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Abstract
The authors describe the philosophy and
pedagogical approach of an innovative
educational program, grounded in
principles of relational learning and
designed to improve the preparedness of
health care professionals for engaging in
challenging conversations with patients
and families. The Program to Enhance
Relational and Communication Skills
(PERCS) is a project of The Institute for
Professionalism and Ethical Practice at
Children’s Hospital Boston, developed
in collaboration with Education
Development Center, Inc. The one-day
workshop is interdisciplinary in its

—In this sometimes hierarchical
environment, it was a pleasure to leave
one’s badge at the door and allow
ourselves to brainstorm and break
down barriers with colleagues across
departments and disciplines.
—What I learned is that one doesn’t have
to be perfect or have all the answers— one
has to be genuine and real.
—I have learned that working together as
a team means more than just inviting the
nurse or social worker into the room, but
also inviting them into the conversation.
This insight has permanently changed the
way I interact with families in the ICU.
—In an environment that places an
enormously high premium on advancing
surgical and technical standards, it was
refreshing to devote collective intellectual
energy to cultivating the other half of the
medical equation—the emotional
standard of care.

These comments were offered by an

interdisciplinary group of health care
professionals after their participation in
a daylong workshop titled Difficult
Conversations at the End of Life,
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structure, includes practitioners with
varying levels of professional experience,
uses trained actors to portray patients
and family members, and involves
learners in improvised case scenarios.
The program responds to several
developments in contemporary health
care: medical education reform,
changing definitions of professional
competence, and calls for greater
attention to qualities of compassion,
trust, and respect in practitioners’
relationships with patients and families.
The program’s pedagogy responds to
these developments by creating a safe

climate for relational learning, by
enacting emotionally challenging
and ethically salient case scenarios, and
by integrating patient and family
perspectives in novel and substantive
ways. By creating a curriculum and
learning environment that explicitly
embraces the moral experience of
learners, the program’s developers aim
to exert a countercultural influence on
the dehumanizing effects of the hidden
curriculum.
Acad Med. 2007; 82:905–913.

conducted by the Program to Enhance
Relational and Communication
Skills (PERCS) at The Institute for
Professionalism and Ethical Practice,
Children’s Hospital Boston, developed
in collaboration with Education
Development Center, Inc. Their remarks
are typical of the sentiments of the
more than 600 physicians, critical care
residents, nurses, social workers,
psychologists, and chaplains who have
participated in the workshop since its
inception in 2002. PERCS is a continuing
education effort, organized from the
perspective of relational learning.1 This
article aims to unpack these participants’
comments, and explore what they reflect
about the learning experience that
participants describe.

the program’s learning principles and
pedagogy to other kinds of high-stakes
conversations in medicine, such as
discussing organ donation, disclosing
medical error, and assisting family
members during the invasive medical
procedures of loved ones. In this article,
however, we focus on the method as
implemented in the inaugural program,
which addresses end-of-life conversations
with children and families. We describe
the program’s rationale, goals, value
premises, structure, and format. We then
explore how the program works, by
providing an in-depth account from a
typical workshop. We close with our
reflections about why the program works,
by exploring key features of our
pedagogical approach.

Our reason for launching this
educational program was to help
practitioners become more competent
and prepared to engage in difficult
conversations with patients and families.
We chose to focus initially on challenging
conversations in the pediatric context,
such as when clinicians must
communicate a very bad prognosis to
parents about their child or assist them in
making particularly difficult end-of-life
decisions. Since the inception of the
program, we have adapted and applied

A separate manuscript provides
evaluative data documenting changes
in knowledge, attitudes, and skills
for program participants. We have
completed a pre–post evaluation
study including baseline, immediate
follow-up, and five-month self-report
questionnaires. Participants reported
better preparation, improved
communication and relational skills,
greater confidence, and diminished
anxiety when holding difficult
conversations with patients and their
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families. Open-ended questions indicated
that participants deepened their
understanding of patient and family
perspectives, learned a range of
generalizable communication and
relational skills, recognized inherent
interpersonal capacities that could be
drawn upon, and grew in their
understanding of interdisciplinary
teamwork (Meyer et al., under review).
Overview of the Program

Rationale
Concerned about erosion of altruistic
ideals that typically motivate young
people to choose health care as a
profession, there is a growing chorus
of voices expressing alarm about
dehumanization and declining
professionalism in the U.S. health care
system.2,3 For physicians especially, there
is increasing documentation of a wearing
away of empathy and other relational
capacities that takes place over their
years of professional training.2,4,5 In our
experience, this “breeding out” is a
problem that is not unique to medical
students, but rather one that is shared in
large part by all health care professionals
during their training and the unfolding
of their careers. In response to these
worrisome developments, there have
been calls for new definitions and
standards of professional competence,6
for reform in the culture of medical
education, including new pedagogies
that better address the hidden curriculum
and moral development of practitioners,2,7,8
and for increased attention to
interdisciplinary collaboration and
knowledge sharing in the training of
health care professionals.9
In an effort to understand this erosion
and find workable solutions, many
thoughtful commentators have discerned
patterns of discrepancy between what is
taught in formal educational settings and
what is actually learned by practitioners
in the informal flow of professional
training and everyday practice.1,8,10,11
This hidden curriculum has been defined
by one observer as “what we actually do
in our day-to-day work with patients and
one another—not what we say should be
done when we stand behind podiums in
lecture halls.”2 By creating a curriculum
and learning environment that explicitly
embraces the moral experience of
practitioners as they engage in difficult
conversations with colleagues, patients,
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and family members, our goal has been to
exert a countercultural influence in
relation the dehumanizing effects of the
hidden curriculum on everyday practice.
Goals
Our program aims to embody and
promote new and expanded definitions
of professional competence in the
medical world. We concur with Epstein
and Hundert’s6 perspective that
competence depends on habits of mind,
including attentiveness, critical curiosity,
self-awareness, and presence; that it
includes the cultivation of emotions,
values, and reflection in daily
practice; and that it is developmental,
impermanent, and context dependent.
Working from their premises, we have
identified a set of relational capacities and
habits of mind (List 1) that, in our view,
are tied to becoming competent in
these conversations. Accordingly, the
pedagogical design of the program is
intended to promote the discovery,
through experiential learning, of these
relational capacities and habits of mind.
Value premises and pedagogical
approach
All approaches to professional education
are premised on value assumptions about
what constitutes learning and how it
should occur. Often, educators describe
programs and educational approaches
without explicitly articulating the
underlying values that have informed
their pedagogical decisions. Our
approach, which we call relational
learning,1 is based on the conviction that
the learning that matters most in the
professional development of health
care professionals occurs in the context
of relationships established among
practitioners, patients, and family
members. We wish to be explicit about

our value premises, to make clear why
we hold them, and to articulate their
pedagogical implications for a
curriculum constructed to counteract
value premises operating in the hidden
curriculum. Haidet and Stein,8 in their
insightful examination of the impact of
medical culture on the professional
formation of physicians, uncovered
several of these value premises, typically
unacknowledged in medical culture, that
contribute to the hidden curriculum of
health care. Table 1 presents these five
premises, juxtaposed with the value
premises in our program and a
description of key features of our
pedagogical approach.
Structure and format
The program is interdisciplinary in its
structure, with physicians, nurses, social
workers, psychologists, and chaplains in
attendance. Participants with varying
levels of experience, from beginning
students to senior clinicians, take part in
the workshop. Actors, specially trained to
enact realistic scenarios corresponding to
critical junctures in the trajectory of a
life-threatening condition, portray
patients and family members. Although
the scenarios and roles of patients and
family members are defined in advance,
the unfolding of each conversation is
improvised, varying substantially
depending on the approach taken by
providing the opportunity for direct
practice. Interdisciplinary teams of two
or more practitioners, and at times
individual professionals, engage in
improvised case scenarios while their
colleagues observe on closed-circuit
television. They then rejoin the larger
group and are given the opportunity
to reflect and receive feedback from
colleagues, faculty facilitators, and the
actors. Video playback is used to

List 1
Program Goals: Relational Capacities and Habits of Mind
●
●
●
●
●
●
●
●
●

Sense of confidence and self-efficacy to engage in challenging conversations
Capacity for reflective self-awareness in relation to values, thoughts, and feelings
Validation of existing relational capacities (both recognized and unrecognized)
Capacity to empathically “step into the shoes” of patients and family members
Willingness to share the moral burden of decision making with patients and families
Tolerance of imperfection, ambiguity, and vulnerability
Appreciation of the contextual uniqueness of difficult conversations
Integration of personal authenticity with one’s professional role
Enhanced experience of professional integrity
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Table 1
Value Premises and Pedagogical Approach of a Daylong Workshop in Difficult
Conversations in Health Care
Hidden curriculum: The
value premises underlying
the culture of medicine
suggest that . . .8

Difficult conversations: The value
premises underlying competency in
difficult conversations suggest that . . .

Implications for pedagogical design: To
counteract the effects of the hidden
curriculum, educators must create an
atmosphere in which . . .

Clinicians must be comfortable with their own
imperfection and vulnerability.

There is sufficient safety and trust for learners to explore
matters of personhood and professional integrity.

Outcome is more important than
process.

Attention to process can be critical to the
achievement of successful outcomes.

Exploration of moral and relational dimensions of
difficult conversations are emphasized.

Hierarchy is necessary.

Hierarchy can hinder optimal learning across
disciplinary lines and between less and more
experienced clinicians.

Hierarchical structure and rules are suspended so that
knowledge can be encountered on its own merits and
not unduly influenced by power, authority, or level of
experience.

Doctors must be perfect.

...................................................................................................................................................................................................................................................................................................................

...................................................................................................................................................................................................................................................................................................................

...................................................................................................................................................................................................................................................................................................................

Uncertainty and complexity are to
be avoided.

Uncertainty, ambiguity, and complexity are to be
expected.

The learning ethos is one of reflection, self-awareness,
and tolerance for situations in which there is no single
right answer.

...................................................................................................................................................................................................................................................................................................................

Medicine takes priority over
everything else.

Medicine finds its appropriate niche in
interdisciplinary practice and optimal collaboration
with patients and families.

highlight particular teaching points. Brief
didactic presentations, focused on the
evidence base for practicing relational
and communication skills and on ethical
and legal considerations pertinent
to the conversations being enacted, are
interspersed throughout the day. Short
films, developed by the Initiative for
Pediatric Palliative Care,12 portray
the experience of children with lifethreatening conditions and their
families13,14 and the experience of health
care professionals who care for this
population.15 The films are used to
highlight patient and family perspectives
and to ground the learning process in the
everyday relationships of clinical practice.

The knowledge and insights of patients, family members,
and clinicians from multiple disciplines are afforded
appropriate status and authority in the learning process.

by each new group of learners.
Characteristically, salient themes that
develop early in each workshop
reverberate throughout the day, as the
learning connected to those themes
deepens.

How It Works: Teaching Example

In the teaching example presented here, a
female physician and male nurse, after
reading the case scenario (Appendix 1)
of a five-year old boy involved in a
drowning incident, volunteer to meet
with the boy’s parents shortly after
their arrival in the intensive care unit
(Conversation 1). Appendix 2 presents a
transcript of their conversation. What
follows is a description of the debriefing
discussion, led by faculty facilitators, after
the nurse–physician pair rejoins their
fellow learners.

In every daylong workshop, the same two
case scenarios, each involving a small
cohort of actors who have become
increasingly familiar with their roles and
the improvisation process, are used as the
primary focus for learning. Each scenario
unfolds uniquely, because practitioners
approach the conversation in their own
distinctive ways, eliciting particular
responses from the actors, which in turn
elicits particular responses from the
practitioners, and so on. In this respect,
the contribution of the actors differs
from programs that use predefined
scripts or standardized performances.
Predictable themes that are structured
into the scenarios emerge consistently in
the workshops, but the particular
direction of learning is uniquely shaped

We initiate this dialogue with an openended question, such as “What was that
like for you?” The question conveys a
message to this nurse and physician that
the ensuing conversation will be shaped
by their particular experiences and
learning needs, and encourages them to
express “off the cuff” thoughts and
emotions. Routinely, participants
comment about how real and
emotionally intense they found the
conversation to be, how anxious they felt,
and how relieved they are to have the
experience behind them. By creating this
“breathing space” and validating the
emotional world of the practitioners,
facilitators send a clear educational
message that anxiety and vulnerability in
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these conversations is normal, expected,
and worthy of reflection.
The debriefing discussion focuses next
on the manner in which information
about Billy’s medical condition has been
shared with the parents. This particular
physician has been very direct and
forthcoming in the way she presents
Billy’s condition and prognosis to the
parents, though clearly she has been
compassionate at the same time.
Facilitators and participants discuss the
potential advantages and disadvantages
of this directness. The tension in the
conversation between wanting to be
truthful, while at the same time
supporting the hope of family members,
is explored.
After these initial reflections, the actors
who portrayed Mr. and Mrs. O’Brien join
the discussion and are invited to offer
feedback to the practitioners. They
describe the directness of the physician’s
approach as “a bit jarring,” but they also
say they appreciated the honesty and
compassion shown by both clinicians.
They discuss how it might have helped
if the physician had “eased into” the
communication of bad news by reviewing
the sequence of events from the time of
the drowning incident up until the
present, because they had only recently
arrived at the hospital and this was their
first contact with the clinical team.
Then, one of the facilitators comments
on a juncture in the conversation when
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she observed the nurse saying to the
parents, “He’s still Billy.” These words
were spoken twice, first in response to
Mrs. O’Brien’s anguished question, “Can
he hear us?” and then a bit later, with
rather more conviction, as the nurse
prepares the parents for seeing their son
enveloped by the machines that are
keeping him alive. The nurse responds by
sharing that he was uncertain about the
appropriateness of this comment and
that he “started second guessing” himself.
He opens himself to group feedback by
revealing, “I didn’t know if that was the
right thing to say or not.”
In response to his uncertainty, one of the
faculty facilitators observes that, in her
view, “you brought Billy right in that
room—that was very powerful.” She is
followed in her comments by the parent
facilitator, who adds, “I thought that was
a very effective comment—you gave
expertise back to those parents.” Another
participant agrees, reminding colleagues
that in nursing report or rounds, Billy
could easily be referred to as “the
comatose patient in bed 12.” The actors
explain that they appreciated both
practitioners consistently referring to
their son by name, and that the nurse’s
words, “He’s still your little boy ” helped
them to remember that, even in this alien
and intimidating intensive care setting,
they still had a vitally important role to
play as parents.
It is important to note that the very
words that may have been most
important to the parents are the same
words that this nurse finds himself
doubting and worrying about in terms of
their correctness. As faculty facilitators, we
have observed that when practitioners
experience their own words emerging
from a place of authenticity in these
conversations, when they speak
spontaneously without searching
cognitively for what they imagine to be
the “right words,” they often feel
uncertain and wonder whether they have
said the wrong thing.
There is an important kind of moral
inquiry happening here. This nurse
seems to be struggling with the paradox
inherent in not knowing what to say, yet
needing to say something. Perhaps he has
decided the only morally credible things
he can say in the face of unspeakable
parental suffering must connect
somehow to the affirming of parental
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love. So, in response to the anguished
parental plea, “Can he hear us?” he
encourages the parents to “talk to Billy,
just as you would earlier in the day.”
Then, in a stronger voice, he reminds
them, “He’s still Billy. . . . He’s still your
little boy.” If his words are in some way
right, as the consensus within this group
of learners seemed to suggest, perhaps it
is because they emerge from an intention
to share, to the extent possible, the moral
burden these parents must shoulder. By
focusing on this practitioner’s effort to be
morally and emotionally present in this
challenging conversation, we explicitly
emphasize the centrality of authenticity
and professional integrity over technique
or “how-to” skills. In these kinds of
conversations, we have observed that it
is often not the words themselves, but
rather the authenticity and moral courage
beneath their uttering, which seems to
make the difference.
In this debriefing discussion, the
personalization of the parents’ bond with
their son leads to a spirited discussion
about how patients and family members
are, in the context of the hidden
curriculum, habitually depersonalized.
One of the faculty facilitators provides
the illustrative example, from the
intensive care unit where he is chief, of
parents posting photographs of their
child (taken outside the hospital, before
the child was sick) at the bedside. He
describes this as a “subversive strategy
to keep clinicians engaged and
remembering that this is really not just
any child but a special child.” He adds
frankly that this parental practice is
disconcerting for him, in that “it drags
me into a more emotional connection
that makes it more draining to deal
with.” The parent facilitator, who has
been listening intently to the physician’s
words, acknowledges that she herself
always places a picture at the bedside
every time her own daughter (who has
had a chronic, life-threatening illness for
many years) is admitted to the hospital,
stating “I want to drag you in. I want you
to know that this cranky, unresponsive
person in pain has another life and has a
place in the world.” The snapshot at the
bedside is, indeed, a subversive strategy
aimed at humanizing her child for the
clinical team. “It’s not for me,” she tells
the physician. “I know who she is.”
The group laughs and nods in
acknowledgement; the relational message
in her comment is understood.

In the evolution of this debriefing
discussion, the terrain of dialogue
has expanded beyond an evocative
conversation with two anguished parents
into the complex moral and emotional
geography of the health care setting in
which it occurs. This cohort of learners
is now engaged in exploring a rarely
explored ethical–relational tension in
the culture of pediatric intensive care in
which, on the one hand, parents want
practitioners to relate to them and to
their children with compassion and
authenticity and, on the other hand,
practitioners wonder to what degree it is
possible, or even desirable, to remain so
humanly connected over the months and
years of a demanding career. The tension
is not resolved; rather, it is framed in the
form of a closing question posed by
one of the faculty facilitators: Should
practitioners who must routinely
engage in these kinds of high-stakes
conversations demand from their
professional cultures a new ethos, one
that cultivates a more robust integration
of personhood and moral reflection into
the structures of professional education
and everyday practice?

Why It Works: Key Features of
Our Pedagogical Approach

We have observed the unfolding of this
type of case scenario and debriefing
discussion in approximately 60
workshops, involving, as we noted above,
nearly 600 health care professionals. As
we reflect on our experience, five key
features stand out that we believe account
for the responsiveness of learners to our
approach.
Creating safety for learning
Being willing to practice one’s
interpersonal skills in a highly charged
emotional context and to receive
feedback from colleagues and faculty
facilitators is a deeply vulnerable act. We
have learned that the willingness of
health care professionals to honestly
explore their own feelings, doubts, and
uncertainties as they approach these
difficult conversations depends largely on
our ability as facilitators to create a
learning atmosphere that is welcoming,
trustworthy, and respectful. Sadly, we
have become accustomed to hearing from
participants about previous professional
learning experiences in which they were
shamed or humiliated. Parker Palmer, a
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sociologist and educator recognized by
the Accrediting Council for Graduate
Medical Education for his contribution
to medical education, describes the
normative process of academic education
as one in which professionals are taught
about the world as if it were a world they
do not themselves inhabit.16 This is
especially ironic when applied to health
care professionals who are committed to
helping patients and family members
cope with suffering and loss, because
these are universal life experiences that all
human beings must endure.
Our goal is to reverse this devaluation
of relational knowledge and to awaken
practitioners’ sense of empathy toward—
and solidarity with—patients and
families. We have found that meeting
learners at this personal–professional
“learning edge”17 effectively invites them
to remember the motivations and
aspirations that led them into their
chosen professions in the first place. In
this process, we hope to support these
professionals in the reclaiming of
“tacit knowledge”18,19 and “practice
wisdom,”20,21 and thereby increase their
moral and relational competence in
everyday clinical practice.
Emphasizing moral and relational
dimensions of care
When we examine difficult conversations
with pediatric patients and their families
as events that evolve in real time,22 the
relative focus of learning shifts from
content to process and relationship. We
share Zoppi and Epstein’s23 concern that
“skills-focused training is not always
directed toward fostering a genuine,
strong, compassionate, caring
relationship between physician and
patient.” Although we do spend a modest
amount of time presenting the evidence
base for helpful communication
behaviors and providing guidance
about key communication skills, the
pedagogical emphasis is placed on
communication as shaped by the moral
terrain of difficult conversations,24
wherein patients, family members, and
practitioners alike are struggling to do
their best in existential circumstances
that might best be described as
impossible.25 Accordingly, the emphasis
shifts from how to deliver news to the
larger ethical challenge of how to support
this particular patient or family in these
often overwhelming life circumstances.

This connects to another salient facet of
the hidden curriculum that we address
directly in our program, described here
by a physician-in-training:
It all goes back to that old adage,
“monkey see, monkey do. . . .” The way
you treat me as a student will set the tone
for how I treat patients. So if you want me
to take a personal interest in my patients
and to treat patients as partners, the most
powerful thing you can do is to treat me
the same way.26

We accept as axiomatic that how
practitioners relate to patients and
families is directly influenced by how
their teachers, supervisors, and mentors
have related to them. Therefore, we take
seriously the obligation to treat our
“trainees” with the same compassion
and respect we want them to extend to
patients and families.
Suspending hierarchy
The learning environment created in our
workshops is shaped by the ground rules
for relational learning established at the
beginning of the day. We explain that we
are coming together to learn as equals,
and that hierarchical roles and
relationships are “suspended” for the
duration of the workshop. Our objective
is to create a space for learning in which
the knowledge of a social work intern in
her first week of training will be valued
on its merits equally alongside the
knowledge of an attending physician
with decades of experience. The inclusion
of both novice and experienced
practitioners is a particularly important
pedagogical feature, because we are
promoting the growth of relational
capacities that the academic literature2,4
suggests have been lost by many in the
course of professional training. Indeed,
our experience has been that beginners
often offer compelling insights that may
elude more senior clinicians, including
the faculty facilitators. The participation
of novice clinicians alongside seasoned
practitioners has persuaded us to adopt a
more nuanced understanding of expertise
as it applies to these challenging
conversations, and to appreciate the
Buddhist insight that in the mind of the
beginner, there are many possibilities, but
in the mind of the expert, there are few.27
The suspension of hierarchical rules
enables participants to explore the
important question of whose knowledge
matters, or should matter, in any
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particular conversation. One salutary
effect of this leveling process is that the
burden and opportunity inherent in these
challenging conversations becomes more
of a shared interdisciplinary undertaking
for practitioners, and the respective
contributions of the various disciplines
are better understood and appreciated.
When the learning environment is
fashioned in a manner that factors
deleterious aspects of power and
hierarchy out of the interactional
equation, it becomes more likely that
the group will benefit from whoever’s
knowledge—patient, family member,
physician, nurse, social worker, or
chaplain—is most relevant to the
situation at hand. Our efforts to attend to
issues of power, rank, and authority are
congruent with other major change
efforts in health care, including the
patient safety movement28 as well as calls
for more sophisticated interdisciplinary
collaboration9 and greater transparency
and democratization in health care
organizations.29 –32
Valuing reflection and self-awareness
The practice of difficult conversations
with patients and families is a potent
reminder of the need to embrace
uncertainty and complexity in the
relational practice of clinical medicine.
Because no two encounters are alike, and
there is no single right answer in these
situations, the ability to practice in
contexts of uncertainty and complexity
is critical. By focusing our pedagogical
approach on direct practice in difficult
conversations and on reflection
immediately afterwards about the extent
to which the encounter was meaningful
or helpful, practitioners are required to
examine what they are doing, to hold
themselves accountable for the impact
they have on patients, families, and
colleagues, and to consider the deeper
moral significance of their work. This
emphasis on reflection and self-awareness
connects to a substantial literature calling
for change in these aspects of health
care practice,33–35 as well as ongoing
documentation that many medical
cultures remain averse to reform in this
area.33
Honoring multiple perspectives
In a health care culture where medicine
is prioritized over everything else, a
thoughtful exploration of difficult
conversations offers physicians and their
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interdisciplinary colleagues a unique
opportunity to discover how and where
to position themselves, in a moral and
clinical sense, in their relationships with
patients, families, and colleagues from
other disciplines. Our experience, borne
out consistently by the participant
evaluations, is that this path of discovery
depends on the thoughtful integration of
multiple perspectives in
the learning process. In this context, the
perspective of patients and family
members themselves is paramount.
Perhaps the most troubling omission in
the research on communicating bad
news, as well as in many training
programs built on this research, is that
patients and family members—the
persons to whom the bad news is
communicated—are rarely included or
even consulted.36 In the patient safety
movement, there is an oft-repeated
axiom expressed by patients and families:
“Nothing about us, without us.”28 In
developing the pedagogy for our
program, we have taken seriously the
moral challenge implicit in these words,
because we believe it addresses a salient
contradiction in the hidden curriculum
of many medical cultures, wherein an
overt endorsement of compassionate and
patient-centered care is combined with
an implicit culture in which patient and
family knowledge is routinely devalued or
ignored. When the expertise of patients
and families is accorded its appropriate
status in professional learning activities,
a powerful message is conveyed about
whom practitioners-in-training should
consider their most important teachers.
Such formative learning experiences can
serve as a counterweight to the negative
influence of the hidden curriculum.
In the design of our program, we have
incorporated patient and family
perspectives in several ways. First, our
pedagogy is responsive to recent research
documenting what matters to parents of
children living with life-threatening
conditions.22,37– 40 Second, scenarios are
reviewed for accuracy and authenticity by
parent advisors who have experienced the
serious illness or death of a child. Third,
parent advisors work closely with
psychosocial and physician facilitators
as core faculty for the program. Lastly,
actors are chosen for their capacity to
function effectively as “ethical
understudies” for the patients and family
members they portray. Actors are
carefully selected for their roles and
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mentored to provide honest, constructive
feedback. Their skillful capacity to shed
light, when offering feedback to learners,
on the moral and relational nuances in
these conversations, marks a difference
from other programs using simulated or
standardized patients.41
We have observed that our efforts to
honor the life experience of patients and
families in the learning process can have a
salutary effect on a particular aspect of
the hidden curriculum— how patients
and families are talked about. Clinical
conversations among professionals in
health care settings can be prone to a
certain moral and intellectual
carelessness, leading to insensitive,
judgmental, or overmedicalized
characterizations such as “incompetent
cervix,” “harvesting organs,”
“pathological grief,” or “dysfunctional
parents.” By encouraging learners to
attend to their language, and by ensuring
that patients and family members are
physically present and involved in the
learning itself, we hope to have a
positive impact on this “ethic of
representation,”42 thereby increasing the
potential for authentic patient-centered
and family-centered care.
Conclusion

Our knowledge as educators has
deepened immensely as a result of our
immersion in this project for the past
several years. Experience has taught us
that it is indeed possible, in the busiest
of hospital environments, to fashion
learning experiences that promote moral
reflection and reconnection with one’s
humanness, and that participation in
this kind of relational learning can be
transformative, both personally and
professionally. We have learned from
workshop participants, as evidenced in
the comments that open this article, that
becoming morally and relationally
competent in these difficult conversations
includes such skills and habits as leaving
one’s badge at the door, learning to be
genuine and real, inviting colleagues
from other disciplines into the
conversation, and better attending to the
emotional side of caring for patients and
families. The strength of our educational
approach, developed initially to explore
end-of-life conversations in the pediatric
context, has led to its expanded
application to a range of high-stakes
conversations in pediatric as well as adult

medicine, including discussion of organ
donation, disclosure of medical error,
and assisting family members during the
invasive medical procedures of loved
ones.
William Carlos Williams,43 the renowned
American poet and family physician who
found congruence throughout his career
in the simultaneous practice of poetry
and medicine, wrote:
It is difficult
to get the news from poems
yet men die miserably every day
for lack
of what is found there.

Dr. Williams’ insight applies to the
challenges we have faced in constructing
a pedagogy for exploring difficult
conversations, and in articulating the
substance of this pedagogy to others. In a
medical world that places a premium on
checklists, algorithms, and standardized
interventions, it can be difficult for
medical educators to know how to honor
and elucidate the moral “news” inherent
in the complex, actual conversations
that unfold on a daily basis among
practitioners, patients, and family
members. It can be pedagogically
challenging indeed to craft learning
experiences aimed at excavating the
hidden curriculum and unearthing the
unique, irreducible, and poetic nature of
these conversations. We are convinced
we will miss the mark, however, and
surrender a piece of our own humanity,
every day we fail to do so.
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Appendix 1
Case Scenario: Billy O’Brien. From a daylong workshop in difficult conversations in health care, using relational learning
Billy is a five-year old boy from an Irish American family. He arrives by helicopter from a nearby community hospital. He was playing on the beach with
his family when he disappeared. Mr. O’Brien had been in the water with Billy, and went back to his blanket for a flotation device. After a 5- to 10minute search, Billy was found submerged in shallow water, initially pulseless. CPR was performed at the scene by his mother; he was transported by
EMS to the nearest hospital. On arrival he was unresponsive with GCS of 3 but with normal sinus rhythm, hemodynamically stable, on moderate
ventilator settings. CT of head was normal, C-spine films normal, cervical collar in place.
Exam on arrival: pupils 4 mm bilaterally and poorly responsive, no spontaneous movements, no response to deep pain. Blood work sent and pending.
Conversation 1 (Sunday morning)
The parents (Bill Senior and Lisa) have just arrived by car and are in the waiting room. The physician and nurse go to meet them. On the basis of the
presentation, the clinicians know that the most likely outcome is death. If the child survives, he will probably be in a persistent vegetative state, or pvs
(i.e., permanent unconsciousness). There is a small chance that he may regain some features of consciousness, but almost certainly he will never
regain relational capacity.
Conversation 2 (Monday afternoon, eight days after accident)
Billy’s parents have been at his bedside since Sunday. Billy received standard medical management for increased ICP and had remained
hemodynamically stable, on moderate ventilatory settings, with no spontaneous respiratory effort. CT showed diffuse cerebral edema. Neuro exam
otherwise unchanged, without any detectable neurological function.
An examination for brain death was performed on Wednesday morning after rounds, but during the apnea test Billy started to make some respiratory
efforts, so he was placed back on the ventilator.
The results of the test were explained to the family. Billy is not brain dead at this point, but other than this respiratory effort, he has no evidence of
neurological function. His prognosis continues to be dismal, most likely either death or pvs. The chances for a better outcome are extremely slim.
Billy still shows no spontaneous motor activity, and he shows posturing in response to deep pain. When attempts are made to wean the ventilator, he
makes occasional respiratory efforts, but he is still definitely ventilator dependent. If the ventilator were withdrawn at this time, Billy would likely die
within minutes to hours (although one can never be sure). Otherwise, he will require a tracheostomy and g-tube with transfer to a rehabilitation hospital
or nursing home. He may eventually wean from the ventilator, but is likely to remain in a vegetative or near-vegetative state.
The physician and nurse meet with the family to discuss options. Legally and ethically acceptable options cover a wide range. At one end of the spectrum,
the family could opt to do everything possible to keep Billy alive, including tracheostomy, g-tube, and chronic ventilation. At the other end
of the spectrum, the family could opt for comfort care only. This would involve removing the ventilator and providing only those treatments
that contribute to patient comfort, including the administration of sedation and analgesia, titrated to any signs of pain or suffering. As noted
above, this would probably (but not definitely) lead to Billy’s death in a matter of minutes to hours.
Although these decisions do not need to be made emergently, this point represents an important “fork in the road,” and the clinicians need to
guide the family in choosing the path that is most consistent with their beliefs and values.
The physician and nurse stop by the bedside.
Conversation 3 (Next day)
This is a continuation and completion of the conversation from the previous day.

Appendix 2
Transcript of Conversation 1 between Clinicians and Parents: Billy O’Brien Scenario. From a daylong workshop in difficult
conversations in health care, using relational learning
Physician: We’ve been taking care of Billy since he got here from your community hospital. He’s in one of our resuscitation rooms and his condition is
stable, but it’s quite serious. His heart is beating on its own . . . but he is not responding to us. He is essentially in a coma. He is not responding. So we
don’t know—right now, I don’t have a crystal ball, but this is a very serious situation, and. . .
Father: When you say coma, that means he could wake up at some point, or are you saying he’s never going to wake up?
Physician: I don’t know the answer to that for certain. Right now the indications are that . . . the near-drowning incident has caused significant
damage to his brain, and there is a very, very real possibility that he may not wake up.
Mother (crying): Oh, God. . . .
Physician: I know this is the worst thing that you can hear right now. We’ll talk for a few moments and then we’ll take you in to be with him.
Mother (imploring): What can you do for him? How can we help him? His heart is beating, he’s alive. What can we do? We’ll do anything. I don’t
care. Anything we can do to help or try or—
Physician: I think that what we can do for you and for him right now is to have you be with him. We are supporting every part of him we can, but his
brain is something that he has to heal or not heal on his own. There is no direct therapy.
Father: Is he thinking? Is he breathing, or what?
Nurse: Right now, we have him hooked up to a machine that is doing the breathing for him. Whether or not he’ll be able to breathe on his own, we’ll
have to wait some time.
Mother: How long do you think it will take before we know a little more about what’s going to happen?
Physician: I think the first 24 hours are the most critical period. And if there’s no significant change, at that point the likelihood of improvement will
be very, very small.
(Appendix continues)
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Appendix 2, continued
Father (crying): Oh, God, this is my fault. I swear I thought he was only in there for a minute.
Nurse: Try not to blame yourself.
Physician: Accidents happen. They just happen.
Mother: Can we stay with him overnight?
Nurse: You can stay with him the whole time.
Mother: Can he hear us?
Nurse: He might be able to hear you—he will not be able to express to you that he hears you. But I would encourage you to talk to Billy just as you
would earlier in the day or as you always have talked to him. He’s still Billy . . . he’s still your little boy.
Mother: I just don’t understand what’s happened. . . . How could this happen . . . why did this happen?
Physician: I don’t think any of us can understand that.
Father: Is this kind of thing common?
Physician: unfortunately, it is not an uncommon occurrence for us.
Father: You’re saying he’s brain dead. He’s just breathing or what. What’s wrong with him exactly? His heart isn’t working? His brain isn’t working?
Physician: His heart is working on its own. His brain is not working normally. There is a possibility that he is brain dead. I don’t know that now. That’s
something that will become clear over the next 24 to 48 hours.
Father: I assume brain dead means there’s no recovery from that.
Physician: That is what that means.
Nurse: I want to prepare you for what you’ll see when you go back to see Billy. We have him on a ventilator machine that’s doing the breathing for
him. So, he has a tube in his mouth that goes into his lungs, and you’ll see that. He also has a couple of IVs in place to give him some medication,
some fluid. His skin is probably going to look a little paler to you—he probably won’t have the same kind of skin tone that you’re used to seeing. But
he’s still Billy. He’s your little boy . . . it might be disconcerting at first.
Mother: We can just hope for a miracle. I don’t know what else.
Father: Doesn’t that happen—I’ve seen things on TV where somebody wakes up out of a coma and they’re fine again. Can that happen? Does that
ever happen?
Physician: Things do happen that we don’t expect or predict. That does exist.
Father: I came back to the water and I saw him face down and I thought he was playing. He does that at home in the little pool—he sometimes
pretends to be drowning.
Physician: This is a tragic accident, and tragic accidents happen in the blink of an eye.
Father: Could we just have a minute and then go in?
Physician: Take as long as you need. . . . We’ll be right here when you’re ready.
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Our lives are made up of stories. Stories have a direction
and draw the reader into the mystery of what will happen
next. Some of our earliest memories are of stories told to us
at the end of the day by parents and loved ones. The practice
of medicine is lived in stories: “I was well until . . . .” “It all
started when I was doing . . . .” are common openings of the
medical encounter.
But stories do more than facilitate conversation. Narrative
probes the depths of medical experience [1], and allows
for greater understanding of our patients [2], our work, and
ourselves [3]. Stories, for the writer, and often for the reader,
can be the work of meaning, and even creation [4–7]. This
allows for great possibilities. “To do its work, writing creates
and recreates the past in the present moment. It reaches into
the shadows and pulls what cannot be seen or spoken onto
the page where it is open to discussion and revision . . . .
As writers write to represent, to understand, to integrate
experience, they are free to try out alternatives, to see both
experience and themselves as they are, as they were, as they
might be [8]”. In this way, writing and narrative can be seen
as an act of being, paying attention and capturing details of
the present moment. Writing narrative is, simultaneously, an
act of observing, of becoming, of predicting, and of making
choices about how one might act differently or re-write the
story, our part or that of others.
Yet stories have an uncertain place in the world of
medicine. There is an increasing push toward evidence-based
thinking. The anecdote is disparaged as “soft” in contrast
with “hard” clinical data. But as details of disease are pursued, there are details of a life that may be left behind
[9]. The language of biomedical disease conflicts with the
details of patient illness [10,11]. More recently there have
been calls for moving beyond “taking” a history from the
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patient [12], for the integration of evidence-based medicine
and patient-centered care [13,14]. But even patient-centered
care is coming to be promoted as a science, and the risk
continues of losing the story at the center of the encounter;
the patients’, the providers’, the shared narrative that gives
context or meaning to the illness for the patient and to the
work for the provider [15].
Narrative, or the writing and telling of our story, when we
look at it closely, has tangible health and behavioral benefits. The extensive work of Pennebaker and his colleagues
demonstrates multiple physical and psychological benefits
among varied populations dealing with significant transitions or stress [16–20]. Writing about prior trauma was
shown to boost immune response to Hepatitis B vaccination
among a sub-group of New Zealand medical students [21].
A recent report demonstrated clinical improvement in lung
function (increased PEV1) in patients with asthma, and a
reduction in disease activity (measured by disease severity
score) in patients with rheumatoid arthritis who wrote about
stressful experiences when compared to matched controls
who wrote about neutral topics [22]. Writing, demonstrates
benefits beyond the medical setting. Maximum security
prisoners, crime victims, first time mothers, new college
students and engineers who have lost their jobs have all
benefited from writing [18–20].
Narrative fits into a broader framework, specifically as
one method of reflection. Reflection includes “consideration of the larger context, the meaning, and the implications
of an experience or action [23]” and allows the practitioner to integrate and re-work concepts, skills and values
into their cognitive framework or understanding. Learning is a cycle of action and reflection [24]. The ability
to reflect has emerged as an important physician characteristic for professional development and for learning in
the clinical setting [25,26]. Reflective skills are associated
with the ability to develop insight into self and learning
needs, to direct one’s learning, and ultimately to ensure
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that the physician can practice well autonomously. Reflection allows physicians to become aware of the factors that
influence their reactions to and ability to work with patients [27]. Without the opportunity to reflect and become
self-aware, attitudes and feelings may go unrecognized,
and physician–patient communication may be adversely
affected. Unrecognized attitudes and feelings may interfere
with. the physician’s ability to experience and convey empathy [28]; meaningful discussions with patients about difficult topics (bad news, dying and others); engagement with
certain patients [29]; and the physician’s ability to gather
the information necessary to make an accurate diagnosis
and to reach agreement with the patient about a treatment
plan.
All of these concepts—reflection, narrative writing and
collaborative care—are currently written about under the
rubric of narrative medicine. The aim of narrative medicine
is to develop the skills of fostering empathy, reflection,
professionalism, and trust [30]. We need to make more
progress toward defining a set of skills associated with narrative competence. For now, interest in hearing the patient’s
story offers an opportunity to bridge cultures, allay patient
fears and concerns, hear patient explanatory models, share
uncertainty, and aid in adaptation to chronic illness [9].
These allow for physicians to serve as witness, as healer,
or even as co-author of a joint patient–provider encounter
[15,31]. Patient Education and Counseling seeks to give
voice to such narratives to help represent valued viewpoints
from the daily work of patients and their providers that
may only partially be represented in other reports in the
journal.
Instructions for authors/call for papers
Reflective Practice is a new section that will appear periodically in PEC to provide a voice for physicians and other
healthcare providers, patients and their family members,
trainees and medical educators. The title emphasizes the
importance of reflection in our learning and how our patient
and self-care can be improved through regular practice,
similar to other health provider skills. We welcome personal
narratives from clinicians of all types on their perspective
on caring, patients’ perspectives, the patient–provider relationships, humanism in healthcare, professionalism and its
challenges, and collaboration in patient care and counseling. Most narratives will describe personal or professional
experiences that provide a lesson applicable to caring,
humanism, and relationship in health care.
Manuscripts should be 1200 words or less and follow the
instructions in the PEC Guide for Authors. We welcome
unsolicited manuscripts. No abstract is needed. Submit
manuscripts through the Patient Education and Counseling
online, electronic submission system at http://ees.elsevier.
com/pec. In your cover letter, please indicate that your
manuscript is for the Reflective Practice section.
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Difficult conversations: Improving communication skills and
relational abilities in health care*
Elaine C. Meyer, PhD, RN; Deborah E. Sellers, PhD; David M. Browning, MSW, BCD;
Kimberly McGuffie, EdM; Mildred Z. Solomon, EdD; Robert D. Truog, MD
Background: Communication skills and relational abilities are
essential core competencies that are associated with improved
health outcomes, better patient adherence, fewer malpractice
claims, and enhanced satisfaction with care. Yet, corresponding
educational opportunities are sorely underrepresented and undervalued.
Objective: To evaluate the impact of an interdisciplinary experiential learning paradigm to improve communication skills and
relational abilities of pediatric critical care practitioners.
Design: Prepost design, including baseline, immediate followup, and 5-month self-report questionnaires.
Setting: Tertiary care pediatric hospital, Children’s Hospital
Boston.
Participants: One hundred six interdisciplinary clinicians with
a range of experience levels and clinical specialties.
Measurements: Participants rated their sense of preparation,
communication and relational skills, confidence, and anxiety.
Open-ended questions asked participants about lessons learned,
aspects of the training they found most helpful, and suggestions
to improve the training.
Main Results: When questions were posed in a yes/no format,
participants were nearly unanimous (93% to 98%) that the training had improved their sense of preparation, communication
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onveying troubling news and
engaging in difficult conversations with patients and their
families are pivotally important, although anxiety-provoking compo-
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skills, and confidence immediately after and 5 months posttraining. Ninety percent of participants reported improvements in
establishing relationships immediately after the training and 84%
reported improvements 5 months posttraining. Eighty-two percent
reported reduced anxiety immediately after training and 74%
experienced reduced anxiety 5 months posttraining. On Likert
items, 70% estimated their preparation had improved; 40% to
70% reported improvements in communication skills, confidence
and anxiety, and 15% in relationship skills. Four qualitative
themes emerged: identifying one’s existing competence; integrating new communication skills and relational abilities; appreciating interdisciplinary collaboration; and valuing the learning itself.
Conclusions: A 1-day experiential learning paradigm focused
on communication skills and relational abilities was highly valued, clinically useful, and logistically feasible. Participants reported better preparation, improved communication and relational
skills, greater confidence, and reduced anxiety. Participants
deepened their understanding of family perspectives, recognized
valuable existing competencies, and strengthened their commitment to interdisciplinary teamwork. (Pediatr Crit Care Med 2009;
10:352–359)
KEY WORDS: critical care; communication skills; relational abilities; difficult conversations

nents of clinical practice (1–3). Clinicians
who otherwise feel prepared and competent in their clinical duties may lack confidence and describe themselves as ill prepared for difficult interpersonal
interactions (4 – 6). They may fear they
will not be able to find the “right words”
or will say too much, too little, or the
wrong thing altogether. Further, clinicians worry that imparting difficult news
may diminish hope, compound a family’s
suffering, or unleash emotional responses they feel unprepared to handle
(1, 2, 7). Because of the complexities and
challenges inherent in these difficult conversations, it is not uncommon for clinicians to delay, avoid, or delegate this vital
area of clinical practice (8).
Patients and family members highly
value effective communication and empathic relationships with their healthcare
providers, and often base their perceptions of the quality of care on such indi-

ces (9 –14). Poor communication is a
commonly cited reason for compromised
clinical care and coordination, diminished trust, and degraded overall satisfaction with care (15–17). For patients and
family members facing life-threatening
illness, communication can provide important information, promote better understanding, improve treatment adherence, and assist with challenging
treatment decisions (5, 18, 19). Clearly,
these discussions serve critical purposes
in transferring information and developing optimal treatment plans, but beyond
their practical functions lie vital emotional, relational, and human aspects of
these conversations (10, 13, 20, 21). For
patients to feel they have been understood and well cared for, it is recognized
that clinicians must attend to healthcare
conversations on a deeper, more relational level (4, 13, 19, 20, 22, 23). Generally, family members value and prefer cliPediatr Crit Care Med 2009 Vol. 10, No. 3

Figure 1. Likert scale self-assessment items included in the baseline, immediate follow-up, and
5-month follow-up questionnaires. Five-point Likert scale was employed (1 ⫽ poor/not at all, 2 ⫽
minimal/a little, 3 ⫽ fair/somewhat, 4 ⫽ good/quite, 5 ⫽ very good/very). The immediate and 5-month
follow-up questionnaires included the word now in the item.
Table 1. Socio-demographic characteristics of immediate follow-up participants
Characteristic
Years of experience
0–1
2–5
6–15
16⫹
N
Age
Mean (SD)
Gender
Female
N
Ethnicity
White
N
Previous learning opportunities
Yes
N
Observed difficult conversations
None
1–10
11–24
25⫹
N
Led difficult conversations
None
1–10
11–24
25⫹
N
Mentor/role model
Yes
N

Doctors

Nurses

Other

Total

0%
67%
26%
7%
42

2%
27%
43%
27%
44

12%
35%
35%
18%
17

3 (3%)
46 (44%)
37 (35%)
19 (18%)
105

33 (5.3)

34 (9.7)

38 (11.5)

35 (8.6)

57%
42

86%
42

88%
16

74 (74%)
100

68%
40

91%
44

94%
17

83 (82%)
101

81%
42

76%
45

71%
17

80 (75%)
106

0%
36%
29%
36%
42

5%
32%
20%
44%
41

13%
40%
27%
20%
15

4 (4%)
35 (35%)
24 (24%)
37 (37%)
100

10%
60%
16%
14%
42

17%
48%
10%
26%
42

33%
47%
13%
7%
15

16 (16%)
54 (53%)
13 (13%)
18 (18%)
101

50%
42

42%
43

63%
16

49 (49%)
101

nicians who reveal their own humanity
and share their genuine emotions (4, 9,
10, 20). Indeed, these conversations and
how patients and family members perceive they have been treated heavily influence satisfaction with care and are often long remembered (5, 9, 21, 22).
Educational opportunities and resources devoted to communication skills
and relational abilities are sorely underrepresented and undervalued compared with
others supporting technical skill acquisition. The purpose of this study was to evaluate the impact of an experiential learning
paradigm to address these issues through
the innovative integration of the perspectives of patients, family members and
healthcare providers. The paradigm incorporates realistic enactments with professional
Pediatr Crit Care Med 2009 Vol. 10, No. 3

actors to improve communication skills and
relational abilities. The paradigm is broadly
applicable and has been adapted for conversations with pediatric and adult populations
associated with end-of-life care, organ donation, family presence during invasive procedures and resuscitation, presurgical consults,
and adverse medical outcomes.

MATERIALS AND METHODS
Design. A prepost study design was used to
evaluate the impact of the paradigm to improve healthcare providers’ communication
and relational skills during difficult healthcare
conversations. The authors chose difficult
conversations that arise in pediatric critical
care as an example of particularly challenging
conversations in which to evaluate the program. Participants completed baseline, imme-

diate follow-up, and 5-month follow-up selfreport questionnaires to evaluate their
preparation for difficult conversations, communication and relationship skills, confidence, and degree of anxiety. Open-ended
qualitative questions inquired about lessons
learned and reflections on the learning, what
was most and least helpful about the program,
and suggestions to improve training.
Participants. During 2004, participants included physicians, nurses, social workers, psychologists, and chaplains from Children’s
Hospital Boston who had a range of experience
levels and clinical specialties, including pediatric and neonatal intensive care, oncology,
cardiology, pulmonology, neurology, emergency medicine, anesthesiology, palliative
care, and general pediatrics. Participants were
recruited through e-mail invitations sent to
unit and service medical directors, training
and department directors, and nurse managers. Fliers were also posted on bulletin boards
displaying educational opportunities. A Website (www.ipepweb.org) provided information
about the program and offered on-line registration. Some participants were referred
through word-of-mouth referral from previous participants.
Intervention. The Program to Enhance Relational and Communication Skills (PERCS) is
an educational effort of the Institute for Professionalism and Ethical Practice, and is organized from the perspective of relational learning (14, 24). Relational learning is built on the
premise that the learning that matters most
deeply in the professional development of
healthcare practitioners occurs in the context
of relationships among clinicians, patients,
and family members. There are five key features of our pedagogical approach: creating a
safe and trustworthy learning environment;
emphasizing ethical and relational dimensions
of care; suspending hierarchy among participants; valuing reflection and self-awareness;
and honoring multiple perspectives (24). Although the paradigm offers a variety of practical communication skills and relational
strategies, we explicitly emphasized the centrality of personhood, authenticity, and professional integrity.
Before the training, participants received
the day-long agenda (Appendix A) and guidelines for group discussions and debriefing. The
program had the character of a “mini-retreat”
whereby participants were expected to attend
for the entire day and be relieved from their
typical clinical and administrative duties. Continental breakfast and lunch were provided to
set a tone of well-being and to nurture community. A typical training session included
10 –15 interdisciplinary participants, and
three faculty facilitators representing medical,
psychosocial, and patient/family perspectives.
Faculty facilitators cultivated an atmosphere
of acceptance, humility, and curiosity that encouraged participants to feel comfortable and
to reflect on their own clinical practice (24).
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Table 2. Participation in 5-month follow-up

Characteristic

% of Immediate Follow-up Also Returning
5-Month Follow-up

N

54%

106

55%
49%
65%

42
45
17

47%
65%
53%

49
37
19

47%
62%
40%

38
48
15

62%
53%

26
74

61%
52%

18
83

35%a
60%

26
80

41%a
58%
68%

39
24
37

51%a
54%
72%

70
13
18

56%
53%

52
49

Total
Discipline
Physician
Nurse
Psychosocial
Years of experience
0–5
6–15
16⫹
Age
21–30
31–45
46⫹
Gender
Men
Women
Ethnicity
Non-white
White
Previous learning opportunities
No
Yes
Observed difficult conversations
0–10
11–24
25⫹
Led difficult conversations
0–10
11–24
25⫹
Mentor/role model
No
Yes
a

p ⬍ 0.05 on chi-square test of independence.

Early in the program, participants shared
communication strategies and approaches
they had found helpful in their clinical practice. This exercise highlighted the clinical experience and skill already present among participants and from which they were
encouraged to draw. The curriculum incorporated brief didactic presentations summarizing established approaches for sharing difficult news with families (25, 26) and the
evidence base for improving communication
and relational skills (19, 27–30). Basic knowledge was presented regarding the ethical and
legal guidelines for withdrawal of lifesustaining therapy (24, 31, 32). Participants
also viewed educational videotapes (33–35) to
enliven and emphasize the centrality of patient and family perspectives.
At the center of the program were two
pediatric critical care case scenarios enacted
with professional actors that unfolded clinically over several conversations with the “patient” and/or “family,” followed by debriefing
and videotape review. The cases included
5-year-old Billy O’Brien who was the victim of
a near-drowning incident (24) and 17-year-old
Sandy Richards with relapsed acute myelogenous leukemia (Appendix B). Professional actors portrayed the parents in the O’Brien case,
and the parents, grandmother, and adolescent
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patient in the Richards case. Participants had
the opportunity to engage in realistically enacted conversations, to review video clips and
receive feedback, to observe others, and to
participate in experiential collaborative learning with interdisciplinary colleagues (24, 36).
Evaluation. Both quantitative and qualitative methods were used to assess the impact of
the educational effort on the participants’
communication and relational skills. All participants were asked to complete questionnaires before and immediately after the training. Five-month follow-up questionnaires
were conducted by e-mail and standard mail.
An identification number assigned to each respondent facilitated linkage of participant responses over the study time frame.
The baseline questionnaire included questions about the participant’s discipline, years
of professional experience, previous training,
and sociodemographic characteristics, such as
age, gender, and race/ethnicity. In addition,
each questionnaire included items about the
number of times the respondent had observed
or led difficult conversations. On all three
questionnaires, participants were asked to assess, on five-point Likert scales, their preparation, communication skills, ability to establish
and maintain relationships, confidence, and
degree of anxiety about having difficult health-

care conversations (Fig. 1). The immediate
and 5-month follow-up questionnaires also
asked (in yes/no format) whether the program
had improved the participants’ sense of preparation, communication skills, relational capacities, and confidence, or reduced the degree of anxiety when engaging in difficult
conversations with patients and families. Several open-ended, qualitative questions were
also included on the follow-up questionnaires
regarding lessons learned and reflections on
the learning, the most and least helpful aspects of the program, and suggestions to improve the training.
Data Analysis. Statistical analyses were
completed in SAS v8.2 (SAS Institute, Cary,
NC). Chi-square tests of independence and
one-way analysis of variance were used to assess differences by discipline for categorical
and continuous measures, respectively. Statistical significance was set at p ⬍ 0.05 for all
comparisons.
The participants’ written responses to the
open-ended questions were typed into an
ACCESS database. Content analysis was conducted through a process of reading and
marking key words and phrases to identify
topics and issues of importance to participants
(37–39). First author (E.C.M.) generated a list
of themes identifying topics and issues of importance to participants based on initial reading and review of the responses. Coauthor
(K.M.) then coded each of the open-ended responses according to the list of themes. Agreement about thematic content and labeling for
the themes was reached through a process of
discussion and successive refinement of language by senior authors (E.C.M. and D.M.B.).
Research Ethics. The study was reviewed
by the Institutional Review Board of Children’s Hospital Boston, when determined the
study met exemption criteria #1 under the
Health and Human Services regulations 45
Code of Federal Regulations 46 (i.e., research
conducted in established educational settings
involving normal educational practices). Each
participant was asked to sign a voluntary consent form granting permission to be videotaped during enacted case scenarios and for
completed evaluation questionnaires to be
used for educational and research purposes.

RESULTS
One hundred ten individuals participated in PERCS training sessions. Of
those, 106 (96%) completed both baseline and immediate follow-up questionnaires. Table 1 summarizes the demographic characteristics of these 106
participants. Approximately 41% of trainees were physicians, 43% were nurses,
and 16% were psychosocial clinicians, including social workers, psychologists,
and chaplains. Three participants did not
indicate their discipline. Nurses and psyPediatr Crit Care Med 2009 Vol. 10, No. 3

Table 3. Perceived impact of the program
% Yes

Question
Has the training program improved your sense of
preparation to engage in difficult discussions
with patients and their families?
Has the training program improved your
communication skills to engage in difficult
discussions with patients and their families?
Has the training program improved your ability
to develop and maintain relationships with
patients and their families?
Has the training program improved your sense of
confidence when engaging in difficult
discussions with patients and their families?
Has the training program reduced your sense of
anxiety when engaging in difficult discussions
with patients and their families?

Immediate Follow-up
(n ⫽ 106)

5-Month Follow-up
(n ⫽ 57)

98

93

98

98

90

83

95

93

82

74

Figure 2. Percentage of participants’ self-reported improvement from baseline to immediate and
5-month follow-up. Improvement was operationally defined as a change of one or more descriptive
categories on the five-point Likert items (e.g., rating improved from 3 ⫽ fair to 4 ⫽ good).

chosocial clinicians were more likely
than physicians to be women, white, and
to have 6 or more years of experience.
Physicians and nurses were more likely
than psychosocial clinicians to have observed or led 11 or more difficult conversations in the past year.
As indicated in Table 2, 57 of the 106
(54%) who had completed both the baseline and the immediate follow-up questionnaires returned 5-month questionnaires.
There were no significant differences in the
rate of participation in the 5-month questionnaire by discipline, years of experience,
gender, ethnicity, or presence of a mentor.
However, participants with previous learning opportunities and more experience obPediatr Crit Care Med 2009 Vol. 10, No. 3

serving or leading difficult conversations
were more likely to return the 5-month
questionnaire.
When questions were posed in a
yes/no format, participants were nearly
unanimous (93% to 98%) in indicating
that the training had improved their
sense of preparation, communication
skills, and confidence when having difficult conversations (Table 3). With respect
to improving their ability to develop and
maintain relationships with patients and
their families, 90% and 83% of participants responded affirmatively on the immediate and 5-month follow-up, respectively. The training had a smaller impact
on reducing anxiety, with 82% and 74%

indicating so at the immediate and
5-month follow-up, respectively.
Figure 2 depicts data derived from
Likert items and indicates the percentage
of participants whose self-assessment was
improved; that is, their degree of perceived preparation, communication
skills, ability to develop and maintain relationships, and confidence was higher
and their degree of anxiety was lower in
the immediate or 5-month follow-up
questionnaire than at baseline. There
were no differences by discipline for any
of the areas of self-reported improvement. Improvement was operationally
defined as a change of one or more descriptive categories on the five-point Likert items (e.g., rating improved from 3 ⫽
fair to 4 ⫽ good). The self-appraisal of
preparation was the most likely to increase with about 70% of participants reporting a higher level after the training.
The areas of communication, confidence,
and anxiety showed moderate levels of
improvement, with overall percentages
ranging from about 40% to 70%. Some
participants reported no change or even
greater anxiety after the training, perhaps
reflecting greater appreciation for the
complexity and importance of challenging discussions. Participants were least
likely to cite an increase in their ability to
establish and maintain relationships,
with about 15% reporting improvement
by the criterion we had established.
The training was well received, popular, and viewed as useful and worthwhile
(Table 4). Participants were unanimous
(99% to 100%) in recommending the
program to other colleagues. Similarly,
more than 90% of participants rated the
learning as quite useful or very useful,
and the quality of the training as very
good or excellent (4 or 5 on five-point
Likert scales). There were no differences
by discipline in the ratings of the program’s usefulness or quality. As a testament to its worth and utility, participants
suggested that the training be incorporated into orientation sessions, annual
review criteria, and the promotion process. Some recommended that the case
scenarios be “customized” for various
clinical settings to further enhance the
learning, and that regular “booster sessions and practice” be made available.
Comments such as, “One can only get
better at it…everybody should attend
this” suggest the value of the program for
new and seasoned clinicians alike.
Qualitative Findings. Four themes
emerged in participants’ responses to the
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Table 4. Participant rating of the program
% of Total N

Overall, how useful did you find the training program?
Not at all
A little
Somewhat
Quite
Very
Total N
Overall, how would you rate the quality of the program?
Poor
Fair
Good
Very good
Excellent
Total N
Would you recommend the program to others in your position?
Yes
Total N

qualitative questions: identifying one’s existing competence; integrating new communication skills and relational capacities;
appreciating interdisciplinary collaboration; and valuing the learning itself (Table
5). The following participant quotations illustrate the qualitative themes.
Identifying One’s Existing Competence. Many clinicians recognized that
they had communication talents and relational abilities that were relevant and
trustworthy during difficult conversations, but had never before been professionally validated or encouraged. In many
cases, these same participants expressed a
sense of relief and a greater willingness to
rely more confidently on their inherent
communication and relational abilities.
“I found that I could be direct and honest with families. I am usually so uncomfortable that I tend to skirt hard questions.”
“My overall confidence in my abilities
to be with families and their concerns has
increased ten-fold. I am no longer hesitant
to meet with families based on my own
insecurities as a clinician. [The training]
instilled a confidence in me that has been
expressed in my everyday work and highlighted in my work with families with difficult decisions to make or news to hear.”
Integrating New Communication
Skills and Relational Capacities. Participants reported learning a valuable repertoire of generalizable communication
skills, such as making introductions, remembering to use the patient’s name,
beginning conversations with the family’s
concerns, using understandable language, sitting rather than standing, lis356

Immediate
Follow-up

5-Month
Follow-up

0
2
6
42
51
105

0
2
7
43
48
56

0
0
4
38
58
105

0
0
5
42
53
55

99
101

100
57

tening attentively, and recognizing the
value of silence.
“Work with the concerns of the patient
and family. Use that as the starting point.”
“Remember to always use the patient’s
name.”
“Offer information in an easily understood manner without too much medical
jargon.”
Participants also reported greater insight about broader relational capacities
they might bring to bear to enhance and
deepen their relationships with patients
and families.
“Allow for quiet or difficult moments
for parents to express their emotions. Do
not feel as if you have to have all the
answers, but rather convey care and the
information you do have… let the patient
know that their feelings are okay and that
they are not alone with them and do not
feel you have to fix it.”
“The power of undivided attention and
listening! Step out of your own perceptions of situations/family meetings and
put yourself in the others’ shoes.”
Appreciating Interdisciplinary Collaboration. Many participants reported that
they learned a great deal about the roles
of other disciplines by observing the enacted conversations. It was not uncommon to hear comments such as, “I’m
never going to talk with a family in a
tough situation without a nurse again” or
“I never knew that’s what chaplains did.”
Some reported greater clarity about their
own role and responsibility to contribute
their disciplinary perspective to conversations with families, with emphasis on improv-

ing teamwork, healthy reliance on others,
and shared responsibility for communication
and emotional care of the family. One participant wrote that she got “more vociferous” in her role as advocate for families and
another noted he would no longer “be
afraid to speak up” in future family meetings. Such insights suggest an enhanced
understanding, respect, and potential for
partnership among team members.
“Give space for all team members. Always listen more than you talk.”
“Make sure to let other team members
know that they need to cover (your) clinical
responsibilities while (you) are having the
discussion so there are no interruptions.”
Valuing the Learning Itself. The program afforded a rare opportunity for busy
practitioners to reflect on their communication strengths and areas in need of
improvement in the company of others
who understood the healthcare culture.
Participants emphasized the value of having the opportunity and time to devote to
learning in a practice setting where no
patient or family would be harmed or
inconvenienced, and where, as learners,
they would not be shamed or humiliated.
“Just having the opportunity to practice this type of conversation was invaluable. We have so few opportunities to do
that, and when we do, it is usually in an
actual crisis situation.”
“In all my years of learning, I cannot
remember a single experience that has
made such an impact and provided such a
growth experience that will definitely affect my practice in a positive way…I cannot wait to get this up and running…”

DISCUSSION
Our data demonstrated that a 1-day
interdisciplinary experiential learning
paradigm focused on communication and
relational learning had sustained educational and clinical merit, and was logistically feasible. The training was most effective in improving the participants’
sense of preparation to hold difficult conversations. Clinicians reported they
learned a variety of communication
skills, broadened their relational capacities, and grew in clinical confidence. Most
participants reported a reduction in their
sense of anxiety, although some experienced heightened anxiety perhaps because of a greater appreciation of the
complexity of difficult conversations. The
combination of newly acquired skills and
greater trust in and access to existing
Pediatr Crit Care Med 2009 Vol. 10, No. 3

Table 5. Qualitative themes
Theme

Illustrative Quotation

Identifying one’s existing competence

“I realized that my communication skills and ability to talk with families are not as terrible as I
had originally thought. Hearing and seeing scenarios worked out with/by others made me realize
that I might have said/felt the same in the situation”
“I hope I can help families through interactions of this type with a little more grace, more comfort
with silence, and more solid support”
“Give space for all team members. Always listen more than you talk”

Integrating new communication skills
and relational capacities
Appreciating interdisciplinary
collaboration
Valuing the learning itself

relational abilities was described as empowering by participants, and buoyed
their sense of confidence when approaching difficult conversations. Participants
reported valuing learning about challenging conversations, deepening their understanding of patient and family perspectives, recognizing valuable existing
relational competencies, and strengthening of their appreciation and commitment to interdisciplinary teamwork.
Participants reported learning communication and relational skills that have
been highlighted in models of healthcare
communication (40), approaches for
breaking bad news (25, 26), and by families themselves (9 –13, 15–17, 19, 29). To
provide a “roadmap” for challenging discussions, established approaches for conveying bad news (25, 26), and the evidence base describing what matters most
to families in their communication and
relationships with clinicians (9, 10, 12,
13, 19, 21, 27–30, 41) were presented
during brief didactic sessions. Participants reported they better understood the
importance of listening, granting silence,
and providing ample time for family
members to speak, factors that have been
associated with greater family satisfaction
and less conflict with practitioners (19).
Participants also reported improvements
in their willingness and ability to elicit
family perspectives, to inquire about psychosocial concerns, and to show empathy
and caring in their interactions, all of
which have been highlighted as important to families (9, 10, 13, 41).
Communication training approaches
vary considerably with regard to their
length and intensity, participant characteristics, teaching methods, role of faculty,
and choice of outcome measures. Most programs tend to focus on “high-stakes” conversations and pivotal clinical junctures
that occur in high-intensity settings, such
as critical care, oncology, and emergency
departments (42– 46). Briefer educational
Pediatr Crit Care Med 2009 Vol. 10, No. 3

“Just having the opportunity to practice this type of conversation was invaluable. We have so few
opportunities to do that, and when we do, it is usually in an actual crisis situation”

programs typically focus on initial encounters
between the clinician and patient/family (42,
43), whereas longer, more intensive training
efforts address communication and relational
issues across the disease trajectory (46, 47). As
a 1-day program, longer than some and
shorter than others, PERCS aims to strike a
balance within a reasonable time frame by
holding two to three conversations with the
same actor-patients and families over the
course of the training day.
PERCS emphasizes interdisciplinary
training across varying levels of clinical experience, unlike most training programs
that enroll participants from the same
medical subspecialty and similar experience level. Although physicians have commonly been viewed as the bearers of difficult news, our approach integrates the
valuable roles of nurses, psychosocial clinicians, and chaplains who typically help
families to understand and emotionally
process difficult news (41, 48). Although
single-discipline training efforts have
shown favorable outcomes (42, 43), PERCS
aims to better approximate the actual interdisciplinary culture in which clinicians
practice. Our paradigm has similarities in
this regard to the work of Williams et al
(44, 45), who convened teams of physicians,
nurses, chaplains, and organ transplant coordinators together in simulated role plays
with actors, with the goal of increasing
consent rates.
Communication training efforts using
simulation face complex challenges and
vary considerably with respect to the specificity, rigor, and nature of their evaluation
designs and outcome measures (36). Some
programs, including our evaluation, have
reported on treatment acceptability and
participant self-appraisal to measure
changes in knowledge and confidence level
to hold difficult conversations (42, 47). Our
evaluation also included 5-month outcome
questionnaires and incorporated a broader
self-assessment incorporating open-ended
qualitative questions. Some programs (42,

43) have tracked observable changes in participants’ communicative performance
through videotaped pretraining and posttraining simulation case scenarios. Fallowfield et al (48) have reported impressive
12-month outcomes based on differences
between participants’ pretraining and posttraining communication behavior during
actual family meetings. Williams et al (44,
45) measured organ donation consent rates
as the primary outcome measure, distinguishing their outcome from more general
communication training programs that
rely on self-report measures and individual
communication performance.
The study had several limitations that
must be acknowledged. The study design
did not include a comparison group and
was limited to pre, post, and follow-up selfassessment of participants. The quantitative and qualitative assessment instruments focused exclusively on participant
self-evaluation and appraisal and did not
use multiple informants. The impact of the
experiential learning paradigm on participants’ clinical interactions with patients
and their families remains to be investigated. The program was evaluated in a single pediatric institution, which may diminish the generalizability of the findings.
Participants were largely self-selected and,
thus, the issue of selection bias is relevant.
Just over half of the participants returned the
5-month follow-up questionnaires and that
group was more likely to have had previous
learning opportunities and more experience
observing or leading difficult conversations
than the entire sample. Finally, the study was
subject to the limitations of all studies that
rely on self-report questionnaires.

CONCLUSION
In summary, our findings suggest that
a 1-day experiential learning paradigm
focused on communication skills and relational abilities was highly valued, clin357

ically useful, and logistically feasible for
interdisciplinary pediatric critical care
practitioners from a range of experience
levels and clinical specialties. Participants reported better preparation, improved communication and relational
skills, greater confidence, and reduced
anxiety immediately on completion and 5
months after the training. There were no
differences by discipline among any of the
areas of self-improvement or the program’s usefulness or quality, suggesting
its applicability across disciplines and experience level. Participants deepened
their understanding of patient and family
perspectives, learned and practiced a
range of communication and relational
skills, recognized valuable existing competencies, and strengthened their commitment to teamwork. Virtually all participants recommended the program to
other colleagues, a testament to its significant value and relevance. Furthermore, the training generated enthusiasm
and commitment to make changes in everyday clinical practice. The experiential
nature and realistic enactments of the
program have been vital to its success,
engaging participants emotionally and
providing opportunities for practice. The
experience was described by one participant as both “humbling and inspiring,” conveying the richness and depth of learning that
is available in these challenging but essential
conversations. Indeed, good communication
and relational abilities matter deeply to patients and their families and are long remembered. Relational learning opportunities can
help practitioners bring their very best selves
to these difficult encounters with confidence,
clarity, and a sense of purpose.
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Appendix A
Program to Enhance Relational and Communication Skills (PERCS) Day Agenda
8:30–8:45
8:45–9:45

9:45–10:45
10:45–11:00
11:00–11:30
11:30–12:15
12:15–12:30
12:30–1:00

1:00–1:45

1:45–2:00
2:00–2:15
2:15–3:00

3:00–3:15
3:15–3:30

Welcome and Introduction
Introduction to PERCS
Review of the Literature
Videotape: “Speaking the Same
Language”
PERCS Principles and Guidelines
Withdrawal of Life Support
Case Simulation
Break
Withdrawal of Life Support
Ethics Lecture and Discussion
Withdrawal of Life Support
Case Simulation
Break
(Lunch Session)
The Experience of Professional
Caregivers
Videotape: “I Need It to Make
Sense”
End-of-Life Conversations with
Children and Families
Case Simulation
Break
Videotape and Response: “Big
Choices, Little Choices”
End-of-Life Conversations with
Children and Families
Case Simulation
Reflections on the Workshop
Evaluation

Appendix B
Sandy Richards
Sandy Richards is a 17-year-old adolescent
who has a history of acute myelogenous leukemia. She has presented to the emergency
department with some weight loss over the
past few months, a cough of several weeks’
duration, and increasing dyspnea. Chest radiograph suggests a diffuse infiltrative disease,
most likely Pneumocystis carinii pneumonia.
Additional history: Sandy has been a Children’s Hospital patient for a long time, and is
well known to house staff, with frequent admissions and clinic/emergency department
visits for chemotherapy and for episodes of
fever and neutropenia. Since her diagnosis 5
years ago, she has received aggressive chemo-

therapy, including a bone marrow transplant.
She has been seemingly disease free for much
of the past few years, has been accepted at a
prominent university, and plans to enter one
of the healthcare professions.
Sandy was admitted to the intensive care
unit a few hours ago for treatment of her
pneumonia. Her initial color blood count is
discouraging— her white count is 34K with
45% blasts indicating that her cancer has returned. Oncology has consulted and a bronchoscopy, central venous line placement, and
bone marrow biopsy under anesthesia are
planned for the next day to assist with treatment planning.
Sandy lives with her parents and grandmother, whom she calls Nanna. Her grandfather, whom she calls Poppa, died 2 years ago
from cancer. His last days were not managed
well in the hospital, and he died in pain.
Grandmother had struggled with her husband’s physicians for several weeks to withhold his prognosis. She watched her husband
“go downhill” after he was told there was no
treatment for his cancer, and is convinced that
he would have lived longer if the doctors had
not told him the truth.

Conversation One
The nurse and physician caring for Sandy
meet with her parents and paternal grandmother to discuss her condition, the results of
initial blood work results and what it means, and
the limited options for treatment. Mr. and Mrs.
Richards react with shock and dismay on hearing that Sandy’s cancer has come back. The
parents and grandmother realize that this is very
serious, and they have some understanding that
this is a “turning point” in Sandy’s illness.

Conversation Two (that evening)
Sandy’s social worker/nurse/physician
team is working the evening shift, and has
been told that Sandy has been upset and withdrawn most of the evening. Sandy had a visit
earlier with her family, but it is not entirely
clear what, if anything, she has been told
about her situation. The social worker/nurse/
physician team enters the room to check in
with her. Sandy is lying on the bed, with her
back facing the door.
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Objectives: The human dimensions of healthcare—core values and skilled communication necessary for
every healthcare interaction—are fundamental to compassionate, ethical, and safe relationship-centered
care. The objectives of this paper are to: describe the development of the International Charter for Human
Values in Healthcare which delineates core values, articulate the role of skilled communication in
enacting these values, and provide examples showing translation of the Charter’s values into action.
Methods: We describe development of the Charter using combined qualitative research methods and the
international, interprofessional collaboration of institutions and individuals worldwide.
Results: We identiﬁed ﬁve fundamental categories of human values for every healthcare interaction—
Compassion, Respect for Persons, Commitment to Integrity and Ethical Practice, Commitment to
Excellence, and Justice in Healthcare—and delineated subvalues within each category. We have
disseminated the Charter internationally and incorporated it into education/training. Diverse healthcare
partners have joined in this work.
Conclusion: We chronicle the development and dissemination of the International Charter for Human
Values in Healthcare, the role of skilled communication in demonstrating values, and provide examples of
educational and clinical programs integrating these values.
Practice implications: The Charter identiﬁes and promotes core values clinicians and educators can
demonstrate through skilled communication and use to advance humanistic educational programs and
practice.
ß 2014 Published by Elsevier Ireland Ltd.

1. Introduction
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The human dimensions of healthcare—the core values and
communication skills that should be present in every healthcare
interaction—are fundamental to the practice of compassionate,
ethical, and safe relationship-centered care. Well-developed values
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and effective communication are essential in all healthcare settings
and in all aspects of healthcare, from prevention and health
maintenance to illness diagnosis, treatment, and recovery [1–10].
Accrediting organizations internationally require teaching and
assessment of both humanistic skills and communication skills [7].
Studies show that effective communication, grounded by core
values, improves health outcomes, quality of care, and patient and
clinician satisfaction [11–15]. However, these human dimensions of
care have not yet received the emphasis necessary to make them
central to every healthcare encounter.
The International Charter for Human Values in Healthcare [16] is
the result of a rigorous, three-year process of international
collaborations to identify and develop a framework for values
relevant across cultures and languages. The objectives of this paper
are to: (a) describe the conceptualization, development, and
dissemination of the International Charter for Human Values in
Healthcare which arose out of an international, interprofessional
collaboration to identify core values that should be present in
every healthcare interaction, (b) systematically describe how these
values can be realized through skilled communication, and (c)
show the translation of the International Charter’s values into
action by providing examples of a faculty education program and a
research-based intervention that embed human values in healthcare interactions. Our overarching aim is to develop ways to better
cultivate and enhance the human dimensions of care in all
healthcare relationships including clinician-patient, interprofessional/team, colleague–colleague, and others within and between
healthcare systems and stakeholders.
2. Methods
2.1. Development of an international collaboration for
communication in healthcare
In 2010, two of the authors (DS, ER) decided to bring together
healthcare communication experts and leaders to explore the
critical role of communication and relationships in healthcare
across different cultures and settings around the world. In March
2011, the First International Symposium and Roundtable on
Healthcare Communication was convened at Hong Kong Polytechnic University. The Roundtable brought together 30 invited experts
from medicine, nursing and other health professions, medical/
healthcare education, interprofessional training and practice,
health policy and leadership, health sciences, linguistics, health
communication, and sociology. This group formed the International Collaborative for Communication in Healthcare, created
intentionally with an international and interprofessional perspective considered essential to the effort. The goal was to develop a
multidisciplinary, international collaborative of experts working
together to bridge the gaps between healthcare research, education and practice in order to better understand and enhance
communication and relationships in healthcare systems worldwide. Focusing initially on Asia and the Paciﬁc Rim, we quickly
expanded to a more global perspective.
In June 2013, the international collaborative was formally
launched as the International Research Centre for Communication
in Healthcare (IRCCH) [17,18], co-sponsored by Hong Kong
Polytechnic University and the University of Technology Sydney,
Australia. Curtin University, Western Australia, became a strategic
partner in July 2013. IRCCH currently has 80 members from 15
countries.
What makes IRCCH particularly distinctive is that, ﬁrst, it brings
together highly regarded healthcare professionals and academics
with linguists and communication experts; second, it is committed
to translational research that focuses on applying the ﬁndings to
practice and educational development; and third, the International

Charter for Human Values in Healthcare is used as a foundational
document to inform and focus IRCCH’s research, education, and
practice initiatives.
2.2. Development and reﬁnement of the International Charter for
Human Values in Healthcare
During our work together at the First International Symposium
and Roundtable on Healthcare Communication in March 2011, we
recognized that the nature and quality of communication in
healthcare was fundamentally inﬂuenced by the values of
healthcare professionals, clinicians, educators, administrators,
organizations, and institutions—i.e. the values of essentially all
healthcare players and stakeholders. Representing diverse cultural
backgrounds, languages, and perspectives, we quickly learned that
clinicians, patients, caregivers, and healthcare communities across
the world share many human values. We decided to identify these
common core values.
An international, interprofessional working group of Roundtable participants met to explore the human dimensions of care in
healthcare relationships, to identify important values for healthcare interactions, and to begin the development of an international
healthcare charter addressing core values that would provide an
explicit underlying foundation for healthcare relationships.
Using qualitative research methods, iterative content analyses,
focus groups, Delphi methodology, and expert consensus, we
created and reﬁned the International Charter for Human Values in
Healthcare. We used an expert focus group model to develop our
questions for study and to identify an initial list of values, followed
by identiﬁcation of additional values, and review and consensus by
the full Roundtable group of 30 participants. The expert focus
group expanded into the ongoing Human Dimensions of Care
Working Group (14 international, multidisciplinary members) of
the International Collaborative for Communication in Healthcare
(the precursor to IRRCH).
Using expert iterative consensus, a subgroup of the working
group (ER, WB, and MH), as well as a second subgroup of applied
linguists in healthcare communication (DS, JKHP, and others),
identiﬁed fundamental categories of values and classiﬁed subvalues within each category. Further review and consensus by the
larger group followed. In mid-2011, the resulting document
became the ﬁrst version of the International Charter for Human
Values in Healthcare.
The International Charter was further reﬁned using additional
qualitative data from a number of interprofessional groups
internationally. Two questions, identiﬁed and reﬁned by group
consensus earlier, were used:
1. Drawing on your professional experiences and your experiences
as a patient, what are the core human values that should be
present in every healthcare interaction?
2. From your list above, what are the top 4 values you think should
be present in every healthcare interaction?
Healthcare professionals and medical educators as well as
patients and caregivers attending major interprofessional healthcare
conferences identiﬁed, prioritized, and discussed core values for
healthcare interactions. Their responses were used, via iterative
consensus of a subgroup of the Human Dimensions of Care Working
Group, to further reﬁne the International Charter. The conferences
included: National Academies of Practice (NAP) Annual Forum and
Meeting, March 2011; International Conference on Communication
in Healthcare (ICCH) November 2011; Interprofessional PatientCentered Care Conference, ‘‘Patient-Centered Care: Working
Together in an Interprofessional World’’, September 2012; and
the American Academy on Communication in Healthcare Research
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and Teaching Forum, October 2012. The National Academies of
Practice group (70 members from 10 healthcare academies) also
identiﬁed and prioritized values for interprofessional interactions.
In October 2012, the Human Dimensions of Care Working
Group used Delphi methodology to further reﬁne International
Charter value categories and subvalues. Additional data were
gathered through two focus groups of Harvard Macy Institute
scholars and faculty in January 2013. The ﬁnal iteration of the
fundamental values categories and the subvalues within each for
the International Charter for Human Values in Healthcare was
completed by iterative consensus of an expert subgroup (ER, WB,
DS, SK, HL, and MH) of the Working Group.
A separate working group of the Roundtable reviewed the
literature and enunciated the critical role of skilled communication
in implementing effective healthcare. During the development of
the International Charter, it was evident that values alone, without
demonstration through communication, were insufﬁcient. Discussions between the working groups clariﬁed the relationships
between the International Charter values and skilled communication.
3. Results
3.1. The International Charter for Human Values in Healthcare
Using qualitative data gathered as noted above, we identiﬁed
ﬁve fundamental categories of human values that should be
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present in every healthcare interaction—Compassion, Respect
for Persons, Commitment to Integrity and Ethical Practice,
Commitment to Excellence, and Justice in Healthcare—and
categorized subvalues within each category. These are presented
in Table 1.
The International Charter consists of the values noted and a
Preamble [19] that was created by members of the Human
Dimensions of Care Working Group using iterative consensus
(Box 1).
3.2. Dissemination and translation of the International Charter into
action
The International Charter has been presented nationally and
internationally over 20 times to date [16] to hundreds of
healthcare clinicians, academics, experts, leaders, patients, and
caregivers from numerous countries and cultures. Participants in
a majority of these presentations were invited to identify,
prioritize, share, and discuss their core values for healthcare
interactions, in response to the two questions noted above. In
addition, the International Charter’s values have been incorporated into the curricula of eight courses, including interprofessional
and specialty faculty development courses and trainings, fellowships, experienced clinician courses, and others. Individuals
across the world, representing 22 countries, have signed the
International Charter.

Table 1
The International Charter for Human Values in Healthcare: fundamental values and subvalues [16].
Five fundamental values

Values within each category

Compassion
Compassion should be central to human relationships. Compassion
means to understand the condition of others, and to commit oneself
to the healing and caring necessary to enhance health and relieve
suffering. These values underlie our efforts to be compassionate.














Capacity for caring
Capacity for empathy
Capacity for self-awareness
Motivation to help, heal
Capacity for kindness
Capacity for genuineness
Capacity for generosity
Capacity for ﬂexibility and adaptability in relationships
Capacity for acceptance
Capacity for curiosity
Capacity for altruism
Capacity for mindfulness

Respect for Persons
Respect should form the basis of all of our relationships.








Respect for
Respect for
Respect for
Respect for
Respect for
Humility

Commitment to Integrity and Ethical Practice
The healing professions are built around integrity and ethical
practice. These must underlie and permeate all actions in the health
professions.









Commitment to honesty and trustworthiness
Commitment to reliability
Commitment to accountability and responsibility
Commitment to the patient’s well-being
Commitment to doing no harm
Capacity to acknowledge one’s limits and seek guidance; awareness of own limitations
Commitment to tolerance and non-judgmental care

Commitment to Excellence
We must dedicate ourselves to achieving excellence in all aspects of
healthcare. Without excellence, no matter how well intentioned,
our efforts to heal will fall short.








Commitment
Commitment
Commitment
Commitment
Commitment
Commitment

Justice in Healthcare
We believe that healthcare professionals should embrace the values
of justice in healthcare, and commit themselves to advocating for
and putting these values into action.








Right to healthcare (information, access, quality)
Right to equality
Commitment to advocating for the patient
Absence of discrimination and prejudice
Attention to social factors, constraints, and barriers to care
Commitment to social justice

patient’s and their signiﬁcant others’ viewpoints, opinions, wishes, beliefs
cultural, social, gender, class, spiritual, and linguistic differences
autonomy
privacy and conﬁdentiality
all colleagues of the interprofessional team

to
to
to
to
to
to

providing the best, most effective care (scientiﬁcally and psychosocially)
communication excellence
relational excellence
self-awareness and reﬂective practice
life-long learning, expertise, and professional development
serve the patient’s best interest

Adapted from: The International Charter for Human Values in Healthcare. ß 2013, 2014 International Research Centre for Communication in Healthcare. ß 2011–2012
International Collaborative for Communication in Healthcare. All rights reserved. Used with permission.
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Box 1. Charter Preamble of the International Charter for Human Values in Healthcare [19]
Charter Preamble
The International Charter for Human Values in Healthcare is a
collaborative effort involving people, organizations, and institutions around the world working together to restore human
values in healthcare. These fundamental values include Compassion, Respect for Persons, Commitment to Integrity and
Ethical Practice, Commitment to Excellence, and Justice in
Healthcare. They embody the human dimensions of healthcare and are fundamental to the practice of compassionate,
ethical and safe relationship-centered care. These values represent the overarching goals that motivate scientifically sound,
effective methods of care.
We believe that fundamental human values, such as those
listed above, are both essential and universal. These fundamental values underpin a relationship-centered approach, and
can be embraced by healthcare systems around the world—
across cultures, languages, professions and disciplines. They
are indispensably present in every healthcare interaction.
We believe that effective and caring communication is essential
to restoring human values in health care. Values are realized by
and manifested in language and the interaction process. Skilled
communication underpins healthcare interactions and relationships, and plays an essential role in making values visible.
We believe these core human values that define the goals and
processes of healthcare have yet to receive the emphasis
necessary to make them central to every healthcare encounter. Placing emphasis on our core values and their ongoing
development will help to solve many problems in delivery of
care—ranging from excessive cost and profit to inadequate
care for the less fortunate and underserved.
The Charter is meant to inspire a movement to improve care by
restoring the primacy of human values, to place them at the
center, and to make them the goal of every effort in healthcare.
ß 2013, 2014 International Research Centre for Communication in Healthcare. ß 2011-2012 International Collaborative for
Communication in Healthcare. All rights reserved.
A number of diverse institutions and organizations—from Asia,
Australia, Brazil, The Netherlands, New Zealand, United Kingdom,
to Uganda and the US—have joined this international effort by
becoming International Charter partners and endorsing the
International Charter (Table 2) [20]. We are developing ways of
working together to enhance attention to the International
Charter‘s values in healthcare systems internationally.
In the US, a major partner is the National Academies of Practice
(NAP). Founded in 1981, NAP serves as the US forum addressing
interprofessional healthcare education, practice, policy, and
research. NAP is comprised of distinguished, elected members in
14 healthcare Academies. NAP voted unanimously to endorse and
become a partner of the International Charter for Human Values in
Healthcare. In addition, the International Charter is a partner of, and
works closely with, the Charter for Compassion [21] and its
healthcare sector. The Charter for Compassion represents a major
worldwide movement working to promote principles of compassion through practical action in a variety of sectors including
healthcare, education, science/technology and research, environment, business and others [22].
3.3. Relationships between values and skilled communication
The International Charter for Human Values in Healthcare
purposefully includes the essential role of skilled communication
in the demonstration of values. Skilled communication translates

values from perceptions and feelings into actions by bringing those
values and capacities to life and making them visible to others. The
International Charter framework provides a foundation for deﬁning
and thinking more systematically and intentionally about clinical
communication and human values, and for understanding the
relationships between them.
4. Discussion and Conclusions
4.1. Discussion
The International Charter for Human Values in Healthcare is a
collaborative international, multi-disciplinary effort to restore the
human dimensions of care—the core values and skilled communication that should be present in every healthcare interaction—to
healthcare around the world. The role of the International Charter is
to stimulate reﬂection and dialogue about the essential place of
values and skilled communication in every healthcare interaction. It
is not meant to be an absolute or ﬁnal compilation of human values
in healthcare interactions, but a true working document to help
facilitate the efforts of clinicians, educators, researchers, policy
makers, and leaders, as well as patients and caregivers, in improving
healthcare delivery in systems and institutions worldwide. The
International Charter invites organizations, groups, and individuals
to reﬂect on the listed values, to bring them into every healthcare
interaction, and to offer additional values that are essential to their
care systems and patient populations. The International Charter was
designed to be dynamic and inclusive. Indeed, the International
Charter articulates the essential nature of core human values that
underpin all human relationships. In this way, the International
Charter can be used to discuss and teach values and embraced across
cultures, languages, professions, and systems globally. Work
remains to be done for the International Charter values to become
standard across healthcare systems at all levels. We recognize that
values espoused by the International Charter may be challenged in
healthcare environments that have other incentives for alignment.
The International Charter explicitly honors the relationshipcentered [9,23,24] nature of healthcare and the role skilled
communication plays in enabling relationships. In so doing the
International Charter addresses the fundamental role of partnership
and two-way relationships between patients and physicians/
clinicians, and between interprofessional healthcare team members. Honoring these partnerships reﬂects the respect that grounds
all other interactions.
4.1.1. Delineation from other healthcare charters and statements
Other notable charters or agreements relevant to values, rights,
and responsibilities in healthcare exist, including the Charter on
Medical Professionalism [25], Charter for Compassion (endorsed
by countries, cities, partners in various sectors including healthcare and others, and over 108,000 individuals worldwide) [22],
Charter of Compassion for Care in The Netherlands [26], and the
Salzburg Statement on Shared Decision Making [27]. These
important initiatives have inspired numerous efforts to improve
healthcare. Groups such as the Human Values in Healthcare Forum
[28] in the UK, the recently created Global Network in Spirituality
and Health [29] which partially grew out of the US National
Consensus Conference on Creating More Compassionate Systems
of Care convened in 2012 by the George Washington University
Institute for Spirituality and Health [29,30], and many others are
working to promote ethical and humane healthcare.
The International Charter for Human Values in Healthcare joins other
charters articulating the importance of professionalism and values to
guide healthcare professionals. Among the best known is the Charter
on Professionalism written by members of the Medical Professionalism Project group that was comprised of leaders of the American
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Table 2
Partners of the International Charter for Human Values in Healthcare.
Charter partner

Country

International Research Centre for Communication in Healthcare (IRCCH)
Jointly sponsored by Hong Kong Polytechnic University, Hong Kong and University of Technology Sydney,
Australia; Curtin University, Western Australia is a strategic partner. Includes 80 members from 15 countries.

International

The National Academies of Practice
Includes 14 Academies representing:
Dentistry, Medicine, Nursing, Optometry, Osteopathic Medicine, Pharmacy, Podiatric Medicine,
Psychology, Social Work, Veterinary Medicine, Audiology, Occupational Therapy, Physical
Therapy, Speech and Language Therapy

USA

Charter for Compassion
Includes cities, countries, partners in healthcare, education, science/technology and research,
environment, religion/spirituality, peace and non-violence, and business sectors; signed by over 108,000 individuals worldwide

International

Children’s Emotional HealthLink (CEHL)

USA

The George Washington Institute for Spirituality and Health (GWish), George Washington University

USA

The Good Worker: Mindful Professionalism

The Netherlands

Alabama College of Osteopathic Medicine

USA

Hands of Action Uganda

Uganda

Hearts in Healthcare

New Zealand

Hong Kong Society for Nursing Education

Hong Kong

Human Values in Healthcare Forum

United Kingdom

Institute for Professionalism and Ethical Practice, Boston Children’s Hospital

USA

Sigma Theta Tau International (STTI) Honor Society of Nursing, Pi Iota Chapter

Hong Kong

SOBRAMFA-Medical Education and Humanism (former Brazilian Society for Family Medicine)

Brazil

Taiwan Association of Medical Education

Taiwan

Transcendent Endeavors

USA

Board of Internal Medicine Foundation, the American College of
Physicians–American Society of Internal Medicine, and the European
Federation of Internal Medicine [25]. The result of multiple inputs
from a range of national and international organizations, forums, and
individuals, the International Charter for Human Values in Healthcare
described in this paper substantiates and supports the principles
espoused in the Charter on Professionalism. Published in 2002, the
Charter on Professionalism was crafted to address concerns regarding
potential erosion of professional ethical underpinnings throughout
the industrialized world by the growing healthcare corporate models.
Comprehensive and detailed, the principles and commitments of the
Charter on Professionalism provide important ethical guidelines for
physicians in a shifting, challenging healthcare environment progressively dominated by corporate rules. The International Charter for
Human Values in Healthcare fundamentally endorses the Charter on
Professionalism through its independently, internationally derived
set of ﬁve fundamental categories of values and subvalues within
each. Indeed the similarity of the values and subvalues of the
International Charter to the principles and commitments of the Charter
on Professionalism lend credence to both. We see both charters as
complimentary and fundamental to healthcare.
The International Charter for Human Values in Healthcare adds
perspectives that complement the Charter on Professionalism in
several ways. First, the International Charter speciﬁcally addresses
the importance of values in therapeutic relationships and the care all
healthcare clinicians give their patients, thus responding to the
evolving interprofessional, team-based nature of care in today’s
environment. Second, the International Charter addresses the crucial
nature of values in team and colleague relationships, recognizing
that the quality of interprofessional relationships within the care
team has a powerful effect on the quality of the physician–patient
and other clinician–patient relationships and on the outcomes of

care. Third, the International Charter was created from the input of
numerous groups, forums, organizations, and individuals worldwide and is intentionally broadly global, in recognition that the
values we identiﬁed are likely core human values, not a reﬂection of
western concepts or beliefs of a particular group, culture or belief
system. Finally, and perhaps most important, the International
Charter purposefully addresses the essential, fundamental role of
skilled communication in the demonstration of values and, in doing
so, emphasizes the connection between values and communication
skills. The International Charter thus provides a unique lens to refocus
on core values that are fundamental to optimal healthcare, as well as
the essential role of communication skills in achieving this outcome.
4.1.2. Core values and skilled communication to enhance the human
dimensions of care
The intrinsic relationship between skilled communication and
explicit attention to expression of human values in all healthcare
interactions may seem obvious, though the requirement for the
demonstration of capacity for both values and communication
skills needs to be articulated. We have found it useful to think of
communication as three interdependent types of skills [31]:
 Content skills—what you say.
 Process skills—how you communicate, e.g., how you structure
interactions, ask questions, listen and respond, relate to patients
and others, use nonverbal skills/behavior, involve patients in
decision making, etc.
 Perceptual skills—what you are thinking and feeling, e.g., your
clinical reasoning and other thought processes; feelings (including what you do with them); attitudes, biases, assumptions,
intentions; values and capacities (including compassion, mindfulness, integrity, respect, etc.).
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These somewhat overlapping skill sets are interdependent—a
weakness or strength in one weakens or strengthens all three.
Developing communication process and content skills, without
ongoing and commensurate awareness and development of the
values, personal ethics, and capacities that underlie those skills,
can lead to manipulation rather than effective interaction. On the
other hand, developing our values, capacities, and other perceptual
skills without ongoing development of the process and content
skills needed to demonstrate those values and capacities is
inadequate, and the risk is that patients and others will not see
nor experience that we hold these values (e.g. we may incorrectly
perceive that because we feel empathy we are demonstrating it, or
because we intend to listen carefully, we are doing so) [31].
Communication is an essential clinical skill with considerable
science behind it, not an optional add-on and not ‘simply’ a social
skill at which we are already adept. An extensive body of research
developed over the past forty years in human medicine, shows that
improving clinical communication in speciﬁc ways leads to
numerous signiﬁcant outcomes of care [4,13,32] (Box 2).
Our values, capacities, and communication skills also help us
discern which way of relating is called for at any given moment.
Developing and enhancing the capacity for ﬂexibility, relational
versatility, and ‘‘differential use of self’’—i.e., the ability to adjust
interpersonal skills based on the needs of different patients,
families, the changing nature of the problem, and context—is
central [7,9,33,34].
Through actions and words, clinicians espouse values in
healthcare. Given our responsibilities and involvement with
people’s lives at their times of greatest vulnerability, clinicians
need to live by these values. We need to develop learning
environments and practice settings that strengthen and reinforce our values. The values espoused in the International Charter
for Human Values in Healthcare, and the speciﬁc clinical
communication skills needed to demonstrate them, underpin
efforts to strengthen the ongoing development of core values in
medical/healthcare education and clinical programs at all
educational levels. Two such programs that reﬂect International
Charter values are brieﬂy described below, as a means of
demonstrating the potential impact of the International Charter
and the translation of its values into action.

Box 2. Summary of Research Findings on Communication in
Healthcare [4]
Improving clinical communication in specific ways leads to
better outcomes, including:
1. More effective consultations for patients and clinicians
 Greater accuracy
 Heightened efficiency
 Enhanced supportiveness and trust
2. Better relationships characterized by collaboration and
partnership
3. Better coordination of care (within healthcare teams,
between other professionals, with patients’ significant
others, etc.)
4. Improved outcomes of care
 Better understanding and recall
 Improved adherence and follow-through
 Enhanced symptom relief
 Better physiological outcomes
 Enhanced patient safety and fewer clinician errors
 Greater patient and clinician satisfaction
 Reduced costs, shorter hospital stays, and fewer
complications
 Reduced conflicts, complaints, and malpractice claims

4.1.3. Faculty development to strengthen core values in medical
education
For some time, Branch and others have worked to study and
implement ways to enhance core values in medical education
[12,13,35–37]. Noting the deterioration of communication skills
and humanistic attitudes in their former students while in
residency training, Branch et al. identiﬁed a need to strengthen
trainees’ commitment to values and their sensitivity to situations
in which values are at stake, and devised an approach to positively
inﬂuence the residencies’ learning climates through better faculty
role models in their clinical settings [12].
The faculty development program developed by Branch et al.
[12] aims to enhance values and skilled communication by
developing more humanistic faculty role models. The program
for training faculty role models employs three mutually synergistic
elements [12,36–38]. The method resulting from this synergism
appears highly effective in developing faculty members’ capacities
for the values, attitudes, and communication practices espoused by
the International Charter for Human Values in Healthcare. Teaching
strategies used include:
(1) Mastering communication skills through active learning:
Patient-interviews and simulated educational scenarios allow
participating faculty members to master skills and adopt
effective communication practices, while providing opportunities to reﬂect on the values that underlie these interactions.
(2) Reﬂective learning: The faculty development program uses
exercises, such as narrative writing followed by reﬂective
discussion, to explore and work through the moral, professional, and value-laden components of interactions with patients,
learners, and others that occur as part of the active learning
process.
(3) Longitudinal group-process: The trust and community that
develops over time in regular small-group meetings of faculty
teachers/role models synergizes with experiential and reﬂective learning to strengthen commitment and sensitivity to
values. Support of the group members for each other reinforces
the ethos of the group, which invariably embraces skilled
communication and values like empathy, compassion, integrity, and respect.
This faculty development program has been applied or is
currently ongoing at 25 medical schools, and plans are in place to
expand it. Branch and colleagues found statistically signiﬁcant
superior humanistic teaching by faculty participating in the
program, compared to matched controls [12]. Of perhaps equal
importance, this faculty development program addressing skilled
communication and values meets strong needs expressed by the
faculty at multiple medical schools. A number of the schools have
now adopted the program as a sustained and regular component of
faculty development for their most promising teachers. One site
has developed a Faculty Education Fellowship in Medical
Humanism and Professionalism, and has created and implemented
a values curriculum based on the International Charter [39].
Faculty members can transform medical and healthcare education by encouraging moral and professional growth at all levels for
every trainee. The development of the International Charter for
Human Values in Healthcare, and its articulation of human values,
supports and ampliﬁes the importance of this approach.
4.1.4. Translating research ﬁndings into training and practice
The second example showing the translation of the International
Charter’s values into action involves a research-based training
intervention that embeds human values in healthcare interactions
during nursing handovers, and also exempliﬁes the International
Charter’s ideal of relationship-centered care where patients have the
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opportunity for active inclusion in decisions about their care and are
included with respect, compassion, and integrity.
Clinical handover—the transfer between clinicians of responsibility and accountability for patients and their care [40]—is a
pivotal and high-risk communicative event in hospital practice.
Research identiﬁes poor communication during handovers as a
major risk for error and adverse outcomes [41,42]. An increasing
number of public and private hospitals in Australia now require
that nursing shift handovers take place at the bedside, so that
patients can hear and contribute to the handover, with the end goal
of improving the continuity and safety of patient care and making
it more patient-centered [32].
Eggins and Slade, [43] as part of a national research project
entitled Effective Communication in Clinical Handover (ECCHo),
studied the effectiveness of mandated nursing handovers at the
bedside at a large metropolitan Australian hospital through review
and linguistic analysis of more than 200 hours of audio and video
recordings of actual handovers. Analysis of the audio and video
recordings showed that, without training, the nurses only
nominally changed their behavior, with few handovers occurring
at the bedside and even fewer involving direct patient engagement. Patient contributions were not invited and often not
welcomed, and patients felt objectiﬁed or ignored.
From their research ﬁndings, Eggins and Slade developed training
workshops that included four key components: (1) creating
engagement to develop new practice, (2) self-reﬂection, (3) input
in the form of practical communication protocols and strategies, and
(4) role play activities to practice and reinforce new communication
skills. A unique feature of these workshops was the use of high
quality, professionally produced DVDs of re-enactments by professional actors replicating transcripts of actual bedside handovers
recorded on site. The workshop progressively introduced communication protocols, with explicit language examples, to strengthen
participants’ skills in (1) managing the interactional dimension of
handover (how you talk) and (2) the informational dimension (what
you say). The International Charter values underpin the design of the
intervention. This research suggests that, for nurses to involve the
patient effectively in a respectful, compassionate and ethical
manner, the focus of training and education for nurses (and
physicians) needs to include how to effectively communicate both
the interpersonal and informational dimensions of language.
4.2. Conclusions
The International Charter for Human Values in Healthcare has as
its focus the values that should be present in, and inform, every
healthcare interaction. We have described the development and
dissemination of the International Charter and the core values it
identiﬁes, conceptualized the role of skilled communication in
demonstrating these values, and provided examples of educational
and clinical training programs that translate values into action by
using skilled communication to make these values visible. These
efforts underscore the importance of providing ongoing training
and practice opportunities along with expectations for healthcare
professionals to explicitly articulate, teach, learn and continue to
enhance personal values and evidence-based communication skills
during the early years of medical/healthcare education, and
throughout their careers.
The International Charter for Human Values in Healthcare is
designed to foster a movement to improve care by restoring the
primacy of human values, to place them at the center, and to make
values, and the communication skills necessary to demonstrate
them, the foundation of every effort in healthcare. The International
Charter represents an international, interprofessional, cross-cultural
endeavor, engaging healthcare clinicians, educators, researchers,
leaders, patients, and caregivers in the demonstration of these
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values in all healthcare relationships. Signiﬁcantly, we go beyond
delineation and endorsement of core values in the International
Charter, to the translation of those values into action through
intentional use of speciﬁc communication skills, and offer examples
of approaches in both educational interventions and practice itself.
4.3. Practice implications
The International Charter for Human Values in Healthcare
identiﬁes and promotes core values healthcare clinicians and
educators can demonstrate through skilled communication and
use to advance humanistic educational programs and practice
strategies. We believe that placing emphasis on both core values
and evidence-based communication skills will help to solve
signiﬁcant problems in the delivery of care, ranging from excessive
cost and proﬁt, inadequate care for the less fortunate and
underserved, to increasing patient safety issues, and interprofessional challenges.
Conﬂict of Interest
The authors declare no conﬂicts of interest.
Funding
The authors would like to thank Hong Kong Polytechnic
University for generously funding the ﬁrst two International
Roundtables and Symposia, and Hong Kong Polytechnic University,
University of Technology, Sydney and Curtin University for their
generous ongoing support of the International Research Centre for
Communication in Healthcare. The authors also thank The
Pollination Project for funding (ER and JKHP) to help with the
International Charter for Human Values in Healthcare’s website
development and dissemination. William T. Branch, Jr., MD
acknowledges the Arthur Vining Davis Foundations and the Josiah
Macy, Jr. Foundation for their support of his work in faculty
development for humanistic role models and teachers.
Acknowledgments
We are grateful to the members of the International Charter for
Human Values in Healthcare’s Human Dimensions of Care Working
Group for their inspirational contributions, and to our Charter
Partners who have enthusiastically joined us in this work. We
thank Charter for Compassion International for their support and
interest, and many people around the world who have shared their
values and contributed to the International Charter for Human
Values in Healthcare’s development.
References
[1] Kreps G, Bonaguro E. Health communication as applied communication
inquiry. In: Frey L, Cissna K, editors. Handbook of applied communication
research. New York: Routledge; 2009. p. 380–404.
[2] Bayer-Fetzer Conference on Physician-Patient Communication in Medical
Education. Essential elements of communication in medical encounters:
The Kalamazoo Consensus Statement. Acad Med 2001;76:390–3. http://
dx.doi.org/10.1097/00001888-200104000-00021
[3] Simpson M, Buckman R, Stewart M, Maguire CP, Lipkin M, Novack D, Till J.
Doctor–patient communication: The Toronto Consensus Statement. Brit Med J
1991;202:1384–7. http://dx.doi.org/10.1136/bmj.303.6814.1385.
[4] Silverman J, Kurtz S, Draper J. Skills for communicating with patients. 3rd ed.
New York: Radcliffe Publishing; 2013.
[5] Rider EA, Keefer CH. Communication skills competencies: deﬁnitions and a
teaching toolbox. Med Educ 2006;40:624–9. http://dx.doi.org/10.1111/j.13652929.2006.02500.x.
[6] Gracey CF, Haidet P, Branch WT, Weissmann P, Kern DE, Mitchell G, Frankel R,
Inui T. Precepting humanism: strategies for fostering the human dimensions of
care in ambulatory settings. Acad Med 2005;80:21–8. http://dx.doi.org/
10.1097/00001888-200501000-00007.

280

E.A. Rider et al. / Patient Education and Counseling 96 (2014) 273–280

[7] Rider EA. Interpersonal and communication skills. In: Rider EA, Nawotniak RH,
editors. A practical guide to teaching and assessing the ACGME core competencies. 2nd ed., Marblehead, MA: HCPro; 2010. p. 1–137.
[8] Miller SZ, Schmidt HJ. The habit of humanism: a framework for making
humanistic care a reﬂexive clinical skill. Acad Med 1999;74:800–3. http://
dx.doi.org/10.1097/00001888-199907000-00014.
[9] Rider EA. Advanced communication strategies for relationship-centered care.
Pediatr Ann 2011;40:447–53.
[10] Slade D, Manidis M, McGregor J, Scheeres H, Chandler E, Stein-Parbury J,
Dunston R, Stanton N, Matthiessen C, Herke M. Communicating in hospital
emergency departments. New York: Springer; 2014 , Forthcoming under
contract.
[11] Rider EA, Nawotniak RH. A practical guide to teaching and assessing the
ACGME core competencies. 2nd ed. Marblehead, MA: HCPro; 2010. 394 pages.
[12] Branch Jr WT, Frankel R, Gracey CF, Haidet PM, Weissmann PF, Cantey P,
Mitchell GA, Inui TS. A good clinician and a caring person: longitudinal faculty
development and the enhancement of the human dimensions of care. Acad
Med 2009;84:117–25. http://dx.doi.org/10.1097/ACM.0b013e3181900f8a.
[13] Finset A. 50 years of research on the effect of physician communication
behavior on health outcomes. Patient Educ Couns 2014;96:1–2. http://
dx.doi.org/10.1016/j.pec.2014.05.018.
[14] Rider EA. Professionalism. In: Rider EA, Nawotniak RH, editors. A practical
guide to teaching and assessing the ACGME core competencies. 2nd ed.,
Marblehead, MA: HCPro; 2010. p. 287–363.
[15] Sutcliffe KM, Lewton E, Rosenthal M. Communication failures: an insidious
contributor to medical mishaps. Acad Med 2004;79:186–94. http://dx.doi.org/
10.1097/00001888-200402000-00019.
[16] The International Charter for Human Values in Healthcare [Internet]. Hong
Kong: Hong Kong Polytechnic University and Sydney (AUS): University of
Technology Sydney; 2012 [cited/accessed 24.06.14]. Available from: http://
charterforhealthcarevalues.org.
[17] International Research Centre for Communication in Healthcare [Internet].
Hong Kong: Hong Kong Polytechnic University and Sydney (AUS): University
of Technology Sydney; 2012 [cited/accessed 24.06.14] Available from: http://
ircch.org.
[18] Chandler D. International Research Centre for Communication in Healthcare:
Let’s Get Talking. [video]. Daz Chandler, producer. Hong Kong and Sydney
(AUS): International Research Centre for Communication in Healthcare; 2013
[cited/accessed 24.06.14]. Available from: http://player.vimeo.com/video/
84762101.
[19] Charter Preamble. The Charter. The International Charter for Human Values in
Healthcare [Internet]. Hong Kong: Hong Kong Polytechnic University and
Sydney (AUS): University of Technology Sydney; 2012 [cited/accessed
21.06.14]. Available from: http://charterforhealthcarevalues.org/?page_id=
1579.
[20] Partners. The International Charter for Human Values in Healthcare [Internet].
Hong Kong: Hong Kong Polytechnic University and Sydney (AUS): University
of Technology Sydney; 2012 [cited/accessed 21.06.14]. Available from: http://
charterforhealthcarevalues.org/?page_id=1264.
[21] Charter for Compassion [Internet]. Charter for Compassion International. 2008
Nov 12 [modiﬁed 2013]. Health Care Partners. The International Charter for
Human Values in Healthcare; 2013 Jan 18 [cited/accessed 21.06.14]. Available
from: http://charterforcompassion.org/node/5928.
[22] Charter for Compassion [Internet]. Charter for Compassion International. 2008
Nov 12 [modiﬁed 2013; cited/accessed 21.06.14]. Available from: http://
charterforcompassion.org.
[23] Tresolini CP, Pew-Fetzer Task Force. Health professions education and relationship-centered care. San Francisco: The Pew-Fetzer Task Force on Advancing Psychosocial Health Education, Pew Health Professions Commission and
the Fetzer Institute; 1994.
[24] Beach MC, Inui T, The Relationship-Centered Care Research Network. Relationship-centered care: a constructive reframing. J Gen Intern Med 2006;21:
S3–8.

[25] Project of the ABIM Foundation, ACP–ASIM Foundation, and European Federation of Internal Medicine. Medical professionalism in the new millennium: A
physician charter. Ann Intern Med 2002;136:243–6 [Also available at: hhttp://
annals.org/article.aspx?articleid=474090i [accessed 02.06.14]].
[26] Charter of Compassion for Care [Internet]. Amsterdam, Holland. 2011 Feb
[cited/accessed 02.06.14]. Available from: http://www.compassionforcare.
com/en/charter-of-compassion-for-care.
[27] Salzburg Global Seminar. Salzburg statement on shared decision making. Br
Med J 2011;22:342. http://dx.doi.org/10.1136/bmj.d1745.
[28] About us. Human Values in Healthcare Forum. [Internet]. London, UK. c2012.
[cited/accessed 23.06.14]. Available from: http://www.humanvaluesinhealthcare.org.
[29] Puchalski CM, Vitillo R, Hull SK, Reller N. Improving the spiritual dimension of
whole person care: reaching national and international consensus. J Palliat Med
2014;17:642–56. http://dx.doi.org/10.1089/jpm.2014.9427 (Also available from:
http://hsrc.himmelfarb.gwu.edu/cgi/viewcontent.cgi?article=1429&context=
smhs_medicine_facpubsi [cited/accessed 18.06.14]).
[30] The George Washington University School of Medicine and Health Sciences
[Internet]. Washington, DC: George Washington University. Otto L. A growing
consensus on the power of compassionate care; 2012 November 30 [cited/
accessed 18.06.14]. Available from: http://smhs.gwu.edu/news/growing-consensus-power-compassionate-care.
[31] Kurtz S, Silverman J, Draper J. Teaching and learning communication skills in
medicine. 2nd ed. Oxford: Radcliffe Publishing; 2005
[32] Stewart MA, Brown JB, Weston WW, McWhinney IR, McWilliam CL, Freeman
T. Patient-centered medicine: transforming the clinical method. 2nd edition,
Oxford: Radcliffe Medical Press; 2003.
[33] Lussier MT, Richard C. Because one shoe doesn’t ﬁt all: a repertoire of doctorpatient relationships. Can Fam Phys 2008;54:1089–92.
[34] Dyche L. Interpersonal skill in medicine: the essential partner of verbal
communication. J Gen Intern Med 2007;22:1035–9. http://dx.doi.org/
10.1007/s11606-007-0153-0.
[35] Branch Jr WT, Arky RA, Woo B, Stoeckle JD, Levy DB, Taylor WC. Teaching
medicine as a human experience: a patient-doctor relationship course for
faculty and ﬁrst-year medical students. Ann Intern Med 1991;114:482–9.
[36] Branch Jr WT, Pels RJ, Calkins D, Forrow L, Harper G, Mandell F, Maynard E,
Peterson L, Arky RA. A new educational approach for supporting the professional
development of third year medical students. J Gen Intern Med 1995;10:691–4.
[37] Higgins S, Bernstein L, Manning K, Schneider J, Kho A, Brownﬁeld E, Branch Jr
WT. Through the looking glass: how reﬂective learning inﬂuences the development of young faculty members. Teach Learn Med 2011;23:238–43.
[38] Branch WT, Chou CL, Farber NJ, Hatem D, Keenan C, Makoul G, Quinn M,
Salazar W, Sillman J, Stuber M, Wilkerson LA, Mathew G, Fost M. Faculty
development to enhance humanistic teaching and role modeling: a collaborative study at eight institutions. J Gen Intern Med 2014. http://dx.doi.org/
10.1007/s11606-014-2927-5 [Epub ahead of print 20 June 2014].
[39] The Faculty Education Fellowship in Medical Humanism and Professionalism
[Internet]. Boston (MA): Children’s Hospital, Harvard Medical School.; 2013[cited/accessed 24.06.14]. Available from: http://www.ipepweb.org/the-faculty-education-fellowship-in-medical-humanism-and-professionalism.
[40] Safe handover: safe patients. Guidance on clinical handover for clinicians and
managers [Internet]. New South Wales, Australia: Australian Medical Association; 2006 [cited/accessed 24.06.14]. Available from: https://ama.com.au/
ama-clinical-handover-guide-safe-handover-safe-patients.
[41] Haig KM, Sutton S, Whittington J. SBAR: a shared mental model for improving
communication between clinicians. Jt Comm J Qual Patient Saf 2006;32:
167–75.
[42] Arora V, Johnson J, Lovinger D, Humphrey HJ, Meltzer DO. Communication
failures in patient sign-out and suggestions for improvement: a critical incident analysis. Qual Saf Health Care 2005;14:401–7.
[43] Eggins S, Slade D. Clinical handover as an interactive event: Information and
interactional communication strategies in effective shift-change handovers.
Commun Med 2012;9:215–27. http://dx.doi.org/10.1558/cam.v9i3.215.

