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ACADEMIC INTERNAL MEDICINE

AAIM IN ACTION By the Numbers

AAIM President’s Update 2
AAIM President D. Craig Brater, MD, reflects on AAIM’s involvement in o

key issues that impact the daily lives of its members, including promoting o
wellness and burnout, monitoring maintenance of certification discussions,

revitalizing the physician-investigator workforce, reviewing the Institute of Sentinel events caused by poor
Medicine report and building Alliance recommendations to respond, and communication among staff,

bringing together the subspecialty internal medicine community to discuss hvsici d patient
the fellowship match “all in” policy. physicians, and patients
Page 14

SPEAKING WITH LEADERS

AAIM Interviews Joseph Loscalzo, MD, PhD 4 o
Chair of the Department of Internal Medicine at Harvard Medical School

Brigham and Women'’s Hospital, Joseph Loscalzo, MD, PhD, discusses the o
challenges of being in a leadership position, including playing “the bad

guy,” managing time, running meetings, being a mentor, and extending
your knowledge outside your areas of expertise.

Residents who reported no formal
training on hospital follow-up visits

Page 11
RESIDENT EDUCATION
A Safe and Effective Discharge Curriculum 6
Implemented in 11 Internal Medicine Programs 1 0
Transition out of the hospital is arguably one of the most important
components of a patient’s hospital stay; however, patient discharge is not Best practices for attendings to

traditionally part of residency training. The “Safe and Effective Discharge

(SAFE-D) from the Hospital” was developed to assess the usefulness promote resident autonomy on

of direct observation and feedback in determining competence of the wards

discharging patients. Page 9

FACULTY DEVELOPMENT

Giving the Understudy the Spotlight: 8 | — S
Promoting Resident Autonomy on the Wards Also in This Issue

A changing inpatient environment, fueled by duty hours restrictions

and the patient safety movement, has led to concerns that increased 14 Team-Based _Evaluation of )
supervision has encroached on trainee autonomy. Faculty from University Interprofessional Collaboration

Skills Identifies More Deficiencies

of Pittsburgh present a unique rounding system for the inpatient wards
iisburgh p unique rounding sy inpatient w Compared with Individual

and lessons attending physicians learned to promote resident autonomy.

Evaluations
FACULTY DEVELOPMENT
P . . 16 Got Empathy? Using Improv
It's Bigger Than Just the V_I!‘tlt: A Resident ar!d 1 and a T,“,’eatg’,_gaseg Wo':kshop
Faculty Ambulatory Transition-of-Care Curriculum to Enhance Communication and
The hospital follow-up visit is a critical bridge for a successful transition Teach Empathy to Residents and

and reintegration of a patient into his or her community, but more than Fellows

one-half of residents receive no formal training in this area. Interns and
residents participated in STAR (Safe Transitions Across caRe) educational
seminars, which examined the full scope of transitions of care, from the
admission to the discharge to reintegration into the medical home and

community.




SUBSPECIALTY EDUCATION

Got Empathy? Using Improv and a Theater-Based
Workshop to Enhance Communication and Teach
Empathy to Residents and Fellows

Background
mpathy is an essential skill for medical professionals
to learn and build during training. Increased empathy
has been shown to improve the effectiveness of patient
care and the well-being of physicians (1-8). However,
in the medical community there continues to be much
debate about what behaviors constitute empathy in the
clinical environment (9). Theater techniques are promising
methods for teaching empathic communication skills
to clinicians. Theater combines features from each of
the following methods, which have been shown in the
literature to successfully teach empathy: 1) interpreting
of narrative, 2) simulation, and 3) emotion recognition
(10-14). Because developing empathy skills during
training is imperative, we implemented a theater-based
empathy training workshop in internal medicine and
its subspecialties. We studied the effectiveness of this
intervention in equipping trainees with new empathic
behaviors.

Methods

We conducted a six-hour workshop for all clinical
staff in the Department of Medicine. All members of the
department were required to attend a workshop. Each
workshop session included up to 20 participants of varying
roles and disciplines. The workshop began with a brief
didactic segment, which covered the definition of empathy,
communication mnemonics SPIKES (Setting, Patient'’s
perspective, Invitation, Knowledge, Exploring/Empathy,
Strategy/Summary) and NURSE (Naming, Understanding,
Respecting, Supporting, Exploring), the meaning of
empathy, and a demonstration of skills using a breaking
“bad news" situation (15, 16). It was followed by an
overview of a few principles of improvisational theater—
such as “yes, and”—and a few improv games in the large
group. These games focused on collaborative meaning
making and mirroring. The “yes, and” principle framed
the communication interaction as one of agreement and

contribution. The participants were asked to agree with
and build on what the other person said.

The group of 20 was then divided into smaller groups
of five, who worked for the next four hours with a trained
facilitator. Each participant spent 25 minutes with an actor
within the small group, building empathic communication
skills in the context of a case. Each session began with the
learner articulating one to three goals on which he or she
wanted to focus during the session. The sessions with the
actor included facilitator- or participant-initiated timeouts,
during which the entire group engaged in reflective
dialogue to support the participant in achieving his or her
goals. At the conclusion of each session, the participant
articulated a take-home point. For example, a participant
could say that she wanted to work on naming emotion
and found anger particularly challenging. In this case, the
actor was asked to heighten the character’s anger, and
the facilitator would find a moment within the case to
concentrate on that skill. This moment could be rewound
several times until the participant and the facilitator felt a
successful strategy was uncovered, which would likely then
be the participant’s take-home point.

We defined empathy using deWaal’s model of
cognitive and embodied empathy and Davis’s four domains
of empathy: 1) perspective-taking, 2) empathic concern, 3)
fantasy, and 4) personal distress (17-18) (Figure 1).

We used items from the CARE (Consultation and
Relational Empathy) Measure to assess perceptions of
behavior prior to the workshop, immediately following it,
and six weeks afterward (19). The pre- and post-surveys
were completed using pen and paper at the training
sessions. The post-six-weeks survey was sent by email.

The questions we used focused on caring, understanding,
listening, planning, and explaining. We also added one
item on the pre- and post-survey to assess whether the
participants felt they could change their communication
plan in real time if things were not going well. This last
item arose from the observations of many previous trainees
who felt powerless to deviate from their communication

FIGURE 1. Davis’s Four Domains of Empathy Within deWaal’s Cognitive and Embodied Framework

Embodied Empathy
Empathic Concern and

Personal Distress

16

Cognitive Empathy
Perspective Taking and

Fantasy

Academic Internal Medicine Insight | 2016 | 13:4



plans once they were in a patient’s room. Because empathy
is necessarily an individual act—not something that can

be codified and applied precisely the same way in every
instance—this is an essential skill.

We conducted 26 workshops from October 14, 2013,
to August 11, 2014. Along with faculty, we trained
fellows from allergy and immunology, cardiology,
endocrinology, gastroenterology, geriatrics, hematology/
oncology, infectious disease, nephrology, rheumatology,
and pulmonary/critical care as well as internal medicine
residents in their second year of training. A total of 451
learners, 63 of them trainees, attended workshops during
the study period of November 1, 2013, to August 4, 2014.
Results were compared using paired samples t-tests.

Results

The trainee group consisted of 32 internal medicine
PG2 residents and 31 fellows. Of the 63 trainees, 59 (94%)
completed the pre-test and immediate post-test. Thirty-one
(49%) trainees also responded to the survey given after six
weeks. We found that after six hours spent in the theater-
based training program, participants reported better
ability to engage in empathic behaviors. Participants rated
their empathic communication skills significantly higher in
all seven areas after completing the course (N = 59) and in
all areas at six weeks post (N = 31). Results are displayed in
Figures 2 and 3.

We also ran independent samples t-tests to explore
possible differences between males and females, MDs and

RNs, or different medical specialties (that is, cardiology v.
endocrinology). We found no significant differences in the
overall change scores between these groups nor on any
individual measure. The intervention was able to address
the learning needs of a diverse group of trainees.

Discussion

One goal of simulation training is to approximate
real-life situations and environments to teach transferable
skills. While some have shown that attention to high-
fidelity reenactments facilitates knowledge and skill
transfer to the clinical environment, we intentionally took
a different approach. In our training, we acknowledged
the disconnect between real-life and theater-based training
in order to encourage trainees to try new strategies. The
use of improvisational and participatory theater techniques
enabled us to move trainees from a space of comfort with
their current level of skill into a learning space, a liminal
space, in which to explore new skills. These skills addressed
the cognitive and the embodied nature of empathy
equally, something not often done in medical education.

Our results illustrate that a six-hour workshop has
the capacity to improve trainees’ self-report of empathic
communication skills. Moreover, based on short-term
follow-up (six weeks), this study suggests that as trainees
reentered their real-world practice, they continued to
work on these skills and to improve. They were able to
translate the fictional situation from the workshop to
clinical encounters in their everyday work. Interestingly, at

FIGURE 2. Assessment of Empathic Behavior Before and Immediately After Workshop

Explaining things clearly 3.32
Allowing patients to tell their story 3.31
Understanding patients concerns 3.25
Making a plan of action with a patient 3.36
Showing care and compassion 3.59
Changing the communication plan in real time 2.88

Poor = 1, Fair = 2, Good = 3, Very Good = 4, Excellent =5

3.56 0.24 <0.05
3.93 0.62 <0.0001
3.83 0.58 <0.0001
3.64 0.28 <0.05
3.86 0.27 <0.05
3.50 0.62 <0.0001

FIGURE 3. Assessment of Empathic Behavior Before and Six Weeks After Workshop

Explaining things clearly 3.26
Allowing patients to tell their story 3.19
Understanding patients concerns 3.13
Making a plan of action with a patient 3.42
Showing care and compassion 3.61
Changing the communication plan in real time 2.87

Poor = 1, Fair = 2, Good = 3, Very Good = 4, Excellent = 5
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4.00 0.74 <0.0001
4.06 0.87 <0.0001
3.84 0.71 <0.0001
4.03 0.61 <0.001
4.10 0.49 <0.01
3.48 0.61 <0.001
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The strengths of this study include
the participation of clinicians from
different disciplines, as well as residents
and fellows, suggesting that these
methods are useful in education across

the continuum.

baseline, the group rated themselves the lowest in the area
of “reflection in action” or being able to change course
during a conversation. The improvement in these scores
suggests that the workshop heightened their ability to
flexibly react in the moment. Again, since empathy requires
that we treat each person as an individual, it is impossible to
script a conversation perfectly before it happens. Therefore,
the clinician must know how to reflect in the moment and
adjust appropriately.

The strengths of this study include the participation
of clinicians from different disciplines, as well as residents
and fellows, suggesting that these methods are useful in
education across the continuum. Limitations include the use
of self-report to evaluate the effectiveness of the workshop
and the use of a single center. Further work should focus
on gaining observational data of trainee skills before and
after the program, as well as studying the impact of this
intervention at additional institutions.

Conclusions

The broad application of an intensive empathic
communication workshop is feasible and effective, and
was broadly accepted by trainees. Participants significantly
improved their skills in empathic communication, as
evidenced by the self-assessment. We saw a sustained effect
six weeks after the learners reintegrated into the clinical
environment. This study suggests that adult learners can
improve their abilities to engage in empathic behaviors in
as little as six hours. More work needs to be done in order
to learn how we can equip our trainees with skills that will
better connect them with their patients. Q

18

AUTHORS

Amy B. Zelenski, PhD

Director of Medical Education

Department of Medicine

University of Wisconsin School of Medicine and Public Health

Shobhina G. Chheda, MD
Assistant Dean of Medical Education
University of Wisconsin School of Medicine and Public Health

Mariah Quinn, MD

Assistant Professor

Department of Medicine

University of Wisconsin School of Medicine and Public Health

Sara K. Johnson, MD

Assistant Professor

Department of Medicine

University of Wisconsin School of Medicine and Public Health

Lindsay Voss, MD

Chief Resident

Department of Medicine

University of Wisconsin School of Medicine and Public Health

Toby C. Campbell, MD

Associate Professor

Department of Medicine

University of Wisconsin School of Medicine and Public Health

REFERENCES

1. Clark PA. What residents are not learning: Observations in an NICU. Acad
Med. 2001;76(5):419-424.

2. Easter DW, Beach W. Competent patient care is dependent upon attending
to empathic opportunities presented during interview sessions. Curr Surg.
2004;61(3):313-318.

3. Khajavi F, Hekmat H. A comparative study of empathy. The effects of
psychiatric training. Arch Gen Psychiatry. 1971;25(6):490-493.

4. McGilton KS. Enhancing relationships between care providers and
residents in long-term care. Designing a model of care. J Gerontol Nurs.
2002;28(12):13-21.

5. Rider EA, Volkan K, Hafler JP. Pediatric residents’ perceptions of
communication competencies: Implications for teaching. Med Teach.
2008;30(7):E208-E217.

6. Kelley JM, Kraft-Todd G, Schapira L, Kossowsky J, Riess H. The Influence
of the patient-clinician relationship on healthcare outcomes: A systematic
review and meta-analysis of randomized controlled trials. PLoS ONE.
2014;9(4):e94207.

7. Wolpin BM, Chabner BA, Lynch TJ Jr, Penson RT. Learning to cope: How far
is too close? The Oncologist. 2005;10(6):449-456.

8. Gianakos D. Empathy revisited. Arch Intern Med. 1996;156(2):135-136.

Halpern J. from Detached Concern to Empathy : Humanizing Medical

Practice. New York, NY: Oxford University Press; 2011.

10. DasGupta S, Charon R. Personal illness narratives: Using reflective writing
to teach empathy. Acad Med. 2004;79(4):351-356.

11. Seaberg DC, Godwin SA, Perry SJ. Teaching patient empathy: The ED visit
program. Acad Emerg Med. 2000;7(12):1433-1436.

12. Zenni EA, Ravago L, Ewart C, Livingood W, Wood D, Goldhagen J. A walk
in the patients’ shoes: A step toward competency development in systems-
based practice. Ambul Pediatr. 2006;6(1):54-57.

o

Academic Internal Medicine Insight | 2016 | 13:4



13.

14.

15.

16.

Pulman A, Galvin K, Hutchings M, et al. Empathy and dignity through

technology: Using lifeworld-led multimedia to enhance learning about the

head, heart and hand. Electron J E-Learn. 2012;10(3):349-359.
Riess H, Kelley JM, Bailey R, Konowitz PM, Gray ST. Improving empathy

and relational skills in otolaryngology residents: A pilot study. Otolaryngol-

Head Neck Surg. 2011;144(1):120-122.

Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP. SPIKES—A
six-step protocol for delivering bad news: Application to the patient with
cancer. The Oncologist. 2000;5(4):302-311.

Pollak KI, Arnold RM, Jeffreys AS, et al. Oncologist communication about
emotion during visits with patients with advanced cancer. J Clin Oncol.
2007;25(36):5748-5752.

& EXAM MASTER-

Your partner for testing excellence™

Online testing system for
Internal Medicine educators

Improve your program’s performance

17. deWaal FBM. The Age of Empathy: Nature’s Lessons for a Kinder Society. P H
Toronto: McClelland & Stewart; 2009. Exam Master prowde_s an online

18. Davis MH. Measuring individual differences in empathy: Evidence for a assessment SyStem that is easy to use,
multidimensional approach. J Pers Soc Psychol. 1983;44(1):113-126. :

19. Mercer SW, Maxwell M, Heaney D, Watt GC. The consultation and offers more fe_atures than most teStmg
relational empathy (CARE) measure: Development and preliminary platforms aval|ab|e to educatOrS, and
validation and reliability of an empathy-based consultation process
measure. Fam Pract. 2004;21(6):699-705. serves as a perfeCt Complement to

learning management or testing systems

ACKNOWLEDGMENTS

you may already be using.

These workshops were made possible by the dedication and hard work of our
participants, actors, and fellow coaches (Joan Addington-White, David Ciske,
Sam Lubner, and Ryan Mattison). We also owe a debt of gratitude to Richard
Page, MD, and Bennett Vogelman, MD, for their support.

Great for clinical and competency
assessment
Contact us to schedule a trial!
info@exammaster.com
www.ExamMaster.com

A

APDIM

Association of Program Directors in Internal Medicine

- The Toolkit Series
A Textbook for
- Today’s Chief Medical Resident
2ND EDITION

The Toolkit Series

A Textbook for Today’s Chief Medical Resident

22TH EDITION

Now Available on Amazon!

¢ Simulation for the

Featuring 20% new
chief resident

content, including:

* Unique challenges

* Managing up
of the PGY-3 resident

* Practical advice on
morning report and
journal clubs

View the table of contents and sample
chapters at

Academic Internal Medicine Insight | 2016 | 13:4 19



P
AAIM
Alliance for Academic Internal Medicine
330 John Carlyle Street
Suite 610
Alexandria, VA 22314

October 20-22, 2016
Gaylord National Resort and Convention Center

National Harbor, MD

CAREER PLANNING
AAIM SKILLS DEVELOPMENT CONFERENCE

BUDGETING

PRESENTATION SKILLS

ORGAMZATION

Know' How . a GRANT WRITING

STUDY DESIGN
LI STATIVE

Presorted Standard
US Postage
PAID
Washington DC
PERMIT NO. 3070

o
AAIM

Alliance for Academic Internal Medicine

AAIM is pleased to
introduce the Skills
Development Conference
in 2016! Open to dll
members of the alliance,
the conference is designed
to provide knowledge and
skills necessary to do your
job more effectively and
climb the rungs of the
leadership ladder.




	AAIM President’s Update
	AAIM Interviews Joseph Loscalzo, MD, PhD 
	A Safe and Effective Discharge Curriculum Implemented in 11 Internal Medicine Programs
	Giving the Understudy the Spotlight:  Promoting Resident Autonomy on the Wards
	It’s Bigger Than Just the Visit: A Resident and Faculty Ambulatory Transition-of-Care Curriculum 
	Team-Based Evaluation of Interprofessional Collaboration Skills Identifies More Deficiencies Compare
	Got Empathy? Using Improv and a Theater-Based Workshop to Enhance Communication and Teach Empathy to



