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Communication skills are paramount in all areas of medicine but particularly in psychiatry due to the challenges posed by mental health patients and the essential role of communication from diagnosis to treatment. Despite the prevalence of psychiatric disorders in different medical specialties, particularly in primary care settings, communication skills in psychiatry and their training are not well studied and are often not included in the undergraduate medical curriculum. Our paper explores the relevance of teaching communication competencies in psychiatry for undergraduate medical students. Our work focused on reviewing the methods for teaching communication skills to undergraduate students in Psychiatry. Eleven studies were selected to be included in this review. We found considerable heterogeneity among methods for teaching communication skills but also some common elements such as the use of simulated patients and providing feedback. This review has identified two models: the Calgary–Cambridge interview model and the Kolb cycle-based model. However, most studies still lack a theoretical background model. We believe that the inclusion of communication skills training in medical curricula is fundamental to teaching medical students general communication skills but also specific training on establishing adequate communication with psychiatric patients. However, more research is needed to determine the best method for training but also regarding its translation to patient care and cost-effectiveness.
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Introduction

The concept of communication skills (CS) has been used in the context of pre-and post-graduate training in medicine, often lacking adequate characterization. It includes specific tasks (1), skills and techniques (2), strategies (3), and some steps (4) used to establish effective communication. Most authors tend to adopt wide definitions such as “way in which a doctor can deepen the dialogue with a patient” (5), or even “direct or indirect transmission of information between two or more people that is achieved through verbal and non-verbal methods, including units of speech, visual contact, body language, gestures, and facial expressions, as well as listening methods” (6).

Communication skills have been identified as important indicators of patients‘ quality of care, regarding, for example, adherence, satisfaction with care, physical and mental health measures (2, 6), as well as indicators of doctors‘ wellbeing, including lower stress, higher quality of life, and levels of confidence) (7).

Moreover, it has been demonstrated that CS can be effectively taught, which makes them an important target in pre and postgraduate medical education (6, 8).

Communication skills can be taught in the pre- and post-graduate periods in a generic way (regarding all medical areas) or more directed to the specificities of each medical specialty (5, 6, 9). Communication skills programs have been mainly developed in specialties such as oncology, but are less frequent in psychiatry, despite being a specialty with multiple challenges from the point of view of clinical communication, namely in terms of the exploration of symptoms, communication of diagnosis, and discussion of treatment taking into account certain characteristics of psychiatric patients (9). There are specific challenges that both psychiatrists and other health professionals face when communicating with patients with mental health problems. In psychiatric settings, communicating the diagnosis of a serious mental disorder may be particularly challenging due the difficulty of explaining symptoms and etiology of disorders and the multiplicity of different treatment options and varying prognoses (10). Also, for example, disclosing the diagnosis of schizophrenia or psychotic syndromes may even more difficult due to the lack of insight and stigma associated with the disorder (10). Legal aspects, in psychotic or bipolar disorders, and particularly compulsory treatment is also a challenge for good quality communication and relationship with patients (11). Another common problem is violent or aggressive behavior, particularly in emergency settings, that may be a form of communicating distress or unmet needs. The inability to negotiate, establish clear limits in a non-confrontational style may lead to serious danger to professionals and the patient himself (12). In other settings, such as in primary care or general medical settings other frequent difficulties include dealing with patients with personality disorders. Health professionals and general medical doctors may have difficulties tolerating patients‘ affect, establishing limits in a firm but also kind way, accepting dependency and vulnerability or avoiding arguments and unreasonable requests from patients (13). Somatization disorders are among the most frequent and also amount the most difficult to manage psychiatric disorders in primary care (14). Communication difficulties may be due to the complexity of patients' needs and problems, their narratives often reflect these difficulties being fragmented and chaotic, while most doctors are trained to use simplistic and dualistic models (15).

Communication in Psychiatry involves basic skills such as empathy (16) but also more complex skills such as psychotherapeutic skills and the ability to build a therapeutic relationship (17). A paradigmatic example of the contribution of psychotherapeutic models to the development of CS training is the inclusion of transference and countertransference, concepts developed by psychodynamic authors, as fundamental CS (18, 19). More recently, other psychotherapeutic approaches, such as meditation and mindfulness, have been proposed as potential tools to improve empathy and CS in doctors (20, 21). Empathy is also another basic skill that undergraduate students and future doctors must be able to express in order to build a good quality patient-doctor relationship and effective communication (22, 23). This skill may also be trained and improved using specific CS training or specific methods (24).

Communication skills training in undergraduate teaching in the field of psychiatry allows the pluripotential physician to develop transversal communication skills, but also specific skills to support patients with psychiatric problems. In fact, up to 40% of patients in primary care suffer from a mental disorder (25). However, primary care physicians themselves assume to have difficulties in communicating with these patients (26).

In this article, we aimed to systematically review techniques and forms of implementation of CS training in psychiatry/mental health, particularly in the pre-graduate period, and, according to this evidence, suggest some orientations for the inclusion of this competence in the medical curriculum.



Methods

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses statement (PRISMA) guidelines were used to perform this review (27).

Search strategies and quality of studies appraisal. Two co-authors (F.N. and L.G.) independently searched for eligible articles through the standardized search methods for PubMed/ MEDLINE and Web of Science (Core Collection) for articles published in English or Portuguese from January 2011 until April 2022, by using Medical Subject Headings (MeSH) terms relevant in the literature regarding this topic. Due to article retrieval accessibility reasons, the online search was limited to only these two databases. Additionally, a manual bibliography search in the retrieved articles reference list was also performed. The following terms were used: Psychiatry OR Mental Health AND communication AND Medical Students OR Medical Education OR Medical School OR Curriculum OR Clinical Clerkship OR Teaching.

Articles were included if: (1) published in peer review journals; (2) described CS in Psychiatry teaching methods for medical graduate students; (3) included an objective (i.e., Objective Structured Clinical Examination OSCE) or subjective (self-report questionnaires) evaluation of CS teaching methods.

Articles were excluded if: (1) studies did not describe the curricular intervention aimed at teaching CS in psychiatry or did not include results specifically addressing these interventions; (2) studies did not report results specifically for graduate medical students in case other groups were also studied (i.e., medical doctors); (3) they were reviews, commentaries, conference communications, thesis dissertations, editorials or letters to the editor.

Two reviewers (FN and LN) independently screened titles and abstracts to potentially identify relevant papers. Then, each of the reviewers read the full text to confirm the inclusion or exclusion criteria. Disagreements were solved by consensus between the two reviewers.


Data collection

The following descriptive data were manually extracted from eligible studies:

• Study identification.

• University name and location

• Graduate medical students' curricular year.

• CS teaching module duration.

• Training method including resources employed, types of psychiatric pathologies represented, student's tasks and types of feedback given.

• Type and results of evaluation methods.

Effect measures reported in the selected studies were not herein described as they did not pertain to this review aim.



Study quality assessment

Quality assessment of included articles was performed using the Medical Education Research Study Quality Instrument (MERSQI) (28). The MERSQI is a 10-item- instrument specifically designed for medical education research. Evaluated domains include study design, sampling, type of data, evaluation instrument validity, data analysis and outcomes. Total scores vary between 5 and 18, with higher scores indicating higher study quality.




Results

From a pool of 437 initially retrieved articles, 11 articles, in which CS in Psychiatry teaching methods for graduate medical students were described and evaluated, were selected for inclusion in this review. Figure 1 represents a flow diagram of the literature search and article selection algorithm according to the PRISMA guidelines.


[image: Figure 1]
FIGURE 1
 Article selection.


A total of 1,920 undergraduate medical students from 11 medical schools were included. The mean MERSQI score was 11.6, ranging from 8.5 to 14. Of note, more recent studies tended to have higher MERSQI scores, indicating higher study quality. Table 1 presents a summary of the included studies according to the extracted descriptive measures. Total MERSQI scores for each study are presented in Table 2.


TABLE 1 Selected articles summary.
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TABLE 2 Study quality scoring (Medical Education Research Study Quality Instrument-MERSQI).
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Considering methods for CS training, 10 out of the 11 studies included simulated patients in the training of CC skills, either face-to-face or in virtual formats.

Studies comparing virtual and face-to-face models showed equivalent effectiveness.

Use of the role-play technique and feedback given by the participants, facilitators and even automatically was also common in most studies. Many of these included a theoretical component and the use of teaching materials for pre-session preparation and further study.

Two theoretical models were identified on which the structuring of some of these methods of teaching CS in Psychiatry was based: (1) the Calgary–Cambridge interview model and the Kolb cycle-based model. The former is based on the use of the Calgary-Cambridge Referenced Observation Guides, designed to outline and structure the teaching of CS in medical training and its inclusion in a comprehensive patient-centered model. These guides present a list of CS and propose a structure of the interview in the form of diagrams, in which the following steps are represented: initiating the session, gathering information, physical examination, explanation and planning, and closing the session. In each of these sections, directions for proper verbal communication are given. The authors of the model also propose techniques to be used throughout the interview to build the therapeutic relationship, such as using appropriate non-verbal language, relationship development and patient involvement (29–31); (2) The Kolb cycle concerns the continuous process that allows experiential learning through experience-simulation, being a global method of learning rather than specifically aimed at learning CS. It includes four stages that form a cycle: concrete experience, reflective observation, abstract conceptualization and active experimentation (32). Obtaining student-centered feedback is essential for closing the loop that reinforces learning and allows for active experimentation with new ideas. However, as demonstrated by the study by Meyer et al. (33) this model can be adapted to the teaching of CS. In fact, it showed better results when compared to a more traditional approach to teaching CS, only with the simulated patient interview and completion of a checklist (33–35).

Regarding the duration of CS training, it ranged from 6 weeks (part-time) to 1 day (full-time).

As for the pathologies or clinical situations represented by the simulated patients, these are not described in all articles. However, the following were included: Depression, suicidal ideation, Somatoform Disorder; Anxiety Disorder, Borderline Personality Disorder, Delirium, Dementia, Psychosis, Mania, Adaptation Disorder, Eating Behavior Disorder, Obsessive-Compulsive Disorder and Sexual Dysfunction. It is also worth mentioning that some studies used more complex situations, which seek to approach clinical practice, such as depression in elderly patients hospitalized in Orthopedics, obtaining consent in mental illness (36) patients with depression, drug use and who recently made a suicide attempt and patient with Post Traumatic Stress Disorder, conical pain and refusal to take medication (37).

In 4 of the included studies, the assessment was subjective. The rest had objective or mixed assessments, with the OSCE being the most common instrument to assess CS in undergraduate training. Overall positive results in both objective and subjective evaluations have been shown in all selected studies.

Only one study by Davies et al. (38) indicated the expenditures and resources required, specifically, for the implementation of the model. None of these studies evaluated the cost-effectiveness of these training methods.



Discussion

Despite considerable heterogeneity regarding the methods employed for training CS in psychiatry to undergraduate medical students, a positive impact on CS students' performance satisfaction or confidence was reported by all authors.

There are several common elements that may contribute to these global positive results, in particular the use of simulated patients that has been previously reported as an effective method to train CS (39). However, most of the evidence comes from low to moderate-quality studies and it is still not clear how this method converts to improvements in patients' care (40, 41).

When comparing virtual vs. face-to-face simulated patients no difference was shown, suggesting it may be considered as a useful resource in contexts that do not allow for the traditional face-to-face format. Previous authors have also confirmed that digital education is similar to traditional education in CS training (42, 43).

Giving feedback to students is also a central component of the training. It is not clear, however, who should give this feedback. Both this review and results from previous literature seem to support that feedback may always be beneficial independently of who provides it (23, 44–46).

Most studies did not report a theoretical background despite the fact that there are well-studied models cited in literature and it could potentially structure the training and drive decisions regarding the inclusion of CS (7). In the studies included in this review, two models have been identified and could potentially be relevant for future studies. In other medical areas and undergraduate general CS training, other models, such as the COMSKIL, have been effectively developed and used (47). From this gold standard model developed in Oncology, Ditton-Phare et al. (48) developed the ComPsych directed for postgraduate CS training in Psychiatry (48). This interesting model has not been adapted yet to undergraduate training.

No comparative or review studies were found discussing what are the most important psychiatric disorders to be represented by simulated patients. Nonetheless, it seems reasonable that, for the training of the pluripotential doctor, at least, the most frequent psychiatric disorders or those that are more frequent in primary care, such as depression, anxiety, alcohol and substance misuse, somatization disorders should be included (49–51). Other pathologies, due to their specificity or particular difficulties, could also be selected for training, such as psychotic or sexual disorders (10, 52).

It is also important to discuss the applicability of the methods employed in these studies. Most of them essentially require human resources, namely the active involvement of facilitators, actors, psychiatrists, psychiatric residents and physical resources, such as computer material and meeting spaces. Countries with more limited economic resources may find it difficult to hire professional actors or purchase electronic equipment, for example. Different types of simulated patients are mentioned, namely, psychiatric interns or the students themselves who can play the role of either patient and the doctor, or both, facilitating access and availability of human resources (36, 38). As is understandable, more time-limited interventions, such as the one proposed by Amsalem et al. (37), may have advantages in terms of ease of implementation and use of resources, however, no comparative studies were found to study this issue. In fact, concerns about the feasibility, effectiveness, and cost-effectiveness of CS training have been raised by previous authors and still need to be addressed (39–41).

Some limitations concerning this review article must be considered. Firstly, the choice of a shorter time horizon may have limited the inclusion of potentially interesting studies in this area, however, this horizon also allows for a more detailed evaluation of the most recent forms of CC training. The main limitations of the included studies were identified as the fact that most included only one group, thus not allowing the comparison between different methods. Moreover, in many studies, the assessment is made by the student himself, subjectively, through self-completion questionnaires. The use of self-assessment questionnaires may limit the interpretation of the method's effectiveness, particularly regarding its repercussion in practice with real or simulated patients. Many of the studies also included small samples and students with different levels of learning and experience (different years and with or without a previous clinical internship in Psychiatry). The MERSQI score was also relatively low, particularly in two lower-quality studies. These limitations may impact the overall interpretation of the results. Lastly, regarding article retrieval methodology, even though Pubmed and Web of Science are comprehensible databases, being among the most commonly used ones, expanding the article search to other databases might have resulted in additional articles eligible for inclusion in this review.

Despite the limitations considered, this review allows the identification of CS teaching methods that could be effectively integrated into undergraduate medical training.



Conclusions

In the most recent studies, different formats of teaching CS in Psychiatry were tested in undergraduate medical training, although the basic theoretical model is not always specified, the Kolb cycle and the Calgary-Cambridge interview models stand out, as the most frequently cited in the literature. These two methods, as well as other less structured ones, seem to consistently contribute to an improvement in the teaching of CS both objectively and subjectively. The use of simulated interviews, associated with student performance feedback and discussion by the faculty, may contribute to its effectiveness. There is no specific method that has been shown to be more effective in teaching CS in the disciplinary area of Psychiatry. The elements that can be integrated into the medical curriculum that most contribute to the learning of CS in Psychiatry still need to be developed and tested. We propose that future studies on CS training be based on adequate theoretical models and test its translation into patient care as well as its cost-effectiveness.
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Location Medical CS teaching
training year duration

Iwoa University, 3rd/dthyear (1= 4weeks, (during

UsA 118) psychiatry rotation)

University of 5/ 6" year (n= 6 weeks (during

Melbourne, 107) psychiatry rotation)

Australia

Trinity College - -
Dublin, Ireland (n=129)

Medical University ~ dth (n =529 -

of Vienna students +29
faculty)
National Cheng 2™/ 5th (n = 208) -

Kung University in

‘Tainan, Taiwan

Aarhus University,  4th (n = 102) 4weeks (during
Denmark psychiatry rotation)
University of 20,31/ 4 (n = Five 2h-lectures
Bristol, 23) (during psychiatry
United Kingdom rotation)

St. George 3rd 1day of training +
University of (n=12) 1day of actual
London, patient interview.

United Kingdom/
Tel-Aviv University,

Israel

University of 4th year (n = 35) 35min

Bordeaux, France

Uniformed Services - 5 weeks (during
University, (n=321) psychiatry rotation)
Maryland, USA

Friedrich- 4th (1 = 306) 1week (5 days of
Alexander- clerkship+ 1-day
University of OSCE)
Erlangen-

Nuremberg,

Erlangen, Germany

OSCE objective structured clinical examination.

CS teaching method

Intervention group: Didactic
component + review videotaped
interviews + simulated patient activity
training in small groups of 3-4 students,
followed by discussion and feedback
Control group: Didactic component +
review videotaped interviews
Pathology: Suicidal ideation

Role-play based learning method:
dlinical vignette, role-play (students
perform both doctor and patient roles),
guidelines for facilitators. Group
discussion and feedback at the end.
Pathologies: Anxiety, psychosis,
cognitive disorders, elderly depression,
cating, bipolar and

personality disorders.
Calgary-Cambridge interview based

CS online training on the SkillSims™

platform. Individualized (expert) and

automatic feedback.

Use of standardized patients

(SPs)(actors) in role-play. 4-6

patient-student interactions per session,
20 students per group. Students and
faculty reflected and gave feedback on
the quality of P’ role-play.

Pathologies: depression/ suicidal
ideation, somatoform, anxiety and
borderline personality disorders.

2™ year - 3 components: (1) lecture on
key communication components; (2) 6

problem- based learning sessions with

clinical vignettes and role-play; (3)

student communication with patient

and family for 1h, followed by a written
report,

5™ year - 6 weeks psychiatric rotation
with lectures and training with patients.
Final CS evaluation using the
‘mini-Clinical Evaluation

Exercise (mini-CEX)
Intervention group: preparatory lecture

with video case of doctor performing
diagnostic interview with simulated
patient

Control group: conventional
preparatory lecture with

text-based material

S course. Each lecture: introduction
and review of learning objectives;
psychiatry residents facilitated role-play
in small 3-5 students’ groups; specific
tasks (ie.,risk assessment); colleagues
and facilitators feedback; homework and
next session preparation.

Students evaluated by the OSCE
Pathologies: depression, suicidal
ideation, anxiety, psychosis, delirium
One day of training with simulated
patients (2 clinical vignettes followed by
discussion in groups of 2-7 students).
Each student performed at least one
role-play and observed at least 2.
Sessions were recorded and given to
students with a list of questions for
reflection. One week after training
students were evaluated by interviewing
actual patients.

Psychiatric interview with virtual
simulated patients based on
pre-determined scenarios with several
options for the student to select leading
toa single outcome. Automatic feedback
was given to students regarding verbal
empathy. Emotions recognition

software evaluated non-verbal empathy.

Group I: traditional model - initial
discussion, interview with simulated
patient, checklist completion

Group 2: Kolb eycle-based model -
abstract conceptualization with
discussion of diagnosis and
<communication difficulties, active
experimentation with simulated
patients, concrete experience with
feedback, reflexive observation)

45 min theoretical seminar; 2-3
simulated or real patient interviews;
feedback from colleagues, actors, and
faculty; self-evaluation quiz Pathologies:
dementia, psychosis, depression, bipolar;
adjustment, obsessive-compulsive, and

anxiety disorders, sexual dysfunction

Method evaluation

Preand post training
self-report questionnaires:
Significant improvement of
CS in intervention group

(p=0.02)

Self-report questionnaires:
Positive global evaluations
and significant
improvement in CS.
compared to problem-based

learning method

Automatic scores positively
correlated with clinical
decision making and
knowledge of the
Calgary-Cambridge model
of consultation.

Self-report questionnaires:
global positive evaluation of
quality of P’ role play and
feedback. High satisfaction

of students and feedback

Evaluation of performance
0f 2" year students
correlated with clinical
interview CS performance

in the 5™ year

27-item Self-Efficacy in
Patient-Centeredness

Questionnaire: showed

increased scores for
intervention group (p =
0.02)

Self-report questionnaire:
All students considered
course beneficial, no
negative feedback given.
Increased confidence in
students'ablity to assess
not only psychiatric
patients, but also medical

and surgical ones.

Pre and post training
evaluation using the Four
Habits Coding Scale and the
Psychiatric Interview
Coding Scale. A significant
improvement of scores was
found (p < 0.001 p = 0.002,
respectively). High levels of
satisfaction and confidence
with training also reported.
Globally elevated scores.
Empathy related scores
significantly higher in
students whom had
previously observed
psychiatric interviews (p=
0.006).

Significantly better OSCE
performance in the Kolb
cycle-based model (p <
0.001)

Online students reported
bigger development of CS
on the self-report
questionnaire. OSCE scores
did not differ between

online or on-site groups
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