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Abstract

Background: Physician-patient communication skills help determine the nature and quality of diagnostic information elicited

from patients, the quality of the physician’s counseling, and the patient’s adherence to treatment. In spite of their importance,

surveys have demonstrated a wide variability and deficiencies in the teaching of these skills.

Aim: Describe two specific methodologies for teaching physician-patient communication skills developed at our institution and

pilot test them for effectiveness.

Methods: Between 2004 and 2009 we developed ‘‘doc.com,’’ a series of 41 media-rich online modules on all aspects of healthcare

communication jointly with the American Academy on Communication in Healthcare. Starting in 2006, we expanded our pre-

existing experience with the videoconferencing system ‘‘WebOSCE’’ into the online application ‘‘WebEncounter.’’ This new

methodology combines practice of communication skills on standardized patients with structured assessment and constructive

feedback. We had three randomized groups: controls who did only the assessment parts of a WebOSCE on two occasions, a

doc.com group who had doc.com in between the assessment occasions, and a combined group that had both doc.com and a

WebEncounter between assessments.

Results/Conclusion: We found significant improvement in skills as components were added, and the training program was well

received.

Background

Physician–patient communication skills are key to
effective patient care

A physician’s communication skills determine the nature and

quality of diagnostic information elicited from patients

(Beckman & Frankel 1984) and the quality of the physician’s

counseling. Communication determines the patient’s trust in

the physician, which is strongly linked to patient adherence

and satisfaction (Safran et al. 1998). Effective communication is

associated with positive health outcomes, including emotional

health, symptom resolution, function, and physiologic mea-

sures such as blood pressure and blood glucose (Kaplan et al.

1989; Stewart 1995). Additionally, effective communication

enhances physician satisfaction with medical visits (Suchman

et al. 1993). Physician job satisfaction is associated with

improved patient adherence (DiMatteo et al. 1993).

Studies suggest that many physicians do not practice

effective physician–patient communication (Roter et al. 1997).

Physicians often fail to elicit patients’ concerns and expectations

for a visit, miss emotional cues, and fail to detect many mental

health problems including depression and anxiety (Levinson

et al. 2000; Culpepper 2002). Approximately, half of the causes

of death in the United States are related to behavioral factors

that are amenable to modification through physician counseling

(McGinnis & Foege 1993); yet many physicians do not

adequately screen or counsel their patients (Writing Group for

the Activity Counseling Trial Research Group 2001). Patient

adherence to medical regimens is suboptimal, linked to

morbidity, and can be improved by effective physician–patient

communication (Miller 1997). Malpractice litigation is strongly

related to ineffective physician communication skills (Beckman

et al. 1994; Levinson et al. 1997).

Physician–patient communication can be successfully

taught and learned, with positive impacts on patient outcomes

Practice points

. The IOM defined the communication competencies that

are essential for effective physician care.

. Miller proposed four steps in skill acquisition/

assessment: Knows what (knowledge), Knows how

(competence), Shows how (performance), Does

(action).

. We developed two web-based resources to facilitate the

acquisition of core and advanced medical communica-

tion competencies.

. A pilot test showed promising results.
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(Roter et al. 1995). The AAMC Medical School Objectives

Project stressed the importance of teaching interpersonal and

communication skills in medical schools, and the LCME

requires it. However, surveys have demonstrated a wide

variability in the quality and intensity medical interviewing and

interpersonal skills teaching in US medical schools, and many

deficiencies. Medical schools often lack a coherent educational

framework for teaching communication (Makoul 1999), ade-

quate teaching hours, written objectives, focused feedback,

and faculty development (Milan et al. 1998). How can medical

schools ensure that all their graduates have minimal compe-

tencies in physician patient communication?

In 2004, the Institute of Medicine (IOM) Report ‘‘Improving

Medical Education: Enhancing the Behavioral and Social

Science Content of Medical School Curricula’’ was published

(Vanselow & Cuff 2004). This publication marks a consensus

on the competencies for communication skills at the medical

school and residency levels. Faculty in the American Academy

on Communication in Healthcare (AACH) proposed to use this

report as the framework for a teaching resource, which they

envisioned as a comprehensive state-of-the-art resource,

providing high quality texts combined with video vignettes.

The AACH received a substantial grant from the Arthur Vining

Davies Foundation to realize such an educational resource.

In 2008, eLearning tool ‘‘doc.com’’ for the
knowledge component was completed

In close collaboration with the Drexel University College of

Medicine’s (DUCOM) group for technology in medical educa-

tion (TIME), the eLearning tool ‘‘doc.com,’’ a collection of 41

media-rich online modules for the teaching and learning of the

knowledge aspects of medical communication skills, was

produced within 4 years. Since its inception in 2008,

‘‘doc.com’’ is being promoted by the AACH (http://www.

aachonline.org) as their main teaching tool. In January 2010,

almost 9000 active subscribers at more than 70 educational

institutions in the US and Australia were using ‘‘doc.com,’’ and

a translation into Japanese language will be completed in April

2010. At DUCOM, we use ‘‘doc.com’’ in a blended learning

setting, where we assign specific modules as preparation for

clinical skills courses throughout the curriculum, and in the

medicine residency program. In the preclinical courses,

students meet with faculty and fourth year student facilitator

in small groups where they have discussions before and after a

bedside teaching session. During the bedside teaching ses-

sions, the students get to practice the learned skills under

observation.

Videoconferencing system for skills assessment
becomes online system for the practice and
assessment of clinical skills

At DUCOM, the third year of the curriculum is the ‘‘clerkship

year,’’ in which students rotate through six clerkships at 21

affiliated sites in the Delaware Valley. At the end of that year,

the students must pass a Clinical Skills Assessment (CSA),

which consists of a 10 station Objective Structured Clinical

Exam (OSCE). This CSA required many students to travel

hundreds of miles to our main campus, and disrupted

clerkship experiences. We wondered whether allowing stu-

dents to participate in this OSCE via videoconference would

be comparable to participating in person. We developed the

first version of a videoconferencing system ‘‘WebOSCE’’ to

allow students in Pittsburgh to encounter standardized patients

on-line in Philadelphia for the CSA. We concluded that it is

feasible to assess clinical skills online and that assessment via

videoconference compares favorably to live SP assessment

(Novack et al. 2002).

When in 2005, the Internet became fast enough to allow

live video chat, and webcams started to become standard in

laptop computers, we decided to develop WebOSCE into a

system that runs on commercially available computers. The

planning and implementation took 2 years, during which an

elaborate feedback section was added to videoconferencing.

After an encounter, SPs can guide the learner through a

structured list with effective communication skills that could/

should have been employed, engaging in a short discussion

and validation of each point. If a skill was not performed, the

SP can use this as a teaching moment by playing back a short

video vignette that demonstrates how the skill should/could

have been applied.

We wanted to test the effectiveness of our eLearning tool

‘‘doc.com’’ in facilitating the learning of the essential commu-

nication competency of giving bad news. We hypothesized

that adding a web-based practice and feedback session with a

standardized patient (WebEncounter) would further enhance

knowledge, skills, and self efficacy in this competency. This

article describes a project developed to explore these hypoth-

eses with medicine interns, in learning an evidence-based set

of skills (Table 2) for the best practice delivering of bad news.

Methods

Subjects

There were 62 interns in the DUCOM medicine program, 55 of

whom volunteered to participate in the study, consisting of 15

females and 40 males. The range of ages was 24–42, with a

mean of 29. Fifty-one interns were from US schools and 11

from international schools. We chose to work with interns

since breaking bad news (BBN) is an essential skill, included

in their structured ‘‘doctoring curriculum,’’ taught by the fourth

author (DHN).

Educational tools

doc.com. For this project, we utilized doc.com module 33

(Figure 1), Giving Bad News, by Timothy Quill, Anthony

Caprio, Catherine Gracey, and Margaret Seaver from the

University of Rochester, NY (Quill et al. 2006).

This module presents the theory and practice of delivering

bad news in textbook quality texts (Figure 2).

In addition to what can be accomplished by textbooks, it

also demonstrates effective communication skills in two

annotated videos, demonstrating telling the initial diagnosis

of breast cancer, and then telling the patient about the

discovery of metastatic disease (Figure 3).
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Figure 2. Screenshot of a text page from module 33. Emphasis is given to quality, structure, and readability on computer

screens – resulting in smaller sections to prevent the need for scrolling.

Figure 1. Screenshot of the initial screen of doc.com module 33. The menu on the left displays the table of contents – and serves

at the same time as the tool to navigate through the module.
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A behavioral checklist presents all the essential skills and

tasks of the bad news dialogue. This list is identical with the

one used to assess what skills are employed during the

corresponding ‘‘WebEncounter.’’ At the end of the module,

interns completed multiple choice questions (MCQs) demon-

strating their understanding of the module.

WebEncounter

We set up computers with webcams in offices convenient to

the inpatient medicine wards in two hospitals. Interns

were scheduled in 20 min increments and paged the day

before to remind them of their appointments. When they

arrived at the office, they sat down at the computer and

logged into the WebEncounter website, with the help of a

research assistant who assured smooth running of the

process. Interns read the instructions for the interaction,

which gave a story of the patient they were about to see

(Table 1).

Then, two video windows appeared (Figure 4) reflecting

the intern and the SP. The interns then gave the bad news to

the SP in a 10 min interaction (Figure 4).

In the educational intervention group described below and

during the final assessment, the SP broke role at the end of

Figure 3. Screenshot of the first annotated video that is included in doc.com module 33. While the video plays, behavioral skills

are highlighted when they are employed. When the learner clicks a highlight, the main video pauses, and a small video overlays

where the expert explains the reasoning behind the timely employment of that behavioral skill, and so allowing to picking the

‘‘experts mind.’’

Table 1. BBN case ‘‘Amy Walters’’.

Patient name Amy Walters

Setting Hospital inpatient

Vitals N/A

Patient information A 38-year old woman came to the ER 3 days ago, where she was admitted to your service with abdominal bloating and some

cramping. She has two children – a daughter aged 12 and a son aged 9 with ADHD. She is recently divorced and has a full-time

job as a waitress. Her family lives in the southern US. She has no insurance. Two days ago, the resident on service ordered an

ultrasound; a gynoncologist did a biopsy. Her ultrasound indicated a right ovarian mass and ascites with biopsy results now

returned showing a carcinoma. Ms Walters does not currently have a primary care doctor. You will be seeing her in follow-up in

medical clinic.

Instructions You are the intern on service. Give the results of both tests to Ms Walters. You have learned that the average 5-year survival rate for

this cell type and stage of ovarian cancer is about 15%.

You have up to 10 min to give the patient her test results.

After you are finished with your patient, you may leave this computer station.
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the interaction, and gave feedback for 10 min on the

intern’s performance. A study coordinator was present but

out of sight with the SP, and filled out a behavioral checklist,

derived from BBN checklist developed by Quill, the author of

the doc.com BBN module, and modified slightly to be

consistent with the consensus paper on the elements of bad

news delivery, by Girgis and Sanson-Fisher (1995) (Table 2).

The SP then displayed the behavioral skills checklist to the

intern and filled it out online, based on the coordinator’s

completed checklist (Figure 5).

This checklist is identical to the one contained in doc.com

module 33. So, all the subjects were provided with and tested

on the same set of communication skills.

If interns had missed key skills, the SP was able to play brief

video clips from doc.com module 33, illustrating the skill

(Figure 6).

Figure 4. Screenshot of a WebEncounter medical interview. This screenshot was taken for testing purposes and not during a real

WebEncounter – the SP is therefore not congruent with the case description.

Table 2. WebOSCE SP checklist.

BBN skills checklist

1 Asked what I know or understand about my illness so far?

2a Used simple straightforward language to tell the patient her diagnosis; does n’t use jargon or euphemisms

2b If jargon is used, provides an explanation immediately or explains the diagnosis clearly in response to your saying ‘‘what does that

mean?’’

3 After stating the prognosis, diagnosis or important new information, stopped and listened, OR invited me to speak

4 Used an ‘‘I’’ statement to express how s/he felt about conveying the news

5 Encouraged me to talk about my feelings

6 Acknowledged, legitimated, and/or explored strong emotions

7a Asked if I had any questions after being given information about your illness

7b Followed up with ‘‘do you have any other questions?’’

8a Elicited my concerns or worries

8b Followed up with ‘‘do you have any other concerns or worries?’’

9 Asked about/tried to mobilize social support

10a Described a range of time when communicating prognosis

10b Allowed for exceptions when conveying the prognosis

11 Established a concrete plan for the immediate next steps

12 Offered reassurance of partnership – in some way indicated s/he would be there for me

13 In closing, asked if I have any questions and/or checked my understanding

eLearning to enhance physician patient communication
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Figure 5. Screenshot of a WebEncounter feedback.

Figure 6. Screenshot of a WebOSCE instructional video during feedback.

C. J. Daetwyler et al.
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An example of this process can be viewed at http://

webcampus.drexelmed.edu/webosce.

Study design

Orientation. Interns attended an orientation session before

the study began for an explanation of the project and a request

to participate by signing a consent document. We rewarded

interns’ participation in all phases of the project by cafeteria

meal tickets for each WebEncounter interaction.

SP roles, checklists, and feedback scripts. Two of the authors

(Novack and Cohen) developed materials used by SPs for the

study (roles, checklists, and feedback scripts). They also

trained the SPs an average of 15 h per case to portray the role –

and to give succinct feedback based on the behavioral skills

list (Table 2). Our WebOSCE technology allows to have a

remote observer directly participate in WebEncounter for

training purposes, and to replay complete recordings of any

WebEncounter. These features will allow us in the future to

train and certify SPs to portray cases in WebEncounters, while

not having to leave home for the training process.

Phase 1: Baseline assessment

(6 weeks after the start of internship): Over a 1-week period,

interns were scheduled to participate in a WebOSCE exercise.

Before the exercise, we asked interns to fill out a brief

questionnaire about the quality of their medical school training

in BBN. Each intern was then given 10 min for a WebOSCE

interaction in which they were required to tell an SP that she

had a diagnosis of lung cancer with an expected average

survival of 4–6 months. The SP did not give feedback.

Afterwards, the SP, in collaboration with a project coordinator,

filled out a behavioral checklist (Table 2).

Phase 2: Two educational interventions

(3 weeks after the baseline assessment): We randomized

interns into three groups, based on their baseline interview

scores, blocking by performance score using the random

number generator in Excel. However, the realities of interns’

schedules precluded strict randomization and several interns in

each group needed to switch groups before the educational

interventions. The three groups consisted of a control and two

educational interventions. Still, there were no significant

differences in age, gender, or ratio of US to International

graduates of the subjects in each group. Interns in one

intervention group were asked to read the doc.com module on

BBN and answer the MCQs after completing the module.

Interns in the second intervention group were asked to read

the doc.com module, answer the MCQs, and participate in a

second WebEncounter exercise, in which they were required

to tell an SP the diagnosis of metastatic ovarian cancer with a

poor prognosis. Interns received feedback from the SP as

described above. Control subjects did not experience any

intervention at this time.

Phase 3: Final assessment and feedback

(7–8 weeks after the baseline assessment): all interns com-

pleted a WebOSCE exercise in which they were required to tell

an SP the diagnosis of a fatal disease (amyotrophic lateral

sclerosis, ALS). The SP gave constructive feedback to all

interns on their performances, with suggestions for improve-

ment. Afterwards, interns were asked to fill out a brief

questionnaire evaluating the usefulness of the third educa-

tional intervention.

Study personnel

In addition to the authors, a variety of people were critical to

this study.

Standardized patients. Three SPs were recruited and trained,

one for each phase of the study. The project coordinator also

attended all training sessions. SP training for Phase I required

approximately 4 h to learn the case script and use the case

checklist. Phases II and III required about 12 h of training for

each SP to ensure that they could deliver constructive

feedback using the checklist and feedback scripts.

Study coordinator. A person was engaged to get residents to

their appointments in a timely fashion. She called and e-mailed

them a day or two before their SP interview appointments, and

paged them at least twice on the day of the interview. If clinical

or other problems prevented them from being present for the

interview, she rescheduled them. Because the SPs needed to

concentrate on the interaction with learners, the coordinator

was trained to accurately fill out the behavioral checklists. In

phases II and III of the study, she passed the completed

checklist to the SP just prior to giving feedback.

Chief residents. Chief residents supported the project and

encouraged interns to participate fully. They also provided the

coordinator with a schedule listing residents’ availability, and

were recruited to help get residents to their appointments,

once assigned.

Sample size determination

This study was originally designed as a two-group study with a

large expected effect size (1 SD difference between groups).

For that effect size, 17 subjects per group would provide 80%

power, two-tailed. The final design became a three-group

study, with recognition that only quite large effect sizes would

be detectable for that design. The total sample size fortunately

became large enough as to still provide 17–19 subjects per

group even with three groups.

Statistical methods

The three groups were compared using ANOVA and linear

trend analyses for numeric outcomes, chi-squared and chi-

squared linear trends, for dichotomous outcomes. All data

analyses were performed using SPSS version 14.0. Given the

small sample size and preliminary nature of this study, we did

not analyse the data with an intention to treat model.

eLearning to enhance physician patient communication
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Subjects who were switched between their assigned group and

another should be similar to those who remained in the

assigned group, and the analysis considered them in the group

in which they actually participated.

Results

All but one of the residents kept a first or second appointment

for a baseline SP interview, reducing the number of partici-

pating residents to 54, and resulting in 18 residents being

assigned to each of the three study groups. Of the 18 residents

initially assigned to the intervention group with

doc.comþ interview w/SP feedback, 14/18 (77.7%) did the

second SP interview after going through the doc.com module.

However, all residents who were supposed to do the BBN

doc.com module (n¼ 36) ultimately completed the module.

For the Phase III SP Interview, of the 54 residents who began

the project, 52 were scheduled for the final SP interview. Our

dependent variables in this study were SP checklist scores and

interns’ answers on questionnaires.

Pre-study survey

Because of a communication problem, only 26 (47%) of the 55

interns returned the pre-study survey. Because their responses

are similar to previous surveys (Milan et al. 1998; Ury et al.

2003), we present these data. Their responses about their

previous training in giving bad news were as follows: 21 (80%)

remembered 2 h or fewer lecture hours on giving bad news

and 19 (73%) 2 or fewer hours in small group discussion about

giving bad news during their preclinical years. During the

clinical years, 18 (69%) remembered 1 or no hours in clinical

lectures and 14 (54%) no small group discussions. Twenty one

(80%) reported having never seen a checklist delineating skills

of giving bad news. All but two of the interns had observed a

resident or attending delivering bad news at least once, but

most (77%) had not had the experience of practicing giving

bad news to a standardized patient. In a general question

about the quality of their medical school training in giving bad

news, 4 (15%) gave a poor rating, 13 (50%) fair, 8 (31%) good,

and 1 (4%) rated it excellent.

Interns’ performances on behavioral checklists

As shown in Table 3, mean scores on the checklists were

similar between the three randomized groups at baseline.

Data show mean� SD. Phase I and III show the mean

percent score based on the number correct behaviors scored

by SPs on the 17-item checklist (Table 2). The mean changes

are absolute differences in the percentages. To avoid confu-

sion with percentage (relative) changes, they are shown

without a percent symbol.

The combined group was lower than the other two groups

at baseline, but the differences between groups were not

significant (p¼ 0.293 by one-way ANOVA). The combined

group gained the most from the intervention, as shown in the

mean changes. A simple ANOVA comparing the mean

changes was almost significant (p¼ 0.053). A linear trend

across the three groups, assuming that adding components

should increase the effect, was significant for mean change,

p¼ 0.018.

Residents’ evaluations of doc.com, and the final
WebOSCE feedback activity

Because of a logistical error, only 18 of the 36 interns who

completed the doc.com module were asked to fill out a

questionnaire about their evaluation of this activity, and all 18

completed this questionnaire (Table 4). Though this is a small

number, their responses offer a useful comparison with their

evaluation of the final WebOSCE activity.

As shown in Table 4, working through the doc.com module

appears to have improved their self-assessed knowledge,

understanding, and comfort in BBN. Eighty-three percent of

the respondents valued the overall educational value of the

‘‘doc.com’’ exercise ‘‘quite a bit/a great deal.’’ Furthermore,

61.1% valued the increase in their knowledge ‘‘quite a bit/a

great deal.’’ On the other hand, only 12.7% of the participants

valued the increase of their abilities to break bad news on the

positive side of the scale.

Forty-six of 52 residents (88%) responded to a survey to

assess their impressions of the experience during the third

phase (WebOSCE, SP with feedback – Table 5). For summary

purposes, the top two ratings (quite a bit and a great deal)

were combined and considered as a positive response. Of

these 46 respondents, 70–78% reported that the WebOSCE-

activity had improved their knowledge and abilities, and

would likely change their practices in giving bad news. Almost

half the group felt that the WebOSCE-activity had increased

their comfort in such matters as communicating bad news,

responding to the patient’s emotions concerning bad news, or

consoling a patient given bad news. In spite of the inconve-

niences of being constantly reminded by a coordinator and

chief residents to keep their appointments, and the need to

leave their ward duties for half an hour, 91% stated that the

WebOSCE-activity was a good use of their time and over 2/3 of

the group would recommend this kind of learning experience

to their colleagues.

Discussion

This pilot study illustrates the logistical challenges of coordi-

nating three groups of residents in two hospitals through three

phases of a study. Communication problems, as well as interns

switching schedules or not appearing for appointments,

Table 3. Summary score comparison between groups.

Phase I
(baseline)

Phase III
(final)

Mean
change

Control group (N¼19) 56%� 20% 63%� 14% 8�27

doc.com only (N¼17) 54%� 17% 68%� 9% 14�17

doc.comþWebOSCE (N¼16) 44%� 21% 71%� 12% 27�21

Notes: Data show mean�SD. Phases I and III show the mean percent score

based on the number correct behaviors scored by SPs on the 17-item checklist

(Table 2). The mean changes are absolute differences in the percentages. To

avoid confusion with percentage (relative) changes, they are shown without a

percent symbol.
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limited our data collection and analyses. Still, our results are

promising. We hypothesized that viewing a doc.com module

would increase the interns’ knowledge, understanding, com-

fort, and abilities in BBN, and that practice and feedback with a

standardized patient giving feedback using our WebEncounter

system would enhance these domains even more. Interns’

answers to post-intervention surveys, and interns’ perfor-

mances as assessed by SPs on skills checklists suggest that

these hypotheses were realized.

We chose to study educational interventions to improve the

interns’ abilities to employ effective communication skills in

BBN, because this is a critical competency that is often taught

inadequately during medical school training, even though a

variety of educational interventions have proven effective

(Rosenbaum et al. 2004). One reason why these competencies

are taught and trained insufficiently is due to the fact that the

building an educational environment for teaching complex

communication skills is very resource and time intensive.

Offering an online curriculum could be a welcome resource to

enhance the teaching of these competencies without the need

to use more resources then are available.

Therefore, we were looking in our pilot study at a

combination of our ‘‘doc.com’’ module on the ‘‘Delivery of

Bad News’’ with our online practice component

WebEncounter.

We found a significant positive trend, showing that adding

the online practice component WebEncounter to learning with

the doc.com module alone enhanced our residents’ abilities to

employ effective communication skills when giving bad news.

We are working now on making the scheduling of

WebEncounter practice sessions simple and flexible. Though

our intern subjects had to be scheduled for appointments for

the sake of this pilot study, when WebEncounter is fully

operational, learners throughout the world will be able to

schedule appointments online, and interact with SPs portray-

ing a variety of communication challenges. This program not

only allows the learner/testee to be at any place as long as

there is a high bandwidth Internet connection, but the same is

true for the SPs who can run WebEncounters from their

homes. This extends the pool of possible recruits to serve as

SPs in WebEncounters to those living in remote locations and

those who are homebound because of many reasons, for

example people with physical disabilities who are fit and eager

to participate in a high quality online job environment. Our

plan is to first have the WebEncounters run by our own SPs,

but soon to extend it primarily to members of the groups

mentioned above, since we believe that a tool like

WebEncounter comes with an obligation for social responsi-

bility. We envision that even the training and certification of

those SPs who are homebound will be done online: our

Table 4. Responses to usefulness of doc.com module survey.

Question
Not at all/a

little Somewhat
Quite a bit/a
great deal

1 How much did the doc.com module increase your knowledge about breaking bad

news?

2 (11.1%) 5 (27.8%) 11 (61.1%)

2 How much did the doc.com module increase your ability to deliver bad news? 3 (16.7%) 8 (44.4%) 7 (12.7%)

3 How much did the doc.com module increase your understanding of how to commu-

nicate bad news?

1 (5.6%) 8 (44.4%) 9 (50.0%)

4 How much did the doc.com exercise increase your comfort when breaking bad news? 5 (27.8%) 9 (50.0%) 4 (22.2%)

5 How much the doc.com module increase your comfort in responding to a patient’s

emotional reaction?

4 (22.2%) 7 (38.9%) 7 (38.9%)

6 Will the doc.com exercise change your future practices? 1 (5.6%) 5 (27.8%) 12 (66.6%)

7 Was the doc.com module a good use of your time? 4 (22.2%) 5 (27.8%) 9 (50.0%)

8 Would you recommend the doc.com module to your colleagues as a way to learn

breaking bad news skills?

1 (5.6%) 6 (33.3%) 11 (61.1%)

9 Please rate the overall educational value of the doc.com exercise 1 (5.6%) 2 (11.1%) 15 (83.3%)

Table 5. Responses to usefulness of WebOSCE with final SP experience with feedback.

Question
Not at all/a

little Somewhat
Quite a bit/a
great deal

1 How much did today’s activity increase your knowledge of how to communicate bad news? 1 (2.2%) 9 (19.6%) 36 (78.3%)

2 How much did today’s activity increase your ability to communicate bad news? 2 (4.3%) 11 (23.9%) 33 (71.7%)

3 How much did today’s activity increase your understanding of how to communicate bad news? 1 (2.2%) 11 (23.9%) 34 (73.9%)

4 How much did today’s activity increase your comfort in communicating bad news? 8 (17.4%) 12 (26.0%) 26 (56.5%)

5 How much did today’s activity increase your comfort in responding to patients’ emotional

reactions?

8 (17.4%) 13 (28.3%) 25 (54.3%)

6 How likely today’s activity change your future practices in communicating bad news? 3 (6.5%) 8 (17.4%) 35 (76.1%)

7 How much today’s activity increase your comfort in consoling a patient to whom you’ve given

bad news?

8 (17.4%) 12 (26.1%) 26 (56.5%)

8 How much today’s activity increase your communication skills in breaking bad news? 5 (10.9%) 9 (19.6%) 32 (69.6%)

9 Please rate the overall educational value of today’s activity 2 (4.4%) 4 (8.7%) 40 (86.9%)

10 Was the SP activity with feedback a good use of your time? 2 (4.4%) 2 (4.4%) 42 (91.4%)

11 Would you recommend this kind of learning experience to your colleagues? 2 (4.4%) 6 (13.0%) 38 (82.6%)
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WebOSCE technology allows one to remotely participate as an

observer in WebEncounters as well as the playback of

recordings of the WebEncounters.

We have already incorporated lessons learned from this

project into another study of doc.com and WebEncounters, in

which we test the effect of our educational tools for enhancing

smoking cessation counseling skills. In this ongoing research

study, we are looking at 160 third year medical students during

the Internal Medicine Clerkship rotation. Also, we started a

collaboration with the ‘‘Gift of Life’’ Institute (http://www.gif-

toflifeinstitute.org/) to use WebEncounters for the training of

organ donation counselors – in which we will gather data on

the effect of training with WebEncounters on changes in the

organ donation rate, as well as looking at it as a means for

affordable retraining.
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