best interest of the client or which 

allow the client to make decisions in his best interest.  

However, members of the case conference frequently lose 

sight of the criteria for effective decision-making - the 

processes of examining, describing, co-ordinating, monitoring, analyzing and 

evaluating.  The terms are often misunderstood and used as synonyms, yet may 

refer to processes which, although occasionally related, can be clearly 

distinguished. 

Examining 

Examining is the act of looking over and inspecting information.  This is done in two 

main ways.  That is, reading and discussion.  The case conference will always have 

a number of written reports and documentation and careful reading becomes 

important. There are reports of professionals from different disciplines.  Inspecting 

and scrutiny is an attempt to determine the accuracy of information in the light of 

other information.  Discussion and questioning often arise directly from scrutiny and 

this is used for clarification purposes.  Examining is the seeking and searching 

process which is a necessary prerequisite for the individual participation to be 

thoroughly appraised of the case. 

A more subtle and less well acknowledged part of the examination process is the 

scrutiny which individual members receive, both in their report and in their 

behaviour from each other during the case conference 

Describing 

The real purpose of the case conference is information and the members of the 

conference are both dependant upon and responsible for sound description.  This is 

given by either a written report or a verbal report.  The information which is supplied 

sets the scene for the other processes and the quality of the description.  It 

therefore, becomes central to good and effective decision-making.  Some of the 

characteristics of good description are: clarity, conciseness, accuracy, and fluency 

and the conference will benefit enormously where these are in evidence.  When 

they are not, then it is difficult or impossible for the conference to achieve its 

objectives. 

 

 

A 

http://www.solutionshealthc
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Co-ordinating 

One clear function which the good case conference should exhibit is that of co-

ordinating.  This means that the various aspects of the case are brought together in 

order that harmonious action will ensue.  It is an especially important function of the 

case conference, since the information will often come from a wide variety of 

resources.  This function of combining pieces and units of information to produce a 

cohesive picture when effectively practiced, reduces or eliminates confusion and 

clears the way for sound evaluation. 

Monitoring 

A function of the case conference often included within the processes of analyzing 

and evaluation is that of monitoring.  This is especially so where a number of 

conferences are about the same client held over a relatively long period of time.  

Two aspects of monitoring are checking and adjusting. 

Concern is often, rightly expressed that many case conferences only monitor.  

When this happens the major objective of the case conference, namely effective 

and appropriate decision-making, is never achieved. 

Analyzing 

Analyzing is a process which is frequently confused with examining.  Many people 

will consider that the terms are synonyms but this is not so.  Examining is certainly 

an integral part of the process of analysis.  But to analyse one must go further.  

Bloom (1956) indicates the position of analysis in his hierarchical structure of 

cognitive functioning that is knowledge, comprehension, application, analysis, 

synthesis and evaluation.  Analysis includes knowledge, comprehension and 

application, but goes beyond these states. 

Analysis is the breaking up of information into component parts:  It means 

separating and comparing units of information and seeing the relationships which 

exist between these units.  In the context of the case conference this process is 

most important in considering the verbal and written reports from diverse sources. 

Evaluating 

Evaluating is essentially concerned with judging, but it depends upon a number of 

other activities before the judging can be accomplished.  True evaluation will always 

include examination, analysis and assessment.  Evaluation and assessment are 

sometimes used as synonyms, but there is a clear distinction between them.  

Assessment is concerned mainly with measurement but where valuing or judging 

need not be part of the course of action.  Effective case conference should always 

involve evaluation, but frequently does not happen. 
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A number of writers have indicated that evaluation is the process of obtaining 

information and using this information to make judgments.  However, although such 

a definition is helpful, it is perhaps important to add that in the context of the case 

conference the judgment or judgments should lead to an effective decision.  Thus, 

when evaluation has been made it will be used to influence the outcome of 

decisions.  Often in the case conference the evaluations which are made will be 

helpful in allowing the client or others in the client’s family to make decisions. 

These processes are applied to the main object of the case conference - the 

information - which is presented in three ways; written, verbal and nonverbal.  In this 

context, nonverbal information refers to that subtle, influential and important area 

concerning the interaction of the group and of the individuals within the group, and 

the nonverbal cues which emanate from those interactions. 

Interaction Element 

In most case conferences the participants have little detailed knowledge and 

awareness of each other and the fact that the conference is already formalized 

makes it difficult to know what other people are really like.  This has implications for 

the encoding and decoding in the ensuing interaction.  The highly complex nature of 

inter-and intrapersonal interaction is significant in the case conference, but it is 

rarely considered.  Krasner and Ullmann (1973) highlight the problem: So many 

behaviours are occurring at any given time that we cannot process and respond to 

all our own and others’ acts.  Rather, we are forced by realistic limitations to select a 

relatively small sample and may well miss important behaviour.  This is indeed one 

way in which interpersonal problems arise.  We may not hear or ignore subtle 

nuance or not so subtle ones. 

Appearance 

Appearance can be divided into physiognomy, clothes and facial expression.  

Physiognomy refers to the topography of the individual and inference of the type or 

kind of person is often made from this information.  Thus, the general ‘set’ or ‘cast’ 

of the face.  The skeletal frame and estimates of height and weight are perceived 

and the information reduced to an impression of what he or she is like.  Clothes, in 

this context are much more than functional items and give cues which are 

assimilated into an overall impression by the receiver.  This overall visual 

impression is vitally important since it seems to take place at both conscious and 

subconscious levels.  It is also a potent factor in establishing whether the individual 

is ‘accepted’ or ‘rejected’ by the receiver (see Chapter 2). 

Even when this initial impression is found to be incorrect as a result of a much 

better acquaintance and more information, it is surprising how lasting it can be.  

This has serious implications when professional judgment may be influenced by 

what are, apparently, non-professional elements.  This condition of physiognomy 

and clothing produces powerful cues, but it is seldom explicitly recognized as an 
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important aspect of the professional careers. It is not known for case conference 

tables to be longer than 12 feet and this alone is sufficient to inhibit communication, 

consultations and interaction of the type which leads to effective decision-making. 

The Chair 

The chair of the conference is usually the most influential and powerful member of 

the group.  A large part of this is due to the powers invested in the office of 

chairman and there is an expectancy in most professional groups, and indeed many 

lay groups, regarding the more obvious aspects of what the office entails.  There is 

also, however, considerable complexity and subtlety surrounding the role. 

The chair should have a global perception of the totality of the case which is denied 

any other member of the group.  This perception should include factors surrounding 

the case which are outside the conference as well as the dynamics of the 

conference itself.  A thorough knowledge of the case before the conference takes 

place is desirable. This applies especially to the written reports and documents 

which will be discussed.  Since these will come from different professional 

personnel, then a considerable amount of time is required for this purpose.  

Adequate attention to written reports will often enable the chairman to foresee areas 

of difficulty, complexity or dispute which will enable him to gauge time and tactics.  

A far a possible the chairman should have knowledge of the various members 

constructing the conference.  This enables him to anticipate to some extent the kind 

and level of interaction which will take place. 

A detailed knowledge and awareness of the client is most desirable (indeed one 

could say essential), but this is an area which is frequently neglected by chairman.  

In recent years this criticism has been voiced more strongly, especially in the 

spheres of medicine, education and the social services.  Where the client feels 

uninvolved or excluded then there is always real cause of concern about the 

effectiveness of the conference; the chairman then has a clear responsibility to 

ensure that this does not happen.  Rather, he should take special care to speak with 

the client before the conference to reassure him that the proceedings are being held 

with his best interest in mind, and to emphasize that should he wish to contribute to 

the meeting there will be an opportunity for him to do so. 

Frequently there is the need for non-professional people who are intimately involved 

to attend the conference.  For example, in the case of a child it may be one or both 

parents or other significant adults in the child’s life. Attendance at the conference for 

the lay person can be a threatening and anxious experience which should be 

recognized by the chair. Here there is the need to assist in reassuring and helping 

that person to feel valued and able to contribute when appropriate. The chair has a 

responsibility to see that this has happened, even though he may not have 

personally counselled the client. 
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A good chair must attempt total objectivity with the regard to the case. This is 

probably impossible in the absolute sense since the chair will almost always be 

involved in some professional capacity. However, it should manifest itself in an 

attempt to be objective so that the final evaluation and subsequent decisions made 

are not obscured by facts which are not central to the case.  Experience suggests 

that unobscured decisions are influenced by the way in which the chair has reacted 

as a result of his perception of members rather than on the salient factors relating to 

the case under scrutiny. 

In conducting the case conference, the chair is faced with the complex interaction 

process surrounding written, verbal and nonverbal information and he must use his 

skills in these areas to ensure the smooth and purposeful running of the meeting. 

The opening few minutes are vital in setting the scene and indicating how members 

are to be treated. Within the formality of the conference the chair should convey that 

the members of the conference are welcome and that their presence is valued.  

This initial interaction is especially important where all the members have not met 

previously together.  How the members perceive the chairman influences the quality 

of the contribution which each will make, even though this perception is often 

registered at a less than conscious level. 

The chair should introduce the case concisely, succinctly and in a businesslike 

manner. A common failing is to spend too much time on this introduction at the 

expense of detail and discussion which can be supplied by members much more 

adequately and expertly later in the conference.  The responsibility for the effective 

use of time needs emphasizing since one objective in bringing together different 

personnel is to maximize resources with a view to an appropriate outcome. 

As the conference progresses the chair should keep the discussion orderly, 

systematic and balanced. Implicit in this order and balance is the need for control 

and at all times the chairman should be very much in command of the situation.  

This control should be achieved without antagonizing any of the members and 

without appearing to impose undue pressure.  It is very important that the chair 

avoid confrontation with any member of the conference.  This is so, even when 

faced with awkward participants. 

Individuals should feel that they have been given full opportunity to express their 

views and that their contribution has been significant in making the decisions.  

Equally, individuals should soon recognize that the chair is not prepared to accept 

woolly or lengthy expositions.  With here it is clear that little of substance is being 

achieved. The use of social interaction skills, especially social rein forcers, becomes 

a desirable prerequisite if the chair is to be effective and successful in encouraging 

contributions.  The chair should also be aware of the relative status of the members 

within the conference and should be sensitive to a status hierarchy which can result 

in domination by one or two members because of their position.  He must ensure 
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that the contributions are judged on information and not because of the office a 

participant holds. 

Perhaps the most important function of the chair is enabling and assisting the group 

to make appropriate and effective decisions which are in the best interest of the 

client.  Although not a mandatory requirement, the decisions arrived at should, as 

far as possible be unanimous.  In attempting to achieve this objective the chairman 

should be able to call in a considerable range of skills which include the following: 

leading; directing; controlling; initiating; identifying; exploring; clarifying; co-

ordinating; classifying; analyzing; synthesising; summarising; evaluating. 

 

Participation by Members 

In the case conference members usually participate by speaking about a particular 

point of the case, but they also converse informally with each other.  During the 

formal proceedings the order of speaking is controlled by the chairman and does 

not usually present a problem.  However, within the formal boundaries of the 

conference there is much flexibility and variability.  If a member wishes to contribute 

he may go through the prescribed channels which means he will make signals to 

the chairman, such as raising a finger or hand in conjunction with a facial 

expression in which both eyebrows are raised plus a leaning forward of the upper 

half of the body.  All of this ‘says’ ‘I want to contribute’, is typical of established and 

appropriate signals and gives the chairman an opportunity to allow for another 

speaker. 

It is often the case that some members contribute much more than others, and 

although this may be directly related to the relative amount of appropriate 

information, it is occasionally related more to personal influence and the utilization, 

consciously or subconsciously, of subtle devices or signals.  Many of these signals 

are visual and play an important part in how the sequences of verbal exchange 

develop.  They include speaking to the middle distance so that no eye contact is 

made, and failing to respond to other indicators that someone wishes to make a 

point.  When a contributor wishes to keep speaking he will often raise his voice if he 

perceives another member wishing to speak, especially if there is actual verbal 

interruption.  This may be accompanied by a gesture of emphasis by raising the 

arm, especially towards the end phrases, and there may be a faster rate of speech 

without any pause. 

There are less polite devices, for example, an interruption by cutting across the 

speaker.   The success of this manoeuvre is usually directly related to volume (in 

extreme cases being shouted down), and the ‘overlap’ of speaking is extremely 

short – in short clashes of this type it will not be less than a second.  (Of course, if 

the chairman is effective and efficient this will not be a common feature of the 

meeting.)  Another device is the use of a series of nonverbal signals indicating 
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considerable impatience, such as the shuffling of the feet or papers, or leaning 

alternately forward, backwards and sideways, often in conjunction with a series of 

muttered verbal grunts.  The noisier strategies are common in interactions where 

there is a certain amount of dispute, although there may be some in evidence in 

animated discussions even where the various members are in general agreement 

with each other. 

The indicators that a contributor has finished or wishes someone else to take over 

are: dropping of the voice at the end of the contribution, pausing, or tailing off and 

leaving a phrase or sentence unfinished, sometimes filling the silence with ‘err’ or 

‘mm’.  Other signs are hand gestures for coming to an end, and the speaker looking 

directly at someone else, usually the chairman. 

Occasionally, members will indicate that they have no wish to contribute by looking 

down or avoiding eye contact by shading the eyes as if in deep thought.  Even when 

given the opportunity, this can be declined by providing indicators such as slow and 

deliberate nodding to the previous speaker’s comments, which seems to signify that 

that contribution was significant and that he is thinking about it seriously.  Often, 

completing the trail off statement of the prior speaker serves this purpose, as does 

requesting further clarification from him. 

It is likely that there will be informal conversation before and after the formal 

discussions at the case conference.  This provides a useful barometer about the 

ways the proceedings may develop, or how they have been received.  Informal 

conversation during the meeting is not likely to enhance the deliberations, and 

where it becomes more than a sentence, may indicate that the perpetrator 

considers his status and therefore conversation, superior to that of the speaker.  

The recipient is also in a difficult position since he is aware of where his thoughts 

should lie but may be interrupted as encouragement.  The chairman must be 

vigilant and direct the member’s attention to the case it he perceives informal 

conversation during the meeting. 
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Communication Strategies and Technology  

HHeellpp  YYoouurr  PPaattiieennttss  SSuucccceeeedd 

Tips for Improving Communication with Your 

Patients  
http://sta.uwi.edu/pelican/archives/jd06/article5.asp 

Simple and Fast Techniques to Help Your Patients Succeed 

id you know that most patients forget up to 80% of what their 
doctor tells them as soon as they leave the office, and nearly 
50% of what they do remember is recalled incorrectly?   

By using clear health communication techniques, you can help your patients 
to better understand their condition and follow your instructions for better 
health outcomes. 

Help Patients Remember Your Instructions with the "Teach 
Back" Method 

 The "Teach Back" Method is simply asking your 

patients to repeat in their own words what they 

need to do when they leave your office. This 
method allows you to check your patient's 
understanding of your medical instructions.  

 You do not want your patients to view the Teach 
Back task as a test, but rather of how well you 
explained the concept. You can place the 
responsibility on yourself by using this suggested 
language: 

 "I want to be sure that I did a good job explaining 
your blood pressure medications, because this can 
be confusing. Can you tell me what changes we decided to make and 
how you will now take the medication?" 

 If your patient is not able to repeat the information accurately, try to re-
phrase the information, rather than just repeat it.  Then, ask the patient 
to repeat the instructions again until you feel comfortable that the patient 
really understands the information. 

____________________________________________________________
_____ 

What Else Can You Do to Increase Your Patients' Understanding? 

Use visual aids and illustrations:  

 Many people remember information better when it is presented to them 
visually. You can draw simple pictures or diagrams to help explain your 

D 

http://sta.uwi.edu/pelican/archives

/jd06/images/art_05_02.png 
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instructions. 
 

Beware of words with multiple meanings:  

 Always clarify the meaning of words that can be interpreted in more than 
one way.  
o "Stool," "gait" and "dressing" are words that can have different 

meanings depending on how they are used in a sentence. When 
possible, try to use words that have only one meaning, or be sure to 
clarify the meaning of a confusing word. 
 

Avoid acronyms and other new words:  

 Acronyms such as "CAT scan" and "HDL" are common to you, but some 
of your patients may not understand them.  
o Say or write the complete phrase the first time you use it, then 

explain the meaning. For example, you can explain that "HDL" 
means "the good cholesterol."  

 
Use idioms carefully:  

 When possible, you should try to avoid using idioms unless you're sure 
the patient understands the meaning.  
o For example, instead of asking "I understand that you've been 

feeling blue," a better choice of words would be "I understand that 
you've been feeling sad lately." 

 

Provide a health context for numbers and mathematical concepts:  

 Health measurements, such as cholesterol or glucose levels, have little 
meaning to patients unless you put them into a context the patient can 
understand.  
o Instead of just telling patients their measurements, give them 

additional information such as high and low parameters or a goal 
number. For example, "Your cholesterol level is 305. A healthy 
cholesterol level would be less than 200, so we need to talk about 
how we can lower your number." 

 

Take a pause:  

 Medical instructions can be confusing, so slow down and take pauses to 
give your patient time to digest the information and ask for clarification.  
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Be an active listener: 

 Active listening means encouraging patients to talk and can be used to 
gather information.  
o Allow your patients to tell their story or information they feel is 

necessary for their visit. 

 

Address quizzical looks:  

 You may notice that your patient sometimes may look confused, stare 
blankly, or may not seem to be paying attention when you are 
discussing medical instructions. These may be signs that the patient 
does not understand what you are explaining.  
o Re-phrase your instructions by using simpler words and concepts, 

and draw pictures if appropriate. Remember to use the "Teach 
Back" method to ensure that your patients understand and can 
communicate what they are going to do when they leave your office. 

 

Create a welcoming and supportive environment:  

 Patients are most comfortable in an office that feels private and 
encourages communication.  
o From the registration desk to the exam room, patients should be 

encouraged to ask questions. Discussions with the patient, whether 
it be with you or the nurse, should not be held in front of other staff 
or patients but rather, covered during his or her private consultation 
time.  
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Assignment # 2 

Case Conferencing - 15% 

Due:   Week 6: Monday 25th February and Wednesday 27th February  

Length:  12-15 minutes presentation time 

Description:  In this assignment, you will prepare and present a case 

conference based on any clinical case of your choice from 

http://clinicalcases.blogspot.com/. You will adapt the case you 

choose, supplementing it with further library research and other 

details, as necessary. Each case conference participant is 

expected to contribute meaningfully and equally to the discussion 

of the case. Your group will also be expected to submit a written 

report of the case conference. (See assignment requirements for 

details.) 

Student learning outcomes: 

Upon successful completion of Assignment 2, the student will: 

1. Create a simulated case conference based on an existing clinical case 

from http://clinicalcases.org/ 

2. Adapt and supplemented the chosen case by conducting library research. 

3. Present/deliver the case conference, generating discussion leading to a 

differential diagnosis, diagnostic approach, and/or treatment options. 

4. Demonstrate that he/she is a team player. 

5. Reflect on his/her role in a group. 

Assignment Requirements: 

This assignment has two parts: 

1. An oral component: Case conference presentation [group work] 10% 

2. A written component: A report of the discussion [group work] 5% 

Preparation Guidelines: 

1. Familiarise yourself with what a case conference is. (Read the related 

resources in this manual). 

2. View the videos of previous case conference presentations in tutorial 

groups 

3. Visit http://clinicalcases.org and choose a clinical case you would like to 

adapt for this assignment. 

http://clinicalcases.org/
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4. Use the UWI Library and other research resources to learn more about 

the disease the patient has in your case. Find out about the disease 

classification, epidemiology, diagnosis, aetiology, and management. 

5. Complete a grid with the following sections to help you organise the 
content of the case conference. 

Introduction 

Case Report 

Discussion 

Classification 

Epidemiology 

Diagnosis 

Aetiology 

Management 

Conclusion 

6. Once you have completed the grid, you are probably in a good position to 

start writing the report and the transcript. Please do not plagiarise from 

your source case and other materials. 

7. You should model the report and transcript of your case conference on 

one of the samples provided on MyeLearning.  

What you should submit: 

You should submit the following for Assignment 2: 

1. Verbal component: Case conference presentation [group work] 10% 

 Deliver the case conference during workshop. 
 

2. Written component: A report and transcript of the discussion [group 

work] 5% 

 Submit a group report for the case conference, presented during the 
tutorial. 

 Attach a copy of the clinical case you have used to prepare this 
assignment. 

 Provide a list of references of the articles, books, websites, etc., using 
the Vancouver style. Guidelines on the Vancouver style are available 
on MyeLearning. 

 Attach a coversheet to your assignment, including the following 
information: 

 URL of the clinical case study used 
 Sample case that this case conference is modelled from: (insert 

sample case number) 
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Introduction 
PPeerrssuuaassiivvee  EEssssaayyss  aanndd  DDeebbaatteess    

 Michelle Harricharan 

he persuasive or argumentative essay aims to convince or persuade 

readers to adopt a certain point of view or to take a particular action. The 

persuasive essay is carefully and strategically designed. The essay begins 

by stating clearly the writer’s position on a topic. The writer then carefully 

constructs a logical and reasonable line of argument in support of that position. 

The best persuasive writers are able to skilfully use language and sound 

reasoning to convince readers that their position is the best alternative. 

Persuasive essays are crafted so that, as the argument builds, it gains momentum 

(increasing evidence is stacked in defence of the position and against alternative 

positions) and readers become more confident in the writer and his/her argument. 

Persuasive writers are also able to confidently and convincingly present and 

refute alternative viewpoints in their essay. The writer actively and consistently 

considers his/her audience, purpose and topic when constructing the essay.  
Structurally, the persuasive essay follows the pattern of any coherent piece of 

writing:  

 it contains an introduction with a clear thesis statement 

 it has a body made up of clearly-defined paragraphs 

 each paragraph addresses one issue and is guided by a topic sentence 

 it has a conclusion which summarises the author’s main points 

It is in objective, content, language and style that the persuasive essay 

distinguishes itself from other essay formats. We have already discussed the 

unique objectives of the persuasive essay. Let’s move on to the other three 

elements of the persuasive essay – those which writers use to achieve their 

objectives. 

CONTENT 

The introduction of the essay should clearly state the writer’s position on the topic. 

A general, succinct statement on why the audience should agree with the writer 

can also be iterated in the introduction. This further focuses the writer’s argument 

and prepares the readers for the line of argument which is to follow. An example 

of this can be: 

T 
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This essay will show that banning smoking outright is the most feasible and 

practical means of controlling the spread of lung cancer. 

This statement, which is likely to be the writer’s thesis statement, prepares the 

reader for the forthcoming argument. Readers expect that the rest of the essay 

will discuss issues directly related to the feasibility and practicality of banning 

smoking for the purpose of controlling the spread of lung cancer. This is a highly 

focused thesis statement and others may not be as rigid. 

The body of the essay is where the argument is presented. The main points are 

usually provided in the topic sentence of the paragraphs. The rest of the 

paragraph supports or endorses the claim or idea of the topic sentence. The 

content of the topic sentence and its supporting statements, however, are dictated 

by the style of the essay – which we will come to later.  

The supporting statements provide the reasoning and evidence for the argument. 

They describe the point and support it with facts, statistics, quotes, examples 

and/or visual illustrations. ‘Facts’ can come from research, observation or 

experience. Examples enhance your meaning and make your ideas concrete. 

These can take the form of narratives or cases. Visuals, particularly videos or 

pictures from the field, can act as another source of support. These are 

particularly convincing because they take the argument from theory into real, lived 

experience; something more tangible for the reader.  

As with all essays, investigate your sources. Make sure that they are reliable and 

responsible. You are presenting and supporting a position but it is your duty to 

present authentic information. Do not deceive your audience by presenting false 

evidence or by misrepresenting the evidence. Your audience will be convinced by 

your reasoning, evidence and conviction; not by deceit. That is irresponsible and 

unprofessional. 

Many persuasive essays touch on alternative viewpoints on the issue. These are 

explored and disproved by the writer in favour of his/her position. The ability to 

refute alternative arguments convinces readers of the writer’s position. 

LANGUAGE 

The type of language that a persuasive essay utilizes depends on the topic, 

audience and purpose of the essay. The language that you use should not be 

deceptive. It should aim to share your meaning, passion and conviction with the 

audience. The following are some suggestions for making your language more 

persuasive. Whether, and to what extent, you use these – it must be reiterated - 
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depends on the audience, topic and purpose of the essay as well as its overall 

style.   

 Persuasive essays make the most of the active rather than passive voice. 

Limit the use of the passive voice in your persuasive writing       

 Use clear and declarative statements at key explorative or summative points 

for quick impact, for example, “That is not going to work” 

 Be clear and concise in your overall writing. Unnecessary wordiness can be 

distracting and unproductive 

 Where permitted, pronouns such as I, we, and us, can be powerful in 

communicating commitment, purpose and inclusivity 

 Descriptive, sensory language (language that makes use of your five senses), 

used within the right essay style, can be powerful in engaging readers and 

increasing understanding. For example, persuasive writers using the narrative 

style can communicate the narrative using powerful and stimulating sensory 

language that connects with readers 

 Use emotive language at strategic points in the essay (do not use when 

providing evidence but, rather, when analyzing evidence in light of the 

argument/position) 

 Metaphors also help readers to grasp your position. For example, describing a 

proposed plan as a prison produces a greater impact than saying it is 

‘significantly limiting’.  

 

STYLE 

Persuasive essays can embrace different writing styles. Preferred styles depend 

on the writer’s personal style as well as the context of the essay – audience, topic 

and purpose. Regardless of the style used, the essay should retain its 

fundamental organisational structure – introduction, body and conclusion.  

Many persuasive writers lay down the points of their argument in succession, 

much like an expository essay, and support them with evidence, this time using 

deliberately persuasive language and content. For example, a persuasive essay 

on the value of stem cell research can build the line of argument point by point. 

Included in this style is the ‘Pro, Con, Pro, Con’ style where the body of the essay 

first provides a point in support of the topic and then one against it. This 

alternation continues until the argument is exhausted. While both sides of the 

argument are presented, one side is identified and treated as the writer’s 

preferred and supported position. 
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Visuals can also be very persuasive. Some writers include pictures or illustrations 

in the body of their essay to support their argument. For example, a picture of a 

child suffering from leukaemia conveys a stronger message than a description of 

his/her pain. While some writers may use illustrations to support their positions 

within the ‘expository style’, others allow the visuals to dominate the essay, 

punctuating them with persuasive language and supportive evidence in various 

places. While this style is dominated by visuals, the writer’s position, arguments 

and support materials are still clearly-defined and appropriately developed. Other 

persuasive essays may be based entirely on a visual, for example a news clip. An 

essay on media ethics, for example, can be based entirely on a news reel or 

several news clips that are shown to an audience. 

Some topics are suited to a narrative style. The writer tells a story or a number of 

stories justifying this/her position. The narratives, backed by research evidence, 

statistics or quotes, become the driving force of the argument. Personal narratives 

or cases connect readers with the reality of an issue. For example, a veterinary 

practitioner building a case for the inclusion of more animal behaviourists within a 

clinic can narrate the experience of another clinic that made similar changes and 

the benefits that were gained from it. Narratives can be used as evidence within 

the ‘expository style’ persuasive essay. However, in the narrative style the 

argument is entirely guided by the case(s) or narrative(s). 

Checklist for Preparing Your Persuasive Essay: 

 Think about issues that you are passionate about 

 Think about your audience 

 Think about the purpose of your essay 

 Select a general issue that you are passionate about which suits the essay 
context 

 Research the issue to better understand its dimensions 

 Formulate a topic (position) based on your passion, purpose and audience 

 Research your topic from every angle 

 Select an essay style that works for you 

 Select which points you will address in your essay 

 Write the essay 

 Remember to stay focused on your topic 
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DEBATES 

The qualities of a written persuasive essay are most evident in the content 

delivered in a debate. 

debate involves a discussion of the pros and cons of an issue. 

Debating successfully is all about using argument and persuasion to 

convince other people that your views are right” (BBC). During a 

debate individuals or groups ‘sell’ their ideas to an audience in an effort to 

convince them. This section aims to provide some techniques you can utilise 

when preparing for, and performing in, a debate. 

 The key to being successful in a debate is research. Research builds your 

knowledge about your topic. It is your foundation for the debate. Research your 

topic from every angle. Study the issues in favour of - and against - your position 

and be able to cite some evidence or examples from the literature or the field. As 

Jason Vit, a debate coach, explains, “An audience is more likely to support one 

speaker's position over another speaker if they can demonstrate knowledge of the 

subject in question and an understanding of the alternatives. Someone is always 

more convincing if they understand the alternatives and have still rejected them”. 

Further, in-depth knowledge of the issue means that you will be better prepared to 

respond to rebuttals during the debate. You do not have to present all of these 

alternative views in your speech but keep them in mind in case they surface 

during the rebuttal sessions. 

Research encourages the development of another key ingredient to a 

successful debate – confidence. The knowledge that you are familiar with your 

topic builds confidence and helps to convince listeners. Practice also helps to 

build confidence. Practice your position speech. Then practice it again in front of 

your colleagues inviting critical feedback. Ensure that you are presenting within 

the specified time frame. Discover possible flaws in your argument and address 

them. Consider arguments that opponents may propose and be able to respond 

critically to them with evidence of your own. All of these things build confidence. 

Being convincing on stage is not solely about research and knowledge. 

Debaters also need to capture and hold the interest of the audience. They need to 

project a voice and image that communicates trust, capability, credibility and 

conviction. Your Semester One manual contains substantial material on the skills 

and techniques involved in successful Oral Communication. It would be useful for 

you to review these skills before your own debate. Additional skills are provided 

below.  

“A 
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Suggestions for Preparing and Presenting: 

 Pay attention to your stance: stand upright, square shoulders. The more 
confident your posture, the more likely you are to be convincing 

 Work out the best delivery pace for your speech. Make sure you speak fast 
enough to hold attention, but not so fast that you run your words together 

 Vary your tone and pitch. There is nothing more exhausting than listening 
to a monotonic speaker! 

 Carefully analyse your audience and decide the degree of formality you 
need to be successful. Ask yourself what will work best given your 
audience, your topic and your purpose 

 Eye contact has never been more crucial. When you make eye contact 
with the audience you connect with them. You reduce the physical space 
between you. You communicate openness and confidence  

 Your facial expressions and voice should also manifest this confidence 

 Inject a bit of your personality into the proceedings where possible. Give 
the audience a chance to know you through your personal communication 
style (Vit 2010) 

 Don’t try to be funny in a situation where humour is not expected, for 
example when talking about death. Time your humour carefully (Vit 2010) 

 Listen to questions or points raised by other speakers (Vit 2010) 

 Consider the attention span of the audience (Vit 2010) 

 Make answers and points relevant (Vit 2010) 

 Passion.  Make your passion for your viewpoint shine through. 
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Assignment # 3 

Inter-Workshop Debate (Group) - 10% 

Due:   Week 8: Monday 11th March, Wednesday 13th March  

Tasks:  For this assignment students will be expected to prepare, deliver 

and defend a position presentation. The assignment is structured 

along the lines of an inter-workshop debate that will take place in 

the Auditorium over the course of two weeks. Workshops will be 

‘twinned’ for this assignment. One workshop will take a pro position 

on a chosen issue, the other workshop an opposing position. 

‘Twinned’ workshops should not work together to prepare the 

assignment as each workshop will be graded individually.  

Workshop members will work as a team to research, plan and 

prepare the presentation. Each workshop will select 2 members to 

deliver and defend the presentation in the auditorium. Each 

presentation will be graded by tutors, the course lecturer and the 

non-presenting members of the class immediately after each 

debate has concluded. The entire workshop receives one grade for 

the assignment.  

Format: Persuasive Essay / Debate 

Time: 24-30 minutes per debate: 8-10 minute presentation of the pro 

argument; 8-10 minute presentation of the con argument; 8-10 

minutes of rebuttals and audience questioning.  

Student Learning Outcomes: 

Students will be able to: 

1. Formulate logical arguments 

2. Think critically 

3. Argue passionately on current topics 

4. Manage conflict in team/group situations 

Assignment requirements:  

This assignment has several parts: 

 Work with ‘twinned’ workshop to decide on a topic and 
determine which workshop will take which position (i.e. pro or 
con) 
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 Research the main arguments in support of your workshop’s 
position 

 Plan and prepare a persuasive position paper on topic – this 
will not be submitted but will support verbal presentation 

 Deliver position paper to the class – do not read but deliver – 
using a convincing format/style that aims to hold the attention of 
a large audience 

 Defend position in the face of opponent rebuttals and audience 
questions     

 

Preparation Suggestions: 

 Elect a leader/leadership committee to guide the students 
through the assignment.     

 Know your team members. You have worked with them for a 
semester. Consider their strengths when assigning group tasks.  

 Consider your discipline and your audience when selecting a 
topic 

 Research your topic from every angle 

 Your paper and presentation should have (a) an introduction, 
stating your topic and position, (b) a body with at least three 
points supporting your position and (c) a conclusion with a 
summary of the argument at the end 

 Select a delivery format that works for personal style and 
capitalizes on strengths 

 Narrative or story-telling may make the points of argument 
clear, for example using a case study or personal story are also 
acceptable styles. Points of argument and position/stand 
should be clear. 

 Illustration, power points, artwork and/or other visuals are also 
acceptable. 

 A checklist is needed for debate content as well:  
 Define terms 
 Anticipate points of opposing team 
 Coordinate ideas with your team  
 Organise points/ideas logically  
 Use evidence effectively 
 Show strength of argument / rebuttals using 

effective language and delivery style 
 Demonstrate confidence 
 Maintain respect for views of opposing team 
 Present ideas, do not read from prepared script 
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Further Reading 

 
Vaidyanathan, R. (2010) How to Brush up your Debating Skills. BBC. Available 

at <http://news.bbc.co.uk/1/hi/uk_politics/election_2010/8619277.stm> 

 

 

http://news.bbc.co.uk/1/hi/uk_politics/election_2010/8619277.stm
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UNIT 3 
 

 

 

Public Health Education 
 

- Introduction to Health Promotion 

- Medical Professionals as Health Care Advocates 

- Public Health Education: Use of Media and Graphics 

 

 

 

 

 

 

  

 

 

 

 

 

6 hours 
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Introduction to Health Promotion 

Health Promotion 
Michelle Harricharan 

 
Activity 

Take a moment and reflect individually about what the term ‘health’ means to 

you. Try not to think about what doctors or policy-makers or lecturers have told 

you health means. Try to focus on your own understanding of ‘health’. What does 

‘health’ mean to you as an individual, as a member of a group, as a future 

pharmacist, veterinarian, dentist, nurse or doctor? Consider sharing your 

thoughts with your workshop group to get different viewpoints and to extend your 

own understanding of ‘health’.   

ny discussion on health promotion must first start with a holistic conception 
of the word ‘health’. When the World Health Organisation (WHO) was 
established it sought to define ‘health’ in an open, subjective and dynamic 

sense. According to the WHO ‘Health’ refers to “a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity.” 
The WHO has never altered this definition. The definition takes health out of the 
mechanical model of the ‘body as machine’ and embraces the deeply personal, 
experiential and contextual forces affecting health. Devised out of post-war 
conditions, this position on health has, as its core, the need for social and 
individual peace and personal well-being – which includes being able to meet 
one’s needs and aspirations and to manage the environment. “Health is, therefore 
seen as a resource for everyday life, not the object of living; it is a positive concept 
emphasizing social and personal resources, as well as physical capacities” (WHO 
1984). This position on health is dated but still widely accepted as one of the 
guiding principles underlying the term ‘health’. 

Health promotion involves helping people to achieve individual and societal health 
outcomes. It is about improving and enabling health at the individual and the 
societal levels. Health promotion encourages people to take more control over 
their health and aspects of their lives that affect their overall well-being. As Ewles 
and Simnett (2003) explain, “By promotion in the health context we mean 
improving health: advancing, supporting, encouraging and placing it higher on 
personal and public agendas” (23). Health promotion is usually a collaborative 
effort among different individuals, organizations and groups that work with and in 
communities to empower and effect change. Health promotion concentrates on all 
the different areas that affect health (both human and animal) including social, 
economic, cultural, political, physical and environmental issues. It also places a 
critical eye on healthcare services to ensure that they are functioning in a way that 

A 
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improves and enables patient health, and operate in the interest of the population 
as a whole.  

The fourth unit of COMS 1002 concentrates on two key activities that are involved 
in advancing health promotion: public education programmes and advocacy. 
While you read through the material in this module you should keep in mind that 
what works in one country or community may not always work in another, as 
different communities and societies have different and constantly changing 
characteristics. Think carefully about the health promotion strategies or activities 
that would work best in your country or target community.   

References 

Ewles, L. & Simnett, I. (2003) Promoting Health: A Practical Guide. New York, 
London & Oxford, Baillière Tindall.   

WHO (1948) Preamble to the Constitution of the World Health Organization as 
adopted by the International Health Conference, New York, 19-22 June, 
1946; signed on 22 July 1946 by the representatives of 61 States (Official 
Records of the World Health Organization, no. 2, p. 100) and entered into 
force on 7 April 1948. 

WHO (1984) Health Promotion: Concepts and Principles. A selection of Papers 
Presented at the Working Group on Concepts and Principles, Copenhagen, 
9-13 July, 1984. Last accessed 14 May 2009. Available at 
<http://whqlibdoc.who.int/euro/-1993/ICP_HSR_602__m01.pdf>   
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Medical Professionals as Health Care Advocates 

Advocacy 
Michelle Harricharan 
 

nother important component of the medical professional’s responsibilities 

to patients and the community is advocacy. Advocacy concerns the active 

support of a cause, idea or person, particularly by pleading, or arguing on 

its/the person’s behalf. Advocates support a cause or an individual by speaking up 

continuously and vigorously in its/the individual’s defence and, where suitable, by 

providing possible recommendations for action.  

In healthcare, advocates speak on behalf of patients who may be unable to speak 

for themselves or who favour a representative to liaise with others on their behalf. 

Within the healthcare facility, at the managerial level, advocates can speak on 

behalf of patients, members of staff or organizational groups in support of a 

cause, idea or person that directly influences their practice. On another level, 

advocates work for the social community, speaking on behalf of members of the 

community on a cause which they support. On a third, equally vital level, 

advocates work to develop or challenge health-related policies and legislation for 

the better functioning of the healthcare system. 

At the root of advocacy is positive change - transforming and/or reforming the 

healthcare system. All advocates campaign to implement some kind of positive 

change for patients. They may also seek to change the organization, community 

or country in some way. Some international advocacy groups take it one step 

further, aiming to influence healthcare globally or in several countries at once. 

  

How can a healthcare worker be an advocate? 

Healthcare workers, through their experience on the ground and in their everyday 

practice, are the best placed to effect change within the healthcare arena. At the 

level of patient care, health practitioners can speak out to ensure that patients are 

respected and that medical staff practice ethical and responsible medical care that 

respects the rights of all patients. In discussing tests, diagnoses and treatment 

plans, colleagues can work together, voicing and earnestly considering the 

patient’s own wishes and positions as part of all deliberations. This way, even 

though the patient is not physically present at such conferences, his/her voice is 

still heard.  

A 
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At the organisational level healthcare workers can collaborate and voice their 

support or disagreement with managerial decisions that affect them directly.  

Practitioners can also work with the community to promote healthier lifestyles and 

habits.  

At the policy level, practitioners can work towards health reform and more 

equitable distribution of the health service. Practitioners can form alliances and 

speak out on behalf of improving accessibility to healthcare, addressing disparities 

in the system, supporting patient welfare causes and supporting issues and 

policies regarding medical insurance and funding for medical procedures. 

Professionals can also empower patients to let their voice be heard in matters 

directly affecting them.  

These issues affect all healthcare workers whether they are doctors, nurses, 

dentists, veterinarians, pharmacists or speech pathologists. Each discipline may 

have unique problems, movements, issues or cases but the philosophical 

underpinning of advocacy remains the same – to reform healthcare. As Gary 

Wirth, vice president of state government affairs at the American National 

Association of Chain Drug Stores explains, “[p]harmacists, as the ‘face of 

neighbourhood health care,’ are in a unique position to serve as patients' 

advocates with legislators” (2008). Veterinarians too can speak out on issues 

affect their practice and the rights of their patients. In community and country-wide 

forums veterinarians can defend the rights of animals and promote better 

treatment and care of family pets. Dentists can defend or voice their disapproval 

of policies to add fluoride to drinking water or speak out on the need to develop 

better insurance coverage for those who cannot afford proper dental care. 

Speaking out on behalf of issues and causes that directly affect the delivery of 

quality and patient-centred healthcare is an important part of the medical 

professional’s ethical responsibility. Acting as responsible and reliable patient 

representatives in situations where patients are unable to speak for themselves 

are also important advocacy roles. Advocacy allows health professionals to take a 

leading role in determining the performance of patient care and the healthcare 

system at different levels. With their inside knowledge, practitioners have a great 

deal to contribute and it is important that they speak out on issues, causes and 

ideas which they believe will have a positive impact on the way they work.   



COMS 1002 Communication Skills for Health Personnel, 2012-2013 

54 
 

 

For Discussion 

How do you think you can be an advocate for heath care as a medical student? 

What about as a doctor, veterinarian, dentist, nurse or pharmacist? How does 

advocacy rank in your assessment of your own roles as a medical student or 

professional? Do you think the mass media and other forms of technology can 

help you to be an advocate for your patients or clients?  

 

Activity 

Working in a group, design a strategy you might employ as a health professional 

to act as an advocate for your patients or clients. 
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Public Health Education:  

Use of Media and Graphics 

THCU 12-Step Process for Developing Health 

Communication Campaigns  

he Health Communication Unit (THCU) at the Centre for Health 

Promotion, University of Toronto provides training and support in health 

communication, health promotion planning, evaluation, and policy change.  

THCU has developed a 12-step process for developing comprehensive 
communication campaigns.  Although it is not mandatory for you to use THCU 
12-step process to prepare your health campaign, you could use it to help you 
craft your assignment.   The 12-steps include: 

 

 Project management 

 Revisit your health promotion strategy 

 Analyze and segment audiences 

 Develop inventory of communication 
resources 

 Set communication objective 

 Select channels and vehicles 

 Combine and sequence communication 
activities 

 Develop the message strategy 

 Develop project identity 

 Develop materials 

 Implement your campaign 

 Complete the campaign evaluation 

 

 

The following briefly describes the 12-steps.  The full version of this document 

“Overview of health communication campaigns workbook” can be obtained online 

at 

<http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.ma

r26.07.pdf>.   

The workbook explains the 12 steps in great detail and provides worksheets to 

T 

http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07.pdf
http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07.pdf
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aid you in applying the steps.  This is an excellent resource and you are strongly 

advised to refer to it. 

  

Step 1: Project Management 

Step1 is essentially project management. You, the 

communication campaign developer, must manage a 

number of elements including: 

 meaningful participation of key stakeholders; 
 time; 
 money and other resources; 
 data-gathering and interpretation; and 
 decision-making. 

Each of these elements must be managed throughout the 

remaining 11 steps. 

Step 2: Revisit Your Health Promotion Strategy 

Step 2 provides an opportunity to rethink your health promotion strategy. A good 
health promotion strategy is based on a thorough situational assessment, 
involving stakeholders in meaningful ways, and making clear decisions about 
program goals and objectives. 

We like to stress that communication supports good health promotion, rather than 
the reverse. For this reason, we encourage you to think about your overall 
program goals and objectives before planning your health communication 
campaign. 

Step 3: Audience analysis 

The third step in creating a health communication campaign 
requires you to develop a better understanding of your 
audience - based on their preferences, needs, demographics, 
health behaviours, media interests and other characteristics. 
This information allows you to 

 Segment an audience into smaller chunks  
 Develop priority segments  
 Select the objectives most appropriate for an audience  
 Select the best channels, vehicles to reach an audience  
 Develop messages that are relevant to an audience  
 Plan and evaluate more easily 

http://www.wsu.edu/

~amerstu/pop/imag

es/audience.gif 

http://www.softwaremag.co

m/archive/2001feb/images/

CollaborativeMgt.jpeg 
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Step 4: Develop an Inventory of Communication Resources 

In Step 4, you assess your communication resources. For example, we 
encourage you to think about the alliances or good relationships you may have 
with different individuals (e.g., the radio station manager or the local newspaper 
editor) and organizations (e.g., a workplace, advertising firm, etc.). Creating an 
inventory helps you determine what resources are available at relatively low cost 
(time and financial). 

This step is important because it will guide your choices of channels and (Step 
6). 

Step 5: Set Communication Objectives 

In Step 5, we set communication objectives that will support your overall health 
promotion strategy (as clarified in Step 2). 

Step 6: Select channels and vehicles 

The sixth step in developing a health communication campaign involves selecting 
the right channels and vehicles to deliver your message. Your choices will 
depend on your audience, your communication objectives, and your budget. 

Step 7: Combine and Sequence Communication Activities 

In this step, communication activities are laid out on a timeline and put together 
logically according to audience needs, opportunities and/or competing messages 
or events in the environment. This step is important because it provides a way to 
sustain energy and resources over the life of the campaign and provides an 
opportunity to build the campaign. 

Step 8: Develop The Message 

In Step 8, we define the message content and approach, based on all the careful 
research and decision-making undertaken in previous steps. This step involves 
identifying key information (the "What"), relevance to the audience (the "So 
What"), and a call to action (the "Now What"). In addition to these three 
elements, decisions need to be made about the tone, the appeal, the source and 
other dimensions (the approach). 

Step 8 is also critical to the relationship between the program planners and the 
creative team. A well-briefed creative team already faces plenty of challenges 
crafting complex messages in short timeframes, with limited resources. We do 
not want the creative team to face additional hurdles if they must set direction or 
tone and frame the issue. This can lead to the "It Won a Prize" syndrome where 
a product may be wonderfully produced but not in line with the values and needs 
of your organization and/or the audience. 
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Step 9: Develop Project Identity 

In this step we focus on the fact that your project will have an identity whether 
you intend it or not. Why not be strategic? 

Identity is often narrowly defined as simply a logo and is commonly undervalued 
as a programming tool. In reality, identity is much more than a logo. The 
perceptions people hold of your issue and project - your identity – are based on 
how your staff and volunteers interact with your audience and appear in public. 
Your identity will likely determine, more than anything else, the basis on which 
they respond to your efforts. 

Step 10: Develop Communication Materials 

Step 10 builds upon all the previous steps. It is here that words, images, 
symbols, and sounds are put together to create a print, audio, or audio-visual 
communication product. A large number of arts and sciences come together, and 
each medium (e.g., a speech, poster, or TV PSA) has its own opportunities and 
challenges. The creative design is intimately related to the actual physical 
production, where the challenge is to create quality projects within budget and 
reasonable timelines. 

The importance of this step is obvious since the actual impact of your 
communication depends on how your materials are created and implemented 
(Step 11). Creative execution will dictate whether your message causes some 
reaction or engagement and whether it results in any change. 

Step 11: Implementation 

In Step 11, the time has come to implement all the hard work and creativity that 
has gone into developing your communication campaign. At this point, program 
materials must be available in sufficient quantities. Plans must be in place, and 
gatekeepers representing different channels must be briefed. 

Step 12: Complete Campaign Evaluation 

Though labelled the final step, evaluation should be considered from the very 
beginning of campaign development in order to: 

1. Ensure that programs achieve maximum effectiveness  

2. Be accountable to funders  

3. Aid in the dissemination of knowledge so that others can learn from our 
experience  

4. Enhance the standing of our organization in the community  
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Health Communication as Part of Health Promotion 

5. Predict the results of a program, measure the results or help determine why 
certain results occur.  

6. Examine why specific effects occurred, determine which strategies or tasks 
work well, and provide direction for improving a program. 

  

 

 

 

 

 

 

 

 

Figure 13: Health Communication as Part of Health Promotion
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THCU Step-3 Audience Analysis 

udience analysis is a critical step in planning a communication campaign. 

Below is a list of key things you need to know about your audience in 

order to segment it and create the right messages delivered through the 

appropriate channels.  You‘ll also have to decide on the right method for 

collecting this information. Please refer to the THCU’s “Overview of Health 

Communication Campaigns Workbook” online at  

<http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.ma

r26.07.pdf> for further information on audience analysis. 

A 

http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07.pdf
http://www.thcu.ca/infoandresources/publications/OHCMasterWorkbookv3.2.mar26.07.pdf
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Audience Analysis  

Demographic Characteristics  

1. What is the gender breakdown of your audience 
and/or audience segments? 

 

2. What are their age ranges?  

3. What is/are some of the most typical or representative 
occupations?  Are they from professional, white 
collar, blue collar, skilled or unskilled occupations? 

 

4. What is the income range of your audience? What is 
the average, most common? 

 

5.  What is the range of formal education among your 
audience? What is most common? 

 

6.  What is their family situation—for example are they 
two parents with children, single parents, or single 
persons? 

 

7. Where do they live and work—in urban, rural, 
suburban settings? 

 

8. What are some of the cultural characteristics? Is the 
audience culturally diverse? 

 

Behavioural Characteristics  

1. What is their actual current behaviour? Provide a 
detailed picture of the behaviours in question (e.g., 
smoking, dietary fat intake, exercise, etc.). 

 

2. What benefits do they derive from their current 
behaviour? 

 

3. What is their readiness for change? What would the 
audience members give up to make the change? 
What would they gain? 

 

4. What social or medical consequences are your 
audience members experiencing already? 

 

5. What might they be vulnerable to, based on family 
history and patterns in the community? 

 

Psychographic Characteristics  

a) What are the fundamental values and beliefs among 
your audience?  What is most important to them? 

 

b) What are some of their key personal characteristics?  

c) Where do they get their health-related information? 
Which media, interpersonal channels, and events are 
they exposed to? 

 

d) What organizations and social networks do they 
belong to? 

 

e) How do they spend their time and dollars? What are 
they interested in? Describe their lifestyle. 
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ix sociological or demographic variables are especially important when 
analyzing your audience.  These are: (1) age; (2) gender; (3) cultural 
factors; (4) educational and intellectual levels; (5) occupation, income and 

status; and (6) religion. 

 

 

 

 

 

Figure 14: Variables in an Audience 

 

Age 

Different age groups have different attitudes, beliefs, and values simply because 
they have had different experiences.  Take these differences into consideration in 
preparing your speeches. 

For example, let us say that you are an investment counsellor and you want to 
persuade your listeners to invest their money to increase their earnings.  Your 
speech would have to be very different if you were addressing an audience of 
retired people (say in their 60s) and an audience of young executives (in their 
30s). 

Here are some questions about age that you might find helpful in analyzing and 
in adapting to your audience. 

1. Do the age groups differ in the goals, interests, and day-to-day concerns that 
may be related to your topic and purpose? 

2. Do the age groups differ in liberal conservative views on matters relating to 
your topic and purpose? 

3. Do the groups differ in their respect for tradition and the past or in the degree 
to which they are motivated by their peer groups? 

 

S 
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Gender 

We use the shorthand “men” and “women,” remember that 
psychological sex roles may be more significant than biological 
sex accounting for these differences. 

Here are some questions to guide your analysis of this very 
difficult audience characteristic. 

1. Do men and women differ in the values they consider 
important and that are related to your topic and purpose. 

2. Will your topic be seen as more interesting by men? By women? Will men 
and women have different attitudes toward these topics? 

3. Will men or women feel uncomfortable with your topic or purpose? 

 

Cultural Factors 

Nationality, race and cultural identity and identification are crucial in audience 
analysis.  Largely because of different training and experience, the interests 
values, and goals of different cultural groups will also differ. 

1. Are the differences within cultures relevant to your topic and purpose? 

2. Are the attitudes, beliefs, and values-about education, employment, or life in 
general-held by different cultures relevant to your topic and purpose? 

3. Will the varied cultures differ in their goals or suggestions to change their 
lives? 

Educational and Intellectual Levels 

An educated person may not be very intelligent.  Conversely, an intelligent 
person may not be very well educated.  In most cases, however the two go 
together.  Further, they seem to influence the reception of a speech in similar 
ways and so we consider them together.   We use the shorthand “educated” to 
refer to both qualities. 

In looking at the education and intelligence of your audience, consider asking 
questions such as the following. 

http://www.flatrock.org.nz/to

pics/society_culture/assets/g

ender.jpg 
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1. Are the educational levels related to the audience’s level of social or political 
activism; for example, will the interests and concerns of the audience differ on 
the basis of their educational levels? 

2. Will the educational levels influence how critical the audience will be of your 
evidence and argument? 

3. Will the educational levels relate to what the audience knows about your 
topic? 

Occupation, Income, and Status 

Occupation, Income, and Status, although not the same, are most often positively 
related.  Therefore, we can deal with them together. 

1. How will job security and occupational pride be related to your topic and 
purpose? 

2. Will people from different status levels long-range planning and goals 
differently. 

3. Will the different status groups have different time imitations? 

Religion  

Today there is great diversity within each religion.  Almost invariably, there are 
conservative, liberal, and middle-of-the-road groups within each religion.  As the 
difference within each religion widen, the difference between and among religions 
seems to narrow.  Different religions are coming closer together on various social 
and political, as well as moral, issues.  Generalizations here as with sex are 
changing rapidly. 

1. Will the religious see your topic or purpose from the point of view of religion? 

2. Does your topic or purpose attack the religious beliefs of any segment of your 
audience? 

3. Do the religious beliefs of your audience differ in any significant ways from 
the official teachings of their religion? 

Other Factors 

No list if audience characteristics can possibly be complete, and the list 
presented here is no exception.  You will need another category-“other factors”-to 
identify any additional characteristics that might be significant to your particular 
audience.  Such factors might include the following: 
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Expectations:   How will your audience’s expectations about you 

influence their reception to your speech? 

Considerations:   Will the relational status of your audience members 

influence the way in which they view your topic or your 

purpose? 

Special 

Interest:   

Do the special interest of your audience members relate 

to your topic or purpose? 

Organizational 

Memberships:   

How might the organizational memberships of your 

audience influence your topic or purpose?  Might you use 

these organizational memberships in your examples and 

illustrations? 

Political 

Affiliation:   

Will your audience’s political affiliation influence the ways 

in which they view your topic or purpose? 

 

Context Characteristics  

In addition to analyzing specific listeners, devote attention to the specific context 
in which you will speak.  Consider the size of the audience, the physical 
environment, and the occasion, the time of your speech, and where your speech 
fits into the sequence of events. 

1. How might the size of your audience influence your speech presentation?  
Generally, the larger the audience, the more formal the speech presentation 
should be.  With a small audience, you may be more casual and informal. 

2. How will the physical environment influence your speech presentation? 

3. How might the occasion influence the nature and the reception of your 
presentation? 

4. Where your speech fits into the general events of the time, for example, 
political events of the day but also the immediately preceding events such as 
the previous speakers.  
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Tips for Selecting Communication Channels/Media 

1. Consider radio and specific magazines as a more effective way to reach 
certain audiences (e.g., teenagers via rock music).  Remember that radio also 
provides an opportunity for direct audience involvement using call-in show 
formats. 

2. Consider TV for reaching low income and other audiences who may not be as 
likely to seek health information from other sources. 

3. Use newspaper to reach large audiences with good literacy levels quickly. 

4. Always aim for a combination of media, interpersonal communication and 
events. 

5. Remember to consider the important variables of reach (audience size, 
multiplicative power, specificity), cost and fit to your objectives. 

 

A MENU OF CHANNELS/MEDIA 

A.  Media 

 Print news, editorials, features, ads, supplements, comics, posters 

 Newsletters shoppers, neighbourhood weeklies, worksite 

publications, organizations 

 Radio     ads, PSAs, speakers, phone-in 

 Television ads, PSAs, news, entertainment, movies, special 

events, documentary 

 Outdoor billboards, transit shelters, LED signage 

 Phone direct sales, infoline (tape or live), ordering process, hotline 

 Mail magazines, brochures, letters, direct mail pieces, trial offers, 

letters, etc. 

 Point of Purchase brochures, posters, POP displays, demos, 

videos 

   overheads, audio-visual, handouts 

 Computer-based communication bulletin boards, e-mail, 

Websites, CDROMs 

 Displays 
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B.  Interpersonal Communication 

 Presentations     speeches 

 -help groups 

 ks    peers, families, opinion-leaders 

  

C.  Events 

 Community-wide    contests, fairs, marathons, fund raisers, rallies 

 Specific group     conferences 
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Assignment # 4 

Educating the Public - 10% 

Due:  Week 10: Monday 25th March, Wednesday 27th March 

Length:  10 minutes presentation time 

Description:  In this assignment, you will be designing and delivering a health 

education campaign to a specified mass audience. You will plan and 

develop a programme for communicating (i) the nature, (ii) 

prevention, and (iii) treatment of a health problem or issue which 

can affect a wide community. In order to educate your audience, 

you will use a variety of media. 

Student Learning Outcomes: 

Upon successful completion of Assignment 4, the student will: 

1. Outline how a significant health problem/issue puts a certain 

population at risk. 

2. Assess the population and design a health education campaign 

appropriate to the target audience. 

3. Evaluate and choose media appropriate to educating the target 

audience on the health problem/issue. 

4. Devise a health education campaign which informs as well as 

convinces the target audience to take particular courses of 

action. 

5. Demonstrate that he/she is a team player. 

6. Reflect on his/her role in a group. 

Preparation Guidelines: 

1. Familiarise yourself with THCU 12-step process (pp. 44-48) for 

developing Health communication campaigns, which can be 

found in your course manual. (For the full PDF version of this 

document, please visit 

http://www.thcu.ca/infoandresources/publications/OHCMasterWo

rkbookv3.2.mar26.07.pdf)  

Use the 12-step process to help you plan your health campaign. 
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2. Develop your campaign using at least two appropriate media. 

You are required to use one (1) paper-based medium with visual 

aids. For the second medium, you may choose between a 

technology-based or oral medium. (See the section below for 

media requirements.) 

Media requirements: Two (2) media appropriate to the target audience. 

1. Required: One (1) paper-based medium with visual aids – poster, 
pamphlet, exhibition display, newspaper. 

2. A choice between: One (1) technology-based medium – 
webpage, video, slideshow, television, radio OR one (1) oral 
medium – lecture, demonstration, panel discussion, drama, role-
play, interview. 

 
What you should submit: 

You should do the following for Assignment 4: 

 Deliver a presentation about the health campaign you have 
designed. 

 Submit copies of all media you have developed for your 
campaign. 

 Attach a coversheet to your assignment, including the following 
information: health problem/issue; target audience; media used 

 

 

Further Reading 
Kreuter, M., W. et al (2003) Achieving Cultural Appropriateness in Health Promotion 

Programs: Targeted and Tailored Approaches. Health Education and Behaviour, 

30(2), 133-46. 
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CASES 
The Cases that are printed on the following pages are meant to explore 

Communication situations that are evident in everyday health encounters. 

In analysing these cases students are reminded to pay attention to issues relating 

to counselling, breaking bad news, advocacy, health promotion and public health 

education among others. 

 
ead the following cases. 

You are a relevant health professional. Analyse each case, 

outlining suitable counselling strategies you would adopt. Comment 

on the strengths and weaknesses of the approach you would take. 

Suggest other options which can be justified for inclusion or follow-

up in the case. 

 

CASE 1 

Pharmacist greets patient with a smile and comes around the counter. 

Pharmacist: Good morning, Mrs. Johnson.   It's a nice day isn't it? 

Patient: Hello, Mr. Pringle. 

Pharmacist: Dr McKay has prescribed suppositories for your mother.   Did he give 

you any information on how you should use them? 

Patient: No I didn't think so.   Well he may have but I probably wasn't listening 

properly.   I've so much on my mind with my mother so ill.   She's not 

keeping any food down and she needs constant attention. 

Pharmacist: You've obviously a lot to cope with. 

Patient: That's right.   It's all quite a strain on the family and the children need a 

lot of attention. 

Pharmacist: I think you deserve a lot of credit for coping so well.   It's obviously a 

difficult time for you, but hopefully this medicine will ease things for 

your mother. 

Patient: That would be a great help. 

 

 

R 
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CASE 2 

patient being seen in an anticoagulation clinic mentioned to the pharmacist 

that he had developed several bruises on his hands and legs. The 

pharmacist immediately checked the patient’s computer records and found 

a recent INR value of 6, which was well above his targeted 2 – 3 range. 

The pharmacist asked whether the patient had changed his diet, lifestyle, or drug 

regimen. The patient said no, but that he was given another medication during his 

last clinic visit. The pharmacist then went back to the profile and noticed that the 

patient has been receiving 4 mg daily Coumadin for some time, but his dose was 

reduced to 3 mg during the last visit to adjust his INR. 

The pharmacist suspected what the issue might be and asked the patient, “Did 

you stop taking the 4 mg tablet?” 

The patient replied, “No, nobody told me to, so I have been following instructions 

and taking both tablets.” 

Thus, he was taking 7 mg per day rather than the intended 3 mg. 

Unfortunately, relying on our intuition is not as effective as obtaining explicit 

feedback to measure understanding. See the box below for examples of how to 

ask for feedback. 

Statements or Questions that Elicit Feedback 

“I want to be sure I have explained things clearly. Please summarise the most 

important things to remember about the medicine.” 

“It is important that I understand that you know how to take this medication. Now, 

when you get home, how are you going to take this medication?”

“Describe in your own words how you are going to take this medication.” 

 

A 
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CASE 3 

Doctor:  Good morning 

Patient: (Patient is seated on end of exam table.) Good morning. 

Doctor: Why don't you have a seat back over here, and we can talk a little 

bit first. Tell me why you came today. 

Patient: Um, to get my blood pressure checked. 

Doctor: To get your blood pressure checked? What do you know about your 

blood pressure? 

Patient: Well, I have heard various things over the past couple of years, 

really, that it has been high, and um... 

Doctor: For several years? 

Patient: (Nods) And I went about, oh, it was quite a while ago, maybe 5 or 6 

months ago in the health centre, um, and the doctor told me that it 

was high and also, but he could not treat me until I lost 

approximately 38 pounds, so I haven't been able to take the weight 

off and I was kind of, well, he did not give me any special diet to 

follow or you know, what I should cut out of my diet, and I was very 

discouraged by it. So, when I went to the emergency room because 

I cut my finger, um, the nurse told me that my blood pressure was 

very high and I should have it checked, and since I don't have a 

family doctor, she  suggested I come here. 

__________________________________________________ 

CASE 4 

n Monday morning an eight year old boy complained of a toothache. His 

parents decided that the tooth should be extracted. However, the parents 

waited until Thursday when the dental clinic at the health centre was open 

and free of charge to the public. 

The dental nurse on duty interviewed the parents and the child. The physical 

examination revealed that there was pain at the base of the child's upper right 

premolar. The parents were told, in the presence of the child, that the pain was in the 

nerve and that the root of the premolar was affected by a new tooth that was pushing 

its way out. It was decided that the tooth should be extracted. It was the normal 

practice for the dental nurse to perform extractions of this nature. However, the 

parents elected to wait to speak to the dentist.  

O 
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CASE 5 

 patient writes: 

 

“I read about Dr. Charles Martin and his work with implants. An appointment 

was made with him. I was very impressed. He would do all the work in his office, 

the permanent bridges, implants, fillings, root work, gum restoring, etc. No going 

from dentist to dentist. I liked that. The sign at his office said “friendly, gentle 

dentistry” O.K, I thought he is definitely friendly and the others in the office also, 

and he seemed gentle. On a second visit, Dr. Martin explained in detail, with 

pictures and video, the procedure for the implants and other work. 

 

I agreed to have the work done, and I will admit I was nervous and apprehensive. 

My trips to dentists before had not been reassuring for me, but this was different. 

Dr. Martin lived up to the sign that said “gentle” and now he could add to this 

“painless”. 

 

Dentistry has made amazing progress in the last years, and it is great to have a 

dentist who keeps up with them, and continues to do so. I now have teeth to chew 

with and a smile that I am proud of.”                        

Richmond Cosmetic Centre/martinsmiles.com 

 

 

 

A 

CASE 6 

Kathleen and her teenage daughter, Lisa, have a dog named 

Jet. Lately he has been sluggish, indifferent to food and has 

developed sores. Jet has been a part of the family for 12 

years, since Kathleen's daughter was a toddler.   Now 

Kathleen and Lisa fear that they are going to lose Jet but first 

they decide to speak to someone at the local Society for the 

Prevention of Cruelty to Animals. It is suggested that Jet 

should be put to sleep. Jet's owners decide to take him to a 

veterinarian, one they have never visited before. 
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CASE 7 

sobel is a 50 year old woman about to be discharged after undergoing a 

complete hysterectomy (ovaries and fallopian tubes removed as well as the 

uterus). 

Isobel wants to talk to the nurse about her concerns. She is very anxious about 

what her sex life will be like now she is not producing oestrogen. She knows that 

HRT is sometimes recommended, but has an aversion to taking any drugs and is 

terrified, after all the scares in the media, about the possible harmful side effects 

(breast cancer, heart attacks and strokes). 

She was already finding intercourse a bit uncomfortable due to vaginal dryness, 

hot flushes, lack of libido and night sweats, and this was before surgery. She really 

feels now that   it will all be much worse and is a bit tearful and “down” when she 

does talk about it. 

Her husband, she feels was already getting a bit irritated with her and doesn’t 

really understand how she feels. They have been married for 30 years and have 2 

grown up sons who live away from home. They are very close and good 

companions, but her emotional and physical changes are causing a bit of tension – 

for both of them. 

She feels she has lost some of her womanhood and even though she knew her 

childbearing days were over before the operation, she feels a sense of loss, 

particularly as 15 years ago she gave birth to a stillborn baby girl and this change 

in her body is reminding her of that. 

She is not looking for a magic remedy, but more for someone who will listen 

empathetically to her concerns. 

Interactive Skills Unit 

        University of Birmingham  

 

I 
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CASE 8 

ne day Mr. and Mrs. Chen, accompanied by Mr. Chen’s father, come to 

the clinic with their 6-month-old daughter. The clinic nurse who has been 

following the Chen family’s care, notices that the baby has an acute 

respiratory infection (ARI) and abrasions and surface burns on her back. 

The nurse inquires if any treatments have been used on the baby. Mrs. Chen says 

yes and that Mr. Chen (indicating her father-in-law) has been treating her. The 

nurse realizing that grandfathers are highly respected and are the treatment 

providers in Vietnamese culture, asks Mr. Chen if he could describe the treatment 

he has been using. He states that moxibustion/cupping and coining are the 

treatments he is using for the baby’s cold. The nurse acknowledges that she 

understands the purpose of these treatments (i.e., to expel the poisons from the 

body) but also mentions that the baby could develop infections because of the 

breaks in the skin. She also states that some persons in America might think that 

the baby is being abused because of the marks on the body. The nurse makes a 

suggestion and ask if it is possible for Mr. Chen to use less pressure, cover the 

coin with a piece of cloth, and slightly cool and cover the moxibustion glass with 

cloth before he applies it to the skin whenever he uses these treatments. . . The 

nurse also consults with the clinic physician regarding the baby’s ARI, abrasions, 

and burns. The physician prescribes an antibiotic for the baby’s ARI and some 

ointment for the burns. The Chen family returns to the clinic in 1 week. The baby’s 

ARI is gone, and the bruises and burns are almost completely healed. Mr. Chen 

states that they have been following all the nurse’s suggestions, including giving 

the Western medicines. 

Warren, B. J. (1999). Cultural competence in psychiatric nursing: An interlocking 

paradigm approach. In N. L. Keltner, L. H. Schwecke, & C. E. Bostrom (Eds.), 

Psychiatric nursing (3rd ed., pp. 199-218). Philadelphia: Mosby, p. 203. 

O 
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CASE 9 

NEEDLES AND PINS 

A Case Study in the Management of 

Occupational Exposure to Percutaneous 

Injuries 

by 

Lynn D. Austin 

Allied Health and Human Services 

Western Kentucky University 

Date Case Posted: 9/30/99 

Part I, The Incident 

Jennifer is a 19-year-old college sophomore who has always wanted to be a 

dentist, like her father, her sister Eileen, and now her brother George, who is 

currently in dental school. As an entering third-year student, George has just 

started treating patients. Last Friday, he came home and told Jennifer, "You know, 

there's a summer program at the dental school for college students who are 

thinking about becoming dentists and dental hygienists. If you want, you can work 

in the dental clinics as a dental assistant this summer." Jennifer excitedly signs up 

for the program. 

Jennifer's first day in the clinic begins uneventfully; she had completed a "crash 

course" in the basics of dental assisting the week before, although she believes 

she already knows a lot about dentistry because of her exposure to the profession 

through her family. She is scheduled to help George do a restoration on a fellow 

student, Ralph. Jennifer picks up the appropriate tray setup: instruments, gauze, 

amalgam, some topical anesthetic, a 27-gauge long needle, and some local 

anesthetic (2% lidocaine with 1:100,000 epinephrine). She places the instruments 

and materials out on George's tray and sits down, ready to begin. 

Ralph is a second-year dental student with decay on a lower molar that was 

detected when their class took radiographs on each other. He is assigned to be 

George's patient for the morning. The two dental students only know each other by 

sight; the classes do not associate much until they are in the clinic. After thoroughly 

reviewing the medical history and receiving approval to start the procedure from 

the instructor, Ralph sits down in the chair and George, who has done several 

amalgam restorations before, prepares to administer the anesthesia to Ralph. After 

carefully drying the tissue and applying the topical anesthetic, George places the 

needle at the site of injection, and aspirates the syringe. Blood enters the cartridge, 

so he repositions the syringe and aspirates a second time -- no blood this time. He 
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completes a perfect mandibular block, followed by a long buccal infiltration. He 

hands the syringe back to Jennifer, who is paying close attention. Jennifer picks up 

the needle cap and holds it in her left hand, and attempts to slide the needle back 

into the cap. She accidentally punctures her glove and sticks her index finger with 

the needle. 

Part II - Jennifer's Dilemma 

Jennifer frantically runs to the nearest sink. When she looks at her finger, she sees 

blood under the glove; when she takes the glove off all she can see is what looks 

like a lot of blood on her finger. She begins washing her finger with soap and 

squeezing it to extrude blood from the puncture wound. Meanwhile, back at the 

chair, George calls over Dr. Daly, the closest instructor on the floor.  

Dr. Daly is a 60-year-old retired Navy prosthodontist who has been at the dental 

school on a volunteer basis for about six months. When George tells him what 

happened, he tells them, "Don't worry about it. I've been stuck more times than I 

can count. The risk of getting anything is negligible. Just go ahead and keep 

working." 

Part III - Ralph's Response 

George remembers that last month, as part of clinic orientation, Dr. Winston, the 

infection control officer, told the students that they should call her directly when a 

needle stick has occurred. He mentions this to Dr. Daly, and Dr. Daly agrees that 

they should call Dr. Winston. 

Prompted by Dr. Daly's phone call, Dr. Winston arrives in the clinic. She talks to 

Ralph, who has been sitting quietly in the dental chair during all the excitement. 

She questions him about his risk factors for disease. According to Ralph, he has 

none, but seems quite defensive and even angry when asked direct questions 

about his risk of HIV and Hepatitis. Dr. Winston delicately asks him if he would 

agree to have his blood tested for these infections. Ralph refuses to be tested, 

stating, "This is a violation of my privacy. I don't have to be tested if I choose not to 

be." Jennifer and George, dismayed at Ralph's attitude, walk out through the 

building to student health services. On their way out, they pass a group of their 

friends. When they tell George's friend John what has happened, he responds "I've 

heard that Ralph is gay." 

http://sciencecases.lib.buffalo.edu/cs/files/needles.pdf 

http://sciencecases.lib.buffalo.edu/cs/files/needles.pdf
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CASE 10 

Cats Have Nine Lives, But Only One Liver: 

The Effects of Acetaminophen 

by 

Brahmadeo Dewprashad 

Department of Science 

Borough of Manhattan Community College, The City University of New York 

 
“Hi Mom, how are you?” Michelle asked her mother over the phone. 
“I’m fine, is everything okay with you? You sound a bit down,” said her mother. 
“It’s probably nothing, but Tabby doesn’t seem quite right,” Michelle replied. 
“What’s the matter with him?” Michelle’s mother asked anxiously. 
“He wasn’t looking very well, and it felt as if he had a fever. Remember I told you 
he had a swollen leg? Well, it seemed as though it was causing him pain. He 
seemed so miserable, and so I gave him half of a regular strength Tylenol®. He 
just doesn’t seem right,” Michelle blurted out. 
“I saw a news item a month or so ago that said that Tylenol® wasn’t very safe —
something about it not being good for the liver. I remember they said it was bad for 
humans in high doses. I don’t think they mentioned anything about animals. But 
don’t worry,” Michelle’s mother reassured her. “Cats are very tough—they have  
nine lives, you know. And besides, you only gave him half a tablet.” 
“Thanks, Mom. I better go now. Talk to you later,” Michelle hurried off. 
 
The conversation with her mother had made Michelle uneasy. Tabby seemed very 
sad, tired, and out of breath. Michelle decided that she would search the Internet 
for information about acetaminophen, the active ingredient of Tylenol®. In 
particular, she wanted to know the safe dose for cats. She came across a 2003 
article by someone named Steenbergen that alarmed her. It said that 
acetaminophen was particularly toxic for cats and that no dose was considered 
safe. Immediately, Michelle scooped Tabby up, loaded him in his carrier, and 
sprinted over to the vet. Luckily, the vet had a practice only a few blocks away. 
 
Michelle was able to see the vet soon after she got there. She explained what had 
happened... [The vet] took the cat into his examination room and invited Michelle 
in. She noticed that he administered oxygen to the cat and took a blood sample. It 
was too much for Michelle! She stepped out of the examination room and sat 
anxiously in the waiting room. After a while, the vet came out.  
 
http://sciencecases.lib.buffalo.edu/cs/files/2-acetaminophen.pdf 
Case copyright ©2008 by the National Center for Case Study Teaching in Science.  

Originally published July 8, 2008 at  

http://www.sciencecases.org/acetaminophen/acetaminophen.asp     

 

http://sciencecases.lib.buffalo.edu/cs/files/2-acetaminophen.pdf
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CASE 11 

A Right to Her Genes  

by  

Susannah Gal 

Department of Biological Sciences  

State University of New York at Binghamton  

and  

Jessie W. Klein 

Science Department  

Middlesex Community College 

 

“But, doctor, what should I do?”  

Michelle was sitting in her OB-GYN’s office, having just confronted him with the 

dilemma she was facing.  

“My mother died of breast cancer when I was little and now I find out that her 

mother, my grandmother, has bone cancer and my grandmother’s brother and my 

grandfather both have lung cancer. My mother was 40 when she died and I’m 

almost that now myself. Should I have my breasts removed to prevent me from 

getting breast cancer?”  

The doctor tried to calm her down and clarify the family tree. As far as Michelle 

knew, her mother was the oldest of four girls and two boys in the family and the 

only one to have cancer. In fact, her grandfather also had a brother and two 

sisters, and none of them showed any signs of cancer.  

“It’s not strong enough evidence to suggest you should remove your breasts,” the 

doctor said. “Actually, breast cancer susceptibility is not linked to lung cancer. Lung 

cancer, especially, is usually linked to environmental factors, like smoking or 

exposure to asbestos. Does your father smoke?” the doctor asked.  

“Yes,” Michelle replied. “But I don’t want to get cancer and have my two little boys 

watch me die the way I did with my mother.”  

Date Posted: 03/03/00 nas 

Originally published at http://www.sciencecases.org/genes/genes.asp 

Copyright © 1999–2004 by the National Center for Case Study Teaching in Science.   
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Self-Assessment Tool - What kind of communicator am I? 

Instructions:  Read the statements below. Indicate your 

frequency using the grid.  This is not a test. It is only for you to 

learn more about you! 
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1. I first try to understand what the other person is saying 
before I decide how I will respond.  

  

2. I usually make empathetic statements. 
  

3. If there is something that I don’t understand, I typically ask 
questions and seek clarification.  

  

4. When I disagree with something, I make a special attempt 
to listen carefully.  

  

5. When someone is trying to make conversation with me, I 
try to facilitate them by asking questions or making 
comments.  

  

6. I help others to express themselves when I am 
communicating with them. 

  

7. When someone has something important to say to me, I 
listen without interrupting.  

  

8. I look forward to receiving feedback on my performance. 
  

  

9. People tell me they like to talk to me when they have 
problems.    

  

10. When I am talking to someone, I try to say exactly what I 
mean.    

  

11. I am sensitive to others’ needs.  
  

12. I am aware of other people’s body language when they are 
talking to me.  

  

13. I try to give feedback to people. 
  

14. I am able to assess the climate of a group.  
  

15. I go out of my way to show understanding of the needs and 
wants of others.  

  

16. I collaborate easily with others.  
  

17. I encourage people to generate their own solutions to 
problems.  
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18. I learn by interacting with others.  
  

19. I listen for the feelings behind the words someone is saying 
as much as I listen to the words.  

  

20. I try to send non-verbal communication that will match my 
verbal communication.  

  

21. When I am called upon to express myself in speaking, I 
feel confident. 

  

22. I try to listen to what is NOT being said.  
  

23. I contribute to group conversations. 
  

24. I am conscious of using gestures, facial expression, and 
voice intonations to get my message across effectively. 

  

25. I believe that teams are more effective than individuals.  
  

26. Even if I know I am right, I give the other person a chance 
to express what he/she has to say.    

  

27. To show that I am paying attention to someone, I lean 
slightly forward when they are speaking and look right at 
them.  

  

28. I try to see situations from other people’s points of view.
  

  

29. I express my feelings openly.  
  

30. I try not to over-react to emotionally charged words. 
  

Count the number of responses  

you have in each column. 

 

 
  

Now multiply the number. X 3.3 X 2 
X 

0.5 

SUBTOTAL 
 

 
  

Now add all the numbers from the “SUBTOTAL” line to 

reveal your communication score. 
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Rate yourself! 

59 points or less - You need to work on communicating. You may misunderstand 

what other people are saying or they may misunderstand you. This course will 

help you become a better communicator. 

60 - 74 points - You can communicate well when you want to, but you don’t 

always do it. If you practice your communication skills you will be amazed to find 

out how much easier it is to get along with others. This course will help you 

become a better communicator. 

75 - 89 points - You are a strong communicator. For the most part, you listen well 

and express your feelings well, but you could still use some practice! This course 

will help you become a better communicator. 

90 - 100 points -You are a fantastic communicator! You rarely miscommunicate 

with others! This course will reinforce the skills that you already have.  Try to help 

classmates who need more practice than you. 
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